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Our medical policy impacts all our coverage decisions. This list includes Current Procedural Terminology (CPT®) and/or Healthcare

Common Procedure Coding System codes that, based on our medical policy, are: .
Utilization Management Process

- Subject to a medical necessity review,

- Candidates for a Recommended Clinical Review,

- Not a benefit for our members,

- Considered experimental, investigational and unproven (EIU), or

- Not on our prior authorization list (with some exceptions based on members’ benefit plans)

This file is a searchable PDF.
Press "CTRL" and "F" keys at the same
time to bring up the search box. Enter a
procedure code or description of the

service.
Except as otherwise noted in the date column, these codes are effective on or before January 1, 2024
Procedure Code Groups Procedure Code Group Description
Medical Policy Criteria (MP Criteria) Procedures/services reviewed against Medical Policy Criteria. Submit for Recommended Clinical

Review (Predetermination) to avoid post-service review.

Highlighted procedure/service in this code group may require Prior Authorization per contract

agreement.
Non Covered Procedures/services not covered by the Plan. Not subject to pre-service review.
Experimental, Investigational, Unproven (EIU) Procedures/services not reimbursed by the Plan. Not subject to pre-service review. Check EIU

policy, which is one of our Clinical Payment and Coding Policy (CPCP).

Unlisted or Undefined Procedures/services not specifically defined or classified, may be subject to contract/clinical
review.

Note: Some codes will appear twice if Ending Date and Effective Date are within the same quarter period.

Procedure Code Code Description Code Group & Description Effective Date Ending Date
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0024U Glycosylated acute phase proteins (GlycA), nuclear MP Criteria: Procedure/service reviewed against |1/1/2018 12/31/2999
magnetic resonance spectroscopy, quantitative Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
0025U Tenofovir, by liquid chromatography with tandem mass [MP Criteria: Procedure/service reviewed against [1/1/2018 12/31/2999
spectrometry (LC-MS/MS), urine, quantitative Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
0052U Lipoprotein, blood, high resolution fractionation and EIU: Procedure/service not reimbursed by the |7/1/2018 12/31/2999
quantitation of lipoproteins, including all five major Plan. Not subject to pre-service review. Check
lipoprotein classes and subclasses of HDL, LDL, and VLDL |EIU policy, which is one of our Clinical Payment
by vertical auto profile ultracentrifugation and Coding Policy (CPCP).
0054T Computer-assisted musculoskeletal surgical navigational |EIU: Procedure/service not reimbursed by the |2/15/2015 12/31/2999
orthopedic procedure, with image-guidance based on Plan. Not subject to pre-service review. Check
fluoroscopic images (List separately in addition to code |EIU policy, which is one of our Clinical Payment
for primary procedure) and Coding Policy (CPCP).
0055T Computer-assisted musculoskeletal surgical navigational |EIU: Procedure/service not reimbursed by the |8/15/2015 12/31/2999
orthopedic procedure, with image-guidance based on Plan. Not subject to pre-service review. Check
CT/MRI images (List separately in addition to code for EIU policy, which is one of our Clinical Payment
primary procedure) and Coding Policy (CPCP).
0062U Autoimmune (systemic lupus erythematosus), IgG and  [EIU: Procedure/service not reimbursed by the |12/1/2020 12/31/2999
IgM analysis of 80 biomarkers, utilizing serum, algorithm [Plan. Not subject to pre-service review. Check
reported with a risk score EIU policy, which is one of our Clinical Payment
and Coding Policy (CPCP).
0063U Neurology (autism), 32 amines by LC-MS/MS, using EIU: Procedure/service not reimbursed by the |12/1/2020 12/31/2999

plasma, algorithm reported as metabolic signature
associated with autism spectrum disorder

Plan. Not subject to pre-service review. Check
EIU policy, which is one of our Clinical Payment
and Coding Policy (CPCP).
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0067U Oncology (breast), immunohistochemistry, protein MP Criteria: Procedure/service reviewed against |4/1/2021 12/31/2999
expression profiling of 4 biomarkers (matrix Medical Policy Criteria. Submit for
metalloproteinase-1 [MMP-1], carcinoembryonic antigen{Recommended Clinical Review to avoid post-
related cell adhesion molecule 6 [CEACAMS6], service review.
hyaluronoglucosaminidase [HYAL1], highly expressed in
cancer protein [HEC1]), formalin-fixed paraffin-
embedded precancerous breast tissue, algorithm
reported as carcinoma risk score
0071T Focused ultrasound ablation of uterine leiomyomata, MP Criteria: Procedure/service reviewed against [9/1/2020 12/31/2999
including MR guidance; total leiomyomata volume less  |Medical Policy Criteria. Submit for
than 200 cc of tissue Recommended Clinical Review to avoid post-
service review.
0072T Focused ultrasound ablation of uterine leiomyomata, MP Criteria: Procedure/service reviewed against [9/1/2020 12/31/2999
including MR guidance; total leiomyomata volume Medical Policy Criteria. Submit for
greater or equal to 200 cc of tissue Recommended Clinical Review to avoid post-
service review.
0075T Transcatheter placement of extracranial vertebral artery [MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
stent(s), including radiologic supervision and Medical Policy Criteria. Submit for
interpretation, open or percutaneous; initial vessel Recommended Clinical Review to avoid post-
service review.
0076T Transcatheter placement of extracranial vertebral artery [MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
stent(s), including radiologic supervision and Medical Policy Criteria. Submit for
interpretation, open or percutaneous; each additional Recommended Clinical Review to avoid post-
vessel (List separately in addition to code for primary service review.
procedure)
0100T Placement of a subconjunctival retinal prosthesis EIU: Procedure/service not reimbursed by the |12/1/2020 12/31/2999

receiver and pulse generator, and implantation of
intraocular retinal electrode array, with vitrectomy

Plan. Not subject to pre-service review. Check
EIU policy, which is one of our Clinical Payment
and Coding Policy (CPCP).
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0101T Extracorporeal shock wave involving musculoskeletal EIU: Procedure/service not reimbursed by the |2/15/2015 12/31/2999
system, not otherwise specified Plan. Not subject to pre-service review. Check
EIU policy, which is one of our Clinical Payment
and Coding Policy (CPCP).
0102T Extracorporeal shock wave performed by a physician, EIU: Procedure/service not reimbursed by the [2/15/2015 12/31/2999
requiring anesthesia other than local, and involving the |Plan. Not subject to pre-service review. Check
lateral humeral epicondyle EIU policy, which is one of our Clinical Payment
and Coding Policy (CPCP).
0106T Quantitative sensory testing (QST), testing and EIU: Procedure/service not reimbursed by the |2/15/2015 12/31/2999
interpretation per extremity; using touch pressure Plan. Not subject to pre-service review. Check
stimuli to assess large diameter sensation EIU policy, which is one of our Clinical Payment
and Coding Policy (CPCP).
0106U Gastric emptying, serial collection of 7 timed breath EIU: Procedure/service not reimbursed by the [12/1/2020 12/31/2999
specimens, non-radioisotope carbon-13 (13C) spirulina |Plan. Not subject to pre-service review. Check
substrate, analysis of each specimen by gas isotope ratio |EIU policy, which is one of our Clinical Payment
mass spectrometry, reported as rate of 13C0O2 excretion [and Coding Policy (CPCP).
0107T Quantitative sensory testing (QST), testing and EIU: Procedure/service not reimbursed by the |2/15/2015 12/31/2999
interpretation per extremity; using vibration stimulito  [Plan. Not subject to pre-service review. Check
assess large diameter fiber sensation EIU policy, which is one of our Clinical Payment
and Coding Policy (CPCP).
0108T Quantitative sensory testing (QST), testing and EIU: Procedure/service not reimbursed by the [2/15/2015 12/31/2999

interpretation per extremity; using cooling stimuli to
assess small nerve fiber sensation and hyperalgesia

Plan. Not subject to pre-service review. Check
EIU policy, which is one of our Clinical Payment
and Coding Policy (CPCP).
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0109T Quantitative sensory testing (QST), testing and EIU: Procedure/service not reimbursed by the |2/15/2015 12/31/2999
interpretation per extremity; using heat-pain stimulito [Plan. Not subject to pre-service review. Check
assess small nerve fiber sensation and hyperalgesia EIU policy, which is one of our Clinical Payment
and Coding Policy (CPCP).
0110T Quantitative sensory testing (QST), testing and EIU: Procedure/service not reimbursed by the [2/15/2015 12/31/2999
interpretation per extremity; using other stimuli to Plan. Not subject to pre-service review. Check
assess sensation EIU policy, which is one of our Clinical Payment
and Coding Policy (CPCP).
0119U Cardiology, ceramides by liquid MP Criteria: Procedure/service reviewed against |9/1/2020 12/31/2999
chromatography?tandem mass spectrometry, plasma, |[Medical Policy Criteria. Submit for
guantitative report with risk score for major Recommended Clinical Review to avoid post-
cardiovascular events service review.
0164U Gastroenterology (irritable bowel syndrome [IBS]), MP Criteria: Procedure/service reviewed against |9/1/2020 12/31/2999
immunoassay for anti-CdtB and anti-vinculin antibodies, |Medical Policy Criteria. Submit for
utilizing plasma, algorithm for elevated or not elevated |Recommended Clinical Review to avoid post-
qualitative results service review.
0165U Peanut allergen-specific quantitative assessment of MP Criteria: Procedure/service reviewed against |4/1/2020 12/31/2999
multiple epitopes using enzyme-linked immunosorbent |[Medical Policy Criteria. Submit for
assay (ELISA), blood, individual epitope results and Recommended Clinical Review to avoid post-
probability of peanut allergy service review.
0172U Oncology (solid tumor as indicated by the label), somatic |MP Criteria: Procedure/service reviewed against |1/1/2021 12/31/2999
mutation analysis of BRCA1 (BRCA1, DNA repair Medical Policy Criteria. Submit for
associated), BRCA2 (BRCA2, DNA repair associated) and [Recommended Clinical Review to avoid post-
analysis of homologous recombination deficiency service review.
pathways, DNA, formalin-fixed paraffin-embedded
tissue, algorithm quantifying tumor genomic instability
score
0173U Psychiatry (ie, depression, anxiety), genomic analysis MP Criteria: Procedure/service reviewed against |4/1/2021 12/31/2999

panel, includes variant analysis of 14 genes

Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
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0175U Psychiatry (eg, depression, anxiety), genomic analysis MP Criteria: Procedure/service reviewed against |4/1/2021 12/31/2999
panel, variant analysis of 15 genes Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
0176U Cytolethal distending toxin B (CdtB) and vinculin 1gG MP Criteria: Procedure/service reviewed against |7/1/2020 12/31/2999
antibodies by immunoassay (ie, ELISA) Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
0178U Peanut allergen-specific quantitative assessment of MP Criteria: Procedure/service reviewed against |7/1/2020 12/31/2999
multiple epitopes using enzyme-linked immunosorbent |[Medical Policy Criteria. Submit for
assay (ELISA), blood, report of minimum eliciting Recommended Clinical Review to avoid post-
exposure for a clinical reaction service review.
0198T Measurement of ocular blood flow by repetitive EIU: Procedure/service not reimbursed by the |12/1/2020 12/31/2999
intraocular pressure sampling, with interpretation and  [Plan. Not subject to pre-service review. Check
report EIU policy, which is one of our Clinical Payment
and Coding Policy (CPCP).
0200T Percutaneous sacral augmentation (sacroplasty), MP Criteria: Procedure/service reviewed against [9/1/2020 12/31/2999
unilateral injection(s), including the use of a balloon or  [Medical Policy Criteria. Submit for
mechanical device, when used, 1 or more needles, Recommended Clinical Review to avoid post-
includes imaging guidance and bone biopsy, when service review.
performed
0201T Percutaneous sacral augmentation (sacroplasty), MP Criteria: Procedure/service reviewed against |9/1/2020 12/31/2999
bilateral injections, including the use of a balloon or Medical Policy Criteria. Submit for
mechanical device, when used, 2 or more needles, Recommended Clinical Review to avoid post-
includes imaging guidance and bone biopsy, when service review.
performed
0202T Posterior vertebral joint(s) arthroplasty (eg, facet joint[s] [EIU: Procedure/service not reimbursed by the |12/1/2020 12/31/2999

replacement), including facetectomy, laminectomy,
foraminotomy, and vertebral column fixation, injection
of bone cement, when performed, including fluoroscopy,
single level, lumbar spine

Plan. Not subject to pre-service review. Check
EIU policy, which is one of our Clinical Payment
and Coding Policy (CPCP).
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0207T Evacuation of meibomian glands, automated, using heat |EIU: Procedure/service not reimbursed by the |2/15/2015 12/31/2999
and intermittent pressure, unilateral Plan. Not subject to pre-service review. Check
EIU policy, which is one of our Clinical Payment
and Coding Policy (CPCP).
0213T Injection(s), diagnostic or therapeutic agent, MP Criteria: Procedure/service reviewed against [9/1/2020 12/31/2999
paravertebral facet (zygapophyseal) joint (or nerves Medical Policy Criteria. Submit for
innervating that joint) with ultrasound guidance, cervical [Recommended Clinical Review to avoid post-
or thoracic; single level service review.
02147 Injection(s), diagnostic or therapeutic agent, MP Criteria: Procedure/service reviewed against [9/1/2020 12/31/2999
paravertebral facet (zygapophyseal) joint (or nerves Medical Policy Criteria. Submit for
innervating that joint) with ultrasound guidance, cervical [Recommended Clinical Review to avoid post-
or thoracic; second level (List separately in addition to service review.
code for primary procedure)
0215T Injection(s), diagnostic or therapeutic agent, MP Criteria: Procedure/service reviewed against [9/1/2020 12/31/2999
paravertebral facet (zygapophyseal) joint (or nerves Medical Policy Criteria. Submit for
innervating that joint) with ultrasound guidance, cervical [Recommended Clinical Review to avoid post-
or thoracic; third and any additional level(s) (List service review.
separately in addition to code for primary procedure)
0216T Injection(s), diagnostic or therapeutic agent, MP Criteria: Procedure/service reviewed against [9/1/2020 12/31/2999
paravertebral facet (zygapophyseal) joint (or nerves Medical Policy Criteria. Submit for
innervating that joint) with ultrasound guidance, lumbar [Recommended Clinical Review to avoid post-
or sacral; single level service review.
02177 Injection(s), diagnostic or therapeutic agent, MP Criteria: Procedure/service reviewed against [9/1/2020 12/31/2999

paravertebral facet (zygapophyseal) joint (or nerves
innervating that joint) with ultrasound guidance, lumbar
or sacral; second level (List separately in addition to code
for primary procedure)

Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
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0218T Injection(s), diagnostic or therapeutic agent, MP Criteria: Procedure/service reviewed against |9/1/2020 12/31/2999
paravertebral facet (zygapophyseal) joint (or nerves Medical Policy Criteria. Submit for
innervating that joint) with ultrasound guidance, lumbar [Recommended Clinical Review to avoid post-
or sacral; third and any additional level(s) (List separately [service review.
in addition to code for primary procedure)
0219T Placement of a posterior intrafacet implant(s), unilateral |EIU: Procedure/service not reimbursed by the |12/1/2020 12/31/2999
or bilateral, including imaging and placement of bone Plan. Not subject to pre-service review. Check
graft(s) or synthetic device(s), single level; cervical EIU policy, which is one of our Clinical Payment
and Coding Policy (CPCP).
0220T Placement of a posterior intrafacet implant(s), unilateral [EIU: Procedure/service not reimbursed by the |12/1/2020 12/31/2999
or bilateral, including imaging and placement of bone Plan. Not subject to pre-service review. Check
graft(s) or synthetic device(s), single level; thoracic EIU policy, which is one of our Clinical Payment
and Coding Policy (CPCP).
0221T Placement of a posterior intrafacet implant(s), unilateral |EIU: Procedure/service not reimbursed by the |12/1/2020 12/31/2999
or bilateral, including imaging and placement of bone Plan. Not subject to pre-service review. Check
graft(s) or synthetic device(s), single level; lumbar EIU policy, which is one of our Clinical Payment
and Coding Policy (CPCP).
022271 Placement of a posterior intrafacet implant(s), unilateral [EIU: Procedure/service not reimbursed by the |12/1/2020 12/31/2999
or bilateral, including imaging and placement of bone Plan. Not subject to pre-service review. Check
graft(s) or synthetic device(s), single level; each EIU policy, which is one of our Clinical Payment
additional vertebral segment (List separately in addition [and Coding Policy (CPCP).
to code for primary procedure)
0224U Antibody, severe acute respiratory syndrome EIU: Procedure/service not reimbursed by the [6/1/2023 12/31/2999

coronavirus 2 (SARS-CoV-2) (Coronavirus disease [COVID-
19]), includes titer(s), when performed

Plan. Not subject to pre-service review. Check
EIU policy, which is one of our Clinical Payment
and Coding Policy (CPCP).
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0226U Surrogate viral neutralization test (sVNT), severe acute [EIU: Procedure/service not reimbursed by the |6/1/2023 12/31/2999
respiratory syndrome coronavirus 2 (SARS-CoV-2) Plan. Not subject to pre-service review. Check
(Coronavirus disease [COVID-19]), ELISA, plasma, seru EIU policy, which is one of our Clinical Payment
and Coding Policy (CPCP).
0232T Injection(s), platelet rich plasma, any site, including EIU: Procedure/service not reimbursed by the  [12/1/2020 12/31/2999
image guidance, harvesting and preparation when Plan. Not subject to pre-service review. Check
performed EIU policy, which is one of our Clinical Payment
and Coding Policy (CPCP).
0253T Insertion of anterior segment aqueous drainage device, |MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
without extraocular reservoir, internal approach, into Medical Policy Criteria. Submit for
the suprachoroidal space Recommended Clinical Review to avoid post-
service review.
0255U Andrology (infertility), sperm-capacitation assessment of [MP Criteria: Procedure/service reviewed against [10/1/2021 12/31/2999
ganglioside GM1 distribution patterns, fluorescence Medical Policy Criteria. Submit for
microscopy, fresh or frozen specimen, reported as Recommended Clinical Review to avoid post-
percentage of capacitated sperm and probability of service review.
generating a pregnancy score
0263T Intramuscular autologous bone marrow cell therapy, EIU: Procedure/service not reimbursed by the |2/15/2015 12/31/2999

with preparation of harvested cells, multiple injections,
one leg, including ultrasound guidance, if performed;
complete procedure including unilateral or bilateral
bone marrow harvest

Plan. Not subject to pre-service review. Check
EIU policy, which is one of our Clinical Payment
and Coding Policy (CPCP).
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0263U Neurology (autism spectrum disorder [ASD]), MP Criteria: Procedure/service reviewed against |10/1/2021 12/31/2999
quantitative measurements of 16 central carbon Medical Policy Criteria. Submit for
metabolites (ie, ?-ketoglutarate, alanine, lactate, Recommended Clinical Review to avoid post-
phenylalanine, pyruvate, succinate, carnitine, citrate, service review.
fumarate, hypoxanthine, inosine, malate, S-
sulfocysteine, taurine, urate, and xanthine), liquid
chromatography tandem mass spectrometry (LC-
MS/MS), plasma, algorithmic analysis with result
reported as negative or positive (with metabolic
subtypes of ASD)
0264T Intramuscular autologous bone marrow cell therapy, EIU: Procedure/service not reimbursed by the |2/15/2015 12/31/2999
with preparation of harvested cells, multiple injections, |Plan. Not subject to pre-service review. Check
one leg, including ultrasound guidance, if performed; EIU policy, which is one of our Clinical Payment
complete procedure excluding bone marrow harvest and Coding Policy (CPCP).
0265T Intramuscular autologous bone marrow cell therapy, EIU: Procedure/service not reimbursed by the  [2/15/2015 12/31/2999
with preparation of harvested cells, multiple injections, |Plan. Not subject to pre-service review. Check
one leg, including ultrasound guidance, if performed; EIU policy, which is one of our Clinical Payment
unilateral or bilateral bone marrow harvest only for and Coding Policy (CPCP).
intramuscular autologous bone marrow cell therapy
0266T Implantation or replacement of carotid sinus baroreflex [MP Criteria: Procedure/service reviewed against |9/1/2020 12/31/2999
activation device; total system (includes generator Medical Policy Criteria. Submit for
placement, unilateral or bilateral lead placement, intra- |Recommended Clinical Review to avoid post-
operative interrogation, programming, and service review.
repositioning, when performed)
02677 Implantation or replacement of carotid sinus baroreflex [MP Criteria: Procedure/service reviewed against |9/1/2020 12/31/2999

activation device; lead only, unilateral (includes intra-
operative interrogation, programming, and
repositioning, when performed)

Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
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0268T Implantation or replacement of carotid sinus baroreflex |MP Criteria: Procedure/service reviewed against |9/1/2020 12/31/2999
activation device; pulse generator only (includes intra-  [Medical Policy Criteria. Submit for
operative interrogation, programming, and Recommended Clinical Review to avoid post-
repositioning, when performed) service review.

0269T Revision or removal of carotid sinus baroreflex activation |MP Criteria: Procedure/service reviewed against |9/1/2020 12/31/2999
device; total system (includes generator placement, Medical Policy Criteria. Submit for
unilateral or bilateral lead placement, intra-operative Recommended Clinical Review to avoid post-
interrogation, programming, and repositioning, when service review.
performed)

0270T Revision or removal of carotid sinus baroreflex activation |MP Criteria: Procedure/service reviewed against |9/1/2020 12/31/2999
device; lead only, unilateral (includes intra-operative Medical Policy Criteria. Submit for
interrogation, programming, and repositioning, when Recommended Clinical Review to avoid post-
performed) service review.

0271T Revision or removal of carotid sinus baroreflex activation |MP Criteria: Procedure/service reviewed against |9/1/2020 12/31/2999
device; pulse generator only (includes intra-operative Medical Policy Criteria. Submit for
interrogation, programming, and repositioning, when Recommended Clinical Review to avoid post-
performed) service review.

02727 Interrogation device evaluation (in person), carotid sinus [MP Criteria: Procedure/service reviewed against |9/1/2020 12/31/2999

baroreflex activation system, including telemetric
iterative communication with the implantable device to
monitor device diagnostics and programmed therapy
values, with interpretation and report (eg, battery
status, lead impedance, pulse amplitude, pulse width,
therapy frequency, pathway mode, burst mode, therapy
start/stop times each day);

Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
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0273T Interrogation device evaluation (in person), carotid sinus |MP Criteria: Procedure/service reviewed against |9/1/2020 12/31/2999
baroreflex activation system, including telemetric Medical Policy Criteria. Submit for
iterative communication with the implantable device to [Recommended Clinical Review to avoid post-
monitor device diagnostics and programmed therapy service review.
values, with interpretation and report (eg, battery
status, lead impedance, pulse amplitude, pulse width,
therapy frequency, pathway mode, burst mode, therapy
start/stop times each day); with programming
0274T Percutaneous laminotomy/laminectomy (interlaminar EIU: Procedure/service not reimbursed by the |1/1/2023 12/31/2999
approach) for decompression of neural elements, (with [Plan. Not subject to pre-service review. Check
or without ligamentous resection, discectomy, EIU policy, which is one of our Clinical Payment
facetectomy and/or foraminotomy), any method, under |and Coding Policy (CPCP).
indirect image guidance (eg, fluoroscopic, CT), single or
multiple levels, unilateral or bilateral; cervical or thoracic
0275T Percutaneous laminotomy/laminectomy (interlaminar EIU: Procedure/service not reimbursed by the |1/1/2023 12/31/2999
approach) for decompression of neural elements, (with [Plan. Not subject to pre-service review. Check
or without ligamentous resection, discectomy, EIU policy, which is one of our Clinical Payment
facetectomy and/or foraminotomy), any method, under |and Coding Policy (CPCP).
indirect image guidance (eg, fluoroscopic, CT), single or
multiple levels, unilateral or bilateral; lumbar
0278T Transcutaneous electrical modulation pain reprocessing |[EIU: Procedure/service not reimbursed by the |12/1/2020 12/31/2999
(eg, scrambler therapy), each treatment session Plan. Not subject to pre-service review. Check
(includes placement of electrodes) EIU policy, which is one of our Clinical Payment
and Coding Policy (CPCP).
0308T Insertion of ocular telescope prosthesis including MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999

removal of crystalline lens or intraocular lens prosthesis

Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
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0312U Autoimmune diseases (eg, systemic lupus erythematosus|MP Criteria: Procedure/service reviewed against [4/1/2022 12/31/2999
[SLE]), analysis of 8 IgG autoantibodies and 2 cell-bound |Medical Policy Criteria. Submit for
complement activation products using enzyme-linked Recommended Clinical Review to avoid post-
immunosorbent immunoassay (ELISA), flow cytometry  [service review.
and indirect immunofluorescence, serum, or plasma and
whole blood, individual components reported along with
an algorithmic SLE-likelihood assessment
0316U Borrelia burgdorferi (Lyme disease), OspA protein MP Criteria: Procedure/service reviewed against [4/1/2022 12/31/2999
evaluation, urine Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
0322U Neurology (autism spectrum disorder [ASD]), MP Criteria: Procedure/service reviewed against [4/1/2022 1/31/2024
guantitative measurements of 14 acyl carnitines and Medical Policy Criteria. Submit for
microbiome-derived metabolites, liquid chromatography |[Recommended Clinical Review to avoid post-
with tandem mass spectrometry (LC-MS/MS), plasma, service review.
results reported as negative or positive for risk of
metabolic subtypes associated with ASD
0322U Neurology (autism spectrum disorder [ASD]), EIU: Procedure/service not reimbursed by the |2/1/2024 12/31/2999
guantitative measurements of 14 acyl carnitines and Plan. Not subject to pre-service review. Check
microbiome-derived metabolites, liquid chromatography [EIU policy, which is one of our Clinical Payment
with tandem mass spectrometry (LC-MS/MS), plasma, and Coding Policy (CPCP).
results reported as negative or positive for risk of
metabolic subtypes associated with ASD
0329T Monitoring of intraocular pressure for 24 hours or MP Criteria: Procedure/service reviewed against [9/1/2020 12/31/2999

longer, unilateral or bilateral, with interpretation and
report

Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
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0330T Tear film imaging, unilateral or bilateral, with EIU: Procedure/service not reimbursed by the |2/15/2015 12/31/2999
interpretation and report Plan. Not subject to pre-service review. Check
EIU policy, which is one of our Clinical Payment
and Coding Policy (CPCP).
0331T Myocardial sympathetic innervation imaging, planar MP Criteria: Procedure/service reviewed against [9/1/2020 12/31/2999
gualitative and quantitative assessment; Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
0332T Myocardial sympathetic innervation imaging, planar MP Criteria: Procedure/service reviewed against [9/1/2020 12/31/2999
gualitative and quantitative assessment; with Medical Policy Criteria. Submit for
tomographic SPECT Recommended Clinical Review to avoid post-
service review.
0335T Insertion of sinus tarsi implant EIU: Procedure/service not reimbursed by the  [12/1/2020 12/31/2999
Plan. Not subject to pre-service review. Check
EIU policy, which is one of our Clinical Payment
and Coding Policy (CPCP).
0338T Transcatheter renal sympathetic denervation, EIU: Procedure/service not reimbursed by the |2/15/2015 12/31/2999
percutaneous approach including arterial puncture, Plan. Not subject to pre-service review. Check
selective catheter placement(s) renal artery(ies), EIU policy, which is one of our Clinical Payment
fluoroscopy, contrast injection(s), intraprocedural and Coding Policy (CPCP).
roadmapping and radiological supervision and
interpretation, including pressure gradient
measurements, flush aortogram and diagnostic renal
angiography when performed; unilateral
0338U Oncology (solid tumor), circulating tumor cell selection, |MP Criteria: Procedure/service reviewed against |10/1/2022 12/31/2999

identification, morphological characterization, detection
and enumeration based on differential EpCAM,
cytokeratins 8, 18, and 19, and CD45 protein biomarkers,
and quantification of HER2 protein
biomarker?expressing cells, peripheral blood

Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
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0339T Transcatheter renal sympathetic denervation, EIU: Procedure/service not reimbursed by the |2/15/2015 12/31/2999
percutaneous approach including arterial puncture, Plan. Not subject to pre-service review. Check
selective catheter placement(s) renal artery(ies), EIU policy, which is one of our Clinical Payment
fluoroscopy, contrast injection(s), intraprocedural and Coding Policy (CPCP).
roadmapping and radiological supervision and
interpretation, including pressure gradient
measurements, flush aortogram and diagnostic renal
angiography when performed; bilateral
03427 Therapeutic apheresis with selective HDL delipidation MP Criteria: Procedure/service reviewed against [9/1/2020 12/31/2999
and plasma reinfusion Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
0345T Transcatheter mitral valve repair percutaneous approach|MP Criteria: Procedure/service reviewed against |2/15/2016 12/31/2999
via the coronary sinus Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
0346U Beta amyloid, A?40 and A?42 by liquid chromatography [MP Criteria: Procedure/service reviewed against |10/1/2022 12/31/2999
with tandem mass spectrometry (LC-MS/MS), ratio, Medical Policy Criteria. Submit for
plasma Recommended Clinical Review to avoid post-
service review.
03471 Placement of interstitial device(s) in bone for EIU: Procedure/service not reimbursed by the [2/15/2015 12/31/2999
radiostereometric analysis (RSA) Plan. Not subject to pre-service review. Check
EIU policy, which is one of our Clinical Payment
and Coding Policy (CPCP).
0348T Radiologic examination, radiostereometric analysis EIU: Procedure/service not reimbursed by the |2/15/2015 12/31/2999

(RSA); spine, (includes cervical, thoracic and lumbosacral,
when performed)

Plan. Not subject to pre-service review. Check
EIU policy, which is one of our Clinical Payment
and Coding Policy (CPCP).
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0349T Radiologic examination, radiostereometric analysis EIU: Procedure/service not reimbursed by the |2/15/2015 12/31/2999
(RSA); upper extremity(ies), (includes shoulder, elbow, [Plan. Not subject to pre-service review. Check
and wrist, when performed) EIU policy, which is one of our Clinical Payment
and Coding Policy (CPCP).
0350T Radiologic examination, radiostereometric analysis EIU: Procedure/service not reimbursed by the [2/15/2015 12/31/2999
(RSA); lower extremity(ies), (includes hip, proximal Plan. Not subject to pre-service review. Check
femur, knee, and ankle, when performed) EIU policy, which is one of our Clinical Payment
and Coding Policy (CPCP).
0351T Optical coherence tomography of breast or axillary MP Criteria: Procedure/service reviewed against |9/1/2020 12/31/2999
lymph node, excised tissue, each specimen; real-time Medical Policy Criteria. Submit for
intraoperative Recommended Clinical Review to avoid post-
service review.
0352T Optical coherence tomography of breast or axillary MP Criteria: Procedure/service reviewed against |9/1/2020 12/31/2999
lymph node, excised tissue, each specimen,; Medical Policy Criteria. Submit for
interpretation and report, real-time or referred Recommended Clinical Review to avoid post-
service review.
0353T Optical coherence tomography of breast, surgical cavity; |MP Criteria: Procedure/service reviewed against |9/1/2020 12/31/2999
real-time intraoperative Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
0354T Optical coherence tomography of breast, surgical cavity; |MP Criteria: Procedure/service reviewed against |9/1/2020 12/31/2999
interpretation and report, real-time or referred Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
0354U Human papilloma virus (HPV), high-risk types (ie, 16, 18, |MP Criteria: Procedure/service reviewed against |10/1/2022 3/31/2024

31, 33, 45, 52 and 58) qualitative mRNA expression of
E6/E7 by quantitative polymerase chain reaction (qPCR)

Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
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0358T Bioelectrical impedance analysis whole body EIU: Procedure/service not reimbursed by the |12/1/2020 12/31/2999
composition assessment, with interpretation and report |Plan. Not subject to pre-service review. Check
EIU policy, which is one of our Clinical Payment
and Coding Policy (CPCP).
0369U Infectious agent detection by nucleic acid (DNA and MP Criteria: Procedure/service reviewed against |1/1/2024 5/14/2024
RNA), gastrointestinal pathogens, 31 bacterial, viral, and [Medical Policy Criteria. Submit for
parasitic organisms and identification of 21 associated |Recommended Clinical Review to avoid post-
antibiotic-resistance genes, multiplex amplified probe service review.
technique
0369U Infectious agent detection by nucleic acid (DNA and EIU: Procedure/service not reimbursed by the [5/15/2024 12/31/2999
RNA), gastrointestinal pathogens, 31 bacterial, viral, and [Plan. Not subject to pre-service review. Check
parasitic organisms and identification of 21 associated  [EIU policy, which is one of our Clinical Payment
antibiotic-resistance genes, multiplex amplified probe and Coding Policy (CPCP).
technique
0378T Visual field assessment, with concurrent real time data  [EIU: Procedure/service not reimbursed by the |12/1/2020 12/31/2999
analysis and accessible data storage with patient Plan. Not subject to pre-service review. Check
initiated data transmitted to a remote surveillance EIU policy, which is one of our Clinical Payment
center for up to 30 days; review and interpretation with |and Coding Policy (CPCP).
report by a physician or other qualified health care
professional
0379T Visual field assessment, with concurrent real time data |EIU: Procedure/service not reimbursed by the [12/1/2020 12/31/2999

analysis and accessible data storage with patient
initiated data transmitted to a remote surveillance
center for up to 30 days; technical support and patient
instructions, surveillance, analysis, and transmission of
daily and emergent data reports as prescribed by a
physician or other qualified health care professional

Plan. Not subject to pre-service review. Check
EIU policy, which is one of our Clinical Payment
and Coding Policy (CPCP).
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0397T Endoscopic retrograde cholangiopancreatography EIU: Procedure/service not reimbursed by the |1/1/2016 12/31/2999
(ERCP), with optical endomicroscopy (List separately in  [Plan. Not subject to pre-service review. Check
addition to code for primary procedure) EIU policy, which is one of our Clinical Payment
and Coding Policy (CPCP).
0398T Magnetic resonance image guided high intensity focused [MP Criteria: Procedure/service reviewed against |1/15/2019 12/31/2999
ultrasound (MRgFUS), stereotactic ablation lesion, Medical Policy Criteria. Submit for
intracranial for movement disorder including Recommended Clinical Review to avoid post-
stereotactic navigation and frame placement when service review.
performed
0402T Collagen cross-linking of cornea, including removal of the|MP Criteria: Procedure/service reviewed against |11/1/2017 12/31/2999
corneal epithelium, when performed, and intraoperative |Medical Policy Criteria. Submit for
pachymetry, when performed Recommended Clinical Review to avoid post-
service review.
0405U Oncology (pancreatic), 59 methylation haplotype block |MP Criteria: Procedure/service reviewed against |10/1/2023 12/31/2999
markers, next-generation sequencing, plasma, reported [Medical Policy Criteria. Submit for
as cancer signal detected or not detected Recommended Clinical Review to avoid post-
service review.
0408T Insertion or replacement of permanent cardiac MP Criteria: Procedure/service reviewed against |9/1/2020 12/31/2999
contractility modulation system, including contractility |Medical Policy Criteria. Submit for
evaluation when performed, and programming of Recommended Clinical Review to avoid post-
sensing and therapeutic parameters; pulse generator service review.
with transvenous electrodes
0409T Insertion or replacement of permanent cardiac MP Criteria: Procedure/service reviewed against |9/1/2020 12/31/2999
contractility modulation system, including contractility |[Medical Policy Criteria. Submit for
evaluation when performed, and programming of Recommended Clinical Review to avoid post-
sensing and therapeutic parameters; pulse generator service review.
only
0410T Insertion or replacement of permanent cardiac MP Criteria: Procedure/service reviewed against [9/1/2020 12/31/2999

contractility modulation system, including contractility
evaluation when performed, and programming of
sensing and therapeutic parameters; atrial electrode
only

Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
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0410U Oncology (pancreatic), DNA, whole genome sequencing |MP Criteria: Procedure/service reviewed against |10/1/2023 12/31/2999
with 5-hydroxymethylcytosine enrichment, whole blood |Medical Policy Criteria. Submit for
or plasma, algorithm reported as cancer detected or not [Recommended Clinical Review to avoid post-
detected service review.
04117 Insertion or replacement of permanent cardiac MP Criteria: Procedure/service reviewed against |9/1/2020 12/31/2999
contractility modulation system, including contractility |Medical Policy Criteria. Submit for
evaluation when performed, and programming of Recommended Clinical Review to avoid post-
sensing and therapeutic parameters; ventricular service review.
electrode only
0411V Psychiatry (eg, depression, anxiety, attention deficit MP Criteria: Procedure/service reviewed against {10/1/2023 12/31/2999
hyperactivity disorder [ADHD]), genomic analysis panel, [Medical Policy Criteria. Submit for
variant analysis of 15 genes, including Recommended Clinical Review to avoid post-
deletion/duplication analysis of CYP2D6 service review.
04127 Removal of permanent cardiac contractility modulation |[MP Criteria: Procedure/service reviewed against |9/1/2020 12/31/2999
system; pulse generator only Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
0412V Beta amyloid, A?42/40 ratio, immunoprecipitation with [MP Criteria: Procedure/service reviewed against |10/1/2023 12/31/2999
guantitation by liquid chromatography with tandem Medical Policy Criteria. Submit for
mass spectrometry (LC-MS/MS) and qualitative ApoE Recommended Clinical Review to avoid post-
isoformspecific proteotyping, plasma combined with service review.
age, algorithm reported as presence or absence of brain
amyloid pathology
0413T Removal of permanent cardiac contractility modulation |MP Criteria: Procedure/service reviewed against |9/1/2020 12/31/2999
system; transvenous electrode (atrial or ventricular) Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
0413U Oncology (hematolymphoid neoplasm), optical genome |MP Criteria: Procedure/service reviewed against |10/1/2023 12/31/2999

mapping for copy number alterations, aneuploidy, and
balanced/complex structural rearrangements, DNA from
blood or bone marrow, report of clinically significant
alterations

Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
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0414T Removal and replacement of permanent cardiac MP Criteria: Procedure/service reviewed against |9/1/2020 12/31/2999
contractility modulation system pulse generator only Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
0415T Repositioning of previously implanted cardiac MP Criteria: Procedure/service reviewed against |9/1/2020 12/31/2999
contractility modulation transvenous electrode (atrial or |Medical Policy Criteria. Submit for
ventricular lead) Recommended Clinical Review to avoid post-
service review.
0416T Relocation of skin pocket for implanted cardiac MP Criteria: Procedure/service reviewed against |9/1/2020 12/31/2999
contractility modulation pulse generator Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
0417T Programming device evaluation (in person) with iterative |MP Criteria: Procedure/service reviewed against |9/1/2020 12/31/2999
adjustment of the implantable device to test the Medical Policy Criteria. Submit for
function of the device and select optimal permanent Recommended Clinical Review to avoid post-
programmed values with analysis, including review and [service review.
report, implantable cardiac contractility modulation
system
0417U Rare diseases (constitutional/heritable disorders), whole |MP Criteria: Procedure/service reviewed against {10/1/2023 12/31/2999
mitochondrial genome sequence with heteroplasmy Medical Policy Criteria. Submit for
detection and deletion analysis, nuclear-encoded Recommended Clinical Review to avoid post-
mitochondrial gene analysis of 335 nuclear genes, service review.
including sequence changes, deletions, insertions, and
copy number variants analysis, blood or saliva,
identification and categorization of mitochondrial
disorder?associated genetic variants
0418T Interrogation device evaluation (in person) with analysis, [MP Criteria: Procedure/service reviewed against |9/1/2020 12/31/2999

review and report, includes connection, recording and
disconnection per patient encounter, implantable
cardiac contractility modulation system

Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
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0419U Neuropsychiatry (eg, depression, anxiety), genomic MP Criteria: Procedure/service reviewed against |10/1/2023 12/31/2999
sequence analysis panel, variant analysis of 13 genes, Medical Policy Criteria. Submit for
saliva or buccal swab, report of each gene phenotype Recommended Clinical Review to avoid post-
service review.
0421U Oncology (colorectal) screening, quantitative real-time |Non Covered: Procedure/service not covered by |1/1/2024 3/31/2024
target and signal amplification of 8 RNA markers the Plan. Not subject to pre-service review.
(GAPDH, SMAD4, ACY1, AREG, CDH1, KRAS, TNFRSF10B,
EGLN2) and fecal hemoglobin, algorithm reported as a
positive or negative for colorectal cancer risk
04227 Tactile breast imaging by computer-aided tactile sensors, |MP Criteria: Procedure/service reviewed against [9/1/2020 12/31/2999
unilateral or bilateral Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
0422U Oncology (pan-solid tumor), analysis of DNA biomarker |MP Criteria: Procedure/service reviewed against |1/1/2024 3/31/2024
response to anti-cancer therapy using cell-free Medical Policy Criteria. Submit for
circulating DNA, biomarker comparison to a previous Recommended Clinical Review to avoid post-
baseline pre-treatment cell-free circulating DNA analysis [service review.
using next-generation sequencing, algorithm reported as
a quantitative change from baseline, including specific
alterations, if appropriate
0423U Psychiatry (eg, depression, anxiety), genomic analysis MP Criteria: Procedure/service reviewed against |1/1/2024 3/31/2024
panel, including variant analysis of 26 genes, buccal Medical Policy Criteria. Submit for
swab, report including metabolizer status and risk of Recommended Clinical Review to avoid post-
drug toxicity by condition service review.
0425U Genome (eg, unexplained constitutional or heritable MP Criteria: Procedure/service reviewed against |1/1/2024 3/31/2024
disorder or syndrome), rapid sequence analysis, each Medical Policy Criteria. Submit for
comparator genome (eg, parents, siblings) Recommended Clinical Review to avoid post-
service review.
0426U Genome (eg, unexplained constitutional or heritable MP Criteria: Procedure/service reviewed against |1/1/2024 3/31/2024

disorder or syndrome), ultra-rapid sequence analysis

Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
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0428U Oncology (breast), targeted hybrid-capture genomic MP Criteria: Procedure/service reviewed against |1/1/2024 3/31/2024
sequence analysis panel, circulating tumor DNA (ctDNA) |Medical Policy Criteria. Submit for
analysis of 56 or more genes, interrogation for sequence [Recommended Clinical Review to avoid post-
variants, gene copy number amplifications, gene service review.
rearrangements, microsatellite instability, and tumor
mutation burden
0434U Drug metabolism (adverse drug reactions and drug MP Criteria: Procedure/service reviewed against |1/1/2024 3/31/2024
response), genomic analysis panel, variant analysis of 25 [Medical Policy Criteria. Submit for
genes with reported phenotypes Recommended Clinical Review to avoid post-
service review.
0436U Oncology (lung), plasma analysis of 388 proteins, using |MP Criteria: Procedure/service reviewed against [1/1/2024 12/31/2999
aptamerbased proteomics technology, predictive Medical Policy Criteria. Submit for
algorithm reported as clinical benefit from immune Recommended Clinical Review to avoid post-
checkpoint inhibitor therapy service review.
0437V Psychiatry (anxiety disorders), mRNA, gene expression  [MP Criteria: Procedure/service reviewed against |1/1/2024 3/31/2024
profiling by RNA sequencing of 15 biomarkers, whole Medical Policy Criteria. Submit for
blood, algorithm reported as predictive risk score Recommended Clinical Review to avoid post-
service review.
0438U Drug metabolism (adverse drug reactions and drug MP Criteria: Procedure/service reviewed against |1/1/2024 3/31/2024
response), buccal specimen, gene-drug interactions, Medical Policy Criteria. Submit for
variant analysis of 33 genes, including Recommended Clinical Review to avoid post-
deletion/duplication analysis of CYP2D6, including service review.
reported phenotypes and impacted genedrug
interactions
0440T Ablation, percutaneous, cryoablation, includes imaging |MP Criteria: Procedure/service reviewed against [{9/1/2020 12/31/2999
guidance; upper extremity distal/peripheral nerve Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
04417 Ablation, percutaneous, cryoablation, includes imaging |MP Criteria: Procedure/service reviewed against {9/1/2020 12/31/2999

guidance; lower extremity distal/peripheral nerve

Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
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04427 Ablation, percutaneous, cryoablation, includes imaging [MP Criteria: Procedure/service reviewed against [9/1/2020 12/31/2999
guidance; nerve plexus or other truncal nerve (eg, Medical Policy Criteria. Submit for
brachial plexus, pudendal nerve) Recommended Clinical Review to avoid post-
service review.
0443T Real-time spectral analysis of prostate tissue by MP Criteria: Procedure/service reviewed against |9/1/2020 12/31/2999
fluorescence spectroscopy, including imaging guidance |Medical Policy Criteria. Submit for
(List separately in addition to code for primary Recommended Clinical Review to avoid post-
procedure) service review.
0444U Oncology (solid organ neoplasia), targeted genomic MP Criteria: Procedure/service reviewed against |4/1/2024 6/30/2024
sequence analysis panel of 361 genes, interrogation for |Medical Policy Criteria. Submit for
gene fusions, translocations, or other rearrangements, |Recommended Clinical Review to avoid post-
using DNA from formalin-fixed paraffin-embedded (FFPE)|service review.
tumor tissue, report of clinically significant variant(s)
0446U Autoimmune diseases (systemic lupus erythematosus MP Criteria: Procedure/service reviewed against |4/1/2024 12/31/2999
[SLE]), analysis of 10 cytokine soluble mediator Medical Policy Criteria. Submit for
biomarkers by immunoassay, plasma, individual Recommended Clinical Review to avoid post-
components reported with an algorithmic risk score for |service review.
current disease activity
0447V Autoimmune diseases (systemic lupus erythematosus MP Criteria: Procedure/service reviewed against |4/1/2024 12/31/2999
[SLE]), analysis of 11 cytokine soluble mediator Medical Policy Criteria. Submit for
biomarkers by immunoassay, plasma, individual Recommended Clinical Review to avoid post-
components reported with an algorithmic prognostic risk [service review.
score for developing a clinical flare
0448U Oncology (lung and colon cancer), DNA, qualitative, MP Criteria: Procedure/service reviewed against |4/1/2024 6/30/2024

nextgeneration sequencing detection of single-
nucleotide variants and deletions in EGFR and KRAS
genes, formalin-fixed paraffinembedded (FFPE) solid
tumor samples, reported as presence or absence of
targeted mutation(s), with recommended therapeutic
options

Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
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0449T Insertion of aqueous drainage device, without MP Criteria: Procedure/service reviewed against |9/15/2019 12/31/2999
extraocular reservoir, internal approach, into the Medical Policy Criteria. Submit for
subconjunctival space; initial device Recommended Clinical Review to avoid post-
service review.
0449U Carrier screening for severe inherited conditions (eg, MP Criteria: Procedure/service reviewed against |4/1/2024 6/30/2024
cystic fibrosis, spinal muscular atrophy, beta Medical Policy Criteria. Submit for
hemoglobinopathies [including sickle cell disease], alpha |Recommended Clinical Review to avoid post-
thalassemia), regardless of race or self-identified service review.
ancestry, genomic sequence analysis panel, must include
analysis of 5 genes (CFTR, SMN1, HBB, HBA1, HBA2)
0450T Insertion of aqueous drainage device, without MP Criteria: Procedure/service reviewed against [9/15/2019 12/31/2999
extraocular reservoir, internal approach, into the Medical Policy Criteria. Submit for
subconjunctival space; each additional device (List Recommended Clinical Review to avoid post-
separately in addition to code for primary procedure) service review.
0452U Oncology (bladder), methylated PENK DNA detection by |MP Criteria: Procedure/service reviewed against |7/1/2024 9/30/2024
linear target enrichment-quantitative methylation- Medical Policy Criteria. Submit for
specific real-time PCR (LTE-gMSP), urine, reported as Recommended Clinical Review to avoid post-
likelihood of bladder cancer service review.
0453U Oncology (colorectal cancer), cellfree DNA (cfDNA), MP Criteria: Procedure/service reviewed against |7/1/2024 9/30/2024
methylationbased quantitative PCR assay (SEPTIN9, Medical Policy Criteria. Submit for
IKZF1, BCAT1, Septin9-2, VAV3, BCAN), plasma, reported |[Recommended Clinical Review to avoid post-
as presence or absence of circulating tumor DNA (ctDNA)|service review.
0454U Rare diseases (constitutional/heritable disorders), MP Criteria: Procedure/service reviewed against |7/1/2024 9/30/2024

identification of copy number variations, inversions,
insertions, translocations, and other structural variants
by optical genome mapping

Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
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0462U Melatonin levels test, sleep study, 7 or 9 sample MP Criteria: Procedure/service reviewed against |7/1/2024 12/31/2999
melatonin profile (cortisol optional), enzyme-linked Medical Policy Criteria. Submit for
immunosorbent assay (ELISA), saliva, Recommended Clinical Review to avoid post-
screening/preliminary service review.
0464T Visual evoked potential, testing for glaucoma, with EIU: Procedure/service not reimbursed by the |12/1/2020 12/31/2999
interpretation and report Plan. Not subject to pre-service review. Check
EIU policy, which is one of our Clinical Payment
and Coding Policy (CPCP).
0469T Retinal polarization scan, ocular screening with on-site  [Non Covered: Procedure/service not covered by |7/1/2017 12/31/2999
automated results, bilateral the Plan. Not subject to pre-service review.
0471U Oncology (colorectal cancer), qualitative real-time PCR  |MP Criteria: Procedure/service reviewed against |7/1/2024 9/30/2024
of 35 variants of KRAS and NRAS genes (exons 2, 3, 4), Medical Policy Criteria. Submit for
formalinfixed paraffin-embedded (FFPE), predictive, Recommended Clinical Review to avoid post-
identification of detected mutations service review.
04727 Device evaluation, interrogation, and initial EIU: Procedure/service not reimbursed by the  [12/1/2020 12/31/2999
programming of intraocular retinal electrode array (eg, [Plan. Not subject to pre-service review. Check
retinal prosthesis), in person, with iterative adjustment [EIU policy, which is one of our Clinical Payment
of the implantable device to test functionality, select and Coding Policy (CPCP).
optimal permanent programmed values with analysis,
including visual training, with review and report by a
qualified health care professional
0473T Device evaluation and interrogation of intraocular retinal [EIU: Procedure/service not reimbursed by the |12/1/2020 12/31/2999

electrode array (eg, retinal prosthesis), in person,
including reprogramming and visual training, when
performed, with review and report by a qualified health
care professional

Plan. Not subject to pre-service review. Check
EIU policy, which is one of our Clinical Payment
and Coding Policy (CPCP).
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0473U Oncology (solid tumor), nextgeneration sequencing MP Criteria: Procedure/service reviewed against |7/1/2024 9/30/2024
(NGS) of DNA from formalin-fixed paraffinembedded Medical Policy Criteria. Submit for
(FFPE) tissue with comparative sequence analysis from a [Recommended Clinical Review to avoid post-
matched normal specimen (blood or saliva), 648 genes, [service review.
interrogation for sequence variants, insertion and
deletion alterations, copy number variants,
rearrangements, microsatellite instability, and tumor-
mutation burden
04747 Insertion of anterior segment aqueous drainage device, |MP Criteria: Procedure/service reviewed against |7/1/2017 12/31/2999
with creation of intraocular reservoir, internal approach, [Medical Policy Criteria. Submit for
into the supraciliary space Recommended Clinical Review to avoid post-
service review.
0474V Hereditary pan-cancer (eg, hereditary sarcomas, MP Criteria: Procedure/service reviewed against |7/1/2024 9/30/2024
hereditary endocrine tumors, hereditary neuroendocrine |Medical Policy Criteria. Submit for
tumors, hereditary cutaneous melanoma), genomic Recommended Clinical Review to avoid post-
sequence analysis panel of 88 genes with 20 service review.
duplications/deletions using nextgeneration sequencing
(NGS), Sanger sequencing, blood or saliva, reported as
positive or negative for germline variants, each gene
0475U Hereditary prostate cancerrelated disorders, genomic MP Criteria: Procedure/service reviewed against |7/1/2024 9/30/2024
sequence analysis panel using next-generation Medical Policy Criteria. Submit for
sequencing (NGS), Sanger sequencing, multiplex ligation- |Recommended Clinical Review to avoid post-
dependent probe amplification (MLPA), and array service review.
comparative genomic hybridization (CGH), evaluation of
23 genes and duplications/deletions when indicated,
pathologic mutations reported with a genetic risk score
for prostate cancer
0479T Fractional ablative laser fenestration of burn and MP Criteria: Procedure/service reviewed against |9/1/2020 12/31/2999

traumatic scars for functional improvement; first 100
cm?2 or part thereof, or 1% of body surface area of
infants and children

Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.

Updated September 2024

2024 Recommended Clinical Review, Post-Service Review and Non-Covered Procedure Code List - Fully Insured

26/697



0480T Fractional ablative laser fenestration of burn and MP Criteria: Procedure/service reviewed against |9/1/2020 12/31/2999
traumatic scars for functional improvement; each Medical Policy Criteria. Submit for
additional 100 cm2, or each additional 1% of body Recommended Clinical Review to avoid post-
surface area of infants and children, or part thereof (List |service review.
separately in addition to code for primary procedure)
0481T Injection(s), autologous white blood cell concentrate MP Criteria: Procedure/service reviewed against |9/1/2020 12/31/2999
(autologous protein solution), any site, including image [Medical Policy Criteria. Submit for
guidance, harvesting and preparation, when performed |[Recommended Clinical Review to avoid post-
service review.
0483T Transcatheter mitral valve implantation/replacement MP Criteria: Procedure/service reviewed against |1/1/2018 12/31/2999
(TMVI) with prosthetic valve; percutaneous approach, Medical Policy Criteria. Submit for
including transseptal puncture, when performed Recommended Clinical Review to avoid post-
service review.
0484T Transcatheter mitral valve implantation/replacement MP Criteria: Procedure/service reviewed against |1/1/2018 12/31/2999
(TMVI) with prosthetic valve; transthoracic exposure (eg, [Medical Policy Criteria. Submit for
thoracotomy, transapical) Recommended Clinical Review to avoid post-
service review.
0485T Optical coherence tomography (OCT) of middle ear, with |EIU: Procedure/service not reimbursed by the |12/1/2020 12/31/2999
interpretation and report; unilateral Plan. Not subject to pre-service review. Check
EIU policy, which is one of our Clinical Payment
and Coding Policy (CPCP).
0486T Optical coherence tomography (OCT) of middle ear, with |EIU: Procedure/service not reimbursed by the |12/1/2020 12/31/2999
interpretation and report; bilateral Plan. Not subject to pre-service review. Check
EIU policy, which is one of our Clinical Payment
and Coding Policy (CPCP).
0494T Surgical preparation and cannulation of marginal MP Criteria: Procedure/service reviewed against |1/1/2018 12/31/2999

(extended) cadaver donor lung(s) to ex vivo organ
perfusion system, including decannulation, separation
from the perfusion system, and cold preservation of the
allograft prior to implantation, when performed

Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
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0495T Initiation and monitoring marginal (extended) cadaver |MP Criteria: Procedure/service reviewed against |1/1/2018 12/31/2999
donor lung(s) organ perfusion system by physician or Medical Policy Criteria. Submit for
qualified health care professional, including physiological [Recommended Clinical Review to avoid post-
and laboratory assessment (eg, pulmonary artery flow, [service review.
pulmonary artery pressure, left atrial pressure,
pulmonary vascular resistance, mean/peak and plateau
airway pressure, dynamic compliance and perfusate gas
analysis), including bronchoscopy and X ray when
performed; first two hours in sterile field
0496T Initiation and monitoring marginal (extended) cadaver  |MP Criteria: Procedure/service reviewed against |1/1/2018 12/31/2999
donor lung(s) organ perfusion system by physician or Medical Policy Criteria. Submit for
qualified health care professional, including physiological [Recommended Clinical Review to avoid post-
and laboratory assessment (eg, pulmonary artery flow, [service review.
pulmonary artery pressure, left atrial pressure,
pulmonary vascular resistance, mean/peak and plateau
airway pressure, dynamic compliance and perfusate gas
analysis), including bronchoscopy and X ray when
performed; each additional hour (List separately in
addition to code for primary procedure)
0507T Near infrared dual imaging (ie, simultaneous reflective  [EIU: Procedure/service not reimbursed by the |7/1/2018 12/31/2999
and transilluminated light) of meibomian glands, Plan. Not subject to pre-service review. Check
unilateral or bilateral, with interpretation and report EIU policy, which is one of our Clinical Payment
and Coding Policy (CPCP).
0509T Electroretinography (ERG) with interpretation and EIU: Procedure/service not reimbursed by the |5/15/2021 12/31/2999

report, pattern (PERG)

Plan. Not subject to pre-service review. Check
EIU policy, which is one of our Clinical Payment
and Coding Policy (CPCP).
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0510T Removal of sinus tarsi implant MP Criteria: Procedure/service reviewed against |9/1/2020 12/31/2999
Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
0511T Removal and reinsertion of sinus tarsi implant EIU: Procedure/service not reimbursed by the |12/1/2020 12/31/2999
Plan. Not subject to pre-service review. Check
EIU policy, which is one of our Clinical Payment
and Coding Policy (CPCP).
0512T Extracorporeal shock wave for integumentary wound EIU: Procedure/service not reimbursed by the [1/1/2019 12/31/2999
healing, including topical application and dressing care; |Plan. Not subject to pre-service review. Check
initial wound EIU policy, which is one of our Clinical Payment
and Coding Policy (CPCP).
0513T Extracorporeal shock wave for integumentary wound EIU: Procedure/service not reimbursed by the |1/1/2019 12/31/2999
healing, including topical application and dressing care; [Plan. Not subject to pre-service review. Check
each additional wound (List separately in addition to EIU policy, which is one of our Clinical Payment
code for primary procedure) and Coding Policy (CPCP).
0515T Insertion of wireless cardiac stimulator for left MP Criteria: Procedure/service reviewed against [9/1/2020 12/31/2999
ventricular pacing, including device interrogation and Medical Policy Criteria. Submit for
programming, and imaging supervision and Recommended Clinical Review to avoid post-
interpretation, when performed; complete system service review.
(includes electrode and generator [transmitter and
battery])
0516T Insertion of wireless cardiac stimulator for left MP Criteria: Procedure/service reviewed against [9/1/2020 12/31/2999

ventricular pacing, including device interrogation and
programming, and imaging supervision and
interpretation, when performed; electrode only

Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
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0517T Insertion of wireless cardiac stimulator for left MP Criteria: Procedure/service reviewed against |9/1/2020 12/31/2999
ventricular pacing, including device interrogation and Medical Policy Criteria. Submit for
programming, and imaging supervision and Recommended Clinical Review to avoid post-
interpretation, when performed; both components of service review.
pulse generator (battery and transmitter) only
0518T Removal of pulse generator for wireless cardiac MP Criteria: Procedure/service reviewed against |9/1/2020 12/31/2999
stimulator for left ventricular pacing; battery component |Medical Policy Criteria. Submit for
only Recommended Clinical Review to avoid post-
service review.
0519T Removal and replacement of pulse generator for MP Criteria: Procedure/service reviewed against |9/1/2020 12/31/2999
wireless cardiac stimulator for left ventricular pacing, Medical Policy Criteria. Submit for
including device interrogation and programming; both  [Recommended Clinical Review to avoid post-
components (battery and transmitter) service review.
0520T Removal and replacement of pulse generator for MP Criteria: Procedure/service reviewed against [9/1/2020 12/31/2999
wireless cardiac stimulator for left ventricular pacing, Medical Policy Criteria. Submit for
including device interrogation and programming; battery [Recommended Clinical Review to avoid post-
component only service review.
0521T Interrogation device evaluation (in person) with analysis, [MP Criteria: Procedure/service reviewed against |9/1/2020 12/31/2999
review and report, includes connection, recording, and [Medical Policy Criteria. Submit for
disconnection per patient encounter, wireless cardiac Recommended Clinical Review to avoid post-
stimulator for left ventricular pacing service review.
05227 Programming device evaluation (in person) with iterative |MP Criteria: Procedure/service reviewed against |9/1/2020 12/31/2999

adjustment of the implantable device to test the
function of the device and select optimal permanent
programmed values with analysis, including review and
report, wireless cardiac stimulator for left ventricular
pacing

Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
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0524T Endovenous catheter directed chemical ablation with MP Criteria: Procedure/service reviewed against |9/1/2020 12/31/2999
balloon isolation of incompetent extremity vein, open or [Medical Policy Criteria. Submit for
percutaneous, including all vascular access, catheter Recommended Clinical Review to avoid post-
manipulation, diagnostic imaging, imaging guidance and [service review.
monitoring
0525T Insertion or replacement of intracardiac ischemia MP Criteria: Procedure/service reviewed against [9/1/2020 12/31/2999
monitoring system, including testing of the lead and Medical Policy Criteria. Submit for
monitor, initial system programming, and imaging Recommended Clinical Review to avoid post-
supervision and interpretation; complete system service review.
(electrode and implantable monitor)
0526T Insertion or replacement of intracardiac ischemia MP Criteria: Procedure/service reviewed against |9/1/2020 12/31/2999
monitoring system, including testing of the lead and Medical Policy Criteria. Submit for
monitor, initial system programming, and imaging Recommended Clinical Review to avoid post-
supervision and interpretation; electrode only service review.
05277 Insertion or replacement of intracardiac ischemia MP Criteria: Procedure/service reviewed against [9/1/2020 12/31/2999
monitoring system, including testing of the lead and Medical Policy Criteria. Submit for
monitor, initial system programming, and imaging Recommended Clinical Review to avoid post-
supervision and interpretation; implantable monitor only|service review.
0528T Programming device evaluation (in person) of MP Criteria: Procedure/service reviewed against |9/1/2020 12/31/2999
intracardiac ischemia monitoring system with iterative  [Medical Policy Criteria. Submit for
adjustment of programmed values, with analysis, review,|[Recommended Clinical Review to avoid post-
and report service review.
0529T Interrogation device evaluation (in person) of MP Criteria: Procedure/service reviewed against |9/1/2020 12/31/2999
intracardiac ischemia monitoring system with analysis, |[Medical Policy Criteria. Submit for
review, and report Recommended Clinical Review to avoid post-
service review.
0530T Removal of intracardiac ischemia monitoring system, MP Criteria: Procedure/service reviewed against |9/1/2020 12/31/2999

including all imaging supervision and interpretation;
complete system (electrode and implantable monitor)

Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
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0531T Removal of intracardiac ischemia monitoring system, MP Criteria: Procedure/service reviewed against |9/1/2020 12/31/2999
including all imaging supervision and interpretation; Medical Policy Criteria. Submit for
electrode only Recommended Clinical Review to avoid post-
service review.
0532T Removal of intracardiac ischemia monitoring system, MP Criteria: Procedure/service reviewed against |9/1/2020 12/31/2999
including all imaging supervision and interpretation; Medical Policy Criteria. Submit for
implantable monitor only Recommended Clinical Review to avoid post-
service review.
0537T Chimeric antigen receptor T-cell (CAR-T) therapy; MP Criteria: Procedure/service reviewed against (1/1/2019 12/31/2999
harvesting of blood-derived T lymphocytes for Medical Policy Criteria. Submit for
development of genetically modified autologous CAR-T [Recommended Clinical Review to avoid post-
cells, per day service review.
0538T Chimeric antigen receptor T-cell (CAR-T) therapy; MP Criteria: Procedure/service reviewed against ({1/1/2019 12/31/2999
preparation of blood-derived T lymphocytes for Medical Policy Criteria. Submit for
transportation (eg, cryopreservation, storage) Recommended Clinical Review to avoid post-
service review.
0539T Chimeric antigen receptor T-cell (CAR-T) therapy; receipt |MP Criteria: Procedure/service reviewed against |1/1/2019 12/31/2999
and preparation of CAR-T cells for administration Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
0540T Chimeric antigen receptor T-cell (CAR-T) therapy; CAR-T |MP Criteria: Procedure/service reviewed against |1/1/2019 12/31/2999
cell administration, autologous Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
0544T Transcatheter mitral valve annulus reconstruction, with [MP Criteria: Procedure/service reviewed against [9/1/2020 12/31/2999
implantation of adjustable annulus reconstruction Medical Policy Criteria. Submit for
device, percutaneous approach including transseptal Recommended Clinical Review to avoid post-
puncture service review.
0545T Transcatheter tricuspid valve annulus reconstruction MP Criteria: Procedure/service reviewed against |8/15/2023 12/31/2999

with implantation of adjustable annulus reconstruction
device, percutaneous approach

Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
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0546T Radiofrequency spectroscopy, real time, intraoperative |MP Criteria: Procedure/service reviewed against |9/1/2020 12/31/2999
margin assessment, at the time of partial mastectomy, [Medical Policy Criteria. Submit for
with report Recommended Clinical Review to avoid post-
service review.
0552T Low-level laser therapy, dynamic photonic and dynamic |MP Criteria: Procedure/service reviewed against |7/1/2019 12/31/2999
thermokinetic energies, provided by a physician or other |Medical Policy Criteria. Submit for
qualified health care professional Recommended Clinical Review to avoid post-
service review.
0563T Evacuation of meibomian glands, using heat delivered EIU: Procedure/service not reimbursed by the |12/1/2020 12/31/2999
through wearable, open-eye eyelid treatment devices Plan. Not subject to pre-service review. Check
and manual gland expression, bilateral EIU policy, which is one of our Clinical Payment
and Coding Policy (CPCP).
0565T Autologous cellular implant derived from adipose tissue |[EIU: Procedure/service not reimbursed by the |8/15/2021 12/31/2999
for the treatment of osteoarthritis of the knees; tissue  |Plan. Not subject to pre-service review. Check
harvesting and cellular implant creation EIU policy, which is one of our Clinical Payment
and Coding Policy (CPCP).
0566T Autologous cellular implant derived from adipose tissue [EIU: Procedure/service not reimbursed by the [8/15/2021 12/31/2999
for the treatment of osteoarthritis of the knees; injection |Plan. Not subject to pre-service review. Check
of cellular implant into knee joint including ultrasound  |EIU policy, which is one of our Clinical Payment
guidance, unilateral and Coding Policy (CPCP).
0569T Transcatheter tricuspid valve repair, percutaneous MP Criteria: Procedure/service reviewed against [8/15/2023 12/31/2999
approach; initial prosthesis Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
0570T Transcatheter tricuspid valve repair, percutaneous MP Criteria: Procedure/service reviewed against [8/15/2023 12/31/2999

approach; each additional prosthesis during same
session (List separately in addition to code for primary
procedure)

Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
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0571T Insertion or replacement of implantable cardioverter- MP Criteria: Procedure/service reviewed against |9/1/2020 4/15/2024
defibrillator system with substernal electrode(s), Medical Policy Criteria. Submit for
including all imaging guidance and electrophysiological [Recommended Clinical Review to avoid post-
evaluation (includes defibrillation threshold evaluation, [service review.
induction of arrhythmia, evaluation of sensing for
arrhythmia termination, and programming or
reprogramming of sensing or therapeutic parameters),
when performed
0572T Insertion of substernal implantable defibrillator MP Criteria: Procedure/service reviewed against [9/1/2020 4/15/2024
electrode Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
0573T Removal of substernal implantable defibrillator MP Criteria: Procedure/service reviewed against [9/1/2020 4/15/2024
electrode Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
0574T Repositioning of previously implanted substernal MP Criteria: Procedure/service reviewed against [9/1/2020 4/15/2024
implantable defibrillator-pacing electrode Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
0575T Programming device evaluation (in person) of MP Criteria: Procedure/service reviewed against [9/1/2020 4/15/2024

implantable cardioverter-defibrillator system with
substernal electrode, with iterative adjustment of the
implantable device to test the function of the device and
select optimal permanent programmed values with
analysis, review and report by a physician or other
qualified health care professional

Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
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0576T Interrogation device evaluation (in person) of MP Criteria: Procedure/service reviewed against |9/1/2020 4/15/2024
implantable cardioverter-defibrillator system with Medical Policy Criteria. Submit for
substernal electrode, with analysis, review and report by [Recommended Clinical Review to avoid post-
a physician or other qualified health care professional, [service review.
includes connection, recording and disconnection per
patient encounter
05777 Electrophysiologic evaluation of implantable MP Criteria: Procedure/service reviewed against [9/1/2020 4/15/2024
cardioverter-defibrillator system with substernal Medical Policy Criteria. Submit for
electrode (includes defibrillation threshold evaluation, [Recommended Clinical Review to avoid post-
induction of arrhythmia, evaluation of sensing for service review.
arrhythmia termination, and programming or
reprogramming of sensing or therapeutic parameters)
0578T Interrogation device evaluation(s) (remote), up to 90 MP Criteria: Procedure/service reviewed against |9/1/2020 4/15/2024
days, substernal lead implantable cardioverter- Medical Policy Criteria. Submit for
defibrillator system with interim analysis, review(s) and [Recommended Clinical Review to avoid post-
report(s) by a physician or other qualified health care service review.
professional
0579T Interrogation device evaluation(s) (remote), up to 90 MP Criteria: Procedure/service reviewed against [9/1/2020 4/15/2024
days, substernal lead implantable cardioverter- Medical Policy Criteria. Submit for
defibrillator system, remote data acquisition(s), receipt |[Recommended Clinical Review to avoid post-
of transmissions and technician review, technical service review.
support and distribution of results
0580T Removal of substernal implantable defibrillator pulse MP Criteria: Procedure/service reviewed against [9/1/2020 4/15/2024
generator only Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
0581T Ablation, malignant breast tumor(s), percutaneous, MP Criteria: Procedure/service reviewed against [9/1/2020 12/31/2999

cryotherapy, including imaging guidance when
performed, unilateral

Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
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0584T Islet cell transplant, includes portal vein catheterization |MP Criteria: Procedure/service reviewed against |1/1/2020 12/31/2999
and infusion, including all imaging, including guidance, [Medical Policy Criteria. Submit for
and radiological supervision and interpretation, when Recommended Clinical Review to avoid post-
performed; percutaneous service review.

0585T Islet cell transplant, includes portal vein catheterization |[MP Criteria: Procedure/service reviewed against |1/1/2020 12/31/2999
and infusion, including all imaging, including guidance, |Medical Policy Criteria. Submit for
and radiological supervision and interpretation, when Recommended Clinical Review to avoid post-
performed; laparoscopic service review.

0586T Islet cell transplant, includes portal vein catheterization |MP Criteria: Procedure/service reviewed against |1/1/2020 12/31/2999
and infusion, including all imaging, including guidance, [Medical Policy Criteria. Submit for
and radiological supervision and interpretation, when Recommended Clinical Review to avoid post-
performed; open service review.

0587T Percutaneous implantation or replacement of integrated [MP Criteria: Procedure/service reviewed against |1/1/2020 12/31/2999
single device neurostimulation system for bladder Medical Policy Criteria. Submit for
dysfunction including electrode array and receiver or Recommended Clinical Review to avoid post-
pulse generator, including analysis, programming, and  |service review.
imaging guidance when performed, posterior tibial nerve

0588T Revision or removal of percutaneously placed integrated [MP Criteria: Procedure/service reviewed against |1/1/2020 12/31/2999

single device neurostimulation system for bladder
dysfunction including electrode array and receiver or
pulse generator, including analysis, programming, and
imaging guidance when performed, posterior tibial nerve

Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
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0589T Electronic analysis with simple programming of MP Criteria: Procedure/service reviewed against |1/1/2020 12/31/2999
implanted integrated neurostimulation system for Medical Policy Criteria. Submit for
bladder dysfunction (eg, electrode array and receiver), |Recommended Clinical Review to avoid post-
including contact group(s), amplitude, pulse width, service review.
frequency (Hz), on/off cycling, burst, dose lockout,
patient-selectable parameters, responsive
neurostimulation, detection algorithms, closed-loop
parameters, and passive parameters, when performed
by physician or other qualified health care professional,
posterior tibial nerve, 1-3 parameters
0590T Electronic analysis with complex programming of MP Criteria: Procedure/service reviewed against [1/1/2020 12/31/2999
implanted integrated neurostimulation system for Medical Policy Criteria. Submit for
bladder dysfunction (eg, electrode array and receiver), |Recommended Clinical Review to avoid post-
including contact group(s), amplitude, pulse width, service review.
frequency (Hz), on/off cycling, burst, dose lockout,
patient-selectable parameters, responsive
neurostimulation, detection algorithms, closed-loop
parameters, and passive parameters, when performed
by physician or other qualified health care professional,
posterior tibial nerve, 4 or more parameters
0591T Health and well-being coaching face-to-face; individual, |Non Covered: Procedure/service not covered by |1/1/2020 12/31/2999
initial assessment the Plan. Not subject to pre-service review.
0592T Health and well-being coaching face-to-face; individual, [Non Covered: Procedure/service not covered by |1/1/2020 12/31/2999
follow-up session, at least 30 minutes the Plan. Not subject to pre-service review.
0593T Health and well-being coaching face-to-face; group (2 or |Non Covered: Procedure/service not covered by |1/1/2020 12/31/2999

more individuals), at least 30 minutes

the Plan. Not subject to pre-service review.
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0596T Temporary female intraurethral valve-pump (ie, voiding [MP Criteria: Procedure/service reviewed against [7/1/2020 12/31/2999
prosthesis); initial insertion, including urethral Medical Policy Criteria. Submit for
measurement Recommended Clinical Review to avoid post-
service review.
0597T Temporary female intraurethral valve-pump (ie, voiding [MP Criteria: Procedure/service reviewed against [7/1/2020 12/31/2999
prosthesis); replacement Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
0598T Noncontact real-time fluorescence wound imaging, for |MP Criteria: Procedure/service reviewed against |7/1/2020 9/30/2024
bacterial presence, location, and load, per session; first [Medical Policy Criteria. Submit for
anatomic site (eg, lower extremity) Recommended Clinical Review to avoid post-
service review.
0598T Noncontact real-time fluorescence wound imaging, for |EIU: Procedure/service not reimbursed by the |10/1/2024 12/31/2999
bacterial presence, location, and load, per session; first [Plan. Not subject to pre-service review. Check
anatomic site (eg, lower extremity) EIU policy, which is one of our Clinical Payment
and Coding Policy (CPCP).
0599T Noncontact real-time fluorescence wound imaging, for [MP Criteria: Procedure/service reviewed against |7/1/2020 9/30/2024
bacterial presence, location, and load, per session; each |Medical Policy Criteria. Submit for
additional anatomic site (eg, upper extremity) (List Recommended Clinical Review to avoid post-
separately in addition to code for primary procedure) service review.
0599T Noncontact real-time fluorescence wound imaging, for |EIU: Procedure/service not reimbursed by the |10/1/2024 12/31/2999
bacterial presence, location, and load, per session; each [Plan. Not subject to pre-service review. Check
additional anatomic site (eg, upper extremity) (List EIU policy, which is one of our Clinical Payment
separately in addition to code for primary procedure) and Coding Policy (CPCP).
0600T Ablation, irreversible electroporation; 1 or more tumors |MP Criteria: Procedure/service reviewed against |7/1/2020 12/31/2999

per organ, including imaging guidance, when performed,
percutaneous

Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.

Updated September 2024

2024 Recommended Clinical Review, Post-Service Review and Non-Covered Procedure Code List - Fully Insured

38/697



0601T Ablation, irreversible electroporation; 1 or more tumors |[MP Criteria: Procedure/service reviewed against [7/1/2020 12/31/2999
per organ, including fluoroscopic and ultrasound Medical Policy Criteria. Submit for
guidance, when performed, open Recommended Clinical Review to avoid post-
service review.
0602T Glomerular filtration rate (GFR) measurement(s), EIU: Procedure/service not reimbursed by the |4/1/2021 12/31/2999
transdermal, including sensor placement and Plan. Not subject to pre-service review. Check
administration of a single dose of fluorescent pyrazine |[EIU policy, which is one of our Clinical Payment
agent and Coding Policy (CPCP).
0603T Glomerular filtration rate (GFR) monitoring, transdermal, |EIU: Procedure/service not reimbursed by the  [4/1/2021 12/31/2999
including sensor placement and administration of more [Plan. Not subject to pre-service review. Check
than one dose of fluorescent pyrazine agent, each 24 EIU policy, which is one of our Clinical Payment
hours and Coding Policy (CPCP).
0604T Optical coherence tomography (OCT) of retina, remote, |MP Criteria: Procedure/service reviewed against |7/1/2020 12/31/2999
patient-initiated image capture and transmission to a Medical Policy Criteria. Submit for
remote surveillance center, unilateral or bilateral; initial |Recommended Clinical Review to avoid post-
device provision, set-up and patient education on use of [service review.
equipment
0605T Optical coherence tomography (OCT) of retina, remote, |MP Criteria: Procedure/service reviewed against [7/1/2020 12/31/2999
patient-initiated image capture and transmission to a Medical Policy Criteria. Submit for
remote surveillance center, unilateral or bilateral; Recommended Clinical Review to avoid post-
remote surveillance center technical support, data service review.
analyses and reports, with a minimum of 8 daily
recordings, each 30 days
0606T Optical coherence tomography (OCT) of retina, remote, |MP Criteria: Procedure/service reviewed against [7/1/2020 12/31/2999

patient-initiated image capture and transmission to a
remote surveillance center, unilateral or bilateral;
review, interpretation and report by the prescribing
physician or other qualified health care professional of
remote surveillance center data analyses, each 30 days

Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
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0607T Remote monitoring of an external continuous pulmonary|MP Criteria: Procedure/service reviewed against |7/1/2020 12/31/2999
fluid monitoring system, including measurement of Medical Policy Criteria. Submit for
radiofrequency-derived pulmonary fluid levels, heart Recommended Clinical Review to avoid post-
rate, respiration rate, activity, posture, and service review.
cardiovascular rhythm (eg, ECG data), transmitted to a
remote 24-hour attended surveillance center; set-up and
patient education on use of equipment
0608T Remote monitoring of an external continuous pulmonary|MP Criteria: Procedure/service reviewed against |7/1/2020 12/31/2999
fluid monitoring system, including measurement of Medical Policy Criteria. Submit for
radiofrequency-derived pulmonary fluid levels, heart Recommended Clinical Review to avoid post-
rate, respiration rate, activity, posture, and service review.
cardiovascular rhythm (eg, ECG data), transmitted to a
remote 24-hour attended surveillance center; analysis of
data received and transmission of reports to the
physician or other qualified health care professional
0613T Percutaneous transcatheter implantation of interatrial  |MP Criteria: Procedure/service reviewed against |7/1/2020 12/31/2999
septal shunt device, including right and left heart Medical Policy Criteria. Submit for
catheterization, intracardiac echocardiography, and Recommended Clinical Review to avoid post-
imaging guidance by the proceduralist, when performed [service review.
0614T Removal and replacement of substernal implantable MP Criteria: Procedure/service reviewed against [7/1/2020 12/31/2999
defibrillator pulse generator Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
0615T Eye-movement analysis without spatial calibration, with [EIU: Procedure/service not reimbursed by the |5/15/2021 12/31/2999

interpretation and report

Plan. Not subject to pre-service review. Check
EIU policy, which is one of our Clinical Payment
and Coding Policy (CPCP).
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0616T Insertion of iris prosthesis, including suture fixation and |MP Criteria: Procedure/service reviewed against |7/1/2020 12/31/2999
repair or removal of iris, when performed; without Medical Policy Criteria. Submit for
removal of crystalline lens or intraocular lens, without Recommended Clinical Review to avoid post-
insertion of intraocular lens service review.
0617T Insertion of iris prosthesis, including suture fixation and |MP Criteria: Procedure/service reviewed against |7/1/2020 12/31/2999
repair or removal of iris, when performed; with removal |Medical Policy Criteria. Submit for
of crystalline lens and insertion of intraocular lens Recommended Clinical Review to avoid post-
service review.
0618T Insertion of iris prosthesis, including suture fixation and |MP Criteria: Procedure/service reviewed against |7/1/2020 12/31/2999
repair or removal of iris, when performed; with Medical Policy Criteria. Submit for
secondary intraocular lens placement or intraocular lens |Recommended Clinical Review to avoid post-
exchange service review.
0619T Cystourethroscopy with transurethral anterior prostate |MP Criteria: Procedure/service reviewed against [7/1/2020 6/30/2024
commissurotomy and drug delivery, including transrectal |Medical Policy Criteria. Submit for
ultrasound and fluoroscopy, when performed Recommended Clinical Review to avoid post-
service review.
0619T Cystourethroscopy with transurethral anterior prostate |EIU: Procedure/service not reimbursed by the |7/1/2024 12/31/2999
commissurotomy and drug delivery, including transrectal |Plan. Not subject to pre-service review. Check
ultrasound and fluoroscopy, when performed EIU policy, which is one of our Clinical Payment
and Coding Policy (CPCP).
0620T Endovascular venous arterialization, tibial or peroneal EIU: Procedure/service not reimbursed by the |1/1/2021 12/31/2999

vein, with transcatheter placement of intravascular stent
graft(s) and closure by any method, including
percutaneous or open vascular access, ultrasound
guidance for vascular access when performed, all
catheterization(s) and intraprocedural roadmapping and
imaging guidance necessary to complete the
intervention, all associated radiological supervision and
interpretation, when performed

Plan. Not subject to pre-service review. Check
EIU policy, which is one of our Clinical Payment
and Coding Policy (CPCP).
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0621T Trabeculostomy ab interno by laser; EIU: Procedure/service not reimbursed by the |1/1/2021 12/31/2999
Plan. Not subject to pre-service review. Check
EIU policy, which is one of our Clinical Payment
and Coding Policy (CPCP).
0622T Trabeculostomy ab interno by laser; with use of EIU: Procedure/service not reimbursed by the [1/1/2021 12/31/2999
ophthalmic endoscope Plan. Not subject to pre-service review. Check
EIU policy, which is one of our Clinical Payment
and Coding Policy (CPCP).
0623T Automated quantification and characterization of EIU: Procedure/service not reimbursed by the |1/1/2021 12/31/2999
coronary atherosclerotic plaque to assess severity of Plan. Not subject to pre-service review. Check
coronary disease, using data from coronary computed EIU policy, which is one of our Clinical Payment
tomographic angiography; data preparation and and Coding Policy (CPCP).
transmission, computerized analysis of data, with review
of computerized analysis output to reconcile discordant
data, interpretation and report
0624T Automated quantification and characterization of EIU: Procedure/service not reimbursed by the |1/1/2021 12/31/2999
coronary atherosclerotic plaque to assess severity of Plan. Not subject to pre-service review. Check
coronary disease, using data from coronary computed EIU policy, which is one of our Clinical Payment
tomographic angiography; data preparation and and Coding Policy (CPCP).
transmission
0625T Automated quantification and characterization of EIU: Procedure/service not reimbursed by the [1/1/2021 12/31/2999

coronary atherosclerotic plaque to assess severity of
coronary disease, using data from coronary computed
tomographic angiography; computerized analysis of data
from coronary computed tomographic angiography

Plan. Not subject to pre-service review. Check
EIU policy, which is one of our Clinical Payment
and Coding Policy (CPCP).
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0626T Automated quantification and characterization of EIU: Procedure/service not reimbursed by the |1/1/2021 12/31/2999
coronary atherosclerotic plaque to assess severity of Plan. Not subject to pre-service review. Check
coronary disease, using data from coronary computed EIU policy, which is one of our Clinical Payment
tomographic angiography; review of computerized and Coding Policy (CPCP).
analysis output to reconcile discordant data,
interpretation and report
0627T Percutaneous injection of allogeneic cellular and/or EIU: Procedure/service not reimbursed by the |1/1/2021 12/31/2999
tissue-based product, intervertebral disc, unilateral or Plan. Not subject to pre-service review. Check
bilateral injection, with fluoroscopic guidance, lumbar; |EIU policy, which is one of our Clinical Payment
first level and Coding Policy (CPCP).
0628T Percutaneous injection of allogeneic cellular and/or EIU: Procedure/service not reimbursed by the [1/1/2021 12/31/2999
tissue-based product, intervertebral disc, unilateral or Plan. Not subject to pre-service review. Check
bilateral injection, with fluoroscopic guidance, lumbar; [EIU policy, which is one of our Clinical Payment
each additional level (List separately in addition to code [and Coding Policy (CPCP).
for primary procedure)
0629T Percutaneous injection of allogeneic cellular and/or EIU: Procedure/service not reimbursed by the [1/1/2021 12/31/2999
tissue-based product, intervertebral disc, unilateral or Plan. Not subject to pre-service review. Check
bilateral injection, with CT guidance, lumbar; first level [EIU policy, which is one of our Clinical Payment
and Coding Policy (CPCP).
0630T Percutaneous injection of allogeneic cellular and/or EIU: Procedure/service not reimbursed by the |1/1/2021 12/31/2999
tissue-based product, intervertebral disc, unilateral or Plan. Not subject to pre-service review. Check
bilateral injection, with CT guidance, lumbar; each EIU policy, which is one of our Clinical Payment
additional level (List separately in addition to code for and Coding Policy (CPCP).
primary procedure)
0631T Transcutaneous visible light hyperspectral imaging EIU: Procedure/service not reimbursed by the [1/1/2021 12/31/2999

measurement of oxyhemoglobin, deoxyhemoglobin, and
tissue oxygenation, with interpretation and report, per
extremity

Plan. Not subject to pre-service review. Check
EIU policy, which is one of our Clinical Payment
and Coding Policy (CPCP).
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0632T Percutaneous transcatheter ultrasound ablation of MP Criteria: Procedure/service reviewed against |7/1/2023 12/31/2999
nerves innervating the pulmonary arteries, including Medical Policy Criteria. Submit for
right heart catheterization, pulmonary artery Recommended Clinical Review to avoid post-
angiography, and all imaging guidance service review.
0639T Wireless skin sensor thermal anisotropy measurement(s) [EIU: Procedure/service not reimbursed by the [1/1/2021 12/31/2999
and assessment of flow in cerebrospinal fluid shunt, Plan. Not subject to pre-service review. Check
including ultrasound guidance, when performed EIU policy, which is one of our Clinical Payment
and Coding Policy (CPCP).
0640T Noncontact near-infrared spectroscopy (eg, for EIU: Procedure/service not reimbursed by the [7/1/2021 12/31/2999
measurement of deoxyhemoglobin, oxyhemoglobin, and [Plan. Not subject to pre-service review. Check
ratio of tissue oxygenation), other than for screening for [EIU policy, which is one of our Clinical Payment
peripheral arterial disease, image acquisition, and Coding Policy (CPCP).
interpretation, and report; first anatomic site
0643T Transcatheter left ventricular restoration device MP Criteria: Procedure/service reviewed against [7/1/2021 12/31/2999
implantation including right and left heart Medical Policy Criteria. Submit for
catheterization and left ventriculography when Recommended Clinical Review to avoid post-
performed, arterial approach service review.
0645T Transcatheter implantation of coronary sinus reduction [MP Criteria: Procedure/service reviewed against |7/1/2021 12/31/2999
device including vascular access and closure, right heart |Medical Policy Criteria. Submit for
catheterization, venous angiography, coronary sinus Recommended Clinical Review to avoid post-
angiography, imaging guidance, and supervision and service review.
interpretation, when performed
0646T Transcatheter tricuspid valve implantation MP Criteria: Procedure/service reviewed against [7/1/2021 12/31/2999

(TTVI)/replacement with prosthetic valve, percutaneous
approach, including right heart catheterization,
temporary pacemaker insertion, and selective right
ventricular or right atrial angiography, when performed

Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
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0650T Programming device evaluation (remote) of MP Criteria: Procedure/service reviewed against |7/1/2021 12/31/2999
subcutaneous cardiac rhythm monitor system, with Medical Policy Criteria. Submit for
iterative adjustment of the implantable device to test Recommended Clinical Review to avoid post-
the function of the device and select optimal service review.
permanently programmed values with analysis, review
and report by a physician or other qualified health care
professional
0651T Magnetically controlled capsule endoscopy, esophagus |EIU: Procedure/service not reimbursed by the |1/1/2023 12/31/2999
through stomach, including intraprocedural positioning |Plan. Not subject to pre-service review. Check
of capsule, with interpretation and report EIU policy, which is one of our Clinical Payment
and Coding Policy (CPCP).
0655T Transperineal focal laser ablation of malignant prostate |[MP Criteria: Procedure/service reviewed against [7/1/2021 12/31/2999
tissue, including transrectal imaging guidance, with MR- |Medical Policy Criteria. Submit for
fused images or other enhanced ultrasound imaging Recommended Clinical Review to avoid post-
service review.
0656T Anterior lumbar or thoracolumbar vertebral body EIU: Procedure/service not reimbursed by the |7/1/2021 12/31/2999
tethering; up to 7 vertebral segments Plan. Not subject to pre-service review. Check
EIU policy, which is one of our Clinical Payment
and Coding Policy (CPCP).
0657T Anterior lumbar or thoracolumbar vertebral body EIU: Procedure/service not reimbursed by the [7/1/2021 12/31/2999
tethering; 8 or more vertebral segments Plan. Not subject to pre-service review. Check
EIU policy, which is one of our Clinical Payment
and Coding Policy (CPCP).
0658T Electrical impedance spectroscopy of 1 or more skin MP Criteria: Procedure/service reviewed against |7/1/2021 12/31/2999

lesions for automated melanoma risk score

Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
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0659T Transcatheter intracoronary infusion of supersaturated [MP Criteria: Procedure/service reviewed against |7/1/2021 12/31/2999
oxygen in conjunction with percutaneous coronary Medical Policy Criteria. Submit for
revascularization during acute myocardial infarction, Recommended Clinical Review to avoid post-
including catheter placement, imaging guidance (eg, service review.
fluoroscopy), angiography, and radiologic supervision
and interpretation
0664T Donor hysterectomy (including cold preservation); open, |EIU: Procedure/service not reimbursed by the |8/15/2021 12/31/2999
from cadaver donor Plan. Not subject to pre-service review. Check
EIU policy, which is one of our Clinical Payment
and Coding Policy (CPCP).
0665T Donor hysterectomy (including cold preservation); open, |EIU: Procedure/service not reimbursed by the |8/15/2021 12/31/2999
from living donor Plan. Not subject to pre-service review. Check
EIU policy, which is one of our Clinical Payment
and Coding Policy (CPCP).
0666T Donor hysterectomy (including cold preservation); EIU: Procedure/service not reimbursed by the [8/15/2021 12/31/2999
laparoscopic or robotic, from living donor Plan. Not subject to pre-service review. Check
EIU policy, which is one of our Clinical Payment
and Coding Policy (CPCP).
0667T Donor hysterectomy (including cold preservation); EIU: Procedure/service not reimbursed by the |8/15/2021 12/31/2999
recipient uterus allograft transplantation from cadaver [Plan. Not subject to pre-service review. Check
or living donor EIU policy, which is one of our Clinical Payment
and Coding Policy (CPCP).
0668T Backbench standard preparation of cadaver or living EIU: Procedure/service not reimbursed by the [8/15/2021 12/31/2999

donor uterine allograft prior to transplantation, including
dissection and removal of surrounding soft tissues and
preparation of uterine vein(s) and uterine artery(ies), as
necessary

Plan. Not subject to pre-service review. Check
EIU policy, which is one of our Clinical Payment
and Coding Policy (CPCP).
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0669T Backbench reconstruction of cadaver or living donor EIU: Procedure/service not reimbursed by the |8/15/2021 12/31/2999
uterus allograft prior to transplantation; venous Plan. Not subject to pre-service review. Check
anastomosis, each EIU policy, which is one of our Clinical Payment
and Coding Policy (CPCP).
0670T Backbench reconstruction of cadaver or living donor EIU: Procedure/service not reimbursed by the  [8/15/2021 12/31/2999
uterus allograft prior to transplantation; arterial Plan. Not subject to pre-service review. Check
anastomosis, each EIU policy, which is one of our Clinical Payment
and Coding Policy (CPCP).
0671T Insertion of anterior segment aqueous drainage device |MP Criteria: Procedure/service reviewed against |1/1/2022 12/31/2999
into the trabecular meshwork, without external Medical Policy Criteria. Submit for
reservoir, and without concomitant cataract removal, Recommended Clinical Review to avoid post-
ohe or more service review.
0672T Endovaginal cryogen-cooled, monopolar radiofrequency |EIU: Procedure/service not reimbursed by the 11/1/2023 12/31/2999
remodeling of the tissues surrounding the female Plan. Not subject to pre-service review. Check
bladder neck and proximal urethra for urinary EIU policy, which is one of our Clinical Payment
incontinence and Coding Policy (CPCP).
0673T Ablation, benign thyroid nodule(s), percutaneous, laser, [MP Criteria: Procedure/service reviewed against |1/1/2022 12/31/2999
including imaging guidance Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
0686T Histotripsy (ie, non-thermal ablation via acoustic energy [MP Criteria: Procedure/service reviewed against |1/1/2022 12/31/2999
delivery) of malignant hepatocellular tissue, including Medical Policy Criteria. Submit for
image guidance Recommended Clinical Review to avoid post-
service review.
0687T Treatment of amblyopia using an online digital program; [MP Criteria: Procedure/service reviewed against |1/1/2022 12/31/2999

device supply, educational set-up, and initial session

Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
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0688T Treatment of amblyopia using an online digital program; [MP Criteria: Procedure/service reviewed against [1/1/2022 12/31/2999
assessment of patient performance and program data by [Medical Policy Criteria. Submit for
physician or other qualified health care professional, Recommended Clinical Review to avoid post-
with report, per calendar month service review.
0692T Therapeutic ultrafiltration MP Criteria: Procedure/service reviewed against [1/1/2022 12/31/2999
Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
0693T Comprehensive full body computer-based markerless 3D |MP Criteria: Procedure/service reviewed against |1/1/2022 12/31/2999
kinematic and kinetic motion analysis and report Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
0700T Molecular fluorescent imaging of suspicious nevus; first [MP Criteria: Procedure/service reviewed against |1/1/2022 12/31/2999
lesion Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
0701T Molecular fluorescent imaging of suspicious nevus; each [MP Criteria: Procedure/service reviewed against |1/1/2022 12/31/2999
additional lesion (List separately in addition to code for |Medical Policy Criteria. Submit for
primary procedure) Recommended Clinical Review to avoid post-
service review.
07077 Injection(s), bone-substitute material (eg, calcium MP Criteria: Procedure/service reviewed against [1/1/2022 12/31/2999

phosphate) into subchondral bone defect (ie, bone
marrow lesion, bone bruise, stress injury,
microtrabecular fracture), including imaging guidance
and arthroscopic assistance for joint visualization

Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
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0710T Noninvasive arterial plaque analysis using software MP Criteria: Procedure/service reviewed against |1/1/2022 12/31/2999
processing of data from non-coronary computerized Medical Policy Criteria. Submit for
tomography angiography; including data preparation and|Recommended Clinical Review to avoid post-
transmission, quantification of the structure and service review.
composition of the vessel wall and assessment for lipid-
rich necrotic core plaque to assess atherosclerotic
plagque stability, data review, interpretation and report
07117 Noninvasive arterial plaque analysis using software MP Criteria: Procedure/service reviewed against |1/1/2022 12/31/2999
processing of data from non-coronary computerized Medical Policy Criteria. Submit for
tomography angiography; data preparation and Recommended Clinical Review to avoid post-
transmission service review.
0712T Noninvasive arterial plaque analysis using software MP Criteria: Procedure/service reviewed against |1/1/2022 12/31/2999
processing of data from non-coronary computerized Medical Policy Criteria. Submit for
tomography angiography; quantification of the structure |Recommended Clinical Review to avoid post-
and composition of the vessel wall and assessment for  [service review.
lipid-rich necrotic core plague to assess atherosclerotic
plaque stability
0713T Noninvasive arterial plaque analysis using software MP Criteria: Procedure/service reviewed against [1/1/2022 12/31/2999
processing of data from non-coronary computerized Medical Policy Criteria. Submit for
tomography angiography; data review, interpretation Recommended Clinical Review to avoid post-
and report service review.
07147 Transperineal laser ablation of benign prostatic MP Criteria: Procedure/service reviewed against [7/1/2022 12/31/2999
hyperplasia, including imaging guidance; prostate Medical Policy Criteria. Submit for
volume less than 50 mL Recommended Clinical Review to avoid post-
service review.
0719T Posterior vertebral joint replacement, including bilateral [MP Criteria: Procedure/service reviewed against |7/1/2022 12/31/2999

facetectomy, laminectomy, and radical discectomy,
including imaging guidance, lumbar spine, single
segment

Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
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0720T Percutaneous electrical nerve field stimulation, cranial  |MP Criteria: Procedure/service reviewed against |7/1/2022 12/31/2999
nerves, without implantation Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
0733T Remote real-time, motion capture-based MP Criteria: Procedure/service reviewed against |7/1/2022 12/31/2999
neurorehabilitative therapy ordered by a physician or Medical Policy Criteria. Submit for
other qualified health care professional; supply and Recommended Clinical Review to avoid post-
technical support, per 30 days service review.
0734T Remote real-time, motion capture-based MP Criteria: Procedure/service reviewed against [7/1/2022 12/31/2999
neurorehabilitative therapy ordered by a physician or Medical Policy Criteria. Submit for
other qualified health care professional; treatment Recommended Clinical Review to avoid post-
management services by a physician or other qualified |service review.
health care professional, per calendar month
07377 Xenograft implantation into the articular surface MP Criteria: Procedure/service reviewed against [7/1/2022 12/31/2999
Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
0740T Remote autonomous algorithm-based recommendation [MP Criteria: Procedure/service reviewed against |9/1/2023 12/31/2999
system for insulin dose calculation and titration; initial Medical Policy Criteria. Submit for
set-up and patient education Recommended Clinical Review to avoid post-
service review.
07417 Remote autonomous algorithm-based recommendation [MP Criteria: Procedure/service reviewed against |9/1/2023 12/31/2999

system for insulin dose calculation and titration;
provision of software, data collection, transmission, and
storage, each 30 days

Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
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0743T Bone strength and fracture risk using finite element EIU: Procedure/service not reimbursed by the |1/1/2023 12/31/2999
analysis of functional data and bone mineral density Plan. Not subject to pre-service review. Check
(BMD), with concurrent vertebral fracture assessment, [EIU policy, which is one of our Clinical Payment
utilizing data from a computed tomography scan, and Coding Policy (CPCP).
retrieval and transmission of the scan data,
measurement of bone strength and BMD and
classification of any vertebral fractures, with overall
fracture-risk assessment, interpretation and report
0744T Insertion of bioprosthetic valve, open, femoral vein, EIU: Procedure/service not reimbursed by the  [9/1/2023 12/31/2999
including duplex ultrasound imaging guidance, when Plan. Not subject to pre-service review. Check
performed, including autogenous or nonautogenous EIU policy, which is one of our Clinical Payment
patch graft (eg, polyester, ePTFE, bovine pericardium), [and Coding Policy (CPCP).
when performed
0745T Cardiac focal ablation utilizing radiation therapy for MP Criteria: Procedure/service reviewed against |6/15/2023 12/31/2999
arrhythmia; noninvasive arrhythmia localization and Medical Policy Criteria. Submit for
mapping of arrhythmia site (nidus), derived from Recommended Clinical Review to avoid post-
anatomical image data (eg, CT, MRI, or myocardial service review.
perfusion scan) and electrical data (eg, 12-lead ECG
data), and identification of areas of avoidance
0746T Cardiac focal ablation utilizing radiation therapy for MP Criteria: Procedure/service reviewed against [6/15/2023 12/31/2999
arrhythmia; conversion of arrhythmia localization and Medical Policy Criteria. Submit for
mapping of arrhythmia site (nidus) into a Recommended Clinical Review to avoid post-
multidimensional radiation treatment plan service review.
0747T Cardiac focal ablation utilizing radiation therapy for MP Criteria: Procedure/service reviewed against |6/15/2023 12/31/2999

arrhythmia; delivery of radiation therapy, arrhythmia

Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
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0748T Injections of stem cell product into perianal perifistular |EIU: Procedure/service not reimbursed by the 19/1/2023 12/31/2999
soft tissue, including fistula preparation (eg, removal of |Plan. Not subject to pre-service review. Check
setons, fistula curettage, closure of internal openings) EIU policy, which is one of our Clinical Payment
and Coding Policy (CPCP).
0764T Assistive algorithmic electrocardiogram risk-based MP Criteria: Procedure/service reviewed against [6/15/2023 12/31/2999
assessment for cardiac dysfunction (eg, low-ejection Medical Policy Criteria. Submit for
fraction, pulmonary hypertension, hypertrophic Recommended Clinical Review to avoid post-
cardiomyopathy); related to concurrently performed service review.
electrocardiogram (List separately in addition to code for
primary procedure)
0765T Assistive algorithmic electrocardiogram risk-based MP Criteria: Procedure/service reviewed against |6/15/2023 12/31/2999
assessment for cardiac dysfunction (eg, low-ejection Medical Policy Criteria. Submit for
fraction, pulmonary hypertension, hypertrophic Recommended Clinical Review to avoid post-
cardiomyopathy); related to previously performed service review.
electrocardiogram
0766T Transcutaneous magnetic stimulation by focused low- EIU: Procedure/service not reimbursed by the [7/1/2023 12/31/2999
frequency electromagnetic pulse, peripheral nerve, with |Plan. Not subject to pre-service review. Check
identification and marking of the treatment location, EIU policy, which is one of our Clinical Payment
including noninvasive electroneurographic localization |[and Coding Policy (CPCP).
(nerve conduction localization), when performed; first
nerve
0767T Transcutaneous magnetic stimulation by focused low- EIU: Procedure/service not reimbursed by the |7/1/2023 12/31/2999

frequency electromagnetic pulse, peripheral nerve, with
identification and marking of the treatment location,
including noninvasive electroneurographic localization
(nerve conduction localization), when performed; each
additional nerve (List separately in addition to code for
primary procedure)

Plan. Not subject to pre-service review. Check
EIU policy, which is one of our Clinical Payment
and Coding Policy (CPCP).
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0770T Virtual reality technology to assist therapy (List EIU: Procedure/service not reimbursed by the |9/1/2023 12/31/2999
separately in addition to code for primary procedure) Plan. Not subject to pre-service review. Check
EIU policy, which is one of our Clinical Payment
and Coding Policy (CPCP).
0771T Virtual reality (VR) procedural dissociation services EIU: Procedure/service not reimbursed by the [9/1/2023 12/31/2999
provided by the same physician or other qualified health |Plan. Not subject to pre-service review. Check
care professional performing the diagnostic or EIU policy, which is one of our Clinical Payment
therapeutic service that the VR procedural dissociation [and Coding Policy (CPCP).
supports, requiring the presence of an independent,
trained observer to assist in the monitoring of the
patient's level of dissociation or consciousness and
physiological status; initial 15 minutes of intraservice
time, patient age 5 years or older
0772T Virtual reality (VR) procedural dissociation services EIU: Procedure/service not reimbursed by the [9/1/2023 12/31/2999
provided by the same physician or other qualified health |Plan. Not subject to pre-service review. Check
care professional performing the diagnostic or EIU policy, which is one of our Clinical Payment
therapeutic service that the VR procedural dissociation [and Coding Policy (CPCP).
supports, requiring the presence of an independent,
trained observer to assist in the monitoring of the
patient's level of dissociation or consciousness and
physiological status; each additional 15 minutes
intraservice time (List separately in addition to code for
primary service)
0773T Virtual reality (VR) procedural dissociation services EIU: Procedure/service not reimbursed by the |9/1/2023 12/31/2999

provided by a physician or other qualified health care
professional other than the physician or other qualified
health care professional performing the diagnostic or
therapeutic service that the VR procedural dissociation
supports; initial 15 minutes of intraservice time, patient
age 5 years or older

Plan. Not subject to pre-service review. Check
EIU policy, which is one of our Clinical Payment
and Coding Policy (CPCP).
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0774T Virtual reality (VR) procedural dissociation services EIU: Procedure/service not reimbursed by the |9/1/2023 12/31/2999
provided by a physician or other qualified health care Plan. Not subject to pre-service review. Check
professional other than the physician or other qualified |EIU policy, which is one of our Clinical Payment
health care professional performing the diagnostic or and Coding Policy (CPCP).
therapeutic service that the VR procedural dissociation
supports; each additional 15 minutes intraservice time
(List separately in addition to code for primary service)
0776T Therapeutic induction of intra-brain hypothermia, EIU: Procedure/service not reimbursed by the [9/1/2023 12/31/2999
including placement of a mechanical temperature- Plan. Not subject to pre-service review. Check
controlled cooling device to the neck over carotids and |EIU policy, which is one of our Clinical Payment
head, including monitoring (eg, vital signs and sport and Coding Policy (CPCP).
concussion assessment tool 5 [SCAT5]), 30 minutes of
treatment
07777 Real-time pressure-sensing epidural guidance system EIU: Procedure/service not reimbursed by the [9/1/2023 12/31/2999
(List separately in addition to code for primary Plan. Not subject to pre-service review. Check
procedure) EIU policy, which is one of our Clinical Payment
and Coding Policy (CPCP).
0778T Surface mechanomyography (SMMG) with concurrent  [EIU: Procedure/service not reimbursed by the [9/1/2023 12/31/2999
application of inertial measurement unit (IMU) sensors [Plan. Not subject to pre-service review. Check
for measurement of multi-joint range of motion, EIU policy, which is one of our Clinical Payment
posture, gait, and muscle function and Coding Policy (CPCP).
0779T Gastrointestinal myoelectrical activity study, stomach EIU: Procedure/service not reimbursed by the  [9/1/2023 12/31/2999
through colon, with interpretation and report Plan. Not subject to pre-service review. Check
EIU policy, which is one of our Clinical Payment
and Coding Policy (CPCP).
0780T Instillation of fecal microbiota suspension via rectal MP Criteria: Procedure/service reviewed against |1/1/2023 12/31/2999

enema into lower gastrointestinal tract

Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
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0781T Bronchoscopy, rigid or flexible, with insertion of EIU: Procedure/service not reimbursed by the |9/1/2023 12/31/2999
esophageal protection device and circumferential Plan. Not subject to pre-service review. Check
radiofrequency destruction of the pulmonary nerves, EIU policy, which is one of our Clinical Payment
including fluoroscopic guidance when performed; and Coding Policy (CPCP).
bilateral mainstem bronchi
0782T Bronchoscopy, rigid or flexible, with insertion of EIU: Procedure/service not reimbursed by the  [9/1/2023 12/31/2999
esophageal protection device and circumferential Plan. Not subject to pre-service review. Check
radiofrequency destruction of the pulmonary nerves, EIU policy, which is one of our Clinical Payment
including fluoroscopic guidance when performed; and Coding Policy (CPCP).
unilateral mainstem bronchus
0783T Transcutaneous auricular neurostimulation, set-up, EIU: Procedure/service not reimbursed by the |1/1/2023 12/31/2999
calibration, and patient education on use of equipment |Plan. Not subject to pre-service review. Check
EIU policy, which is one of our Clinical Payment
and Coding Policy (CPCP).
0784T Insertion or replacement of percutaneous electrode MP Criteria: Procedure/service reviewed against |1/1/2024 12/31/2999
array, spinal, with integrated neurostimulator, including [Medical Policy Criteria. Submit for
imaging guidance, when performed Recommended Clinical Review to avoid post-
service review.
0785T Revision or removal of neurostimulator electrode array, [MP Criteria: Procedure/service reviewed against |1/1/2024 12/31/2999
spinal, with integrated neurostimulator Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
0786T Insertion or replacement of percutaneous electrode MP Criteria: Procedure/service reviewed against |1/1/2024 12/31/2999
array, sacral, with integrated neurostimulator, including [Medical Policy Criteria. Submit for
imaging guidance, when performed Recommended Clinical Review to avoid post-
service review.
0787T Revision or removal of neurostimulator electrode array, [MP Criteria: Procedure/service reviewed against |1/1/2024 12/31/2999

sacral, with integrated neurostimulator

Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
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0788T Electronic analysis with simple programming of MP Criteria: Procedure/service reviewed against |1/1/2024 12/31/2999
implanted integrated neurostimulation system (eg, Medical Policy Criteria. Submit for
electrode array and receiver), including contact group(s), [Recommended Clinical Review to avoid post-
amplitude, pulse width, frequency (Hz), on/off cycling, |service review.
burst, dose lockout, patient-selectable parameters,
responsive neurostimulation, detection algorithms,
closed-loop parameters, and passive parameters, when
performed by physician or other qualified health care
professional, spinal cord or sacral nerve, 1-3 parameters
0789T Electronic analysis with complex programming of MP Criteria: Procedure/service reviewed against |1/1/2024 12/31/2999
implanted integrated neurostimulation system (eg, Medical Policy Criteria. Submit for
electrode array and receiver), including contact group(s), [Recommended Clinical Review to avoid post-
amplitude, pulse width, frequency (Hz), on/off cycling, |service review.
burst, dose lockout, patient-selectable parameters,
responsive neurostimulation, detection algorithms,
closed-loop parameters, and passive parameters, when
performed by physician or other qualified health care
professional, spinal cord or sacral nerve, 4 or more
parameters
0790T Revision (eg, augmentation, division of tether), MP Criteria: Procedure/service reviewed against |1/1/2024 5/14/2024
replacement, or removal of thoracolumbar or lumbar Medical Policy Criteria. Submit for
vertebral body tethering, including thoracoscopy, when |Recommended Clinical Review to avoid post-
performed service review.
0790T Revision (eg, augmentation, division of tether), EIU: Procedure/service not reimbursed by the |5/15/2024 12/31/2999

replacement, or removal of thoracolumbar or lumbar
vertebral body tethering, including thoracoscopy, when
performed

Plan. Not subject to pre-service review. Check
EIU policy, which is one of our Clinical Payment
and Coding Policy (CPCP).
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0791T Motor-cognitive, semi-immersive virtual reality- EIU: Procedure/service not reimbursed by the |7/1/2023 12/31/2999
facilitated gait training, each 15 minutes (List separately |Plan. Not subject to pre-service review. Check
in addition to code for primary procedure) EIU policy, which is one of our Clinical Payment
and Coding Policy (CPCP).
0792T Application of silver diamine fluoride 38%, by a physician [Non Covered: Procedure/service not covered by |7/1/2023 12/31/2999
or other qualified health care professional the Plan. Not subject to pre-service review.
0793T Percutaneous transcatheter thermal ablation of nerves |MP Criteria: Procedure/service reviewed against |7/1/2023 12/31/2999
innervating the pulmonary arteries, including right heart [Medical Policy Criteria. Submit for
catheterization, pulmonary artery angiography, and all |[Recommended Clinical Review to avoid post-
imaging guidance service review.
0794T Patient-specific, assistive, rules-based algorithm for MP Criteria: Procedure/service reviewed against |7/1/2023 12/31/2999
ranking pharmaco-oncologic treatment options based on [Medical Policy Criteria. Submit for
the patient's tumor-specific cancer marker information |Recommended Clinical Review to avoid post-
obtained from prior molecular pathology, service review.
immunohistochemical, or other pathology results which
have been previously interpreted and reported
separately
0795T Transcatheter insertion of permanent dual-chamber MP Criteria: Procedure/service reviewed against [7/1/2023 12/31/2999

leadless pacemaker, including imaging guidance (eg,
fluoroscopy, venous ultrasound, right atrial angiography,
right ventriculography, femoral venography) and device
evaluation (eg, interrogation or programming), when
performed; complete system (ie, right atrial and right
ventricular pacemaker components)

Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
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leadless pacemaker, including imaging guidance (eg,
fluoroscopy, venous ultrasound, right atrial angiography,
right ventriculography, femoral venography), when
performed; right atrial pacemaker component

Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.

0796T Transcatheter insertion of permanent dual-chamber MP Criteria: Procedure/service reviewed against |7/1/2023 12/31/2999
leadless pacemaker, including imaging guidance (eg, Medical Policy Criteria. Submit for
fluoroscopy, venous ultrasound, right atrial angiography, |Recommended Clinical Review to avoid post-
right ventriculography, femoral venography) and device [service review.
evaluation (eg, interrogation or programming), when
performed; right atrial pacemaker component (when an
existing right ventricular single leadless pacemaker exists
to create a dual-chamber leadless pacemaker system)
0797T Transcatheter insertion of permanent dual-chamber MP Criteria: Procedure/service reviewed against |7/1/2023 12/31/2999
leadless pacemaker, including imaging guidance (eg, Medical Policy Criteria. Submit for
fluoroscopy, venous ultrasound, right atrial angiography, |Recommended Clinical Review to avoid post-
right ventriculography, femoral venography) and device [service review.
evaluation (eg, interrogation or programming), when
performed; right ventricular pacemaker component
(when part of a dual-chamber leadless pacemaker
system)
0798T Transcatheter removal of permanent dual-chamber MP Criteria: Procedure/service reviewed against [7/1/2023 12/31/2999
leadless pacemaker, including imaging guidance (eg, Medical Policy Criteria. Submit for
fluoroscopy, venous ultrasound, right atrial angiography, [Recommended Clinical Review to avoid post-
right ventriculography, femoral venography), when service review.
performed; complete system (ie, right atrial and right
ventricular pacemaker components)
0799T Transcatheter removal of permanent dual-chamber MP Criteria: Procedure/service reviewed against |7/1/2023 12/31/2999
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0800T Transcatheter removal of permanent dual-chamber MP Criteria: Procedure/service reviewed against |7/1/2023 12/31/2999
leadless pacemaker, including imaging guidance (eg, Medical Policy Criteria. Submit for
fluoroscopy, venous ultrasound, right atrial angiography, |Recommended Clinical Review to avoid post-
right ventriculography, femoral venography), when service review.
performed; right ventricular pacemaker component
(when part of a dual-chamber leadless pacemaker
system)
0801T Transcatheter removal and replacement of permanent [MP Criteria: Procedure/service reviewed against |7/1/2023 12/31/2999
dual-chamber leadless pacemaker, including imaging Medical Policy Criteria. Submit for
guidance (eg, fluoroscopy, venous ultrasound, right atrial|[Recommended Clinical Review to avoid post-
angiography, right ventriculography, femoral service review.
venography) and device evaluation (eg, interrogation or
programming), when performed; dual-chamber system
(ie, right atrial and right ventricular pacemaker
components)
0802T Transcatheter removal and replacement of permanent [MP Criteria: Procedure/service reviewed against |7/1/2023 12/31/2999
dual-chamber leadless pacemaker, including imaging Medical Policy Criteria. Submit for
guidance (eg, fluoroscopy, venous ultrasound, right atrial|[Recommended Clinical Review to avoid post-
angiography, right ventriculography, femoral service review.
venography) and device evaluation (eg, interrogation or
programming), when performed; right atrial pacemaker
component
0803T Transcatheter removal and replacement of permanent [MP Criteria: Procedure/service reviewed against |7/1/2023 12/31/2999

dual-chamber leadless pacemaker, including imaging
guidance (eg, fluoroscopy, venous ultrasound, right atrial
angiography, right ventriculography, femoral
venography) and device evaluation (eg, interrogation or
programming), when performed; right ventricular
pacemaker component (when part of a dual-chamber
leadless pacemaker system)

Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
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0804T Programming device evaluation (in person) with iterative |MP Criteria: Procedure/service reviewed against |7/1/2023 12/31/2999
adjustment of implantable device to test the function of [Medical Policy Criteria. Submit for
device and to select optimal permanent programmed Recommended Clinical Review to avoid post-
values, with analysis, review, and report, by a physician |service review.
or other qualified health care professional, leadless
pacemaker system in dual cardiac chambers
0805T Transcatheter superior and inferior vena cava prosthetic [MP Criteria: Procedure/service reviewed against |7/1/2023 12/31/2999
valve implantation (ie, caval valve implantation [CAVI]); |Medical Policy Criteria. Submit for
percutaneous femoral vein approach Recommended Clinical Review to avoid post-
service review.
0806T Transcatheter superior and inferior vena cava prosthetic [MP Criteria: Procedure/service reviewed against |7/1/2023 12/31/2999
valve implantation (ie, caval valve implantation [CAVI]); |Medical Policy Criteria. Submit for
open femoral vein approach Recommended Clinical Review to avoid post-
service review.
0807T Pulmonary tissue ventilation analysis using software- EIU: Procedure/service not reimbursed by the  [7/1/2023 12/31/2999
based processing of data from separately captured Plan. Not subject to pre-service review. Check
cinefluorograph images; in combination with previously |EIU policy, which is one of our Clinical Payment
acquired computed tomography (CT) images, including [and Coding Policy (CPCP).
data preparation and transmission, quantification of
pulmonary tissue ventilation, data review, interpretation
and report
0808T Pulmonary tissue ventilation analysis using software- EIU: Procedure/service not reimbursed by the  [7/1/2023 12/31/2999

based processing of data from separately captured
cinefluorograph images; in combination with computed
tomography (CT) images taken for the purpose of
pulmonary tissue ventilation analysis, including data
preparation and transmission, quantification of
pulmonary tissue ventilation, data review, interpretation
and report

Plan. Not subject to pre-service review. Check
EIU policy, which is one of our Clinical Payment
and Coding Policy (CPCP).
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0810T Subretinal injection of a pharmacologic agent, including [MP Criteria: Procedure/service reviewed against [7/1/2023 12/31/2999
vitrectomy and 1 or more retinotomies Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
0813T Esophagogastroduodenoscopy, flexible, transoral, with  |MP Criteria: Procedure/service reviewed against |1/1/2024 6/30/2024
volume adjustment of intragastric bariatric balloon Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
0813T Esophagogastroduodenoscopy, flexible, transoral, with  |EIU: Procedure/service not reimbursed by the |7/1/2024 12/31/2999
volume adjustment of intragastric bariatric balloon Plan. Not subject to pre-service review. Check
EIU policy, which is one of our Clinical Payment
and Coding Policy (CPCP).
0814T Percutaneous injection of calcium-based biodegradable [MP Criteria: Procedure/service reviewed against |1/1/2024 12/31/2999
osteoconductive material, proximal femur, including Medical Policy Criteria. Submit for
imaging guidance, unilateral Recommended Clinical Review to avoid post-
service review.
0816T Open insertion or replacement of integrated MP Criteria: Procedure/service reviewed against |1/1/2024 6/30/2024
neurostimulation system for bladder dysfunction Medical Policy Criteria. Submit for
including electrode(s) (eg, array or leadless), and pulse [Recommended Clinical Review to avoid post-
generator or receiver, including analysis, programming, [service review.
and imaging guidance, when performed, posterior tibial
nerve; subcutaneous
0816T Open insertion or replacement of integrated EIU: Procedure/service not reimbursed by the |7/1/2024 12/31/2999

neurostimulation system for bladder dysfunction
including electrode(s) (eg, array or leadless), and pulse
generator or receiver, including analysis, programming,
and imaging guidance, when performed, posterior tibial
nerve; subcutaneous

Plan. Not subject to pre-service review. Check
EIU policy, which is one of our Clinical Payment
and Coding Policy (CPCP).
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0817T Open insertion or replacement of integrated MP Criteria: Procedure/service reviewed against |1/1/2024 12/31/2999
neurostimulation system for bladder dysfunction Medical Policy Criteria. Submit for
including electrode(s) (eg, array or leadless), and pulse [Recommended Clinical Review to avoid post-
generator or receiver, including analysis, programming, |service review.
and imaging guidance, when performed, posterior tibial
nerve; subfascial
0818T Revision or removal of integrated neurostimulation MP Criteria: Procedure/service reviewed against |1/1/2024 6/30/2024
system for bladder dysfunction, including analysis, Medical Policy Criteria. Submit for
programming, and imaging, when performed, posterior |Recommended Clinical Review to avoid post-
tibial nerve; subcutaneous service review.
0818T Revision or removal of integrated neurostimulation EIU: Procedure/service not reimbursed by the |7/1/2024 12/31/2999
system for bladder dysfunction, including analysis, Plan. Not subject to pre-service review. Check
programming, and imaging, when performed, posterior [EIU policy, which is one of our Clinical Payment
tibial nerve; subcutaneous and Coding Policy (CPCP).
0819T Revision or removal of integrated neurostimulation MP Criteria: Procedure/service reviewed against |1/1/2024 12/31/2999
system for bladder dysfunction, including analysis, Medical Policy Criteria. Submit for
programming, and imaging, when performed, posterior |Recommended Clinical Review to avoid post-
tibial nerve; subfascial service review.
0820T Continuous in-person monitoring and intervention (eg, |MP Criteria: Procedure/service reviewed against [1/1/2024 12/31/2999
psychotherapy, crisis intervention), as needed, during Medical Policy Criteria. Submit for
psychedelic medication therapy; first physician or other |Recommended Clinical Review to avoid post-
qualified health care professional, each hour service review.
0821T Continuous in-person monitoring and intervention (eg, |MP Criteria: Procedure/service reviewed against |1/1/2024 12/31/2999

psychotherapy, crisis intervention), as needed, during
psychedelic medication therapy; second physician or
other qualified health care professional, concurrent with
first physician or other qualified health care professional,
each hour (List separately in addition to code for primary
procedure)

Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
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0822T Continuous in-person monitoring and intervention (eg, |MP Criteria: Procedure/service reviewed against |1/1/2024 12/31/2999
psychotherapy, crisis intervention), as needed, during Medical Policy Criteria. Submit for
psychedelic medication therapy; clinical staff under the |Recommended Clinical Review to avoid post-
direction of a physician or other qualified health care service review.
professional, concurrent with first physician or other
qualified health care professional, each hour (List
separately in addition to code for primary procedure)
0823T Transcatheter insertion of permanent single-chamber MP Criteria: Procedure/service reviewed against [5/15/2024 12/31/2999
leadless pacemaker, right atrial, including imaging Medical Policy Criteria. Submit for
guidance (eg, fluoroscopy, venous ultrasound, right atrial|[Recommended Clinical Review to avoid post-
angiography and/or right ventriculography, femoral service review.
venography, cavography) and device evaluation (eg,
interrogation or programming), when performed
0824T Transcatheter removal of permanent single-chamber MP Criteria: Procedure/service reviewed against [5/15/2024 12/31/2999
leadless pacemaker, right atrial, including imaging Medical Policy Criteria. Submit for
guidance (eg, fluoroscopy, venous ultrasound, right atrial|[Recommended Clinical Review to avoid post-
angiography and/or right ventriculography, femoral service review.
venography, cavography), when performed
0825T Transcatheter removal and replacement of permanent [MP Criteria: Procedure/service reviewed against |5/15/2024 12/31/2999

single-chamber leadless pacemaker, right atrial,
including imaging guidance (eg, fluoroscopy, venous
ultrasound, right atrial angiography and/or right
ventriculography, femoral venography, cavography) and
device evaluation (eg, interrogation or programming),
when performed

Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
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0826T Programming device evaluation (in person) with iterative |MP Criteria: Procedure/service reviewed against |5/15/2024 12/31/2999
adjustment of the implantable device to test the Medical Policy Criteria. Submit for
function of the device and select optimal permanent Recommended Clinical Review to avoid post-
programmed values with analysis, review and report by [service review.
a physician or other qualified health care professional,
leadless pacemaker system in single-cardiac chamber
0857T Opto-acoustic imaging, breast, unilateral, including axilla |MP Criteria: Procedure/service reviewed against [1/1/2024 12/31/2999
when performed, real-time with image documentation, [Medical Policy Criteria. Submit for
augmentative analysis and report (List separately in Recommended Clinical Review to avoid post-
addition to code for primary procedure) service review.
0858T Externally applied transcranial magnetic stimulation with |MP Criteria: Procedure/service reviewed against |1/1/2024 9/30/2024
concomitant measurement of evoked cortical potentials |Medical Policy Criteria. Submit for
with automated report Recommended Clinical Review to avoid post-
service review.
0858T Externally applied transcranial magnetic stimulation with |EIU: Procedure/service not reimbursed by the |10/1/2024 12/31/2999
concomitant measurement of evoked cortical potentials |Plan. Not subject to pre-service review. Check
with automated report EIU policy, which is one of our Clinical Payment
and Coding Policy (CPCP).
0861T Removal of pulse generator for wireless cardiac MP Criteria: Procedure/service reviewed against [1/1/2024 12/31/2999
stimulator for left ventricular pacing; both components |Medical Policy Criteria. Submit for
(battery and transmitter) Recommended Clinical Review to avoid post-
service review.
0862T Relocation of pulse generator for wireless cardiac MP Criteria: Procedure/service reviewed against |1/1/2024 12/31/2999
stimulator for left ventricular pacing, including device Medical Policy Criteria. Submit for
interrogation and programming; battery component only[Recommended Clinical Review to avoid post-
service review.
0863T Relocation of pulse generator for wireless cardiac MP Criteria: Procedure/service reviewed against |1/1/2024 12/31/2999

stimulator for left ventricular pacing, including device
interrogation and programming; transmitter component
only

Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
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0864T Low-intensity extracorporeal shock wave therapy MP Criteria: Procedure/service reviewed against |1/1/2024 6/30/2024
involving corpus cavernosum, low energy Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
0864T Low-intensity extracorporeal shock wave therapy EIU: Procedure/service not reimbursed by the |7/1/2024 12/31/2999
involving corpus cavernosum, low energy Plan. Not subject to pre-service review. Check
EIU policy, which is one of our Clinical Payment
and Coding Policy (CPCP).
0865T Quantitative magnetic resonance image (MRI) analysis of |MP Criteria: Procedure/service reviewed against [1/1/2024 12/31/2999
the brain with comparison to prior magnetic resonance |Medical Policy Criteria. Submit for
(MR) study(ies), including lesion identification, Recommended Clinical Review to avoid post-
characterization, and quantification, with brain service review.
volume(s) quantification and/or severity score, when
performed, data preparation and transmission,
interpretation and report, obtained without diagnostic
MRI examination of the brain during the same session
0866T Quantitative magnetic resonance image (MRI) analysis of |MP Criteria: Procedure/service reviewed against [1/1/2024 12/31/2999
the brain with comparison to prior magnetic resonance |Medical Policy Criteria. Submit for
(MR) study(ies), including lesion detection, Recommended Clinical Review to avoid post-
characterization, and quantification, with brain service review.
volume(s) quantification and/or severity score, when
performed, data preparation and transmission,
interpretation and report, obtained with diagnostic MRI
examination of the brain (List separately in addition to
code for primary procedure)
0867T Transperineal laser ablation of benign prostatic MP Criteria: Procedure/service reviewed against |7/1/2024 12/31/2999

hyperplasia, including imaging guidance; prostate
volume greater or equal to 50 mL

Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
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0868T High-resolution gastric electrophysiology mapping with |MP Criteria: Procedure/service reviewed against |7/1/2024 12/31/2999
simultaneous patientsymptom profiling, with Medical Policy Criteria. Submit for
interpretation and report Recommended Clinical Review to avoid post-
service review.
0870T Implantation of subcutaneous peritoneal ascites pump |MP Criteria: Procedure/service reviewed against |7/1/2024 12/31/2999
system, percutaneous, including pump-pocket creation, |Medical Policy Criteria. Submit for
insertion of tunneled indwelling bladder and peritoneal [Recommended Clinical Review to avoid post-
catheters with pump connections, including all imaging |service review.
and initial programming, when performed
0871T Replacement of a subcutaneous peritoneal ascites MP Criteria: Procedure/service reviewed against |7/1/2024 12/31/2999
pump, including reconnection between pump and Medical Policy Criteria. Submit for
indwelling bladder and peritoneal catheters, including Recommended Clinical Review to avoid post-
initial programming and imaging, when performed service review.
0872T Replacement of indwelling bladder and peritoneal MP Criteria: Procedure/service reviewed against |7/1/2024 12/31/2999
catheters, including tunneling of catheter(s) and Medical Policy Criteria. Submit for
connection with previously implanted peritoneal ascites |Recommended Clinical Review to avoid post-
pump, including imaging and programming, when service review.
performed
0873T Revision of a subcutaneously implanted peritoneal MP Criteria: Procedure/service reviewed against |7/1/2024 12/31/2999
ascites pump system, any component (ascites pump, Medical Policy Criteria. Submit for
associated peritoneal catheter, associated bladder Recommended Clinical Review to avoid post-
catheter), including imaging and programming, when service review.
performed
0874T Removal of a peritoneal ascites pump system, including [MP Criteria: Procedure/service reviewed against |7/1/2024 12/31/2999
implanted peritoneal ascites pump and indwelling Medical Policy Criteria. Submit for
bladder and peritoneal catheters Recommended Clinical Review to avoid post-
service review.
0875T Programming of subcutaneously implanted peritoneal  [MP Criteria: Procedure/service reviewed against |7/1/2024 12/31/2999

ascites pump system by physician or other qualified
health care professional

Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
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0876T Duplex scan of hemodialysis fistula, computer-aided, MP Criteria: Procedure/service reviewed against |7/1/2024 12/31/2999
limited (volume flow, diameter, and depth, including Medical Policy Criteria. Submit for
only body of fistula) Recommended Clinical Review to avoid post-
service review.
0882T Intraoperative therapeutic electrical stimulation of MP Criteria: Procedure/service reviewed against |7/1/2024 12/31/2999
peripheral nerve to promote nerve regeneration, Medical Policy Criteria. Submit for
including lead placement and removal, upper extremity, [Recommended Clinical Review to avoid post-
minimum of 10 minutes; initial nerve (List separately in [service review.
addition to code for primary procedure)
0883T Intraoperative therapeutic electrical stimulation of MP Criteria: Procedure/service reviewed against |7/1/2024 12/31/2999
peripheral nerve to promote nerve regeneration, Medical Policy Criteria. Submit for
including lead placement and removal, upper extremity, [Recommended Clinical Review to avoid post-
minimum of 10 minutes; each additional nerve (List service review.
separately in addition to code for primary procedure)
0884T Esophagoscopy, flexible, transoral, with initial MP Criteria: Procedure/service reviewed against |7/1/2024 12/31/2999
transendoscopic mechanical dilation (eg, nondrug- Medical Policy Criteria. Submit for
coated balloon) followed by therapeutic drug delivery by |Recommended Clinical Review to avoid post-
drug-coated balloon catheter for esophageal stricture, |[service review.
including fluoroscopic guidance, when performed
0885T Colonoscopy, flexible, with initial transendoscopic MP Criteria: Procedure/service reviewed against |7/1/2024 12/31/2999
mechanical dilation (eg, nondrug-coated balloon) Medical Policy Criteria. Submit for
followed by therapeutic drug delivery by drug-coated Recommended Clinical Review to avoid post-
balloon catheter for colonic stricture, including service review.
fluoroscopic guidance, when performed
0886T Sigmoidoscopy, flexible, with initial transendoscopic MP Criteria: Procedure/service reviewed against |7/1/2024 12/31/2999

mechanical dilation (eg, nondrug-coated balloon)
followed by therapeutic drug delivery by drug-coated
balloon catheter for colonic stricture, including
fluoroscopic guidance, when performed

Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
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0888T Histotripsy (ie, non-thermal ablation via acoustic energy |MP Criteria: Procedure/service reviewed against |7/1/2024 12/31/2999
delivery) of malignant renal tissue, including imaging Medical Policy Criteria. Submit for
guidance Recommended Clinical Review to avoid post-
service review.
0889T Personalized target development for accelerated, MP Criteria: Procedure/service reviewed against |7/1/2024 12/31/2999
repetitive high-dose functional connectivity MRI-guided [Medical Policy Criteria. Submit for
theta-burst stimulation derived from a structural and Recommended Clinical Review to avoid post-
resting-state functional MRI, including data preparation [service review.
and transmission, generation of the target, motor
threshold-starting location, neuronavigation files and
target report, review and interpretation
0890T Accelerated, repetitive high-dose functional connectivity [MP Criteria: Procedure/service reviewed against [7/1/2024 12/31/2999
MRI-guided theta-burst stimulation, including target Medical Policy Criteria. Submit for
assessment, initial motor threshold determination, Recommended Clinical Review to avoid post-
neuronavigation, delivery and management, initial service review.
treatment day
0891T Accelerated, repetitive high-dose functional connectivity |[MP Criteria: Procedure/service reviewed against |7/1/2024 12/31/2999
MRI-guided theta-burst stimulation, including Medical Policy Criteria. Submit for
neuronavigation, delivery and management, subsequent |[Recommended Clinical Review to avoid post-
treatment day service review.
0892T Accelerated, repetitive high-dose functional connectivity |[MP Criteria: Procedure/service reviewed against |7/1/2024 12/31/2999
MRI-guided theta-burst stimulation, including Medical Policy Criteria. Submit for
neuronavigation, delivery and management, subsequent |[Recommended Clinical Review to avoid post-
motor threshold redetermination with delivery and service review.
management, per treatment day
3051F Most recent hemoglobin Alc (HbAlc) level greater than [Non Covered: Procedure/service not covered by |1/1/2020 12/31/2999
or equal to 7.0% and less than 8.0% (DM) the Plan. Not subject to pre-service review.
3052F Most recent hemoglobin Alc (HbA1lc) level greater than |Non Covered: Procedure/service not covered by |1/1/2020 12/31/2999

or equal to 8.0% and less than or equal to 9.0% (DM)

the Plan. Not subject to pre-service review.
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9001F Aortic aneurysm less than 5.0 cm maximum diameter on [Non Covered: Procedure/service not covered by [1/1/2014 12/31/2999
centerline formatted CT or minor diameter on axial the Plan. Not subject to pre-service review.
formatted CT (NMA-No Measure Associated)

9002F Aortic aneurysm 5.0 - 5.4 cm maximum diameter on Non Covered: Procedure/service not covered by |1/1/2014 12/31/2999
centerline formatted CT or minor diameter on axial the Plan. Not subject to pre-service review.
formatted CT (NMA-No Measure Associated)

9003F Aortic aneurysm 5.5 - 5.9 cm maximum diameter on Non Covered: Procedure/service not covered by [1/1/2014 12/31/2999
centerline formatted CT or minor diameter on axial the Plan. Not subject to pre-service review.
formatted CT (NMA-No Measure Associated)

9004F Aortic aneurysm 6.0 cm or greater maximum diameter [Non Covered: Procedure/service not covered by [1/1/2014 12/31/2999
on centerline formatted CT or minor diameter on axial |the Plan. Not subject to pre-service review.
formatted CT (NMA-No Measure Associated)

9005F Asymptomatic carotid stenosis: No history of any Non Covered: Procedure/service not covered by |1/1/2014 12/31/2999
transient ischemic attack or stroke in any carotid or the Plan. Not subject to pre-service review.
vertebrobasilar territory (NMA-No Measure Associated)

9006F Symptomatic carotid stenosis: Ipsilateral carotid territory|Non Covered: Procedure/service not covered by |1/1/2014 12/31/2999
TIA or stroke less than 120 days prior to procedure (NMA{the Plan. Not subject to pre-service review.
No Measure Associated)

9007F Other carotid stenosis: Ipsilateral TIA or stroke 120 days |Non Covered: Procedure/service not covered by [1/1/2014 12/31/2999
or greater prior to procedure or any prior contralateral [the Plan. Not subject to pre-service review.
carotid territory or vertebrobasilar TIA or stroke (NMA-
No Measure Associated)

640 Anesthesia for manipulation of the spine or for closed MP Criteria: Procedure/service reviewed against (1/1/2013 12/31/2999
procedures on the cervical, thoracic or lumbar spine Medical Policy Criteria. Submit for

Recommended Clinical Review to avoid post-
service review.
797 Anesthesia for intraperitoneal procedures in upper MP Criteria: Procedure/service reviewed against (1/1/2013 12/31/2999

abdomen including laparoscopy; gastric restrictive
procedure for morbid obesity

Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
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11920 Tattooing, intradermal introduction of insoluble opaque |[MP Criteria: Procedure/service reviewed against {1/1/2013 12/31/2999
pigments to correct color defects of skin, including Medical Policy Criteria. Submit for
micropigmentation; 6.0 sq cm or less Recommended Clinical Review to avoid post-
service review.
11921 Tattooing, intradermal introduction of insoluble opaque |[MP Criteria: Procedure/service reviewed against {1/1/2013 12/31/2999
pigments to correct color defects of skin, including Medical Policy Criteria. Submit for
micropigmentation; 6.1 to 20.0 sq cm Recommended Clinical Review to avoid post-
service review.
11922 Tattooing, intradermal introduction of insoluble opaque |[MP Criteria: Procedure/service reviewed against {1/1/2013 12/31/2999
pigments to correct color defects of skin, including Medical Policy Criteria. Submit for
micropigmentation; each additional 20.0 sq cm, or part |Recommended Clinical Review to avoid post-
thereof (List separately in addition to code for primary  |service review.
procedure)
11950 Subcutaneous injection of filling material (eg, collagen); |MP Criteria: Procedure/service reviewed against [1/1/2013 12/31/2999
1ccorless Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
11951 Subcutaneous injection of filling material (eg, collagen); |MP Criteria: Procedure/service reviewed against [1/1/2013 12/31/2999
1.1to5.0cc Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
11952 Subcutaneous injection of filling material (eg, collagen); |MP Criteria: Procedure/service reviewed against [1/1/2013 12/31/2999
5.1t010.0 cc Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
11954 Subcutaneous injection of filling material (eg, collagen); |MP Criteria: Procedure/service reviewed against [1/1/2013 12/31/2999
over 10.0 cc Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
11970 Replacement of tissue expander with permanent implant{MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999

Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
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11971 Removal of tissue expander without insertion of implant |MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
11980 Subcutaneous hormone pellet implantation MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
(implantation of estradiol and/or testosterone pellets Medical Policy Criteria. Submit for
beneath the skin) Recommended Clinical Review to avoid post-
service review.
11981 Insertion, drug-delivery implant (ie, bioresorbable, MP Criteria: Procedure/service reviewed against |2/12/2015 12/31/2999
biodegradable, non-biodegradable) Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
11982 Removal, non-biodegradable drug delivery implant MP Criteria: Procedure/service reviewed against |2/12/2015 12/31/2999
Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
11983 Removal with reinsertion, non-biodegradable drug MP Criteria: Procedure/service reviewed against |2/12/2015 12/31/2999
delivery implant Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
15271 Application of skin substitute graft to trunk, arms, legs, [MP Criteria: Procedure/service reviewed against [4/1/2023 12/31/2999
total wound surface area up to 100 sq cm; first 25 sq cm |Medical Policy Criteria. Submit for
or less wound surface area Recommended Clinical Review to avoid post-
service review.
15272 Application of skin substitute graft to trunk, arms, legs, [MP Criteria: Procedure/service reviewed against [4/1/2023 12/31/2999
total wound surface area up to 100 sq cm; each Medical Policy Criteria. Submit for
additional 25 sq cm wound surface area, or part thereof [Recommended Clinical Review to avoid post-
(List separately in addition to code for primary service review.
procedure)
15273 Application of skin substitute graft to trunk, arms, legs, |[MP Criteria: Procedure/service reviewed against |4/1/2023 12/31/2999

total wound surface area greater than or equal to 100 sq
cm; first 100 sq cm wound surface area, or 1% of body
area of infants and children

Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
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15274 Application of skin substitute graft to trunk, arms, legs, [MP Criteria: Procedure/service reviewed against [4/1/2023 12/31/2999
total wound surface area greater than or equal to 100 sq |Medical Policy Criteria. Submit for
cm; each additional 100 sq cm wound surface area, or Recommended Clinical Review to avoid post-
part thereof, or each additional 1% of body area of service review.
infants and children, or part thereof (List separately in
addition to code for primary procedure)
15275 Application of skin substitute graft to face, scalp, eyelids, [MP Criteria: Procedure/service reviewed against |4/1/2023 12/31/2999
mouth, neck, ears, orbits, genitalia, hands, feet, and/or |Medical Policy Criteria. Submit for
multiple digits, total wound surface area up to 100 sq Recommended Clinical Review to avoid post-
cm; first 25 sq cm or less wound surface area service review.
15276 Application of skin substitute graft to face, scalp, eyelids, [MP Criteria: Procedure/service reviewed against [4/1/2023 12/31/2999
mouth, neck, ears, orbits, genitalia, hands, feet, and/or [Medical Policy Criteria. Submit for
multiple digits, total wound surface area up to 100 sq Recommended Clinical Review to avoid post-
cm; each additional 25 sq cm wound surface area, or service review.
part thereof (List separately in addition to code for
primary procedure)
15277 Application of skin substitute graft to face, scalp, eyelids, [MP Criteria: Procedure/service reviewed against |4/1/2023 12/31/2999
mouth, neck, ears, orbits, genitalia, hands, feet, and/or |Medical Policy Criteria. Submit for
multiple digits, total wound surface area greater than or |[Recommended Clinical Review to avoid post-
equal to 100 sq cm; first 100 sq cm wound surface area, |[service review.
or 1% of body area of infants and children
15278 Application of skin substitute graft to face, scalp, eyelids, [MP Criteria: Procedure/service reviewed against |4/1/2023 12/31/2999

mouth, neck, ears, orbits, genitalia, hands, feet, and/or
multiple digits, total wound surface area greater than or
equal to 100 sq cm; each additional 100 sq cm wound
surface area, or part thereof, or each additional 1% of
body area of infants and children, or part thereof (List
separately in addition to code for primary procedure)

Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
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15758 Free fascial flap with microvascular anastomosis MP Criteria: Procedure/service reviewed against |10/1/2015 12/31/2999
Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
15769 Grafting of autologous soft tissue, other, harvested by MP Criteria: Procedure/service reviewed against |1/1/2020 12/31/2999
direct excision (eg, fat, dermis, fascia) Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
15771 Grafting of autologous fat harvested by liposuction MP Criteria: Procedure/service reviewed against |1/1/2020 12/31/2999
technique to trunk, breasts, scalp, arms, and/or legs; 50 |Medical Policy Criteria. Submit for
cc or less injectate Recommended Clinical Review to avoid post-
service review.
15772 Grafting of autologous fat harvested by liposuction MP Criteria: Procedure/service reviewed against |1/1/2020 12/31/2999
technique to trunk, breasts, scalp, arms, and/or legs; Medical Policy Criteria. Submit for
each additional 50 cc injectate, or part thereof (List Recommended Clinical Review to avoid post-
separately in addition to code for primary procedure) service review.
15773 Grafting of autologous fat harvested by liposuction MP Criteria: Procedure/service reviewed against [1/1/2020 12/31/2999
technique to face, eyelids, mouth, neck, ears, orbits, Medical Policy Criteria. Submit for
genitalia, hands, and/or feet; 25 cc or less injectate Recommended Clinical Review to avoid post-
service review.
15774 Grafting of autologous fat harvested by liposuction MP Criteria: Procedure/service reviewed against [1/1/2020 12/31/2999
technique to face, eyelids, mouth, neck, ears, orbits, Medical Policy Criteria. Submit for
genitalia, hands, and/or feet; each additional 25 cc Recommended Clinical Review to avoid post-
injectate, or part thereof (List separately in addition to  [service review.
code for primary procedure)
15775 Punch graft for hair transplant; 1 to 15 punch grafts MP Criteria: Procedure/service reviewed against [1/1/2013 12/31/2999

Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
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15776

Punch graft for hair transplant; more than 15 punch
grafts

MP Criteria: Procedure/service reviewed against
Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.

1/1/2013

12/31/2999

15780

Dermabrasion; total face (eg, for acne scarring, fine
wrinkling, rhytids, general keratosis)

MP Criteria: Procedure/service reviewed against
Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.

1/1/2013

12/31/2999

15781

Dermabrasion; segmental, face

MP Criteria: Procedure/service reviewed against
Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.

1/1/2013

12/31/2999

15782

Dermabrasion; regional, other than face

MP Criteria: Procedure/service reviewed against
Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.

1/1/2013

12/31/2999

15783

Dermabrasion; superficial, any site (eg, tattoo removal)

MP Criteria: Procedure/service reviewed against
Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.

1/1/2013

12/31/2999

15788

Chemical peel, facial; epidermal

MP Criteria: Procedure/service reviewed against
Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.

1/1/2013

12/31/2999

15789

Chemical peel, facial; dermal

MP Criteria: Procedure/service reviewed against
Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.

1/1/2013

12/31/2999

15792

Chemical peel, nonfacial; epidermal

MP Criteria: Procedure/service reviewed against
Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.

1/1/2013

12/31/2999
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15793

Chemical peel, nonfacial; dermal

MP Criteria: Procedure/service reviewed against
Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.

1/1/2013

12/31/2999

15820

Blepharoplasty, lower eyelid;

MP Criteria: Procedure/service reviewed against
Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.

1/1/2013

12/31/2999

15821

Blepharoplasty, lower eyelid; with extensive herniated
fat pad

MP Criteria: Procedure/service reviewed against
Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.

1/1/2013

12/31/2999

15822

Blepharoplasty, upper eyelid;

MP Criteria: Procedure/service reviewed against
Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.

1/1/2013

12/31/2999

15823

Blepharoplasty, upper eyelid; with excessive skin
weighting down lid

MP Criteria: Procedure/service reviewed against
Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.

1/1/2013

12/31/2999

15824

Rhytidectomy; forehead

MP Criteria: Procedure/service reviewed against
Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.

1/1/2013

12/31/2999

15825

Rhytidectomy; neck with platysmal tightening (platysmal
flap, P-flap)

MP Criteria: Procedure/service reviewed against
Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.

1/1/2013

12/31/2999

15826

Rhytidectomy; glabellar frown lines

MP Criteria: Procedure/service reviewed against
Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.

1/1/2013

12/31/2999
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15828 Rhytidectomy; cheek, chin, and neck MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
15829 Rhytidectomy; superficial musculoaponeurotic system MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
(SMAS) flap Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
15830 Excision, excessive skin and subcutaneous tissue MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
(includes lipectomy); abdomen, infraumbilical Medical Policy Criteria. Submit for
panniculectomy Recommended Clinical Review to avoid post-
service review.
15832 Excision, excessive skin and subcutaneous tissue MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
(includes lipectomy); thigh Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
15833 Excision, excessive skin and subcutaneous tissue MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
(includes lipectomy); leg Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
15834 Excision, excessive skin and subcutaneous tissue MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
(includes lipectomy); hip Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
15835 Excision, excessive skin and subcutaneous tissue MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
(includes lipectomy); buttock Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
15836 Excision, excessive skin and subcutaneous tissue MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999

(includes lipectomy); arm

Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
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15837 Excision, excessive skin and subcutaneous tissue MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
(includes lipectomy); forearm or hand Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
15838 Excision, excessive skin and subcutaneous tissue MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
(includes lipectomy); submental fat pad Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
15839 Excision, excessive skin and subcutaneous tissue MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
(includes lipectomy); other area Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
15847 Excision, excessive skin and subcutaneous tissue MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
(includes lipectomy), abdomen (eg, abdominoplasty) Medical Policy Criteria. Submit for
(includes umbilical transposition and fascial plication) Recommended Clinical Review to avoid post-
(List separately in addition to code for primary service review.
procedure)
15876 Suction assisted lipectomy; head and neck MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
15877 Suction assisted lipectomy; trunk MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
15878 Suction assisted lipectomy; upper extremity MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
15879 Suction assisted lipectomy; lower extremity MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999

Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
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17106

Destruction of cutaneous vascular proliferative lesions
(eg, laser technique); less than 10 sq cm

MP Criteria: Procedure/service reviewed against
Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.

1/1/2013

12/31/2999

17107

Destruction of cutaneous vascular proliferative lesions
(eg, laser technique); 10.0 to 50.0 sq cm

MP Criteria: Procedure/service reviewed against
Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.

1/1/2013

12/31/2999

17108

Destruction of cutaneous vascular proliferative lesions
(eg, laser technique); over 50.0 sq cm

MP Criteria: Procedure/service reviewed against
Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.

1/1/2013

12/31/2999

17340

Cryotherapy (CO2 slush, liquid N2) for acne

EIU: Procedure/service not reimbursed by the
Plan. Not subject to pre-service review. Check
EIU policy, which is one of our Clinical Payment
and Coding Policy (CPCP).

12/1/2020

12/31/2999

17360

Chemical exfoliation for acne (eg, acne paste, acid)

MP Criteria: Procedure/service reviewed against
Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.

1/1/2013

12/31/2999

17380

Electrolysis epilation, each 30 minutes

MP Criteria: Procedure/service reviewed against
Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.

1/1/2013

12/31/2999

19105

Ablation, cryosurgical, of fibroadenoma, including
ultrasound guidance, each fibroadenoma

MP Criteria: Procedure/service reviewed against
Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.

1/1/2013

12/31/2999

19300

Mastectomy for gynecomastia

MP Criteria: Procedure/service reviewed against
Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.

9/1/2020

12/31/2999
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19303

Mastectomy, simple, complete

MP Criteria: Procedure/service reviewed against
Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.

1/1/2013

12/31/2999

19316

Mastopexy

MP Criteria: Procedure/service reviewed against
Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.

1/1/2013

12/31/2999

19318

Breast reduction

MP Criteria: Procedure/service reviewed against
Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.

1/1/2013

12/31/2999

19325

Breast augmentation with implant

MP Criteria: Procedure/service reviewed against
Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.

1/1/2013

12/31/2999

19328

Removal of intact breast implant

MP Criteria: Procedure/service reviewed against
Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.

1/1/2013

12/31/2999

19330

Removal of ruptured breast implant, including implant
contents (eg, saline, silicone gel)

MP Criteria: Procedure/service reviewed against
Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.

1/1/2013

12/31/2999

19340

Insertion of breast implant on same day of mastectomy
(ie, immediate)

MP Criteria: Procedure/service reviewed against
Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.

1/1/2013

12/31/2999

19342

Insertion or replacement of breast implant on separate
day from mastectomy

MP Criteria: Procedure/service reviewed against
Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.

1/1/2013

12/31/2999
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19350 Nipple/areola reconstruction MP Criteria: Procedure/service reviewed against |6/1/2017 12/31/2999
Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
19355 Correction of inverted nipples MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
19357 Tissue expander placement in breast reconstruction, MP Criteria: Procedure/service reviewed against |6/1/2017 12/31/2999
including subsequent expansion(s) Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
19370 Revision of peri-implant capsule, breast, including MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
capsulotomy, capsulorrhaphy, and/or partial Medical Policy Criteria. Submit for
capsulectomy Recommended Clinical Review to avoid post-
service review.
19371 Peri-implant capsulectomy, breast, complete, including |MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
removal of all intracapsular contents Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
19380 Revision of reconstructed breast (eg, significant removal |MP Criteria: Procedure/service reviewed against |9/15/2016 12/31/2999
of tissue, re-advancement and/or re-inset of flaps in Medical Policy Criteria. Submit for
autologous reconstruction or significant capsular Recommended Clinical Review to avoid post-
revision combined with soft tissue excision in implant-  [service review.
based reconstruction)
19396 Preparation of moulage for custom breast implant MP Criteria: Procedure/service reviewed against [9/15/2016 12/31/2999
Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
19499 Unlisted procedure, breast MP Criteria: Procedure/service reviewed against [11/1/2017 12/31/2999

Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
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20527 Injection, enzyme (eg, collagenase), palmar fascial cord |MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
(ie, Dupuytren's contracture) Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
20560 Needle insertion(s) without injection(s); 1 or 2 muscle(s) |EIU: Procedure/service not reimbursed by the |12/1/2020 12/31/2999
Plan. Not subject to pre-service review. Check
EIU policy, which is one of our Clinical Payment
and Coding Policy (CPCP).
20561 Needle insertion(s) without injection(s); 3 or more EIU: Procedure/service not reimbursed by the [12/1/2020 12/31/2999
muscles Plan. Not subject to pre-service review. Check
EIU policy, which is one of our Clinical Payment
and Coding Policy (CPCP).
20932 Allograft, includes templating, cutting, placement and MP Criteria: Procedure/service reviewed against |1/1/2019 12/31/2999
internal fixation, when performed; osteoarticular, Medical Policy Criteria. Submit for
including articular surface and contiguous bone (List Recommended Clinical Review to avoid post-
separately in addition to code for primary procedure) service review.
20933 Allograft, includes templating, cutting, placement and MP Criteria: Procedure/service reviewed against [1/1/2019 12/31/2999
internal fixation, when performed; hemicortical Medical Policy Criteria. Submit for
intercalary, partial (ie, hemicylindrical) (List separately in [Recommended Clinical Review to avoid post-
addition to code for primary procedure) service review.
20934 Allograft, includes templating, cutting, placement and MP Criteria: Procedure/service reviewed against |1/1/2019 12/31/2999
internal fixation, when performed; intercalary, complete [Medical Policy Criteria. Submit for
(ie, cylindrical) (List separately in addition to code for Recommended Clinical Review to avoid post-
primary procedure) service review.
20974 Electrical stimulation to aid bone healing; noninvasive MP Criteria: Procedure/service reviewed against [1/1/2013 12/31/2999

(nonoperative)

Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
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20975 Electrical stimulation to aid bone healing; invasive MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
(operative) Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
20979 Low intensity ultrasound stimulation to aid bone healing, |MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
noninvasive (nonoperative) Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
20982 Ablation therapy for reduction or eradication of 1 or MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
more bone tumors (eg, metastasis) including adjacent Medical Policy Criteria. Submit for
soft tissue when involved by tumor extension, Recommended Clinical Review to avoid post-
percutaneous, including imaging guidance when service review.
performed; radiofrequency
20983 Ablation therapy for reduction or eradication of 1 or MP Criteria: Procedure/service reviewed against [9/1/2020 12/31/2999
more bone tumors (eg, metastasis) including adjacent Medical Policy Criteria. Submit for
soft tissue when involved by tumor extension, Recommended Clinical Review to avoid post-
percutaneous, including imaging guidance when service review.
performed; cryoablation
20985 Computer-assisted surgical navigational procedure for  |EIU: Procedure/service not reimbursed by the |2/15/2015 12/31/2999
musculoskeletal procedures, image-less (List separately [Plan. Not subject to pre-service review. Check
in addition to code for primary procedure) EIU policy, which is one of our Clinical Payment
and Coding Policy (CPCP).
21010 Arthrotomy, temporomandibular joint MP Criteria: Procedure/service reviewed against [9/15/2016 12/31/2999
Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
21025 Excision of bone (eg, for osteomyelitis or bone abscess); [MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999

mandible

Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
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21026 Excision of bone (eg, for osteomyelitis or bone abscess); |MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
facial bone(s) Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
21050 Condylectomy, temporomandibular joint (separate MP Criteria: Procedure/service reviewed against |9/15/2016 12/31/2999
procedure) Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
21060 Meniscectomy, partial or complete, temporomandibular |MP Criteria: Procedure/service reviewed against |9/15/2016 12/31/2999
joint (separate procedure) Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
21070 Coronoidectomy (separate procedure) MP Criteria: Procedure/service reviewed against |9/15/2016 12/31/2999
Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
21073 Manipulation of temporomandibular joint(s) (TMJ), MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
therapeutic, requiring an anesthesia service (ie, general |Medical Policy Criteria. Submit for
or monitored anesthesia care) Recommended Clinical Review to avoid post-
service review.
21083 Impression and custom preparation; palatal lift MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
prosthesis Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
21085 Impression and custom preparation; oral surgical splint |MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
21110 Application of interdental fixation device for conditions |[MP Criteria: Procedure/service reviewed against [9/15/2016 12/31/2999

other than fracture or dislocation, includes removal

Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
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21120 Genioplasty; augmentation (autograft, allograft, MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
prosthetic material) Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
21121 Genioplasty; sliding osteotomy, single piece MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
21122 Genioplasty; sliding osteotomies, 2 or more osteotomies |MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
(eg, wedge excision or bone wedge reversal for Medical Policy Criteria. Submit for
asymmetrical chin) Recommended Clinical Review to avoid post-
service review.
21123 Genioplasty; sliding, augmentation with interpositional |MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
bone grafts (includes obtaining autografts) Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
21125 Augmentation, mandibular body or angle; prosthetic MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
material Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
21127 Augmentation, mandibular body or angle; with bone MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
graft, onlay or interpositional (includes obtaining Medical Policy Criteria. Submit for
autograft) Recommended Clinical Review to avoid post-
service review.
21141 Reconstruction midface, LeFort [; single piece, segment |MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
movement in any direction (eg, for Long Face Medical Policy Criteria. Submit for
Syndrome), without bone graft Recommended Clinical Review to avoid post-
service review.
21142 Reconstruction midface, LeFort I; 2 pieces, segment MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999

movement in any direction, without bone graft

Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
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21143 Reconstruction midface, LeFort |; 3 or more pieces, MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
segment movement in any direction, without bone graft |Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
21145 Reconstruction midface, LeFort |; single piece, segment |MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
movement in any direction, requiring bone grafts Medical Policy Criteria. Submit for
(includes obtaining autografts) Recommended Clinical Review to avoid post-
service review.
21146 Reconstruction midface, LeFort I; 2 pieces, segment MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
movement in any direction, requiring bone grafts Medical Policy Criteria. Submit for
(includes obtaining autografts) (eg, ungrafted unilateral [Recommended Clinical Review to avoid post-
alveolar cleft) service review.
21147 Reconstruction midface, LeFort |; 3 or more pieces, MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
segment movement in any direction, requiring bone Medical Policy Criteria. Submit for
grafts (includes obtaining autografts) (eg, ungrafted Recommended Clinical Review to avoid post-
bilateral alveolar cleft or multiple osteotomies) service review.
21150 Reconstruction midface, LeFort IlI; anterior intrusion (eg, |MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
Treacher-Collins Syndrome) Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
21151 Reconstruction midface, LeFort Il; any direction, MP Criteria: Procedure/service reviewed against [1/1/2013 12/31/2999
requiring bone grafts (includes obtaining autografts) Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
21154 Reconstruction midface, LeFort Ill (extracranial), any MP Criteria: Procedure/service reviewed against (1/1/2013 12/31/2999
type, requiring bone grafts (includes obtaining Medical Policy Criteria. Submit for
autografts); without LeFort | Recommended Clinical Review to avoid post-
service review.
21155 Reconstruction midface, LeFort Ill (extracranial), any MP Criteria: Procedure/service reviewed against [1/1/2013 12/31/2999

type, requiring bone grafts (includes obtaining
autografts); with LeFort |

Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
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21159 Reconstruction midface, LeFort lll (extra and intracranial)|MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
with forehead advancement (eg, mono bloc), requiring |Medical Policy Criteria. Submit for
bone grafts (includes obtaining autografts); without Recommended Clinical Review to avoid post-
LeFort | service review.
21160 Reconstruction midface, LeFort Ill (extra and intracranial)|MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
with forehead advancement (eg, mono bloc), requiring |Medical Policy Criteria. Submit for
bone grafts (includes obtaining autografts); with LeFort | [Recommended Clinical Review to avoid post-
service review.
21188 Reconstruction midface, osteotomies (other than LeFort |MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
type) and bone grafts (includes obtaining autografts) Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
21193 Reconstruction of mandibular rami, horizontal, vertical, |MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
C, or L osteotomy; without bone graft Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
21194 Reconstruction of mandibular rami, horizontal, vertical, |MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
C, or L osteotomy; with bone graft (includes obtaining Medical Policy Criteria. Submit for
graft) Recommended Clinical Review to avoid post-
service review.
21195 Reconstruction of mandibular rami and/or body, sagittal |MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
split; without internal rigid fixation Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
21196 Reconstruction of mandibular rami and/or body, sagittal |MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
split; with internal rigid fixation Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
21198 Osteotomy, mandible, segmental; MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999

Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
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21199

Osteotomy, mandible, segmental; with genioglossus
advancement

MP Criteria: Procedure/service reviewed against
Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.

1/1/2013

12/31/2999

21206

Osteotomy, maxilla, segmental (eg, Wassmund or
Schuchard)

MP Criteria: Procedure/service reviewed against
Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.

1/1/2013

12/31/2999

21208

Osteoplasty, facial bones; augmentation (autograft,
allograft, or prosthetic implant)

MP Criteria: Procedure/service reviewed against
Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.

1/1/2013

12/31/2999

21209

Osteoplasty, facial bones; reduction

MP Criteria: Procedure/service reviewed against
Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.

1/1/2013

12/31/2999

21210

Graft, bone; nasal, maxillary or malar areas (includes
obtaining graft)

MP Criteria: Procedure/service reviewed against
Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.

1/1/2013

12/31/2999

21215

Graft, bone; mandible (includes obtaining graft)

MP Criteria: Procedure/service reviewed against
Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.

1/1/2013

12/31/2999

21240

Arthroplasty, temporomandibular joint, with or without
autograft (includes obtaining graft)

MP Criteria: Procedure/service reviewed against
Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.

9/1/2016

12/31/2999

21242

Arthroplasty, temporomandibular joint, with allograft

MP Criteria: Procedure/service reviewed against
Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.

9/15/2016

12/31/2999
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21243 Arthroplasty, temporomandibular joint, with prosthetic |MP Criteria: Procedure/service reviewed against [9/15/2016 12/31/2999
joint replacement Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
21244 Reconstruction of mandible, extraoral, with transosteal |MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
bone plate (eg, mandibular staple bone plate) Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
21245 Reconstruction of mandible or maxilla, subperiosteal MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
implant; partial Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
21246 Reconstruction of mandible or maxilla, subperiosteal MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
implant; complete Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
21282 Lateral canthopexy MP Criteria: Procedure/service reviewed against |8/1/2021 12/31/2999
Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
21480 Closed treatment of temporomandibular dislocation; MP Criteria: Procedure/service reviewed against |9/15/2016 12/31/2999
initial or subsequent Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
21485 Closed treatment of temporomandibular dislocation; MP Criteria: Procedure/service reviewed against |9/15/2016 12/31/2999
complicated (eg, recurrent requiring intermaxillary Medical Policy Criteria. Submit for
fixation or splinting), initial or subsequent Recommended Clinical Review to avoid post-
service review.
21490 Open treatment of temporomandibular dislocation MP Criteria: Procedure/service reviewed against |9/15/2016 12/31/2999

Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
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21685 Hyoid myotomy and suspension MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
21740 Reconstructive repair of pectus excavatum or carinatum; |MP Criteria: Procedure/service reviewed against |1/15/2022 12/31/2999
open Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
21742 Reconstructive repair of pectus excavatum or carinatum; |MP Criteria: Procedure/service reviewed against |1/15/2022 12/31/2999
minimally invasive approach (Nuss procedure), without [Medical Policy Criteria. Submit for
thoracoscopy Recommended Clinical Review to avoid post-
service review.
21743 Reconstructive repair of pectus excavatum or carinatum; |MP Criteria: Procedure/service reviewed against |1/15/2022 12/31/2999
minimally invasive approach (Nuss procedure), with Medical Policy Criteria. Submit for
thoracoscopy Recommended Clinical Review to avoid post-
service review.
22505 Manipulation of spine requiring anesthesia, any region |MP Criteria: Procedure/service reviewed against |4/1/2020 12/31/2999
Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
22510 Percutaneous vertebroplasty (bone biopsy included MP Criteria: Procedure/service reviewed against |1/1/2015 12/31/2999
when performed), 1 vertebral body, unilateral or Medical Policy Criteria. Submit for
bilateral injection, inclusive of all imaging guidance; Recommended Clinical Review to avoid post-
cervicothoracic service review.
22511 Percutaneous vertebroplasty (bone biopsy included MP Criteria: Procedure/service reviewed against |1/1/2015 12/31/2999
when performed), 1 vertebral body, unilateral or Medical Policy Criteria. Submit for
bilateral injection, inclusive of all imaging guidance; Recommended Clinical Review to avoid post-
lumbosacral service review.
22512 Percutaneous vertebroplasty (bone biopsy included MP Criteria: Procedure/service reviewed against |1/1/2015 12/31/2999

when performed), 1 vertebral body, unilateral or
bilateral injection, inclusive of all imaging guidance; each
additional cervicothoracic or lumbosacral vertebral body
(List separately in addition to code for primary
procedure)

Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
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22513 Percutaneous vertebral augmentation, including cavity |MP Criteria: Procedure/service reviewed against |1/1/2015 12/31/2999
creation (fracture reduction and bone biopsy included Medical Policy Criteria. Submit for
when performed) using mechanical device (eg, Recommended Clinical Review to avoid post-
kyphoplasty), 1 vertebral body, unilateral or bilateral service review.
cannulation, inclusive of all imaging guidance; thoracic
22514 Percutaneous vertebral augmentation, including cavity |MP Criteria: Procedure/service reviewed against |1/1/2015 12/31/2999
creation (fracture reduction and bone biopsy included Medical Policy Criteria. Submit for
when performed) using mechanical device (eg, Recommended Clinical Review to avoid post-
kyphoplasty), 1 vertebral body, unilateral or bilateral service review.
cannulation, inclusive of all imaging guidance; lumbar
22515 Percutaneous vertebral augmentation, including cavity |MP Criteria: Procedure/service reviewed against |1/1/2015 12/31/2999
creation (fracture reduction and bone biopsy included Medical Policy Criteria. Submit for
when performed) using mechanical device (eg, Recommended Clinical Review to avoid post-
kyphoplasty), 1 vertebral body, unilateral or bilateral service review.
cannulation, inclusive of all imaging guidance; each
additional thoracic or lumbar vertebral body (List
separately in addition to code for primary procedure)
22526 Percutaneous intradiscal electrothermal annuloplasty, EIU: Procedure/service not reimbursed by the |1/1/2023 12/31/2999
unilateral or bilateral including fluoroscopic guidance; Plan. Not subject to pre-service review. Check
single level EIU policy, which is one of our Clinical Payment
and Coding Policy (CPCP).
22527 Percutaneous intradiscal electrothermal annuloplasty, [EIU: Procedure/service not reimbursed by the |1/1/2023 12/31/2999
unilateral or bilateral including fluoroscopic guidance; 1 |[Plan. Not subject to pre-service review. Check
or more additional levels (List separately in addition to  |EIU policy, which is one of our Clinical Payment
code for primary procedure) and Coding Policy (CPCP).
22548 Arthrodesis, anterior transoral or extraoral technique, MP Criteria: Procedure/service reviewed against |5/1/2021 12/31/2999

clivus-C1-C2 (atlas-axis), with or without excision of
odontoid process

Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
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22551 Arthrodesis, anterior interbody, including disc space MP Criteria: Procedure/service reviewed against |5/1/2021 12/31/2999
preparation, discectomy, osteophytectomy and Medical Policy Criteria. Submit for
decompression of spinal cord and/or nerve roots; Recommended Clinical Review to avoid post-
cervical below C2 service review.
22552 Arthrodesis, anterior interbody, including disc space MP Criteria: Procedure/service reviewed against |5/1/2021 12/31/2999
preparation, discectomy, osteophytectomy and Medical Policy Criteria. Submit for
decompression of spinal cord and/or nerve roots; Recommended Clinical Review to avoid post-
cervical below C2, each additional interspace (List service review.
separately in addition to code for primary procedure)
22554 Arthrodesis, anterior interbody technique, including MP Criteria: Procedure/service reviewed against |5/1/2021 12/31/2999
minimal discectomy to prepare interspace (other than  [Medical Policy Criteria. Submit for
for decompression); cervical below C2 Recommended Clinical Review to avoid post-
service review.
22586 Arthrodesis, pre-sacral interbody technique, including EIU: Procedure/service not reimbursed by the |2/15/2015 12/31/2999
disc space preparation, discectomy, with posterior Plan. Not subject to pre-service review. Check
instrumentation, with image guidance, includes bone EIU policy, which is one of our Clinical Payment
graft when performed, L5-S1 interspace and Coding Policy (CPCP).
22590 Arthrodesis, posterior technique, craniocervical (occiput- [MP Criteria: Procedure/service reviewed against |5/1/2021 12/31/2999
C2) Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
22595 Arthrodesis, posterior technique, atlas-axis (C1-C2) MP Criteria: Procedure/service reviewed against [5/1/2021 12/31/2999
Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
22600 Arthrodesis, posterior or posterolateral technique, single [MP Criteria: Procedure/service reviewed against |5/1/2021 12/31/2999

interspace; cervical below C2 segment

Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
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22836 Anterior thoracic vertebral body tethering, including MP Criteria: Procedure/service reviewed against |1/1/2024 5/14/2024
thoracoscopy, when performed; up to 7 vertebral Medical Policy Criteria. Submit for
segments Recommended Clinical Review to avoid post-
service review.
22836 Anterior thoracic vertebral body tethering, including EIU: Procedure/service not reimbursed by the |5/15/2024 12/31/2999
thoracoscopy, when performed; up to 7 vertebral Plan. Not subject to pre-service review. Check
segments EIU policy, which is one of our Clinical Payment
and Coding Policy (CPCP).
22837 Anterior thoracic vertebral body tethering, including MP Criteria: Procedure/service reviewed against [1/1/2024 5/14/2024
thoracoscopy, when performed; 8 or more vertebral Medical Policy Criteria. Submit for
segments Recommended Clinical Review to avoid post-
service review.
22837 Anterior thoracic vertebral body tethering, including EIU: Procedure/service not reimbursed by the [5/15/2024 12/31/2999
thoracoscopy, when performed; 8 or more vertebral Plan. Not subject to pre-service review. Check
segments EIU policy, which is one of our Clinical Payment
and Coding Policy (CPCP).
22838 Revision (eg, augmentation, division of tether), MP Criteria: Procedure/service reviewed against |1/1/2024 5/14/2024
replacement, or removal of thoracic vertebral body Medical Policy Criteria. Submit for
tethering, including thoracoscopy, when performed Recommended Clinical Review to avoid post-
service review.
22838 Revision (eg, augmentation, division of tether), EIU: Procedure/service not reimbursed by the |5/15/2024 12/31/2999
replacement, or removal of thoracic vertebral body Plan. Not subject to pre-service review. Check
tethering, including thoracoscopy, when performed EIU policy, which is one of our Clinical Payment
and Coding Policy (CPCP).
22867 Insertion of interlaminar/interspinous process EIU: Procedure/service not reimbursed by the [1/1/2023 12/31/2999

stabilization/distraction device, without fusion, including

image guidance when performed, with open
decompression, lumbar; single level

Plan. Not subject to pre-service review. Check
EIU policy, which is one of our Clinical Payment
and Coding Policy (CPCP).
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22868 Insertion of interlaminar/interspinous process EIU: Procedure/service not reimbursed by the |1/1/2023 12/31/2999
stabilization/distraction device, without fusion, including |Plan. Not subject to pre-service review. Check
image guidance when performed, with open EIU policy, which is one of our Clinical Payment
decompression, lumbar; second level (List separately in [and Coding Policy (CPCP).
addition to code for primary procedure)
22869 Insertion of interlaminar/interspinous process EIU: Procedure/service not reimbursed by the |1/1/2023 12/31/2999
stabilization/distraction device, without open Plan. Not subject to pre-service review. Check
decompression or fusion, including image guidance EIU policy, which is one of our Clinical Payment
when performed, lumbar; single level and Coding Policy (CPCP).
22870 Insertion of interlaminar/interspinous process EIU: Procedure/service not reimbursed by the [1/1/2023 12/31/2999
stabilization/distraction device, without open Plan. Not subject to pre-service review. Check
decompression or fusion, including image guidance EIU policy, which is one of our Clinical Payment
when performed, lumbar; second level (List separately in |and Coding Policy (CPCP).
addition to code for primary procedure)
23929 Unlisted procedure, shoulder MP Criteria: Procedure/service reviewed against [11/1/2017 12/31/2999
Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
24300 Manipulation, elbow, under anesthesia MP Criteria: Procedure/service reviewed against [6/15/2015 12/31/2999
Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
26341 Manipulation, palmar fascial cord (ie, Dupuytren's cord), |MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
post enzyme injection (eg, collagenase), single cord Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
27096 Injection procedure for sacroiliac joint, MP Criteria: Procedure/service reviewed against [9/15/2020 12/31/2999

anesthetic/steroid, with image guidance (fluoroscopy or
CT) including arthrography when performed

Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
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27275 Manipulation, hip joint, requiring general anesthesia MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
27278 Arthrodesis, sacroiliac joint, percutaneous, with image  [MP Criteria: Procedure/service reviewed against [1/1/2024 5/14/2024
guidance, including placement of intra-articular Medical Policy Criteria. Submit for
implant(s) (eg, bone allograft[s], synthetic device[s]), Recommended Clinical Review to avoid post-
without placement of transfixation device service review.
27278 Arthrodesis, sacroiliac joint, percutaneous, with image  |EIU: Procedure/service not reimbursed by the |5/15/2024 12/31/2999
guidance, including placement of intra-articular Plan. Not subject to pre-service review. Check
implant(s) (eg, bone allograft[s], synthetic device[s]), EIU policy, which is one of our Clinical Payment
without placement of transfixation device and Coding Policy (CPCP).
27279 Arthrodesis, sacroiliac joint, percutaneous or minimally [MP Criteria: Procedure/service reviewed against [1/1/2017 12/31/2999
invasive (indirect visualization), with image guidance, Medical Policy Criteria. Submit for
includes obtaining bone graft when performed, and Recommended Clinical Review to avoid post-
placement of transfixing device service review.
27280 Arthrodesis, sacroiliac joint, open, includes obtaining MP Criteria: Procedure/service reviewed against [9/1/2018 12/31/2999
bone graft, including instrumentation, when performed [Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
27299 Unlisted procedure, pelvis or hip joint MP Criteria: Procedure/service reviewed against [6/1/2017 12/31/2999
Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
27412 Autologous chondrocyte implantation, knee MP Criteria: Procedure/service reviewed against [1/1/2013 12/31/2999

Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
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27415

Osteochondral allograft, knee, open

MP Criteria: Procedure/service reviewed against
Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.

1/1/2013

12/31/2999

27416

Osteochondral autograft(s), knee, open (eg,
mosaicplasty) (includes harvesting of autograft[s])

MP Criteria: Procedure/service reviewed against
Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.

1/1/2013

12/31/2999

27702

Arthroplasty, ankle; with implant (total ankle)

MP Criteria: Procedure/service reviewed against
Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.

1/1/2013

12/31/2999

27703

Arthroplasty, ankle; revision, total ankle

MP Criteria: Procedure/service reviewed against
Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.

1/1/2013

12/31/2999

27704

Removal of ankle implant

MP Criteria: Procedure/service reviewed against
Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.

1/1/2013

12/31/2999

28446

Open osteochondral autograft, talus (includes obtaining
graft[s])

MP Criteria: Procedure/service reviewed against
Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.

2/1/2018

12/31/2999

28890

Extracorporeal shock wave, high energy, performed by a
physician or other qualified health care professional,
requiring anesthesia other than local, including
ultrasound guidance, involving the plantar fascia

EIU: Procedure/service not reimbursed by the
Plan. Not subject to pre-service review. Check
EIU policy, which is one of our Clinical Payment
and Coding Policy (CPCP).

2/15/2015

12/31/2999

29800

Arthroscopy, temporomandibular joint, diagnostic, with
or without synovial biopsy (separate procedure)

MP Criteria: Procedure/service reviewed against
Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.

9/15/2016

12/31/2999
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29804 Arthroscopy, temporomandibular joint, surgical MP Criteria: Procedure/service reviewed against |9/15/2016 12/31/2999
Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
29862 Arthroscopy, hip, surgical; with debridement/shaving of [MP Criteria: Procedure/service reviewed against [1/1/2022 12/31/2999
articular cartilage (chondroplasty), abrasion arthroplasty, [Medical Policy Criteria. Submit for
and/or resection of labrum Recommended Clinical Review to avoid post-
service review.
29866 Arthroscopy, knee, surgical; osteochondral autograft(s) [MP Criteria: Procedure/service reviewed against {1/1/2013 12/31/2999
(eg, mosaicplasty) (includes harvesting of the Medical Policy Criteria. Submit for
autograft[s]) Recommended Clinical Review to avoid post-
service review.
29867 Arthroscopy, knee, surgical; osteochondral allograft (eg, [MP Criteria: Procedure/service reviewed against {1/1/2013 12/31/2999
mosaicplasty) Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
29868 Arthroscopy, knee, surgical; meniscal transplantation MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
(includes arthrotomy for meniscal insertion), medial or [Medical Policy Criteria. Submit for
lateral Recommended Clinical Review to avoid post-
service review.
29914 Arthroscopy, hip, surgical; with femoroplasty (ie, MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
treatment of cam lesion) Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
29915 Arthroscopy, hip, surgical; with acetabuloplasty (ie, MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
treatment of pincer lesion) Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
29916 Arthroscopy, hip, surgical; with labral repair MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999

Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
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29999

Unlisted procedure, arthroscopy

MP Criteria: Procedure/service reviewed against
Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.

11/1/2017

12/31/2999

30117

Excision or destruction (eg, laser), intranasal lesion;
internal approach

MP Criteria: Procedure/service reviewed against
Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.

6/15/2024

12/31/2999

30120

Excision or surgical planing of skin of nose for
rhinophyma

MP Criteria: Procedure/service reviewed against
Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.

1/1/2013

12/31/2999

30130

Excision inferior turbinate, partial or complete, any
method

MP Criteria: Procedure/service reviewed against
Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.

9/15/2024

12/31/2999

30140

Submucous resection inferior turbinate, partial or
complete, any method

MP Criteria: Procedure/service reviewed against
Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.

9/15/2024

12/31/2999

30150

Rhinectomy; partial

MP Criteria: Procedure/service reviewed against
Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.

1/1/2013

12/31/2999

30400

Rhinoplasty, primary; lateral and alar cartilages and/or
elevation of nasal tip

MP Criteria: Procedure/service reviewed against
Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.

1/1/2013

12/31/2999

30410

Rhinoplasty, primary; complete, external parts including
bony pyramid, lateral and alar cartilages, and/or
elevation of nasal tip

MP Criteria: Procedure/service reviewed against
Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.

1/1/2013

12/31/2999
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30420 Rhinoplasty, primary; including major septal repair MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
30430 Rhinoplasty, secondary; minor revision (small amount of |MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
nasal tip work) Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
30435 Rhinoplasty, secondary; intermediate revision (bony MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
work with osteotomies) Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
30450 Rhinoplasty, secondary; major revision (nasal tip work  |MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
and osteotomies) Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
30468 Repair of nasal valve collapse with EIU: Procedure/service not reimbursed by the |5/15/2021 12/31/2999
subcutaneous/submucosal lateral wall implant(s) Plan. Not subject to pre-service review. Check
EIU policy, which is one of our Clinical Payment
and Coding Policy (CPCP).
30469 Repair of nasal valve collapse with low energy, EIU: Procedure/service not reimbursed by the [1/1/2023 12/31/2999
temperature-controlled (ie, radiofrequency) Plan. Not subject to pre-service review. Check
subcutaneous/submucosal remodeling EIU policy, which is one of our Clinical Payment
and Coding Policy (CPCP).
30520 Septoplasty or submucous resection, with or without MP Criteria: Procedure/service reviewed against |9/15/2024 12/31/2999
cartilage scoring, contouring or replacement with graft [Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
30801 Ablation, soft tissue of inferior turbinates, unilateral or |MP Criteria: Procedure/service reviewed against {1/1/2013 12/31/2999

bilateral, any method (eg, electrocautery,
radiofrequency ablation, or tissue volume reduction);
superficial

Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
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30802 Ablation, soft tissue of inferior turbinates, unilateral or [MP Criteria: Procedure/service reviewed against [6/1/2015 12/31/2999
bilateral, any method (eg, electrocautery, Medical Policy Criteria. Submit for
radiofrequency ablation, or tissue volume reduction); Recommended Clinical Review to avoid post-
intramural (ie, submucosal) service review.
31242 Nasal/sinus endoscopy, surgical; with destruction by MP Criteria: Procedure/service reviewed against |1/1/2024 5/14/2024
radiofrequency ablation, posterior nasal nerve Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
31242 Nasal/sinus endoscopy, surgical; with destruction by EIU: Procedure/service not reimbursed by the |5/15/2024 12/31/2999
radiofrequency ablation, posterior nasal nerve Plan. Not subject to pre-service review. Check
EIU policy, which is one of our Clinical Payment
and Coding Policy (CPCP).
31243 Nasal/sinus endoscopy, surgical; with destruction by MP Criteria: Procedure/service reviewed against |1/1/2024 5/14/2024
cryoablation, posterior nasal nerve Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
31243 Nasal/sinus endoscopy, surgical; with destruction by EIU: Procedure/service not reimbursed by the [5/15/2024 12/31/2999
cryoablation, posterior nasal nerve Plan. Not subject to pre-service review. Check
EIU policy, which is one of our Clinical Payment
and Coding Policy (CPCP).
31295 Nasal/sinus endoscopy, surgical, with dilation (eg, MP Criteria: Procedure/service reviewed against |5/1/2018 12/31/2999
balloon dilation); maxillary sinus ostium, transnasal or Medical Policy Criteria. Submit for
via canine fossa Recommended Clinical Review to avoid post-
service review.
31296 Nasal/sinus endoscopy, surgical, with dilation (eg, MP Criteria: Procedure/service reviewed against |5/1/2018 12/31/2999
balloon dilation); frontal sinus ostium Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
31297 Nasal/sinus endoscopy, surgical, with dilation (eg, MP Criteria: Procedure/service reviewed against |5/1/2018 12/31/2999

balloon dilation); sphenoid sinus ostium

Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
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31298 Nasal/sinus endoscopy, surgical, with dilation (eg, MP Criteria: Procedure/service reviewed against |1/1/2018 12/31/2999
balloon dilation); frontal and sphenoid sinus ostia Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
31634 Bronchoscopy, rigid or flexible, including fluoroscopic MP Criteria: Procedure/service reviewed against |7/15/2020 12/31/2999
guidance, when performed; with balloon occlusion, with |Medical Policy Criteria. Submit for
assessment of air leak, with administration of occlusive [Recommended Clinical Review to avoid post-
substance (eg, fibrin glue), if performed service review.
31648 Bronchoscopy, rigid or flexible, including fluoroscopic MP Criteria: Procedure/service reviewed against [9/1/2020 12/31/2999
guidance, when performed; with removal of bronchial Medical Policy Criteria. Submit for
valve(s), initial lobe Recommended Clinical Review to avoid post-
service review.
31649 Bronchoscopy, rigid or flexible, including fluoroscopic MP Criteria: Procedure/service reviewed against [9/1/2020 12/31/2999
guidance, when performed; with removal of bronchial Medical Policy Criteria. Submit for
valve(s), each additional lobe (List separately in addition |Recommended Clinical Review to avoid post-
to code for primary procedure) service review.
31660 Bronchoscopy, rigid or flexible, including fluoroscopic MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
guidance, when performed; with bronchial Medical Policy Criteria. Submit for
thermoplasty, 1 lobe Recommended Clinical Review to avoid post-
service review.
31661 Bronchoscopy, rigid or flexible, including fluoroscopic MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
guidance, when performed; with bronchial Medical Policy Criteria. Submit for
thermoplasty, 2 or more lobes Recommended Clinical Review to avoid post-
service review.
32553 Placement of interstitial device(s) for radiation therapy |MP Criteria: Procedure/service reviewed against |10/3/2016 12/31/2999
guidance (eg, fiducial markers, dosimeter), Medical Policy Criteria. Submit for
percutaneous, intra-thoracic, single or multiple Recommended Clinical Review to avoid post-
service review.
32850 Donor pneumonectomy(s) (including cold preservation), |MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999

from cadaver donor

Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
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32851 Lung transplant, single; without cardiopulmonary bypass |MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
32852 Lung transplant, single; with cardiopulmonary bypass MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
32853 Lung transplant, double (bilateral sequential or en bloc); |MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
without cardiopulmonary bypass Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
32854 Lung transplant, double (bilateral sequential or en bloc); |MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
with cardiopulmonary bypass Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
32855 Backbench standard preparation of cadaver donor lung |MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
allograft prior to transplantation, including dissection of [Medical Policy Criteria. Submit for
allograft from surrounding soft tissues to prepare Recommended Clinical Review to avoid post-
pulmonary venous/atrial cuff, pulmonary artery, and service review.
bronchus; unilateral
32856 Backbench standard preparation of cadaver donor lung [MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
allograft prior to transplantation, including dissection of |Medical Policy Criteria. Submit for
allograft from surrounding soft tissues to prepare Recommended Clinical Review to avoid post-
pulmonary venous/atrial cuff, pulmonary artery, and service review.
bronchus; bilateral
32994 Ablation therapy for reduction or eradication of 1 or MP Criteria: Procedure/service reviewed against |4/15/2018 12/31/2999

more pulmonary tumor(s) including pleura or chest wall
when involved by tumor extension, percutaneous,
including imaging guidance when performed, unilateral;
cryoablation

Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
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32998 Ablation therapy for reduction or eradication of 1 or MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
more pulmonary tumor(s) including pleura or chest wall [Medical Policy Criteria. Submit for
when involved by tumor extension, percutaneous, Recommended Clinical Review to avoid post-
including imaging guidance when performed, unilateral; |[service review.
radiofrequency
33202 Insertion of epicardial electrode(s); open incision (eg, MP Criteria: Procedure/service reviewed against (1/1/2013 12/31/2999
thoracotomy, median sternotomy, subxiphoid approach) |Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
33203 Insertion of epicardial electrode(s); endoscopic approach [MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
(eg, thoracoscopy, pericardioscopy) Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
33211 Insertion or replacement of temporary transvenous dual [MP Criteria: Procedure/service reviewed against |11/1/2016 12/31/2999
chamber pacing electrodes (separate procedure) Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
33213 Insertion of pacemaker pulse generator only; with MP Criteria: Procedure/service reviewed against [1/1/2013 12/31/2999
existing dual leads Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
33216 Insertion of a single transvenous electrode, permanent [MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
pacemaker or implantable defibrillator Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
33217 Insertion of 2 transvenous electrodes, permanent MP Criteria: Procedure/service reviewed against [1/1/2013 12/31/2999
pacemaker or implantable defibrillator Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
33218 Repair of single transvenous electrode, permanent MP Criteria: Procedure/service reviewed against [8/1/2021 12/31/2999

pacemaker or implantable defibrillator

Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
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33220 Repair of 2 transvenous electrodes for permanent MP Criteria: Procedure/service reviewed against |8/1/2021 12/31/2999
pacemaker or implantable defibrillator Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
33223 Relocation of skin pocket for implantable defibrillator MP Criteria: Procedure/service reviewed against |8/1/2021 12/31/2999
Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
33224 Insertion of pacing electrode, cardiac venous system, for |MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
left ventricular pacing, with attachment to previously Medical Policy Criteria. Submit for
placed pacemaker or implantable defibrillator pulse Recommended Clinical Review to avoid post-
generator (including revision of pocket, removal, service review.
insertion, and/or replacement of existing generator)
33225 Insertion of pacing electrode, cardiac venous system, for |MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
left ventricular pacing, at time of insertion of Medical Policy Criteria. Submit for
implantable defibrillator or pacemaker pulse generator [Recommended Clinical Review to avoid post-
(eg, for upgrade to dual chamber system) (List separately|service review.
in addition to code for primary procedure)
33230 Insertion of implantable defibrillator pulse generator MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
only; with existing dual leads Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
33231 Insertion of implantable defibrillator pulse generator MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
only; with existing multiple leads Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
33240 Insertion of implantable defibrillator pulse generator MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999

only; with existing single lead

Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
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33241 Removal of implantable defibrillator pulse generator MP Criteria: Procedure/service reviewed against |8/1/2021 12/31/2999
only Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
33243 Removal of single or dual chamber implantable MP Criteria: Procedure/service reviewed against |8/1/2021 12/31/2999
defibrillator electrode(s); by thoracotomy Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
33244 Removal of single or dual chamber implantable MP Criteria: Procedure/service reviewed against |8/1/2021 12/31/2999
defibrillator electrode(s); by transvenous extraction Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
33249 Insertion or replacement of permanent implantable MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
defibrillator system, with transvenous lead(s), single or [Medical Policy Criteria. Submit for
dual chamber Recommended Clinical Review to avoid post-
service review.
33262 Removal of implantable defibrillator pulse generator MP Criteria: Procedure/service reviewed against |8/1/2021 12/31/2999
with replacement of implantable defibrillator pulse Medical Policy Criteria. Submit for
generator; single lead system Recommended Clinical Review to avoid post-
service review.
33263 Removal of implantable defibrillator pulse generator MP Criteria: Procedure/service reviewed against |8/1/2021 12/31/2999
with replacement of implantable defibrillator pulse Medical Policy Criteria. Submit for
generator; dual lead system Recommended Clinical Review to avoid post-
service review.
33264 Removal of implantable defibrillator pulse generator MP Criteria: Procedure/service reviewed against |8/1/2021 12/31/2999
with replacement of implantable defibrillator pulse Medical Policy Criteria. Submit for
generator; multiple lead system Recommended Clinical Review to avoid post-
service review.
33267 Exclusion of left atrial appendage, open, any method (eg, |MP Criteria: Procedure/service reviewed against |1/1/2022 12/31/2999

excision, isolation via stapling, oversewing, ligation,
plication, clip)

Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
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33268 Exclusion of left atrial appendage, open, performed at  |MP Criteria: Procedure/service reviewed against |1/1/2022 12/31/2999
the time of other sternotomy or thoracotomy Medical Policy Criteria. Submit for
procedure(s), any method (eg, excision, isolation via Recommended Clinical Review to avoid post-
stapling, oversewing, ligation, plication, clip) (List service review.
separately in addition to code for primary procedure)
33269 Exclusion of left atrial appendage, thoracoscopic, any MP Criteria: Procedure/service reviewed against |1/1/2022 12/31/2999
method (eg, excision, isolation via stapling, oversewing, [Medical Policy Criteria. Submit for
ligation, plication, clip) Recommended Clinical Review to avoid post-
service review.
33270 Insertion or replacement of permanent subcutaneous MP Criteria: Procedure/service reviewed against |1/1/2015 12/31/2999
implantable defibrillator system, with subcutaneous Medical Policy Criteria. Submit for
electrode, including defibrillation threshold evaluation, [Recommended Clinical Review to avoid post-
induction of arrhythmia, evaluation of sensing for service review.
arrhythmia termination, and programming or
reprogramming of sensing or therapeutic parameters,
when performed
33271 Insertion of subcutaneous implantable defibrillator MP Criteria: Procedure/service reviewed against |1/1/2015 12/31/2999
electrode Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
33272 Removal of subcutaneous implantable defibrillator MP Criteria: Procedure/service reviewed against |8/1/2021 12/31/2999
electrode Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
33273 Repositioning of previously implanted subcutaneous MP Criteria: Procedure/service reviewed against |8/1/2021 12/31/2999

implantable defibrillator electrode

Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
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33274 Transcatheter insertion or replacement of permanent MP Criteria: Procedure/service reviewed against |5/1/2020 12/31/2999
leadless pacemaker, right ventricular, including imaging [Medical Policy Criteria. Submit for
guidance (eg, fluoroscopy, venous ultrasound, Recommended Clinical Review to avoid post-
ventriculography, femoral venography) and device service review.
evaluation (eg, interrogation or programming), when
performed
33275 Transcatheter removal of permanent leadless MP Criteria: Procedure/service reviewed against |5/1/2020 12/31/2999
pacemaker, right ventricular, including imaging guidance [Medical Policy Criteria. Submit for
(eg, fluoroscopy, venous ultrasound, ventriculography, [Recommended Clinical Review to avoid post-
femoral venography), when performed service review.
33276 Insertion of phrenic nerve stimulator system (pulse MP Criteria: Procedure/service reviewed against [1/1/2024 5/14/2024
generator and stimulating lead[s]), including vessel Medical Policy Criteria. Submit for
catheterization, all imaging guidance, and pulse Recommended Clinical Review to avoid post-
generator initial analysis with diagnostic mode service review.
activation, when performed
33276 Insertion of phrenic nerve stimulator system (pulse EIU: Procedure/service not reimbursed by the [5/15/2024 12/31/2999
generator and stimulating lead[s]), including vessel Plan. Not subject to pre-service review. Check
catheterization, all imaging guidance, and pulse EIU policy, which is one of our Clinical Payment
generator initial analysis with diagnostic mode and Coding Policy (CPCP).
activation, when performed
33277 Insertion of phrenic nerve stimulator transvenous MP Criteria: Procedure/service reviewed against |1/1/2024 5/14/2024
sensing lead (List separately in addition to code for Medical Policy Criteria. Submit for
primary procedure) Recommended Clinical Review to avoid post-
service review.
33277 Insertion of phrenic nerve stimulator transvenous EIU: Procedure/service not reimbursed by the [5/15/2024 12/31/2999

sensing lead (List separately in addition to code for
primary procedure)

Plan. Not subject to pre-service review. Check
EIU policy, which is one of our Clinical Payment
and Coding Policy (CPCP).
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33278 Removal of phrenic nerve stimulator, including vessel MP Criteria: Procedure/service reviewed against |1/1/2024 5/14/2024
catheterization, all imaging guidance, and interrogation [Medical Policy Criteria. Submit for
and programming, when performed; system, including [Recommended Clinical Review to avoid post-
pulse generator and lead(s) service review.

33278 Removal of phrenic nerve stimulator, including vessel EIU: Procedure/service not reimbursed by the [5/15/2024 12/31/2999
catheterization, all imaging guidance, and interrogation |[Plan. Not subject to pre-service review. Check
and programming, when performed; system, including [EIU policy, which is one of our Clinical Payment
pulse generator and lead(s) and Coding Policy (CPCP).

33279 Removal of phrenic nerve stimulator, including vessel MP Criteria: Procedure/service reviewed against |1/1/2024 5/14/2024
catheterization, all imaging guidance, and interrogation [Medical Policy Criteria. Submit for
and programming, when performed; transvenous Recommended Clinical Review to avoid post-
stimulation or sensing lead(s) only service review.

33279 Removal of phrenic nerve stimulator, including vessel EIU: Procedure/service not reimbursed by the [5/15/2024 12/31/2999
catheterization, all imaging guidance, and interrogation |[Plan. Not subject to pre-service review. Check
and programming, when performed; transvenous EIU policy, which is one of our Clinical Payment
stimulation or sensing lead(s) only and Coding Policy (CPCP).

33280 Removal of phrenic nerve stimulator, including vessel MP Criteria: Procedure/service reviewed against |1/1/2024 5/14/2024
catheterization, all imaging guidance, and interrogation [Medical Policy Criteria. Submit for
and programming, when performed; pulse generator Recommended Clinical Review to avoid post-
only service review.

33280 Removal of phrenic nerve stimulator, including vessel EIU: Procedure/service not reimbursed by the |5/15/2024 12/31/2999
catheterization, all imaging guidance, and interrogation |Plan. Not subject to pre-service review. Check
and programming, when performed; pulse generator EIU policy, which is one of our Clinical Payment
only and Coding Policy (CPCP).

33281 Repositioning of phrenic nerve stimulator transvenous MP Criteria: Procedure/service reviewed against |1/1/2024 5/14/2024

lead(s)

Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
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33281 Repositioning of phrenic nerve stimulator transvenous  |EIU: Procedure/service not reimbursed by the |5/15/2024 12/31/2999
lead(s) Plan. Not subject to pre-service review. Check
EIU policy, which is one of our Clinical Payment
and Coding Policy (CPCP).
33285 Insertion, subcutaneous cardiac rhythm monitor, MP Criteria: Procedure/service reviewed against [1/1/2019 12/31/2999
including programming Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
33286 Removal, subcutaneous cardiac rhythm monitor MP Criteria: Procedure/service reviewed against [1/1/2019 12/31/2999
Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
33287 Removal and replacement of phrenic nerve stimulator, [MP Criteria: Procedure/service reviewed against |1/1/2024 5/14/2024
including vessel catheterization, all imaging guidance, Medical Policy Criteria. Submit for
and interrogation and programming, when performed; [Recommended Clinical Review to avoid post-
pulse generator service review.
33287 Removal and replacement of phrenic nerve stimulator, [EIU: Procedure/service not reimbursed by the |5/15/2024 12/31/2999
including vessel catheterization, all imaging guidance, Plan. Not subject to pre-service review. Check
and interrogation and programming, when performed; [EIU policy, which is one of our Clinical Payment
pulse generator and Coding Policy (CPCP).
33288 Removal and replacement of phrenic nerve stimulator, |MP Criteria: Procedure/service reviewed against |1/1/2024 5/14/2024
including vessel catheterization, all imaging guidance, Medical Policy Criteria. Submit for
and interrogation and programming, when performed; [Recommended Clinical Review to avoid post-
transvenous stimulation or sensing lead(s) service review.
33288 Removal and replacement of phrenic nerve stimulator, [EIU: Procedure/service not reimbursed by the |5/15/2024 12/31/2999

including vessel catheterization, all imaging guidance,
and interrogation and programming, when performed;
transvenous stimulation or sensing lead(s)

Plan. Not subject to pre-service review. Check
EIU policy, which is one of our Clinical Payment
and Coding Policy (CPCP).
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33289 Transcatheter implantation of wireless pulmonary artery [MP Criteria: Procedure/service reviewed against [9/1/2020 12/31/2999
pressure sensor for long-term hemodynamic monitoring, [Medical Policy Criteria. Submit for
including deployment and calibration of the sensor, right [Recommended Clinical Review to avoid post-
heart catheterization, selective pulmonary service review.
catheterization, radiological supervision and
interpretation, and pulmonary artery angiography, when
performed
33340 Percutaneous transcatheter closure of the left atrial MP Criteria: Procedure/service reviewed against |1/1/2017 12/31/2999
appendage with endocardial implant, including Medical Policy Criteria. Submit for
fluoroscopy, transseptal puncture, catheter Recommended Clinical Review to avoid post-
placement(s), left atrial angiography, left atrial service review.
appendage angiography, when performed, and
radiological supervision and interpretation
33361 Transcatheter aortic valve replacement (TAVR/TAVI) MP Criteria: Procedure/service reviewed against (1/1/2013 12/31/2999
with prosthetic valve; percutaneous femoral artery Medical Policy Criteria. Submit for
approach Recommended Clinical Review to avoid post-
service review.
33362 Transcatheter aortic valve replacement (TAVR/TAVI) MP Criteria: Procedure/service reviewed against [1/1/2013 12/31/2999
with prosthetic valve; open femoral artery approach Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
33363 Transcatheter aortic valve replacement (TAVR/TAVI) MP Criteria: Procedure/service reviewed against [11/1/2015 12/31/2999
with prosthetic valve; open axillary artery approach Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
33364 Transcatheter aortic valve replacement (TAVR/TAVI) MP Criteria: Procedure/service reviewed against [11/1/2015 12/31/2999

with prosthetic valve; open iliac artery approach

Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
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33365 Transcatheter aortic valve replacement (TAVR/TAVI) MP Criteria: Procedure/service reviewed against |11/1/2015 12/31/2999
with prosthetic valve; transaortic approach (eg, median |Medical Policy Criteria. Submit for
sternotomy, mediastinotomy) Recommended Clinical Review to avoid post-
service review.
33366 Transcatheter aortic valve replacement (TAVR/TAVI) MP Criteria: Procedure/service reviewed against |1/1/2014 12/31/2999
with prosthetic valve; transapical exposure (eg, left Medical Policy Criteria. Submit for
thoracotomy) Recommended Clinical Review to avoid post-
service review.
33367 Transcatheter aortic valve replacement (TAVR/TAVI) MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
with prosthetic valve; cardiopulmonary bypass support |Medical Policy Criteria. Submit for
with percutaneous peripheral arterial and venous Recommended Clinical Review to avoid post-
cannulation (eg, femoral vessels) (List separately in service review.
addition to code for primary procedure)
33368 Transcatheter aortic valve replacement (TAVR/TAVI) MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
with prosthetic valve; cardiopulmonary bypass support |Medical Policy Criteria. Submit for
with open peripheral arterial and venous cannulation Recommended Clinical Review to avoid post-
(eg, femoral, iliac, axillary vessels) (List separately in service review.
addition to code for primary procedure)
33369 Transcatheter aortic valve replacement (TAVR/TAVI) MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
with prosthetic valve; cardiopulmonary bypass support |Medical Policy Criteria. Submit for
with central arterial and venous cannulation (eg, aorta, |Recommended Clinical Review to avoid post-
right atrium, pulmonary artery) (List separately in service review.
addition to code for primary procedure)
33370 Transcatheter placement and subsequent removal of MP Criteria: Procedure/service reviewed against |1/1/2022 12/31/2999

cerebral embolic protection device(s), including arterial
access, catheterization, imaging, and radiological
supervision and interpretation, percutaneous (List
separately in addition to code for primary procedure)

Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
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33418 Transcatheter mitral valve repair, percutaneous MP Criteria: Procedure/service reviewed against |2/15/2016 12/31/2999
approach, including transseptal puncture when Medical Policy Criteria. Submit for
performed; initial prosthesis Recommended Clinical Review to avoid post-
service review.
33419 Transcatheter mitral valve repair, percutaneous MP Criteria: Procedure/service reviewed against |2/15/2016 12/31/2999
approach, including transseptal puncture when Medical Policy Criteria. Submit for
performed; additional prosthesis(es) during same Recommended Clinical Review to avoid post-
session (List separately in addition to code for primary  |service review.
procedure)
33477 Transcatheter pulmonary valve implantation, MP Criteria: Procedure/service reviewed against [1/1/2016 12/31/2999
percutaneous approach, including pre-stenting of the Medical Policy Criteria. Submit for
valve delivery site, when performed Recommended Clinical Review to avoid post-
service review.
33542 Myocardial resection (eg, ventricular aneurysmectomy) [MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
33548 Surgical ventricular restoration procedure, includes MP Criteria: Procedure/service reviewed against [9/1/2020 12/31/2999
prosthetic patch, when performed (eg, ventricular Medical Policy Criteria. Submit for
remodeling, SVR, SAVER, Dor procedures) Recommended Clinical Review to avoid post-
service review.
33897 Percutaneous transluminal angioplasty of native or MP Criteria: Procedure/service reviewed against [1/1/2022 12/31/2999
recurrent coarctation of the aorta Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
33927 Implantation of a total replacement heart system MP Criteria: Procedure/service reviewed against (1/1/2018 12/31/2999
(artificial heart) with recipient cardiectomy Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
33928 Removal and replacement of total replacement heart MP Criteria: Procedure/service reviewed against (1/1/2018 12/31/2999

system (artificial heart)

Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
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33929 Removal of a total replacement heart system (artificial |MP Criteria: Procedure/service reviewed against |1/1/2018 12/31/2999
heart) for heart transplantation (List separately in Medical Policy Criteria. Submit for
addition to code for primary procedure) Recommended Clinical Review to avoid post-
service review.
33930 Donor cardiectomy-pneumonectomy (including cold MP Criteria: Procedure/service reviewed against |12/15/2017 12/31/2999
preservation) Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
33933 Backbench standard preparation of cadaver donor MP Criteria: Procedure/service reviewed against |12/15/2017 12/31/2999
heart/lung allograft prior to transplantation, including Medical Policy Criteria. Submit for
dissection of allograft from surrounding soft tissues to Recommended Clinical Review to avoid post-
prepare aorta, superior vena cava, inferior vena cava, service review.
and trachea for implantation
33935 Heart-lung transplant with recipient cardiectomy- MP Criteria: Procedure/service reviewed against (12/15/2017 12/31/2999
pneumonectomy Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
33940 Donor cardiectomy (including cold preservation) MP Criteria: Procedure/service reviewed against ({12/15/2017 12/31/2999
Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
33944 Backbench standard preparation of cadaver donor heart |MP Criteria: Procedure/service reviewed against |12/15/2017 12/31/2999
allograft prior to transplantation, including dissection of |Medical Policy Criteria. Submit for
allograft from surrounding soft tissues to prepare aorta, |[Recommended Clinical Review to avoid post-
superior vena cava, inferior vena cava, pulmonary artery, [service review.
and left atrium for implantation
33945 Heart transplant, with or without recipient cardiectomy [MP Criteria: Procedure/service reviewed against |12/15/2017 12/31/2999

Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
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33975 Insertion of ventricular assist device; extracorporeal, MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
single ventricle Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
33976 Insertion of ventricular assist device; extracorporeal, MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
biventricular Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
33977 Removal of ventricular assist device; extracorporeal, MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
single ventricle Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
33978 Removal of ventricular assist device; extracorporeal, MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
biventricular Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
33979 Insertion of ventricular assist device, implantable MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
intracorporeal, single ventricle Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
33980 Removal of ventricular assist device, implantable MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
intracorporeal, single ventricle Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
33981 Replacement of extracorporeal ventricular assist device, |MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
single or biventricular, pump(s), single or each pump Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
33982 Replacement of ventricular assist device pump(s); MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999

implantable intracorporeal, single ventricle, without
cardiopulmonary bypass

Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
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33983 Replacement of ventricular assist device pump(s); MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
implantable intracorporeal, single ventricle, with Medical Policy Criteria. Submit for
cardiopulmonary bypass Recommended Clinical Review to avoid post-
service review.
33990 Insertion of ventricular assist device, percutaneous, MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
including radiological supervision and interpretation; left [Medical Policy Criteria. Submit for
heart, arterial access only Recommended Clinical Review to avoid post-
service review.
33991 Insertion of ventricular assist device, percutaneous, MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
including radiological supervision and interpretation; left [Medical Policy Criteria. Submit for
heart, both arterial and venous access, with transseptal |Recommended Clinical Review to avoid post-
puncture service review.
33992 Removal of percutaneous left heart ventricular assist MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
device, arterial or arterial and venous cannula(s), at Medical Policy Criteria. Submit for
separate and distinct session from insertion Recommended Clinical Review to avoid post-
service review.
33993 Repositioning of percutaneous right or left heart MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
ventricular assist device with imaging guidance at Medical Policy Criteria. Submit for
separate and distinct session from insertion Recommended Clinical Review to avoid post-
service review.
33995 Insertion of ventricular assist device, percutaneous, MP Criteria: Procedure/service reviewed against |1/1/2021 12/31/2999
including radiological supervision and interpretation; Medical Policy Criteria. Submit for
right heart, venous access only Recommended Clinical Review to avoid post-
service review.
33997 Removal of percutaneous right heart ventricular assist  |MP Criteria: Procedure/service reviewed against |1/1/2021 12/31/2999
device, venous cannula, at separate and distinct session [Medical Policy Criteria. Submit for
from insertion Recommended Clinical Review to avoid post-
service review.
33999 Unlisted procedure, cardiac surgery MP Criteria: Procedure/service reviewed against |11/1/2017 12/31/2999

Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
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36465 Injection of non-compounded foam sclerosant with MP Criteria: Procedure/service reviewed against |1/1/2018 12/31/2999
ultrasound compression maneuvers to guide dispersion [Medical Policy Criteria. Submit for
of the injectate, inclusive of all imaging guidance and Recommended Clinical Review to avoid post-
monitoring; single incompetent extremity truncal vein service review.
(eg, great saphenous vein, accessory saphenous vein)
36466 Injection of non-compounded foam sclerosant with MP Criteria: Procedure/service reviewed against |1/1/2018 12/31/2999
ultrasound compression maneuvers to guide dispersion [Medical Policy Criteria. Submit for
of the injectate, inclusive of all imaging guidance and Recommended Clinical Review to avoid post-
monitoring; multiple incompetent truncal veins (eg, service review.
great saphenous vein, accessory saphenous vein), same
leg
36468 Injection(s) of sclerosant for spider veins (telangiectasia), |MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
limb or trunk Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
36470 Injection of sclerosant; single incompetent vein (other MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
than telangiectasia) Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
36471 Injection of sclerosant; multiple incompetent veins MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
(other than telangiectasia), same leg Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
36473 Endovenous ablation therapy of incompetent vein, EIU: Procedure/service not reimbursed by the |12/1/2020 12/31/2999

extremity, inclusive of all imaging guidance and
monitoring, percutaneous, mechanochemical; first vein
treated

Plan. Not subject to pre-service review. Check
EIU policy, which is one of our Clinical Payment
and Coding Policy (CPCP).

Updated September 2024

2024 Recommended Clinical Review, Post-Service Review and Non-Covered Procedure Code List - Fully Insured

115/697



36474 Endovenous ablation therapy of incompetent vein, EIU: Procedure/service not reimbursed by the |12/1/2020 12/31/2999
extremity, inclusive of all imaging guidance and Plan. Not subject to pre-service review. Check
monitoring, percutaneous, mechanochemical; EIU policy, which is one of our Clinical Payment
subsequent vein(s) treated in a single extremity, each and Coding Policy (CPCP).
through separate access sites (List separately in addition
to code for primary procedure)
36475 Endovenous ablation therapy of incompetent vein, MP Criteria: Procedure/service reviewed against (1/1/2013 12/31/2999
extremity, inclusive of all imaging guidance and Medical Policy Criteria. Submit for
monitoring, percutaneous, radiofrequency; first vein Recommended Clinical Review to avoid post-
treated service review.
36476 Endovenous ablation therapy of incompetent vein, MP Criteria: Procedure/service reviewed against [1/1/2013 12/31/2999
extremity, inclusive of all imaging guidance and Medical Policy Criteria. Submit for
monitoring, percutaneous, radiofrequency; subsequent |Recommended Clinical Review to avoid post-
vein(s) treated in a single extremity, each through service review.
separate access sites (List separately in addition to code
for primary procedure)
36478 Endovenous ablation therapy of incompetent vein, MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
extremity, inclusive of all imaging guidance and Medical Policy Criteria. Submit for
monitoring, percutaneous, laser; first vein treated Recommended Clinical Review to avoid post-
service review.
36479 Endovenous ablation therapy of incompetent vein, MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
extremity, inclusive of all imaging guidance and Medical Policy Criteria. Submit for
monitoring, percutaneous, laser; subsequent vein(s) Recommended Clinical Review to avoid post-
treated in a single extremity, each through separate service review.
access sites (List separately in addition to code for
primary procedure)
36482 Endovenous ablation therapy of incompetent vein, MP Criteria: Procedure/service reviewed against |9/1/2019 12/31/2999

extremity, by transcatheter delivery of a chemical
adhesive (eg, cyanoacrylate) remote from the access
site, inclusive of all imaging guidance and monitoring,
percutaneous; first vein treated

Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
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36483 Endovenous ablation therapy of incompetent vein, MP Criteria: Procedure/service reviewed against |9/1/2019 12/31/2999
extremity, by transcatheter delivery of a chemical Medical Policy Criteria. Submit for
adhesive (eg, cyanoacrylate) remote from the access Recommended Clinical Review to avoid post-
site, inclusive of all imaging guidance and monitoring, service review.
percutaneous; subsequent vein(s) treated in a single
extremity, each through separate access sites (List
separately in addition to code for primary procedure)
36511 Therapeutic apheresis; for white blood cells MP Criteria: Procedure/service reviewed against {12/15/2020 12/31/2999
Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
36516 Therapeutic apheresis; with extracorporeal MP Criteria: Procedure/service reviewed against (1/1/2013 12/31/2999
immunoadsorption, selective adsorption or selective Medical Policy Criteria. Submit for
filtration and plasma reinfusion Recommended Clinical Review to avoid post-
service review.
36522 Photopheresis, extracorporeal MP Criteria: Procedure/service reviewed against [1/1/2013 12/31/2999
Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
36836 Percutaneous arteriovenous fistula creation, upper EIU: Procedure/service not reimbursed by the [1/1/2023 12/31/2999

extremity, single access of both the peripheral artery
and peripheral vein, including fistula maturation
procedures (eg, transluminal balloon angioplasty, coil
embolization) when performed, including all vascular
access, imaging guidance and radiologic supervision and
interpretation

Plan. Not subject to pre-service review. Check
EIU policy, which is one of our Clinical Payment
and Coding Policy (CPCP).

Updated September 2024

2024 Recommended Clinical Review, Post-Service Review and Non-Covered Procedure Code List - Fully Insured

117/697



36837 Percutaneous arteriovenous fistula creation, upper EIU: Procedure/service not reimbursed by the |1/1/2023 12/31/2999
extremity, separate access sites of the peripheral artery [Plan. Not subject to pre-service review. Check
and peripheral vein, including fistula maturation EIU policy, which is one of our Clinical Payment
procedures (eg, transluminal balloon angioplasty, coil and Coding Policy (CPCP).
embolization) when performed, including all vascular
access, imaging guidance and radiologic supervision and
interpretation
37215 Transcatheter placement of intravascular stent(s), MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
cervical carotid artery, open or percutaneous, including [Medical Policy Criteria. Submit for
angioplasty, when performed, and radiological Recommended Clinical Review to avoid post-
supervision and interpretation; with distal embolic service review.
protection
37216 Transcatheter placement of intravascular stent(s), MP Criteria: Procedure/service reviewed against [1/1/2013 12/31/2999
cervical carotid artery, open or percutaneous, including |Medical Policy Criteria. Submit for
angioplasty, when performed, and radiological Recommended Clinical Review to avoid post-
supervision and interpretation; without distal embolic service review.
protection
37217 Transcatheter placement of intravascular stent(s), MP Criteria: Procedure/service reviewed against |10/15/2014 12/31/2999
intrathoracic common carotid artery or innominate Medical Policy Criteria. Submit for
artery by retrograde treatment, open ipsilateral cervical [Recommended Clinical Review to avoid post-
carotid artery exposure, including angioplasty, when service review.
performed, and radiological supervision and
interpretation
37218 Transcatheter placement of intravascular stent(s), MP Criteria: Procedure/service reviewed against |1/1/2015 12/31/2999

intrathoracic common carotid artery or innominate
artery, open or percutaneous antegrade approach,
including angioplasty, when performed, and radiological
supervision and interpretation

Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
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37241 Vascular embolization or occlusion, inclusive of all MP Criteria: Procedure/service reviewed against |1/1/2014 12/31/2999
radiological supervision and interpretation, Medical Policy Criteria. Submit for
intraprocedural roadmapping, and imaging guidance Recommended Clinical Review to avoid post-
necessary to complete the intervention; venous, other [service review.
than hemorrhage (eg, congenital or acquired venous
malformations, venous and capillary hemangiomas,
varices, varicoceles)
37242 Vascular embolization or occlusion, inclusive of all MP Criteria: Procedure/service reviewed against |1/1/2014 12/31/2999
radiological supervision and interpretation, Medical Policy Criteria. Submit for
intraprocedural roadmapping, and imaging guidance Recommended Clinical Review to avoid post-
necessary to complete the intervention; arterial, other |service review.
than hemorrhage or tumor (eg, congenital or acquired
arterial malformations, arteriovenous malformations,
arteriovenous fistulas, aneurysms, pseudoaneurysms)
37243 Vascular embolization or occlusion, inclusive of all MP Criteria: Procedure/service reviewed against |1/1/2014 12/31/2999
radiological supervision and interpretation, Medical Policy Criteria. Submit for
intraprocedural roadmapping, and imaging guidance Recommended Clinical Review to avoid post-
necessary to complete the intervention; for tumors, service review.
organ ischemia, or infarction
37244 Vascular embolization or occlusion, inclusive of all MP Criteria: Procedure/service reviewed against |1/1/2014 12/31/2999
radiological supervision and interpretation, Medical Policy Criteria. Submit for
intraprocedural roadmapping, and imaging guidance Recommended Clinical Review to avoid post-
necessary to complete the intervention; for arterial or  [service review.
venous hemorrhage or lymphatic extravasation
37500 Vascular endoscopy, surgical, with ligation of perforator [MP Criteria: Procedure/service reviewed against {1/1/2013 12/31/2999
veins, subfascial (SEPS) Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
37700 Ligation and division of long saphenous vein at MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999

saphenofemoral junction, or distal interruptions

Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
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37718 Ligation, division, and stripping, short saphenous vein MP Criteria: Procedure/service reviewed against [1/1/2013 12/31/2999
Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
37722 Ligation, division, and stripping, long (greater) saphenous|MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
veins from saphenofemoral junction to knee or below Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
37735 Ligation and division and complete stripping of long or  |MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
short saphenous veins with radical excision of ulcer and |Medical Policy Criteria. Submit for
skin graft and/or interruption of communicating veins of |[Recommended Clinical Review to avoid post-
lower leg, with excision of deep fascia service review.
37760 Ligation of perforator veins, subfascial, radical (Linton MP Criteria: Procedure/service reviewed against (1/1/2013 12/31/2999
type), including skin graft, when performed, open,1 leg |Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
37761 Ligation of perforator vein(s), subfascial, open, including [MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
ultrasound guidance, when performed, 1 leg Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
37765 Stab phlebectomy of varicose veins, 1 extremity; 10-20 |MP Criteria: Procedure/service reviewed against [1/1/2013 12/31/2999
stab incisions Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
37766 Stab phlebectomy of varicose veins, 1 extremity; more |MP Criteria: Procedure/service reviewed against [1/1/2013 12/31/2999
than 20 incisions Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
37780 Ligation and division of short saphenous vein at MP Criteria: Procedure/service reviewed against [1/1/2013 12/31/2999

saphenopopliteal junction (separate procedure)

Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
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37785 Ligation, division, and/or excision of varicose vein MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
cluster(s), 1 leg Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
37788 Penile revascularization, artery, with or without vein MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
graft Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
37790 Penile venous occlusive procedure MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
38204 Management of recipient hematopoietic progenitor cell |MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
donor search and cell acquisition Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
38205 Blood-derived hematopoietic progenitor cell harvesting |MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
for transplantation, per collection; allogeneic Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
38207 Transplant preparation of hematopoietic progenitor MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
cells; cryopreservation and storage Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
38208 Transplant preparation of hematopoietic progenitor MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
cells; thawing of previously frozen harvest, without Medical Policy Criteria. Submit for
washing, per donor Recommended Clinical Review to avoid post-
service review.
38209 Transplant preparation of hematopoietic progenitor MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999

cells; thawing of previously frozen harvest, with washing,
per donor

Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
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38210 Transplant preparation of hematopoietic progenitor MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
cells; specific cell depletion within harvest, T-cell Medical Policy Criteria. Submit for
depletion Recommended Clinical Review to avoid post-
service review.
38211 Transplant preparation of hematopoietic progenitor MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
cells; tumor cell depletion Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
38212 Transplant preparation of hematopoietic progenitor MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
cells; red blood cell removal Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
38213 Transplant preparation of hematopoietic progenitor MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
cells; platelet depletion Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
38214 Transplant preparation of hematopoietic progenitor MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
cells; plasma (volume) depletion Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
38215 Transplant preparation of hematopoietic progenitor MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
cells; cell concentration in plasma, mononuclear, or Medical Policy Criteria. Submit for
buffy coat layer Recommended Clinical Review to avoid post-
service review.
38232 Bone marrow harvesting for transplantation; autologous |MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
38240 Hematopoietic progenitor cell (HPC); allogeneic MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999

transplantation per donor

Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
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38242

Allogeneic lymphocyte infusions

MP Criteria: Procedure/service reviewed against
Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.

1/1/2013

12/31/2999

38243

Hematopoietic progenitor cell (HPC); HPC boost

MP Criteria: Procedure/service reviewed against
Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.

12/1/2014

12/31/2999

38308

Lymphangiotomy or other operations on lymphatic
channels

MP Criteria: Procedure/service reviewed against
Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.

4/15/2016

12/31/2999

41120

Glossectomy; less than one-half tongue

MP Criteria: Procedure/service reviewed against
Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.

3/15/2014

12/31/2999

41512

Tongue base suspension, permanent suture technique

MP Criteria: Procedure/service reviewed against
Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.

1/1/2013

12/31/2999

41530

Submucosal ablation of the tongue base, radiofrequency,
1 or more sites, per session

MP Criteria: Procedure/service reviewed against
Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.

4/1/2024

12/31/2999

41530

Submucosal ablation of the tongue base, radiofrequency,
1 or more sites, per session

EIU: Procedure/service not reimbursed by the
Plan. Not subject to pre-service review. Check
EIU policy, which is one of our Clinical Payment
and Coding Policy (CPCP).

12/1/2020

3/31/2024

41872

Gingivoplasty, each quadrant (specify)

MP Criteria: Procedure/service reviewed against
Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.

2/1/2024

12/31/2999
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42140 Uvulectomy, excision of uvula MP Criteria: Procedure/service reviewed against |6/1/2015 12/31/2999
Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
42145 Palatopharyngoplasty (eg, uvulopalatopharyngoplasty, |MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
uvulopharyngoplasty) Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
42950 Pharyngoplasty (plastic or reconstructive operation on  |MP Criteria: Procedure/service reviewed against |3/15/2024 12/31/2999
pharynx) Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
43192 Esophagoscopy, rigid, transoral; with directed MP Criteria: Procedure/service reviewed against |11/1/2014 12/31/2999
submucosal injection(s), any substance Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
43201 Esophagoscopy, flexible, transoral; with directed MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
submucosal injection(s), any substance Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
43206 Esophagoscopy, flexible, transoral; with optical EIU: Procedure/service not reimbursed by the |2/15/2015 12/31/2999
endomicroscopy Plan. Not subject to pre-service review. Check
EIU policy, which is one of our Clinical Payment
and Coding Policy (CPCP).
43210 Esophagogastroduodenoscopy, flexible, transoral; with  [MP Criteria: Procedure/service reviewed against |7/15/2016 12/31/2999
esophagogastric fundoplasty, partial or complete, Medical Policy Criteria. Submit for
includes duodenoscopy when performed Recommended Clinical Review to avoid post-
service review.
43229 Esophagoscopy, flexible, transoral; with ablation of MP Criteria: Procedure/service reviewed against [2/1/2022 12/31/2999

tumor(s), polyp(s), or other lesion(s) (includes pre- and
post-dilation and guide wire passage, when performed)

Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
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43236 Esophagogastroduodenoscopy, flexible, transoral; with  |MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
directed submucosal injection(s), any substance Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
43252 Esophagogastroduodenoscopy, flexible, transoral; with  |EIU: Procedure/service not reimbursed by the |2/15/2015 12/31/2999
optical endomicroscopy Plan. Not subject to pre-service review. Check
EIU policy, which is one of our Clinical Payment
and Coding Policy (CPCP).
43253 Esophagogastroduodenoscopy, flexible, transoral; with  [MP Criteria: Procedure/service reviewed against |1/1/2014 12/31/2999
transendoscopic ultrasound-guided transmural injection |Medical Policy Criteria. Submit for
of diagnostic or therapeutic substance(s) (eg, anesthetic, |Recommended Clinical Review to avoid post-
neurolytic agent) or fiducial marker(s) (includes service review.
endoscopic ultrasound examination of the esophagus,
stomach, and either the duodenum or a surgically
altered stomach where the jejunum is examined distal to
the anastomosis)
43257 Esophagogastroduodenoscopy, flexible, transoral; with  |MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
delivery of thermal energy to the muscle of lower Medical Policy Criteria. Submit for
esophageal sphincter and/or gastric cardia, for Recommended Clinical Review to avoid post-
treatment of gastroesophageal reflux disease service review.
43270 Esophagogastroduodenoscopy, flexible, transoral; with  [MP Criteria: Procedure/service reviewed against |2/1/2022 12/31/2999
ablation of tumor(s), polyp(s), or other lesion(s) (includes|Medical Policy Criteria. Submit for
pre- and post-dilation and guide wire passage, when Recommended Clinical Review to avoid post-
performed) service review.
43284 Laparoscopy, surgical, esophageal sphincter MP Criteria: Procedure/service reviewed against (1/1/2017 12/31/2999

augmentation procedure, placement of sphincter
augmentation device (ie, magnetic band), including
cruroplasty when performed

Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
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43285

Removal of esophageal sphincter augmentation device

MP Criteria: Procedure/service reviewed against
Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.

1/1/2017

12/31/2999

43289

Unlisted laparoscopy procedure, esophagus

MP Criteria: Procedure/service reviewed against
Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.

6/1/2017

12/31/2999

43290

Esophagogastroduodenoscopy, flexible, transoral; with
deployment of intragastric bariatric balloon

EIU: Procedure/service not reimbursed by the
Plan. Not subject to pre-service review. Check
EIU policy, which is one of our Clinical Payment
and Coding Policy (CPCP).

1/1/2023

12/31/2999

43291

Esophagogastroduodenoscopy, flexible, transoral; with
removal of intragastric bariatric balloon(s)

EIU: Procedure/service not reimbursed by the
Plan. Not subject to pre-service review. Check
EIU policy, which is one of our Clinical Payment
and Coding Policy (CPCP).

1/1/2023

12/31/2999

43497

Lower esophageal myotomy, transoral (ie, peroral
endoscopic myotomy [POEM])

MP Criteria: Procedure/service reviewed against
Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.

1/1/2022

12/31/2999

43632

Gastrectomy, partial, distal; with gastrojejunostomy

MP Criteria: Procedure/service reviewed against
Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.

6/1/2023

12/31/2999

43633

Gastrectomy, partial, distal; with Roux-en-Y
reconstruction

MP Criteria: Procedure/service reviewed against
Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.

1/1/2013

12/31/2999

43644

Laparoscopy, surgical, gastric restrictive procedure; with
gastric bypass and Roux-en-Y gastroenterostomy (roux
limb 150 cm or less)

MP Criteria: Procedure/service reviewed against
Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.

1/1/2013

12/31/2999
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43645 Laparoscopy, surgical, gastric restrictive procedure; with |MP Criteria: Procedure/service reviewed against |9/1/2020 12/31/2999
gastric bypass and small intestine reconstruction to limit |Medical Policy Criteria. Submit for
absorption Recommended Clinical Review to avoid post-
service review.
43647 Laparoscopy, surgical; implantation or replacement of MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
gastric neurostimulator electrodes, antrum Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
43648 Laparoscopy, surgical; revision or removal of gastric MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
neurostimulator electrodes, antrum Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
43770 Laparoscopy, surgical, gastric restrictive procedure; MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
placement of adjustable gastric restrictive device (eg, Medical Policy Criteria. Submit for
gastric band and subcutaneous port components) Recommended Clinical Review to avoid post-
service review.
43771 Laparoscopy, surgical, gastric restrictive procedure; MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
revision of adjustable gastric restrictive device Medical Policy Criteria. Submit for
component only Recommended Clinical Review to avoid post-
service review.
43772 Laparoscopy, surgical, gastric restrictive procedure; MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
removal of adjustable gastric restrictive device Medical Policy Criteria. Submit for
component only Recommended Clinical Review to avoid post-
service review.
43773 Laparoscopy, surgical, gastric restrictive procedure; MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
removal and replacement of adjustable gastric restrictive|Medical Policy Criteria. Submit for
device component only Recommended Clinical Review to avoid post-
service review.
43774 Laparoscopy, surgical, gastric restrictive procedure; MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999

removal of adjustable gastric restrictive device and
subcutaneous port components

Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
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43775 Laparoscopy, surgical, gastric restrictive procedure; MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
longitudinal gastrectomy (ie, sleeve gastrectomy) Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
43842 Gastric restrictive procedure, without gastric bypass, for |MP Criteria: Procedure/service reviewed against |9/1/2020 12/31/2999
morbid obesity; vertical-banded gastroplasty Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
43843 Gastric restrictive procedure, without gastric bypass, for |MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
morbid obesity; other than vertical-banded gastroplasty [Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
43845 Gastric restrictive procedure with partial gastrectomy, MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
pylorus-preserving duodenoileostomy and ileoileostomy [Medical Policy Criteria. Submit for
(50 to 100 cm common channel) to limit absorption Recommended Clinical Review to avoid post-
(biliopancreatic diversion with duodenal switch) service review.
43846 Gastric restrictive procedure, with gastric bypass for MP Criteria: Procedure/service reviewed against (1/1/2013 12/31/2999
morbid obesity; with short limb (150 cm or less) Roux-en-|Medical Policy Criteria. Submit for
Y gastroenterostomy Recommended Clinical Review to avoid post-
service review.
43847 Gastric restrictive procedure, with gastric bypass for MP Criteria: Procedure/service reviewed against [4/1/2020 12/31/2999
morbid obesity; with small intestine reconstruction to Medical Policy Criteria. Submit for
limit absorption Recommended Clinical Review to avoid post-
service review.
43848 Revision, open, of gastric restrictive procedure for MP Criteria: Procedure/service reviewed against [1/1/2013 12/31/2999
morbid obesity, other than adjustable gastric restrictive |[Medical Policy Criteria. Submit for
device (separate procedure) Recommended Clinical Review to avoid post-
service review.
43881 Implantation or replacement of gastric neurostimulator [MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999

electrodes, antrum, open

Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
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43882 Revision or removal of gastric neurostimulator MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
electrodes, antrum, open Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
43886 Gastric restrictive procedure, open; revision of MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
subcutaneous port component only Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
43887 Gastric restrictive procedure, open; removal of MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
subcutaneous port component only Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
43888 Gastric restrictive procedure, open; removal and MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
replacement of subcutaneous port component only Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
44132 Donor enterectomy (including cold preservation), open; |MP Criteria: Procedure/service reviewed against |11/1/2016 12/31/2999
from cadaver donor Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
44133 Donor enterectomy (including cold preservation), open; |MP Criteria: Procedure/service reviewed against |11/1/2016 12/31/2999
partial, from living donor Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
44135 Intestinal allotransplantation; from cadaver donor MP Criteria: Procedure/service reviewed against |11/1/2016 12/31/2999
Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
44136 Intestinal allotransplantation; from living donor MP Criteria: Procedure/service reviewed against |11/1/2016 12/31/2999

Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
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44137 Removal of transplanted intestinal allograft, complete MP Criteria: Procedure/service reviewed against |11/1/2016 12/31/2999
Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
44705 Preparation of fecal microbiota for instillation, including |MP Criteria: Procedure/service reviewed against |4/1/2016 12/31/2999
assessment of donor specimen Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
44715 Backbench standard preparation of cadaver or living MP Criteria: Procedure/service reviewed against |11/1/2016 12/31/2999
donor intestine allograft prior to transplantation, Medical Policy Criteria. Submit for
including mobilization and fashioning of the superior Recommended Clinical Review to avoid post-
mesenteric artery and vein service review.
44720 Backbench reconstruction of cadaver or living donor MP Criteria: Procedure/service reviewed against [11/1/2016 12/31/2999
intestine allograft prior to transplantation; venous Medical Policy Criteria. Submit for
anastomosis, each Recommended Clinical Review to avoid post-
service review.
44721 Backbench reconstruction of cadaver or living donor MP Criteria: Procedure/service reviewed against [11/1/2016 12/31/2999
intestine allograft prior to transplantation; arterial Medical Policy Criteria. Submit for
anastomosis, each Recommended Clinical Review to avoid post-
service review.
46707 Repair of anorectal fistula with plug (eg, porcine small EIU: Procedure/service not reimbursed by the [2/15/2015 12/31/2999
intestine submucosa [SIS]) Plan. Not subject to pre-service review. Check
EIU policy, which is one of our Clinical Payment
and Coding Policy (CPCP).
47133 Donor hepatectomy (including cold preservation), from |MP Criteria: Procedure/service reviewed against |11/1/2016 12/31/2999
cadaver donor Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
47135 Liver allotransplantation, orthotopic, partial or whole, MP Criteria: Procedure/service reviewed against |11/1/2016 12/31/2999

from cadaver or living donor, any age

Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
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47140 Donor hepatectomy (including cold preservation), from |MP Criteria: Procedure/service reviewed against |11/1/2016 12/31/2999
living donor; left lateral segment only (segments Il and  [Medical Policy Criteria. Submit for
) Recommended Clinical Review to avoid post-
service review.
47141 Donor hepatectomy (including cold preservation), from |MP Criteria: Procedure/service reviewed against |11/1/2016 12/31/2999
living donor; total left lobectomy (segments I, lll and IV) [Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
47142 Donor hepatectomy (including cold preservation), from |MP Criteria: Procedure/service reviewed against |11/1/2016 12/31/2999
living donor; total right lobectomy (segments V, VI, VII Medical Policy Criteria. Submit for
and VIII) Recommended Clinical Review to avoid post-
service review.
47143 Backbench standard preparation of cadaver donor whole |MP Criteria: Procedure/service reviewed against |11/1/2016 12/31/2999
liver graft prior to allotransplantation, including Medical Policy Criteria. Submit for
cholecystectomy, if necessary, and dissection and Recommended Clinical Review to avoid post-
removal of surrounding soft tissues to prepare the vena [service review.
cava, portal vein, hepatic artery, and common bile duct
for implantation; without trisegment or lobe split
47144 Backbench standard preparation of cadaver donor whole [MP Criteria: Procedure/service reviewed against |11/1/2016 12/31/2999

liver graft prior to allotransplantation, including
cholecystectomy, if necessary, and dissection and
removal of surrounding soft tissues to prepare the vena
cava, portal vein, hepatic artery, and common bile duct
for implantation; with trisegment split of whole liver
graft into 2 partial liver grafts (ie, left lateral segment
[segments Il and 1ll] and right trisegment [segments | and
IV through VIII])

Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
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47145 Backbench standard preparation of cadaver donor whole |MP Criteria: Procedure/service reviewed against |11/1/2016 12/31/2999
liver graft prior to allotransplantation, including Medical Policy Criteria. Submit for
cholecystectomy, if necessary, and dissection and Recommended Clinical Review to avoid post-
removal of surrounding soft tissues to prepare the vena [service review.
cava, portal vein, hepatic artery, and common bile duct
for implantation; with lobe split of whole liver graft into
2 partial liver grafts (ie, left lobe [segments I, lll, and IV]
and right lobe [segments | and V through VIII])
47146 Backbench reconstruction of cadaver or living donor liver|MP Criteria: Procedure/service reviewed against |11/1/2016 12/31/2999
graft prior to allotransplantation; venous anastomosis, |Medical Policy Criteria. Submit for
each Recommended Clinical Review to avoid post-
service review.
47147 Backbench reconstruction of cadaver or living donor liver|MP Criteria: Procedure/service reviewed against |11/1/2016 12/31/2999
graft prior to allotransplantation; arterial anastomosis, |Medical Policy Criteria. Submit for
each Recommended Clinical Review to avoid post-
service review.
47370 Laparoscopy, surgical, ablation of 1 or more liver MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
tumor(s); radiofrequency Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
47371 Laparoscopy, surgical, ablation of 1 or more liver MP Criteria: Procedure/service reviewed against |9/1/2020 12/31/2999
tumor(s); cryosurgical Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
47380 Ablation, open, of 1 or more liver tumor(s); MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
radiofrequency Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
47381 Ablation, open, of 1 or more liver tumor(s); cryosurgical |[MP Criteria: Procedure/service reviewed against [9/1/2020 12/31/2999

Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
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47382 Ablation, 1 or more liver tumor(s), percutaneous, MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
radiofrequency Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
47383 Ablation, 1 or more liver tumor(s), percutaneous, MP Criteria: Procedure/service reviewed against |9/1/2020 12/31/2999
cryoablation Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
48160 Pancreatectomy, total or subtotal, with autologous MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
transplantation of pancreas or pancreatic islet cells Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
48550 Donor pancreatectomy (including cold preservation), MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
with or without duodenal segment for transplantation  |Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
48551 Backbench standard preparation of cadaver donor MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
pancreas allograft prior to transplantation, including Medical Policy Criteria. Submit for
dissection of allograft from surrounding soft tissues, Recommended Clinical Review to avoid post-
splenectomy, duodenotomy, ligation of bile duct, service review.
ligation of mesenteric vessels, and Y-graft arterial
anastomoses from iliac artery to superior mesenteric
artery and to splenic artery
48552 Backbench reconstruction of cadaver donor pancreas MP Criteria: Procedure/service reviewed against [1/1/2013 12/31/2999
allograft prior to transplantation, venous anastomosis, |Medical Policy Criteria. Submit for
each Recommended Clinical Review to avoid post-
service review.
48554 Transplantation of pancreatic allograft MP Criteria: Procedure/service reviewed against [1/1/2013 12/31/2999

Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
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48556 Removal of transplanted pancreatic allograft MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
49411 Placement of interstitial device(s) for radiation therapy |MP Criteria: Procedure/service reviewed against |10/3/2016 12/31/2999
guidance (eg, fiducial markers, dosimeter), Medical Policy Criteria. Submit for
percutaneous, intra-abdominal, intra-pelvic (except Recommended Clinical Review to avoid post-
prostate), and/or retroperitoneum, single or multiple service review.
49412 Placement of interstitial device(s) for radiation therapy [MP Criteria: Procedure/service reviewed against |10/3/2016 12/31/2999
guidance (eg, fiducial markers, dosimeter), open, intra- |Medical Policy Criteria. Submit for
abdominal, intrapelvic, and/or retroperitoneum, Recommended Clinical Review to avoid post-
including image guidance, if performed, single or service review.
multiple (List separately in addition to code for primary
procedure)
50250 Ablation, open, 1 or more renal mass lesion(s), MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
cryosurgical, including intraoperative ultrasound Medical Policy Criteria. Submit for
guidance and monitoring, if performed Recommended Clinical Review to avoid post-
service review.
50300 Donor nephrectomy (including cold preservation); from |MP Criteria: Procedure/service reviewed against |11/1/2016 12/31/2999
cadaver donor, unilateral or bilateral Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
50320 Donor nephrectomy (including cold preservation); open, |MP Criteria: Procedure/service reviewed against |11/1/2016 12/31/2999

from living donor

Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
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50323 Backbench standard preparation of cadaver donor renal |MP Criteria: Procedure/service reviewed against |11/1/2016 12/31/2999
allograft prior to transplantation, including dissection Medical Policy Criteria. Submit for
and removal of perinephric fat, diaphragmatic and Recommended Clinical Review to avoid post-
retroperitoneal attachments, excision of adrenal gland, [service review.
and preparation of ureter(s), renal vein(s), and renal
artery(s), ligating branches, as necessary
50325 Backbench standard preparation of living donor renal MP Criteria: Procedure/service reviewed against [11/1/2016 12/31/2999
allograft (open or laparoscopic) prior to transplantation, |Medical Policy Criteria. Submit for
including dissection and removal of perinephric fat and [Recommended Clinical Review to avoid post-
preparation of ureter(s), renal vein(s), and renal service review.
artery(s), ligating branches, as necessary
50327 Backbench reconstruction of cadaver or living donor MP Criteria: Procedure/service reviewed against [11/1/2016 12/31/2999
renal allograft prior to transplantation; venous Medical Policy Criteria. Submit for
anastomosis, each Recommended Clinical Review to avoid post-
service review.
50328 Backbench reconstruction of cadaver or living donor MP Criteria: Procedure/service reviewed against [11/1/2016 12/31/2999
renal allograft prior to transplantation; arterial Medical Policy Criteria. Submit for
anastomosis, each Recommended Clinical Review to avoid post-
service review.
50329 Backbench reconstruction of cadaver or living donor MP Criteria: Procedure/service reviewed against [11/1/2016 12/31/2999
renal allograft prior to transplantation; ureteral Medical Policy Criteria. Submit for
anastomosis, each Recommended Clinical Review to avoid post-
service review.
50340 Recipient nephrectomy (separate procedure) MP Criteria: Procedure/service reviewed against [11/1/2016 12/31/2999
Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
50360 Renal allotransplantation, implantation of graft; without [MP Criteria: Procedure/service reviewed against |10/1/2016 12/31/2999

recipient nephrectomy

Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
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50365 Renal allotransplantation, implantation of graft; with MP Criteria: Procedure/service reviewed against |11/1/2016 12/31/2999
recipient nephrectomy Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
50370 Removal of transplanted renal allograft MP Criteria: Procedure/service reviewed against |11/1/2016 12/31/2999
Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
50541 Laparoscopy, surgical; ablation of renal cysts MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
50542 Laparoscopy, surgical; ablation of renal mass lesion(s), |MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
including intraoperative ultrasound guidance and Medical Policy Criteria. Submit for
monitoring, when performed Recommended Clinical Review to avoid post-
service review.
50547 Laparoscopy, surgical; donor nephrectomy (including MP Criteria: Procedure/service reviewed against |11/1/2016 12/31/2999
cold preservation), from living donor Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
50592 Ablation, 1 or more renal tumor(s), percutaneous, MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
unilateral, radiofrequency Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
50593 Ablation, renal tumor(s), unilateral, percutaneous, MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
cryotherapy Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
51715 Endoscopic injection of implant material into the MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999

submucosal tissues of the urethra and/or bladder neck

Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.

Updated September 2024

2024 Recommended Clinical Review, Post-Service Review and Non-Covered Procedure Code List - Fully Insured

136/697



52284 Cystourethroscopy, with mechanical urethral dilation MP Criteria: Procedure/service reviewed against |1/1/2024 5/14/2024
and urethral therapeutic drug delivery by drug-coated Medical Policy Criteria. Submit for
balloon catheter for urethral stricture or stenosis, male, |Recommended Clinical Review to avoid post-
including fluoroscopy, when performed service review.
52284 Cystourethroscopy, with mechanical urethral dilation EIU: Procedure/service not reimbursed by the [5/15/2024 12/31/2999
and urethral therapeutic drug delivery by drug-coated Plan. Not subject to pre-service review. Check
balloon catheter for urethral stricture or stenosis, male, [EIU policy, which is one of our Clinical Payment
including fluoroscopy, when performed and Coding Policy (CPCP).
52287 Cystourethroscopy, with injection(s) for MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
chemodenervation of the bladder Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
52327 Cystourethroscopy (including ureteral catheterization); |MP Criteria: Procedure/service reviewed against |6/1/2017 12/31/2999
with subureteric injection of implant material Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
52441 Cystourethroscopy, with insertion of permanent MP Criteria: Procedure/service reviewed against |12/1/2015 12/31/2999
adjustable transprostatic implant; single implant Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
52442 Cystourethroscopy, with insertion of permanent MP Criteria: Procedure/service reviewed against |12/1/2015 12/31/2999
adjustable transprostatic implant; each additional Medical Policy Criteria. Submit for
permanent adjustable transprostatic implant (List Recommended Clinical Review to avoid post-
separately in addition to code for primary procedure) service review.
53451 Periurethral transperineal adjustable balloon continence [MP Criteria: Procedure/service reviewed against |1/1/2022 9/30/2024

device; bilateral insertion, including cystourethroscopy
and imaging guidance

Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
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53451 Periurethral transperineal adjustable balloon continence |EIU: Procedure/service not reimbursed by the |10/1/2024 12/31/2999
device; bilateral insertion, including cystourethroscopy [Plan. Not subject to pre-service review. Check
and imaging guidance EIU policy, which is one of our Clinical Payment
and Coding Policy (CPCP).
53452 Periurethral transperineal adjustable balloon continence |MP Criteria: Procedure/service reviewed against |1/1/2022 9/30/2024
device; unilateral insertion, including cystourethroscopy |Medical Policy Criteria. Submit for
and imaging guidance Recommended Clinical Review to avoid post-
service review.
53452 Periurethral transperineal adjustable balloon continence [EIU: Procedure/service not reimbursed by the |10/1/2024 12/31/2999
device; unilateral insertion, including cystourethroscopy [Plan. Not subject to pre-service review. Check
and imaging guidance EIU policy, which is one of our Clinical Payment
and Coding Policy (CPCP).
53453 Periurethral transperineal adjustable balloon continence |MP Criteria: Procedure/service reviewed against |1/1/2022 9/30/2024
device; removal, each balloon Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
53453 Periurethral transperineal adjustable balloon continence |EIU: Procedure/service not reimbursed by the |10/1/2024 12/31/2999
device; removal, each balloon Plan. Not subject to pre-service review. Check
EIU policy, which is one of our Clinical Payment
and Coding Policy (CPCP).
53454 Periurethral transperineal adjustable balloon continence |MP Criteria: Procedure/service reviewed against |1/1/2022 9/30/2024
device; percutaneous adjustment of balloon(s) fluid Medical Policy Criteria. Submit for
volume Recommended Clinical Review to avoid post-
service review.
53454 Periurethral transperineal adjustable balloon continence [EIU: Procedure/service not reimbursed by the |10/1/2024 12/31/2999

device; percutaneous adjustment of balloon(s) fluid
volume

Plan. Not subject to pre-service review. Check
EIU policy, which is one of our Clinical Payment
and Coding Policy (CPCP).
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53855 Insertion of a temporary prostatic urethral stent, MP Criteria: Procedure/service reviewed against |10/15/2020 5/14/2024
including urethral measurement Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
53855 Insertion of a temporary prostatic urethral stent, EIU: Procedure/service not reimbursed by the |5/15/2024 12/31/2999
including urethral measurement Plan. Not subject to pre-service review. Check
EIU policy, which is one of our Clinical Payment
and Coding Policy (CPCP).
53860 Transurethral radiofrequency micro-remodeling of the |EIU: Procedure/service not reimbursed by the |2/15/2015 12/31/2999
female bladder neck and proximal urethra for stress Plan. Not subject to pre-service review. Check
urinary incontinence EIU policy, which is one of our Clinical Payment
and Coding Policy (CPCP).
54125 Amputation of penis; complete MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
54200 Injection procedure for Peyronie disease; MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
54205 Injection procedure for Peyronie disease; with surgical |MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
exposure of plaque Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
54235 Injection of corpora cavernosa with pharmacologic MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
agent(s) (eg, papaverine, phentolamine) Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
54240 Penile plethysmography MP Criteria: Procedure/service reviewed against |9/1/2020 12/31/2999

Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
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54360 Plastic operation on penis to correct angulation MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
54400 Insertion of penile prosthesis; non-inflatable (semi-rigid) |MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
54401 Insertion of penile prosthesis; inflatable (self-contained) |MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
54405 Insertion of multi-component, inflatable penile MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
prosthesis, including placement of pump, cylinders, and [Medical Policy Criteria. Submit for
reservoir Recommended Clinical Review to avoid post-
service review.
54406 Removal of all components of a multi-component, MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
inflatable penile prosthesis without replacement of Medical Policy Criteria. Submit for
prosthesis Recommended Clinical Review to avoid post-
service review.
54408 Repair of component(s) of a multi-component, inflatable |MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
penile prosthesis Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
54410 Removal and replacement of all component(s) of a multi-|MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
component, inflatable penile prosthesis at the same Medical Policy Criteria. Submit for
operative session Recommended Clinical Review to avoid post-
service review.
54411 Removal and replacement of all components of a multi- |MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999

component inflatable penile prosthesis through an
infected field at the same operative session, including
irrigation and debridement of infected tissue

Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
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54415 Removal of non-inflatable (semi-rigid) or inflatable (self- |MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
contained) penile prosthesis, without replacement of Medical Policy Criteria. Submit for
prosthesis Recommended Clinical Review to avoid post-
service review.
54416 Removal and replacement of non-inflatable (semi-rigid) |MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
or inflatable (self-contained) penile prosthesis at the Medical Policy Criteria. Submit for
same operative session Recommended Clinical Review to avoid post-
service review.
54417 Removal and replacement of non-inflatable (semi-rigid) |MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
or inflatable (self-contained) penile prosthesis through [Medical Policy Criteria. Submit for
an infected field at the same operative session, including [Recommended Clinical Review to avoid post-
irrigation and debridement of infected tissue service review.
54660 Insertion of testicular prosthesis (separate procedure) MP Criteria: Procedure/service reviewed against [1/1/2013 12/31/2999
Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
54900 Epididymovasostomy, anastomosis of epididymis to vas [Non Covered: Procedure/service not covered by |1/1/2013 12/31/2999
deferens; unilateral the Plan. Not subject to pre-service review.
54901 Epididymovasostomy, anastomosis of epididymis to vas |Non Covered: Procedure/service not covered by |1/1/2013 12/31/2999
deferens; bilateral the Plan. Not subject to pre-service review.
55400 Vasovasostomy, vasovasorrhaphy Non Covered: Procedure/service not covered by (1/1/2013 12/31/2999
the Plan. Not subject to pre-service review.
55706 Biopsies, prostate, needle, transperineal, stereotactic MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
template guided saturation sampling, including imaging |Medical Policy Criteria. Submit for
guidance Recommended Clinical Review to avoid post-
service review.
55870 Electroejaculation Non Covered: Procedure/service not covered by |1/1/2013 12/31/2999

the Plan. Not subject to pre-service review.
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55873

Cryosurgical ablation of the prostate (includes ultrasonic
guidance and monitoring)

MP Criteria: Procedure/service reviewed against
Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.

1/1/2013

12/31/2999

55876

Placement of interstitial device(s) for radiation therapy
guidance (eg, fiducial markers, dosimeter), prostate (via
needle, any approach), single or multiple

MP Criteria: Procedure/service reviewed against
Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.

10/3/2016

12/31/2999

55880

Ablation of malignant prostate tissue, transrectal, with
high intensity-focused ultrasound (HIFU), including
ultrasound guidance

MP Criteria: Procedure/service reviewed against
Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.

1/1/2021

12/31/2999

55970

Intersex surgery; male to female

MP Criteria: Procedure/service reviewed against
Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.

1/1/2013

12/31/2999

55980

Intersex surgery; female to male

MP Criteria: Procedure/service reviewed against
Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.

1/1/2013

12/31/2999

56700

Partial hymenectomy or revision of hymenal ring

MP Criteria: Procedure/service reviewed against
Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.

10/1/2022

12/31/2999

56805

Clitoroplasty for intersex state

MP Criteria: Procedure/service reviewed against
Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.

1/1/2013

12/31/2999

56810

Perineoplasty, repair of perineum, nonobstetrical
(separate procedure)

MP Criteria: Procedure/service reviewed against
Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.

1/1/2013

12/31/2999
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57291

Construction of artificial vagina; without graft

MP Criteria: Procedure/service reviewed against
Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.

1/1/2013

12/31/2999

57292

Construction of artificial vagina; with graft

MP Criteria: Procedure/service reviewed against
Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.

1/1/2013

12/31/2999

57295

Revision (including removal) of prosthetic vaginal graft;
vaginal approach

MP Criteria: Procedure/service reviewed against
Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.

1/1/2013

12/31/2999

57296

Revision (including removal) of prosthetic vaginal graft;
open abdominal approach

MP Criteria: Procedure/service reviewed against
Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.

1/1/2013

12/31/2999

57335

Vaginoplasty for intersex state

MP Criteria: Procedure/service reviewed against
Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.

1/1/2013

12/31/2999

57426

Revision (including removal) of prosthetic vaginal graft,
laparoscopic approach

MP Criteria: Procedure/service reviewed against
Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.

1/1/2013

12/31/2999

58580

Transcervical ablation of uterine fibroid(s), including
intraoperative ultrasound guidance and monitoring,
radiofrequency

MP Criteria: Procedure/service reviewed against
Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.

1/1/2024

12/31/2999

58674

Laparoscopy, surgical, ablation of uterine fibroid(s)
including intraoperative ultrasound guidance and
monitoring, radiofrequency

MP Criteria: Procedure/service reviewed against
Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.

1/1/2017

12/31/2999
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58750 Tubotubal anastomosis Non Covered: Procedure/service not covered by |1/1/2013 12/31/2999
the Plan. Not subject to pre-service review.
58752 Tubouterine implantation Non Covered: Procedure/service not covered by (1/1/2013 12/31/2999
the Plan. Not subject to pre-service review.
58970 Follicle puncture for oocyte retrieval, any method Non Covered: Procedure/service not covered by |11/1/2015 12/31/2999
the Plan. Not subject to pre-service review.
58974 Embryo transfer, intrauterine Non Covered: Procedure/service not covered by (11/1/2015 12/31/2999
the Plan. Not subject to pre-service review.
58976 Gamete, zygote, or embryo intrafallopian transfer, any [Non Covered: Procedure/service not covered by [11/1/2015 12/31/2999
method the Plan. Not subject to pre-service review.
59072 Fetal umbilical cord occlusion, including ultrasound MP Criteria: Procedure/service reviewed against [3/1/2021 12/31/2999
guidance Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
59074 Fetal fluid drainage (eg, vesicocentesis, thoracocentesis, |MP Criteria: Procedure/service reviewed against |3/1/2021 12/31/2999
paracentesis), including ultrasound guidance Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
59076 Fetal shunt placement, including ultrasound guidance MP Criteria: Procedure/service reviewed against [1/1/2013 12/31/2999
Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
59897 Unlisted fetal invasive procedure, including ultrasound  [MP Criteria: Procedure/service reviewed against |6/1/2017 12/31/2999

guidance, when performed

Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
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60699 Unlisted procedure, endocrine system MP Criteria: Procedure/service reviewed against |10/1/2022 12/31/2999
Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
61630 Balloon angioplasty, intracranial (eg, atherosclerotic EIU: Procedure/service not reimbursed by the |12/1/2020 12/31/2999
stenosis), percutaneous Plan. Not subject to pre-service review. Check
EIU policy, which is one of our Clinical Payment
and Coding Policy (CPCP).
61635 Transcatheter placement of intravascular stent(s), MP Criteria: Procedure/service reviewed against [9/1/2020 12/31/2999
intracranial (eg, atherosclerotic stenosis), including Medical Policy Criteria. Submit for
balloon angioplasty, if performed Recommended Clinical Review to avoid post-
service review.
61645 Percutaneous arterial transluminal mechanical MP Criteria: Procedure/service reviewed against [1/1/2016 12/31/2999
thrombectomy and/or infusion for thrombolysis, Medical Policy Criteria. Submit for
intracranial, any method, including diagnostic Recommended Clinical Review to avoid post-
angiography, fluoroscopic guidance, catheter placement, [service review.
and intraprocedural pharmacological thrombolytic
injection(s)
61650 Endovascular intracranial prolonged administration of MP Criteria: Procedure/service reviewed against [1/1/2016 12/31/2999
pharmacologic agent(s) other than for thrombolysis, Medical Policy Criteria. Submit for
arterial, including catheter placement, diagnostic Recommended Clinical Review to avoid post-
angiography, and imaging guidance; initial vascular service review.
territory
61651 Endovascular intracranial prolonged administration of MP Criteria: Procedure/service reviewed against |1/1/2016 12/31/2999

pharmacologic agent(s) other than for thrombolysis,
arterial, including catheter placement, diagnostic
angiography, and imaging guidance; each additional
vascular territory (List separately in addition to code for
primary procedure)

Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
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61736 Laser interstitial thermal therapy (LITT) of lesion, MP Criteria: Procedure/service reviewed against |1/1/2022 12/31/2999
intracranial, including burr hole(s), with magnetic Medical Policy Criteria. Submit for
resonance imaging guidance, when performed; single Recommended Clinical Review to avoid post-
trajectory for 1 simple lesion service review.
61737 Laser interstitial thermal therapy (LITT) of lesion, MP Criteria: Procedure/service reviewed against |1/1/2022 12/31/2999
intracranial, including burr hole(s), with magnetic Medical Policy Criteria. Submit for
resonance imaging guidance, when performed; multiple |Recommended Clinical Review to avoid post-
trajectories for multiple or complex lesion(s) service review.
61783 Stereotactic computer-assisted (navigational) procedure; |MP Criteria: Procedure/service reviewed against [5/15/2024 6/30/2024
spinal (List separately in addition to code for primary Medical Policy Criteria. Submit for
procedure) Recommended Clinical Review to avoid post-
service review.
61783 Stereotactic computer-assisted (navigational) procedure; |EIU: Procedure/service not reimbursed by the |7/1/2024 12/31/2999
spinal (List separately in addition to code for primary Plan. Not subject to pre-service review. Check
procedure) EIU policy, which is one of our Clinical Payment
and Coding Policy (CPCP).
61850 Twist drill or burr hole(s) for implantation of MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
neurostimulator electrodes, cortical Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
61860 Craniectomy or craniotomy for implantation of MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
neurostimulator electrodes, cerebral, cortical Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
61863 Twist drill, burr hole, craniotomy, or craniectomy with MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999

stereotactic implantation of neurostimulator electrode
array in subcortical site (eg, thalamus, globus pallidus,
subthalamic nucleus, periventricular, periaqueductal
gray), without use of intraoperative microelectrode
recording; first array

Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.

Updated September 2024

2024 Recommended Clinical Review, Post-Service Review and Non-Covered Procedure Code List - Fully Insured

146/697



61864 Twist drill, burr hole, craniotomy, or craniectomy with MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
stereotactic implantation of neurostimulator electrode |Medical Policy Criteria. Submit for
array in subcortical site (eg, thalamus, globus pallidus, Recommended Clinical Review to avoid post-
subthalamic nucleus, periventricular, periaqueductal service review.
gray), without use of intraoperative microelectrode
recording; each additional array (List separately in
addition to primary procedure)
61867 Twist drill, burr hole, craniotomy, or craniectomy with MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
stereotactic implantation of neurostimulator electrode |Medical Policy Criteria. Submit for
array in subcortical site (eg, thalamus, globus pallidus, Recommended Clinical Review to avoid post-
subthalamic nucleus, periventricular, periaqueductal service review.
gray), with use of intraoperative microelectrode
recording; first array
61868 Twist drill, burr hole, craniotomy, or craniectomy with MP Criteria: Procedure/service reviewed against [1/1/2013 12/31/2999
stereotactic implantation of neurostimulator electrode |Medical Policy Criteria. Submit for
array in subcortical site (eg, thalamus, globus pallidus, Recommended Clinical Review to avoid post-
subthalamic nucleus, periventricular, periaqueductal service review.
gray), with use of intraoperative microelectrode
recording; each additional array (List separately in
addition to primary procedure)
61880 Revision or removal of intracranial neurostimulator MP Criteria: Procedure/service reviewed against [1/1/2013 12/31/2999
electrodes Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
61885 Insertion or replacement of cranial neurostimulator MP Criteria: Procedure/service reviewed against [1/1/2013 12/31/2999

pulse generator or receiver, direct or inductive coupling;
with connection to a single electrode array

Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
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61886 Insertion or replacement of cranial neurostimulator MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
pulse generator or receiver, direct or inductive coupling; [Medical Policy Criteria. Submit for
with connection to 2 or more electrode arrays Recommended Clinical Review to avoid post-
service review.
61888 Revision or removal of cranial neurostimulator pulse MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
generator or receiver Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
61889 Insertion of skull-mounted cranial neurostimulator pulse |MP Criteria: Procedure/service reviewed against |1/1/2024 12/31/2999
generator or receiver, including craniectomy or Medical Policy Criteria. Submit for
craniotomy, when performed, with direct or inductive Recommended Clinical Review to avoid post-
coupling, with connection to depth and/or cortical strip |service review.
electrode array(s)
61891 Revision or replacement of skull-mounted cranial MP Criteria: Procedure/service reviewed against |1/1/2024 12/31/2999
neurostimulator pulse generator or receiver with Medical Policy Criteria. Submit for
connection to depth and/or cortical strip electrode Recommended Clinical Review to avoid post-
array(s) service review.
61892 Removal of skull-mounted cranial neurostimulator pulse |MP Criteria: Procedure/service reviewed against |1/1/2024 12/31/2999
generator or receiver with cranioplasty, when performed|Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
62263 Percutaneous lysis of epidural adhesions using solution |EIU: Procedure/service not reimbursed by the |8/1/2022 12/31/2999
injection (eg, hypertonic saline, enzyme) or mechanical [Plan. Not subject to pre-service review. Check
means (eg, catheter) including radiologic localization EIU policy, which is one of our Clinical Payment
(includes contrast when administered), multiple and Coding Policy (CPCP).
adhesiolysis sessions; 2 or more days
62264 Percutaneous lysis of epidural adhesions using solution |EIU: Procedure/service not reimbursed by the |8/1/2022 12/31/2999

injection (eg, hypertonic saline, enzyme) or mechanical
means (eg, catheter) including radiologic localization
(includes contrast when administered), multiple
adhesiolysis sessions; 1 day

Plan. Not subject to pre-service review. Check
EIU policy, which is one of our Clinical Payment
and Coding Policy (CPCP).
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62287 Decompression procedure, percutaneous, of nucleus EIU: Procedure/service not reimbursed by the |1/1/2023 12/31/2999
pulposus of intervertebral disc, any method utilizing Plan. Not subject to pre-service review. Check
needle based technique to remove disc material under |EIU policy, which is one of our Clinical Payment
fluoroscopic imaging or other form of indirect and Coding Policy (CPCP).
visualization, with discography and/or epidural
injection(s) at the treated level(s), when performed,
single or multiple levels, lumbar
62380 Endoscopic decompression of spinal cord, nerve root(s), |MP Criteria: Procedure/service reviewed against |4/1/2020 12/31/2999
including laminotomy, partial facetectomy, Medical Policy Criteria. Submit for
foraminotomy, discectomy and/or excision of herniated [Recommended Clinical Review to avoid post-
intervertebral disc, 1 interspace, lumbar service review.
63052 Laminectomy, facetectomy, or foraminotomy (unilateral [MP Criteria: Procedure/service reviewed against |1/1/2022 12/31/2999
or bilateral with decompression of spinal cord, cauda Medical Policy Criteria. Submit for
equina and/or nerve root([s] [eg, spinal or lateral recess |Recommended Clinical Review to avoid post-
stenosis]), during posterior interbody arthrodesis, service review.
lumbar; single vertebral segment (List separately in
addition to code for primary procedure)
63053 Laminectomy, facetectomy, or foraminotomy (unilateral |MP Criteria: Procedure/service reviewed against |1/1/2022 12/31/2999
or bilateral with decompression of spinal cord, cauda Medical Policy Criteria. Submit for
equina and/or nerve root[s] [eg, spinal or lateral recess |Recommended Clinical Review to avoid post-
stenosis]), during posterior interbody arthrodesis, service review.
lumbar; each additional vertebral segment (List
separately in addition to code for primary procedure)
64505 Injection, anesthetic agent; sphenopalatine ganglion MP Criteria: Procedure/service reviewed against [9/1/2020 12/31/2999

Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
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64553 Percutaneous implantation of neurostimulator electrode |MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
array; cranial nerve Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
64561 Percutaneous implantation of neurostimulator electrode |MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
array; sacral nerve (transforaminal placement) including [Medical Policy Criteria. Submit for
image guidance, if performed Recommended Clinical Review to avoid post-
service review.
64566 Posterior tibial neurostimulation, percutaneous needle |MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
electrode, single treatment, includes programming Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
64568 Open implantation of cranial nerve (eg, vagus nerve) MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
neurostimulator electrode array and pulse generator Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
64569 Revision or replacement of cranial nerve (eg, vagus MP Criteria: Procedure/service reviewed against |11/1/2016 12/31/2999
nerve) neurostimulator electrode array, including Medical Policy Criteria. Submit for
connection to existing pulse generator Recommended Clinical Review to avoid post-
service review.
64570 Removal of cranial nerve (eg, vagus nerve) MP Criteria: Procedure/service reviewed against |11/1/2016 12/31/2999
neurostimulator electrode array and pulse generator Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
64581 Open implantation of neurostimulator electrode array; |MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
sacral nerve (transforaminal placement) Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
64582 Open implantation of hypoglossal nerve neurostimulator |MP Criteria: Procedure/service reviewed against |1/1/2022 12/31/2999

array, pulse generator, and distal respiratory sensor
electrode or electrode array

Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
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64583 Revision or replacement of hypoglossal nerve MP Criteria: Procedure/service reviewed against |1/1/2022 12/31/2999
neurostimulator array and distal respiratory sensor Medical Policy Criteria. Submit for
electrode or electrode array, including connection to Recommended Clinical Review to avoid post-
existing pulse generator service review.
64584 Removal of hypoglossal nerve neurostimulator array, MP Criteria: Procedure/service reviewed against |1/1/2022 12/31/2999
pulse generator, and distal respiratory sensor electrode [Medical Policy Criteria. Submit for
or electrode array Recommended Clinical Review to avoid post-
service review.
64596 Insertion or replacement of percutaneous electrode MP Criteria: Procedure/service reviewed against |1/1/2024 12/31/2999
array, peripheral nerve, with integrated neurostimulator, |Medical Policy Criteria. Submit for
including imaging guidance, when performed; initial Recommended Clinical Review to avoid post-
electrode array service review.
64597 Insertion or replacement of percutaneous electrode MP Criteria: Procedure/service reviewed against |1/1/2024 12/31/2999
array, peripheral nerve, with integrated neurostimulator, |Medical Policy Criteria. Submit for
including imaging guidance, when performed; each Recommended Clinical Review to avoid post-
additional electrode array (List separately in addition to |[service review.
code for primary procedure)
64598 Revision or removal of neurostimulator electrode array, |MP Criteria: Procedure/service reviewed against |1/1/2024 12/31/2999
peripheral nerve, with integrated neurostimulator Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
64615 Chemodenervation of muscle(s); muscle(s) innervated by |MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
facial, trigeminal, cervical spinal and accessory nerves, |Medical Policy Criteria. Submit for
bilateral (eg, for chronic migraine) Recommended Clinical Review to avoid post-
service review.
64624 Destruction by neurolytic agent, genicular nerve MP Criteria: Procedure/service reviewed against |9/1/2020 12/31/2999
branches including imaging guidance, when performed [Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
64625 Radiofrequency ablation, nerves innervating the MP Criteria: Procedure/service reviewed against |1/1/2020 12/31/2999

sacroiliac joint, with image guidance (ie, fluoroscopy or
computed tomography)

Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
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64628 Thermal destruction of intraosseous basivertebral nerve, [EIU: Procedure/service not reimbursed by the [8/1/2022 12/31/2999
including all imaging guidance; first 2 vertebral bodies, [Plan. Not subject to pre-service review. Check
lumbar or sacral EIU policy, which is one of our Clinical Payment
and Coding Policy (CPCP).
64629 Thermal destruction of intraosseous basivertebral nerve, [EIU: Procedure/service not reimbursed by the |8/1/2022 12/31/2999
including all imaging guidance; each additional vertebral [Plan. Not subject to pre-service review. Check
body, lumbar or sacral (List separately in addition to EIU policy, which is one of our Clinical Payment
code for primary procedure) and Coding Policy (CPCP).
64633 Destruction by neurolytic agent, paravertebral facet joint|MP Criteria: Procedure/service reviewed against |6/15/2016 12/31/2999
nerve(s), with imaging guidance (fluoroscopy or CT); Medical Policy Criteria. Submit for
cervical or thoracic, single facet joint Recommended Clinical Review to avoid post-
service review.
64634 Destruction by neurolytic agent, paravertebral facet joint|MP Criteria: Procedure/service reviewed against |6/15/2016 12/31/2999
nerve(s), with imaging guidance (fluoroscopy or CT); Medical Policy Criteria. Submit for
cervical or thoracic, each additional facet joint (List Recommended Clinical Review to avoid post-
separately in addition to code for primary procedure) service review.
64635 Destruction by neurolytic agent, paravertebral facet joint|MP Criteria: Procedure/service reviewed against |6/15/2016 12/31/2999
nerve(s), with imaging guidance (fluoroscopy or CT); Medical Policy Criteria. Submit for
lumbar or sacral, single facet joint Recommended Clinical Review to avoid post-
service review.
64636 Destruction by neurolytic agent, paravertebral facet joint|MP Criteria: Procedure/service reviewed against |6/15/2016 12/31/2999
nerve(s), with imaging guidance (fluoroscopy or CT); Medical Policy Criteria. Submit for
lumbar or sacral, each additional facet joint (List Recommended Clinical Review to avoid post-
separately in addition to code for primary procedure) service review.
64640 Destruction by neurolytic agent; other peripheral nerve |MP Criteria: Procedure/service reviewed against |6/1/2019 12/31/2999

or branch

Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
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64716

Neuroplasty and/or transposition; cranial nerve (specify)

MP Criteria: Procedure/service reviewed against
Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.

1/1/2013

12/31/2999

64732

Transection or avulsion of; supraorbital nerve

MP Criteria: Procedure/service reviewed against
Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.

1/1/2013

12/31/2999

64734

Transection or avulsion of; infraorbital nerve

MP Criteria: Procedure/service reviewed against
Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.

1/1/2013

12/31/2999

64771

Transection or avulsion of other cranial nerve, extradural

MP Criteria: Procedure/service reviewed against
Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.

1/1/2013

12/31/2999

65710

Keratoplasty (corneal transplant); anterior lamellar

MP Criteria: Procedure/service reviewed against
Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.

1/1/2013

12/31/2999

65730

Keratoplasty (corneal transplant); penetrating (except in
aphakia or pseudophakia)

MP Criteria: Procedure/service reviewed against
Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.

1/1/2013

12/31/2999

65750

Keratoplasty (corneal transplant); penetrating (in
aphakia)

MP Criteria: Procedure/service reviewed against
Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.

1/1/2013

12/31/2999

65755

Keratoplasty (corneal transplant); penetrating (in
pseudophakia)

MP Criteria: Procedure/service reviewed against
Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.

1/1/2013

12/31/2999
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65756

Keratoplasty (corneal transplant); endothelial

MP Criteria: Procedure/service reviewed against
Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.

1/1/2013

12/31/2999

65757

Backbench preparation of corneal endothelial allograft
prior to transplantation (List separately in addition to
code for primary procedure)

MP Criteria: Procedure/service reviewed against
Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.

1/1/2013

12/31/2999

65760

Keratomileusis

Non Covered: Procedure/service not covered by
the Plan. Not subject to pre-service review.

1/1/2021

12/31/2999

65765

Keratophakia

Non Covered: Procedure/service not covered by
the Plan. Not subject to pre-service review.

1/1/2021

12/31/2999

65767

Epikeratoplasty

MP Criteria: Procedure/service reviewed against
Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.

1/1/2013

12/31/2999

65770

Keratoprosthesis

MP Criteria: Procedure/service reviewed against
Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.

1/1/2013

12/31/2999

65771

Radial keratotomy

Non Covered: Procedure/service not covered by
the Plan. Not subject to pre-service review.

1/1/2021

12/31/2999

65772

Corneal relaxing incision for correction of surgically
induced astigmatism

MP Criteria: Procedure/service reviewed against
Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.

1/1/2013

12/31/2999

65775

Corneal wedge resection for correction of surgically
induced astigmatism

MP Criteria: Procedure/service reviewed against
Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.

1/1/2015

12/31/2999
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65778 Placement of amniotic membrane on the ocular surface; |MP Criteria: Procedure/service reviewed against |5/1/2020 12/31/2999
without sutures Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
65779 Placement of amniotic membrane on the ocular surface; |MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
single layer, sutured Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
65780 Ocular surface reconstruction; amniotic membrane MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
transplantation, multiple layers Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
65785 Implantation of intrastromal corneal ring segments MP Criteria: Procedure/service reviewed against |1/1/2016 12/31/2999
Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
66174 Transluminal dilation of aqueous outflow canal (eg, MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
canaloplasty); without retention of device or stent Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
66175 Transluminal dilation of aqueous outflow canal (eg, MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
canaloplasty); with retention of device or stent Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
66179 Agqueous shunt to extraocular equatorial plate reservoir, |MP Criteria: Procedure/service reviewed against {1/1/2015 12/31/2999
external approach; without graft Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
66180 Agqueous shunt to extraocular equatorial plate reservoir, |MP Criteria: Procedure/service reviewed against [3/1/2018 12/31/2999

external approach; with graft

Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.

Updated September 2024

2024 Recommended Clinical Review, Post-Service Review and Non-Covered Procedure Code List - Fully Insured

155/697



66183 Insertion of anterior segment aqueous drainage device, |MP Criteria: Procedure/service reviewed against |1/1/2014 12/31/2999
without extraocular reservoir, external approach Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
66184 Revision of aqueous shunt to extraocular equatorial MP Criteria: Procedure/service reviewed against |1/1/2015 12/31/2999
plate reservoir; without graft Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
66185 Revision of aqueous shunt to extraocular equatorial MP Criteria: Procedure/service reviewed against |3/1/2018 12/31/2999
plate reservoir; with graft Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
66989 Extracapsular cataract removal with insertion of MP Criteria: Procedure/service reviewed against |1/1/2022 12/31/2999
intraocular lens prosthesis (1-stage procedure), manual [Medical Policy Criteria. Submit for
or mechanical technique (eg, irrigation and aspiration or |Recommended Clinical Review to avoid post-
phacoemulsification), complex, requiring devices or service review.
techniques not generally used in routine cataract surgery
(eg, iris expansion device, suture support for intraocular
lens, or primary posterior capsulorrhexis) or performed
on patients in the amblyogenic developmental stage;
with insertion of intraocular (eg, trabecular meshwork,
supraciliary, suprachoroidal) anterior segment aqueous
drainage device, without extraocular reservoir, internal
approach, one or more
66991 Extracapsular cataract removal with insertion of MP Criteria: Procedure/service reviewed against |1/1/2022 12/31/2999

intraocular lens prosthesis (1 stage procedure), manual
or mechanical technique (eg, irrigation and aspiration or
phacoemulsification); with insertion of intraocular (eg,
trabecular meshwork, supraciliary, suprachoroidal)
anterior segment aqueous drainage device, without
extraocular reservoir, internal approach, one or more

Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
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67027 Implantation of intravitreal drug delivery system (eg, MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
ganciclovir implant), includes concomitant removal of Medical Policy Criteria. Submit for
vitreous Recommended Clinical Review to avoid post-
service review.
67028 Intravitreal injection of a pharmacologic agent (separate |MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
procedure) Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
67345 Chemodenervation of extraocular muscle MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
67516 Suprachoroidal space injection of pharmacologic agent |MP Criteria: Procedure/service reviewed against |5/1/2024 12/31/2999
(separate procedure) Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
67900 Repair of brow ptosis (supraciliary, mid-forehead or MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
coronal approach) Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
67901 Repair of blepharoptosis; frontalis muscle technique MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
with suture or other material (eg, banked fascia) Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
67902 Repair of blepharoptosis; frontalis muscle technique MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
with autologous fascial sling (includes obtaining fascia) |Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
67903 Repair of blepharoptosis; (tarso) levator resection or MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999

advancement, internal approach

Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
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67904

Repair of blepharoptosis; (tarso) levator resection or
advancement, external approach

MP Criteria: Procedure/service reviewed against
Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.

1/1/2013

12/31/2999

67906

Repair of blepharoptosis; superior rectus technique with
fascial sling (includes obtaining fascia)

MP Criteria: Procedure/service reviewed against
Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.

1/1/2013

12/31/2999

67908

Repair of blepharoptosis; conjunctivo-tarso-Muller's
muscle-levator resection (eg, Fasanella-Servat type)

MP Criteria: Procedure/service reviewed against
Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.

1/1/2013

12/31/2999

67909

Reduction of overcorrection of ptosis

MP Criteria: Procedure/service reviewed against
Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.

1/1/2013

12/31/2999

67911

Correction of lid retraction

MP Criteria: Procedure/service reviewed against
Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.

1/1/2013

12/31/2999

67912

Correction of lagophthalmos, with implantation of upper
eyelid lid load (eg, gold weight)

MP Criteria: Procedure/service reviewed against
Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.

1/1/2013

12/31/2999

67916

Repair of ectropion; excision tarsal wedge

MP Criteria: Procedure/service reviewed against
Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.

1/1/2013

12/31/2999

67917

Repair of ectropion; extensive (eg, tarsal strip
operations)

MP Criteria: Procedure/service reviewed against
Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.

1/1/2013

12/31/2999
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67923

Repair of entropion; excision tarsal wedge

MP Criteria: Procedure/service reviewed against
Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.

1/1/2013

12/31/2999

67924

Repair of entropion; extensive (eg, tarsal strip or
capsulopalpebral fascia repairs operation)

MP Criteria: Procedure/service reviewed against
Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.

1/1/2013

12/31/2999

67950

Canthoplasty (reconstruction of canthus)

Non Covered: Procedure/service not covered by
the Plan. Not subject to pre-service review.

1/1/2023

12/31/2999

68841

Insertion of drug-eluting implant, including punctal
dilation when performed, into lacrimal canaliculus, each

MP Criteria: Procedure/service reviewed against
Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.

1/1/2022

12/31/2999

69090

Ear piercing

Non Covered: Procedure/service not covered by
the Plan. Not subject to pre-service review.

4/1/2019

12/31/2999

69300

Otoplasty, protruding ear, with or without size reduction

MP Criteria: Procedure/service reviewed against
Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.

1/1/2013

12/31/2999

69705

Nasopharyngoscopy, surgical, with dilation of eustachian
tube (ie, balloon dilation); unilateral

MP Criteria: Procedure/service reviewed against
Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.

1/1/2021

12/31/2999

69706

Nasopharyngoscopy, surgical, with dilation of eustachian
tube (ie, balloon dilation); bilateral

MP Criteria: Procedure/service reviewed against
Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.

1/1/2021

12/31/2999

69710

Implantation or replacement of electromagnetic bone
conduction hearing device in temporal bone

MP Criteria: Procedure/service reviewed against
Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.

1/1/2013

12/31/2999
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69711 Removal or repair of electromagnetic bone conduction |MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
hearing device in temporal bone Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
69714 Implantation, osseointegrated implant, skull; with MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
percutaneous attachment to external speech processor |[Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
69716 Implantation, osseointegrated implant, skull; with MP Criteria: Procedure/service reviewed against |1/1/2022 12/31/2999
magnetic transcutaneous attachment to external speech [Medical Policy Criteria. Submit for
processor, within the mastoid and/or resulting in Recommended Clinical Review to avoid post-
removal of less than 100 sq mm surface area of bone service review.
deep to the outer cranial cortex
69717 Replacement (including removal of existing device), MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
osseointegrated implant, skull; with percutaneous Medical Policy Criteria. Submit for
attachment to external speech processor Recommended Clinical Review to avoid post-
service review.
69719 Replacement (including removal of existing device), MP Criteria: Procedure/service reviewed against |1/1/2022 12/31/2999
osseointegrated implant, skull; with magnetic Medical Policy Criteria. Submit for
transcutaneous attachment to external speech Recommended Clinical Review to avoid post-
processor, within the mastoid and/or involving a bony  [service review.
defect less than 100 sqg mm surface area of bone deep to
the outer cranial cortex
69726 Removal, entire osseointegrated implant, skull; with MP Criteria: Procedure/service reviewed against [1/1/2022 12/31/2999

percutaneous attachment to external speech processor

Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
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69727 Removal, entire osseointegrated implant, skull; with MP Criteria: Procedure/service reviewed against |1/1/2022 12/31/2999
magnetic transcutaneous attachment to external speech [Medical Policy Criteria. Submit for
processor, within the mastoid and/or involving a bony Recommended Clinical Review to avoid post-
defect less than 100 sqg mm surface area of bone deep to [service review.
the outer cranial cortex
69728 Removal, entire osseointegrated implant, skull; with MP Criteria: Procedure/service reviewed against |1/1/2023 12/31/2999
magnetic transcutaneous attachment to external speech [Medical Policy Criteria. Submit for
processor, outside the mastoid and involving a bony Recommended Clinical Review to avoid post-
defect greater than or equal to 100 sq mm surface area [service review.
of bone deep to the outer cranial cortex
69729 Implantation, osseointegrated implant, skull; with MP Criteria: Procedure/service reviewed against |1/1/2023 12/31/2999
magnetic transcutaneous attachment to external speech [Medical Policy Criteria. Submit for
processor, outside of the mastoid and resulting in Recommended Clinical Review to avoid post-
removal of greater than or equal to 100 sq mm surface [service review.
area of bone deep to the outer cranial cortex
69730 Replacement (including removal of existing device), MP Criteria: Procedure/service reviewed against |1/1/2023 12/31/2999
osseointegrated implant, skull; with magnetic Medical Policy Criteria. Submit for
transcutaneous attachment to external speech Recommended Clinical Review to avoid post-
processor, outside the mastoid and involving a bony service review.
defect greater than or equal to 100 sq mm surface area
of bone deep to the outer cranial cortex
69930 Cochlear device implantation, with or without MP Criteria: Procedure/service reviewed against [1/1/2013 12/31/2999
mastoidectomy Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
75571 Computed tomography, heart, without contrast MP Criteria: Procedure/service reviewed against [9/1/2020 12/31/2999

material, with quantitative evaluation of coronary
calcium

Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
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75580 Noninvasive estimate of coronary fractional flow reserve |MP Criteria: Procedure/service reviewed against |1/1/2024 12/31/2999
(FFR) derived from augmentative software analysis of Medical Policy Criteria. Submit for
the data set from a coronary computed tomography Recommended Clinical Review to avoid post-
angiography, with interpretation and report by a service review.
physician or other qualified health care professional
75894 Transcatheter therapy, embolization, any method, MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
radiological supervision and interpretation Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
76120 Cineradiography/videoradiography, except where MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
specifically included Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
76125 Cineradiography/videoradiography to complement MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
routine examination (List separately in addition to code |[Medical Policy Criteria. Submit for
for primary procedure) Recommended Clinical Review to avoid post-
service review.
76940 Ultrasound guidance for, and monitoring of, MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
parenchymal tissue ablation Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
76948 Ultrasonic guidance for aspiration of ova, imaging Non Covered: Procedure/service not covered by |11/1/2015 12/31/2999
supervision and interpretation the Plan. Not subject to pre-service review.
77013 Computed tomography guidance for, and monitoring of, |MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
parenchymal tissue ablation Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
77022 Magnetic resonance imaging guidance for, and MP Criteria: Procedure/service reviewed against [2/1/2022 12/31/2999

monitoring of, parenchymal tissue ablation

Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
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77089 Trabecular bone score (TBS), structural condition of the [MP Criteria: Procedure/service reviewed against [1/1/2022 5/31/2024
bone microarchitecture; using dual X-ray absorptiometry [Medical Policy Criteria. Submit for
(DXA) or other imaging data on gray-scale variogram, Recommended Clinical Review to avoid post-
calculation, with interpretation and report on fracture- |service review.
risk
77090 Trabecular bone score (TBS), structural condition of the [MP Criteria: Procedure/service reviewed against |1/1/2022 5/31/2024
bone microarchitecture; technical preparation and Medical Policy Criteria. Submit for
transmission of data for analysis to be performed Recommended Clinical Review to avoid post-
elsewhere service review.
77091 Trabecular bone score (TBS), structural condition of the [MP Criteria: Procedure/service reviewed against |1/1/2022 5/31/2024
bone microarchitecture; technical calculation only Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
77092 Trabecular bone score (TBS), structural condition of the [MP Criteria: Procedure/service reviewed against |1/1/2022 5/31/2024
bone microarchitecture; interpretation and report on Medical Policy Criteria. Submit for
fracture-risk only by other qualified health care Recommended Clinical Review to avoid post-
professional service review.
77262 Therapeutic radiology treatment planning; intermediate [MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
77263 Therapeutic radiology treatment planning; complex MP Criteria: Procedure/service reviewed against [1/1/2013 12/31/2999
Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
77293 Respiratory motion management simulation (List MP Criteria: Procedure/service reviewed against |1/1/2014 12/31/2999
separately in addition to code for primary procedure) Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
77299 Unlisted procedure, therapeutic radiology clinical MP Criteria: Procedure/service reviewed against (1/1/2013 12/31/2999

treatment planning

Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
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77332 Treatment devices, design and construction; simple MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
(simple block, simple bolus) Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
77333 Treatment devices, design and construction; MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
intermediate (multiple blocks, stents, bite blocks, special [Medical Policy Criteria. Submit for
bolus) Recommended Clinical Review to avoid post-
service review.
77334 Treatment devices, design and construction; complex MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
(irregular blocks, special shields, compensators, wedges, |Medical Policy Criteria. Submit for
molds or casts) Recommended Clinical Review to avoid post-
service review.
77399 Unlisted procedure, medical radiation physics, dosimetry |MP Criteria: Procedure/service reviewed against |10/3/2016 12/31/2999
and treatment devices, and special services Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
77499 Unlisted procedure, therapeutic radiology treatment MP Criteria: Procedure/service reviewed against |10/3/2016 12/31/2999
management Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
77799 Unlisted procedure, clinical brachytherapy MP Criteria: Procedure/service reviewed against |10/3/2016 12/31/2999
Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
78429 Myocardial imaging, positron emission tomography MP Criteria: Procedure/service reviewed against |1/1/2020 12/31/2999

(PET), metabolic evaluation study (including ventricular
wall motion[s] and/or ejection fraction[s], when
performed), single study; with concurrently acquired
computed tomography transmission scan

Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
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78430 Myocardial imaging, positron emission tomography MP Criteria: Procedure/service reviewed against |1/1/2020 12/31/2999
(PET), perfusion study (including ventricular wall Medical Policy Criteria. Submit for
motion[s] and/or ejection fraction[s], when performed); |Recommended Clinical Review to avoid post-
single study, at rest or stress (exercise or service review.
pharmacologic), with concurrently acquired computed
tomography transmission scan
78431 Myocardial imaging, positron emission tomography MP Criteria: Procedure/service reviewed against [1/1/2020 12/31/2999
(PET), perfusion study (including ventricular wall Medical Policy Criteria. Submit for
motion[s] and/or ejection fraction[s], when performed); [Recommended Clinical Review to avoid post-
multiple studies at rest and stress (exercise or service review.
pharmacologic), with concurrently acquired computed
tomography transmission scan
78432 Myocardial imaging, positron emission tomography MP Criteria: Procedure/service reviewed against |1/1/2020 12/31/2999
(PET), combined perfusion with metabolic evaluation Medical Policy Criteria. Submit for
study (including ventricular wall motion[s] and/or Recommended Clinical Review to avoid post-
ejection fraction[s], when performed), dual radiotracer [service review.
(eg, myocardial viability);
78433 Myocardial imaging, positron emission tomography MP Criteria: Procedure/service reviewed against |1/1/2020 12/31/2999
(PET), combined perfusion with metabolic evaluation Medical Policy Criteria. Submit for
study (including ventricular wall motion[s] and/or Recommended Clinical Review to avoid post-
ejection fraction[s], when performed), dual radiotracer [service review.
(eg, myocardial viability); with concurrently acquired
computed tomography transmission scan
78434 Absolute quantitation of myocardial blood flow MP Criteria: Procedure/service reviewed against (1/1/2020 12/31/2999

(AQMBF), positron emission tomography (PET), rest and
pharmacologic stress (List separately in addition to code
for primary procedure)

Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
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78459 Myocardial imaging, positron emission tomography MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
(PET), metabolic evaluation study (including ventricular [Medical Policy Criteria. Submit for
wall motion[s] and/or ejection fraction[s], when Recommended Clinical Review to avoid post-
performed), single study; service review.
78491 Myocardial imaging, positron emission tomography MP Criteria: Procedure/service reviewed against [1/1/2013 12/31/2999
(PET), perfusion study (including ventricular wall Medical Policy Criteria. Submit for
motion[s] and/or ejection fraction[s], when performed); [Recommended Clinical Review to avoid post-
single study, at rest or stress (exercise or pharmacologic) |service review.
78492 Myocardial imaging, positron emission tomography MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
(PET), perfusion study (including ventricular wall Medical Policy Criteria. Submit for
motion[s] and/or ejection fraction[s], when performed); |Recommended Clinical Review to avoid post-
multiple studies at rest and stress (exercise or service review.
pharmacologic)
78835 Radiopharmaceutical quantification measurement(s) MP Criteria: Procedure/service reviewed against [1/1/2020 12/31/2999
single area (List separately in addition to code for Medical Policy Criteria. Submit for
primary procedure) Recommended Clinical Review to avoid post-
service review.
79445 Radiopharmaceutical therapy, by intra-arterial MP Criteria: Procedure/service reviewed against [4/15/2021 12/31/2999
particulate administration Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
80145 Adalimumab MP Criteria: Procedure/service reviewed against [9/1/2020 12/31/2999
Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
80230 Infliximab MP Criteria: Procedure/service reviewed against [9/1/2020 12/31/2999

Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
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80280 Vedolizumab MP Criteria: Procedure/service reviewed against |9/1/2020 12/31/2999
Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
81105 Human Platelet Antigen 1 genotyping (HPA-1), ITGB3 MP Criteria: Procedure/service reviewed against |1/1/2018 12/31/2999
(integrin, beta 3 [platelet glycoprotein llla], antigen CD61|Medical Policy Criteria. Submit for
[GPIllIa]) (eg, neonatal alloimmune thrombocytopenia Recommended Clinical Review to avoid post-
[NAIT], post-transfusion purpura), gene analysis, service review.
common variant, HPA-1a/b (L33P)
81106 Human Platelet Antigen 2 genotyping (HPA-2), GP1BA MP Criteria: Procedure/service reviewed against |1/1/2018 12/31/2999
(glycoprotein Ib [platelet], alpha polypeptide [GPIba]) Medical Policy Criteria. Submit for
(eg, neonatal alloimmune thrombocytopenia [NAIT], Recommended Clinical Review to avoid post-
post-transfusion purpura), gene analysis, common service review.
variant, HPA-2a/b (T145M)
81107 Human Platelet Antigen 3 genotyping (HPA-3), ITGA2B  |MP Criteria: Procedure/service reviewed against |1/1/2018 12/31/2999
(integrin, alpha 2b [platelet glycoprotein Ilb of lib/Illa Medical Policy Criteria. Submit for
complex], antigen CD41 [GPIIb]) (eg, neonatal Recommended Clinical Review to avoid post-
alloimmune thrombocytopenia [NAIT], post-transfusion |[service review.
purpura), gene analysis, common variant, HPA-3a/b
(1843S)
81108 Human Platelet Antigen 4 genotyping (HPA-4), ITGB3 MP Criteria: Procedure/service reviewed against |1/1/2018 12/31/2999
(integrin, beta 3 [platelet glycoprotein llla], antigen CD61|Medical Policy Criteria. Submit for
[GPIlIa]) (eg, neonatal alloimmune thrombocytopenia Recommended Clinical Review to avoid post-
[NAIT], post-transfusion purpura), gene analysis, service review.
common variant, HPA-4a/b (R143Q)
81109 Human Platelet Antigen 5 genotyping (HPA-5), ITGA2 MP Criteria: Procedure/service reviewed against |1/1/2018 12/31/2999

(integrin, alpha 2 [CD49B, alpha 2 subunit of VLA-2
receptor] [GPla]) (eg, neonatal alloimmune
thrombocytopenia [NAIT], post-transfusion purpura),
gene analysis, common variant (eg, HPA-5a/b [K505E])

Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
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81110 Human Platelet Antigen 6 genotyping (HPA-6w), ITGB3  |MP Criteria: Procedure/service reviewed against |1/1/2018 12/31/2999
(integrin, beta 3 [platelet glycoprotein llla, antigen CD61]|Medical Policy Criteria. Submit for
[GPIlIa]) (eg, neonatal alloimmune thrombocytopenia Recommended Clinical Review to avoid post-
[NAIT], post-transfusion purpura), gene analysis, service review.
common variant, HPA-6a/b (R489Q)
81111 Human Platelet Antigen 9 genotyping (HPA-9w), ITGA2B |MP Criteria: Procedure/service reviewed against |1/1/2018 12/31/2999
(integrin, alpha 2b [platelet glycoprotein Ilb of lib/Illa Medical Policy Criteria. Submit for
complex, antigen CD41] [GPIIb]) (eg, neonatal Recommended Clinical Review to avoid post-
alloimmune thrombocytopenia [NAIT], post-transfusion |[service review.
purpura), gene analysis, common variant, HPA-9a/b
(V837M)
81112 Human Platelet Antigen 15 genotyping (HPA-15), CD109 |MP Criteria: Procedure/service reviewed against |1/1/2018 12/31/2999
(CD109 molecule) (eg, neonatal alloimmune Medical Policy Criteria. Submit for
thrombocytopenia [NAIT], post-transfusion purpura), Recommended Clinical Review to avoid post-
gene analysis, common variant, HPA-15a/b (S682Y) service review.
81161 DMD (dystrophin) (eg, Duchenne/Becker muscular MP Criteria: Procedure/service reviewed against (1/1/2013 12/31/2999
dystrophy) deletion analysis, and duplication analysis, if |Medical Policy Criteria. Submit for
performed Recommended Clinical Review to avoid post-
service review.
81206 BCR/ABL1 (t(9;22)) (eg, chronic myelogenous leukemia) [MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
translocation analysis; major breakpoint, qualitative or |Medical Policy Criteria. Submit for
guantitative Recommended Clinical Review to avoid post-
service review.
81207 BCR/ABLL1 (t(9;22)) (eg, chronic myelogenous leukemia) [MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
translocation analysis; minor breakpoint, qualitative or |Medical Policy Criteria. Submit for
guantitative Recommended Clinical Review to avoid post-
service review.
81241 F5 (coagulation factor V) (eg, hereditary MP Criteria: Procedure/service reviewed against (1/1/2013 12/31/2999

hypercoagulability) gene analysis, Leiden variant

Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
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81457 Solid organ neoplasm, genomic sequence analysis panel, [MP Criteria: Procedure/service reviewed against |1/1/2024 3/31/2024
interrogation for sequence variants; DNA analysis, Medical Policy Criteria. Submit for
microsatellite instability Recommended Clinical Review to avoid post-
service review.
81458 Solid organ neoplasm, genomic sequence analysis panel, [MP Criteria: Procedure/service reviewed against |1/1/2024 3/31/2024
interrogation for sequence variants; DNA analysis, copy [Medical Policy Criteria. Submit for
number variants and microsatellite instability Recommended Clinical Review to avoid post-
service review.
81459 Solid organ neoplasm, genomic sequence analysis panel, [MP Criteria: Procedure/service reviewed against |1/1/2024 3/31/2024
interrogation for sequence variants; DNA analysis or Medical Policy Criteria. Submit for
combined DNA and RNA analysis, copy number variants, [Recommended Clinical Review to avoid post-
microsatellite instability, tumor mutation burden, and service review.
rearrangements
81462 Solid organ neoplasm, genomic sequence analysis panel, |MP Criteria: Procedure/service reviewed against [1/1/2024 3/31/2024
cell-free nucleic acid (eg, plasma), interrogation for Medical Policy Criteria. Submit for
sequence variants; DNA analysis or combined DNA and |Recommended Clinical Review to avoid post-
RNA analysis, copy number variants and rearrangements |service review.
81463 Solid organ neoplasm, genomic sequence analysis panel, [MP Criteria: Procedure/service reviewed against |1/1/2024 3/31/2024
cell-free nucleic acid (eg, plasma), interrogation for Medical Policy Criteria. Submit for
sequence variants; DNA analysis, copy number variants, |[Recommended Clinical Review to avoid post-
and microsatellite instability service review.
81464 Solid organ neoplasm, genomic sequence analysis panel, |MP Criteria: Procedure/service reviewed against [1/1/2024 3/31/2024
cell-free nucleic acid (eg, plasma), interrogation for Medical Policy Criteria. Submit for
sequence variants; DNA analysis or combined DNA and |Recommended Clinical Review to avoid post-
RNA analysis, copy number variants, microsatellite service review.
instability, tumor mutation burden, and rearrangements
81490 Autoimmune (rheumatoid arthritis), analysis of 12 MP Criteria: Procedure/service reviewed against [4/1/2021 12/31/2999

biomarkers using immunoassays, utilizing serum,
prognostic algorithm reported as a disease activity score

Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
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81500 Oncology (ovarian), biochemical assays of two proteins |MP Criteria: Procedure/service reviewed against |4/1/2021 12/31/2999
(CA-125 and HEA4), utilizing serum, with menopausal Medical Policy Criteria. Submit for
status, algorithm reported as a risk score Recommended Clinical Review to avoid post-
service review.
81507 Fetal aneuploidy (trisomy 21, 18, and 13) DNA sequence |MP Criteria: Procedure/service reviewed against |1/1/2014 12/31/2999
analysis of selected regions using maternal plasma, Medical Policy Criteria. Submit for
algorithm reported as a risk score for each trisomy Recommended Clinical Review to avoid post-
service review.
81538 Oncology (lung), mass spectrometric 8-protein signature, |MP Criteria: Procedure/service reviewed against |4/1/2021 12/31/2999
including amyloid A, utilizing serum, prognostic and Medical Policy Criteria. Submit for
predictive algorithm reported as good versus poor Recommended Clinical Review to avoid post-
overall survival service review.
81539 Oncology (high-grade prostate cancer), biochemical MP Criteria: Procedure/service reviewed against |4/1/2021 12/31/2999
assay of four proteins (Total PSA, Free PSA, Intact PSA, [Medical Policy Criteria. Submit for
and human kallikrein-2 [hK2]), utilizing plasma or serum, [Recommended Clinical Review to avoid post-
prognostic algorithm reported as a probability score service review.
81560 Transplantation medicine (allograft rejection, pediatric  [MP Criteria: Procedure/service reviewed against |1/1/2022 12/31/2999
liver and small bowel), measurement of donor and third- [Medical Policy Criteria. Submit for
party-induced CD154+T-cytotoxic memory cells, utilizing |[Recommended Clinical Review to avoid post-
whole peripheral blood, algorithm reported as a service review.
rejection risk score
82523 Collagen cross links, any method EIU: Procedure/service not reimbursed by the |2/15/2015 12/31/2999
Plan. Not subject to pre-service review. Check
EIU policy, which is one of our Clinical Payment
and Coding Policy (CPCP).
82777 Galectin-3 MP Criteria: Procedure/service reviewed against [9/1/2020 12/31/2999

Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
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83006 Growth stimulation expressed gene 2 (ST2, Interleukin 1 |MP Criteria: Procedure/service reviewed against |1/1/2015 12/31/2999
receptor like-1) Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
83695 Lipoprotein (a) EIU: Procedure/service not reimbursed by the |2/15/2015 12/31/2999
Plan. Not subject to pre-service review. Check
EIU policy, which is one of our Clinical Payment
and Coding Policy (CPCP).
83698 Lipoprotein-associated phospholipase A2 (Lp-PLA2) EIU: Procedure/service not reimbursed by the  [2/15/2015 12/31/2999
Plan. Not subject to pre-service review. Check
EIU policy, which is one of our Clinical Payment
and Coding Policy (CPCP).
83701 Lipoprotein, blood; high resolution fractionation and EIU: Procedure/service not reimbursed by the |2/15/2015 12/31/2999
quantitation of lipoproteins including lipoprotein Plan. Not subject to pre-service review. Check
subclasses when performed (eg, electrophoresis, EIU policy, which is one of our Clinical Payment
ultracentrifugation) and Coding Policy (CPCP).
83704 Lipoprotein, blood; quantitation of lipoprotein particle [EIU: Procedure/service not reimbursed by the |2/15/2015 12/31/2999
number(s) (eg, by nuclear magnetic resonance Plan. Not subject to pre-service review. Check
spectroscopy), includes lipoprotein particle subclass(es), |EIU policy, which is one of our Clinical Payment
when performed and Coding Policy (CPCP).
83722 Lipoprotein, direct measurement; small dense LDL EIU: Procedure/service not reimbursed by the |1/1/2019 12/31/2999
cholesterol Plan. Not subject to pre-service review. Check
EIU policy, which is one of our Clinical Payment
and Coding Policy (CPCP).
83937 Osteocalcin (bone gla protein) EIU: Procedure/service not reimbursed by the  [2/15/2015 12/31/2999

Plan. Not subject to pre-service review. Check
EIU policy, which is one of our Clinical Payment
and Coding Policy (CPCP).
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83987 pH; exhaled breath condensate EIU: Procedure/service not reimbursed by the |12/1/2020 12/31/2999
Plan. Not subject to pre-service review. Check
EIU policy, which is one of our Clinical Payment
and Coding Policy (CPCP).
84112 Evaluation of cervicovaginal fluid for specific amniotic EIU: Procedure/service not reimbursed by the  [8/15/2015 12/31/2999
fluid protein(s) (eg, placental alpha microglobulin-1 Plan. Not subject to pre-service review. Check
[PAMG-1], placental protein 12 [PP12], alpha- EIU policy, which is one of our Clinical Payment
fetoprotein), qualitative, each specimen and Coding Policy (CPCP).
84431 Thromboxane metabolite(s), including thromboxane if  [EIU: Procedure/service not reimbursed by the [2/15/2015 12/31/2999
performed, urine Plan. Not subject to pre-service review. Check
EIU policy, which is one of our Clinical Payment
and Coding Policy (CPCP).
86001 Allergen specific 1IgG quantitative or semiquantitative, EIU: Procedure/service not reimbursed by the [12/1/2020 12/31/2999
each allergen Plan. Not subject to pre-service review. Check
EIU policy, which is one of our Clinical Payment
and Coding Policy (CPCP).
86294 Immunoassay for tumor antigen, qualitative or MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
semiquantitative (eg, bladder tumor antigen) Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
86328 Immunoassay for infectious agent antibody(ies), EIU: Procedure/service not reimbursed by the 16/1/2023 12/31/2999
qualitative or semiquantitative, single-step method (eg, [Plan. Not subject to pre-service review. Check
reagent strip); severe acute respiratory syndrome EIU policy, which is one of our Clinical Payment
coronavirus 2 (SARS-CoV-2) (coronavirus disease [COVID- |and Coding Policy (CPCP).
19])
86343 Leukocyte histamine release test (LHR) EIU: Procedure/service not reimbursed by the [12/1/2020 12/31/2999

Plan. Not subject to pre-service review. Check
EIU policy, which is one of our Clinical Payment
and Coding Policy (CPCP).
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86353 Lymphocyte transformation, mitogen (phytomitogen) or |MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
antigen induced blastogenesis Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
86408 Neutralizing antibody, severe acute respiratory EIU: Procedure/service not reimbursed by the 16/1/2023 12/31/2999
syndrome coronavirus 2 (SARS-CoV-2) (coronavirus Plan. Not subject to pre-service review. Check
disease [COVID-19]); screen EIU policy, which is one of our Clinical Payment
and Coding Policy (CPCP).
86409 Neutralizing antibody, severe acute respiratory EIU: Procedure/service not reimbursed by the [6/1/2023 12/31/2999
syndrome coronavirus 2 (SARS-CoV-2) (coronavirus Plan. Not subject to pre-service review. Check
disease [COVID-19]); titer EIU policy, which is one of our Clinical Payment
and Coding Policy (CPCP).
86413 Severe acute respiratory syndrome coronavirus 2 (SARS- [EIU: Procedure/service not reimbursed by the |6/1/2023 12/31/2999
CoV-2) (coronavirus disease [COVID-19]) antibody, Plan. Not subject to pre-service review. Check
guantitative EIU policy, which is one of our Clinical Payment
and Coding Policy (CPCP).
86769 Antibody; severe acute respiratory syndrome EIU: Procedure/service not reimbursed by the [6/1/2023 12/31/2999
coronavirus 2 (SARS-CoV-2) (coronavirus disease [COVID- |Plan. Not subject to pre-service review. Check
19]) EIU policy, which is one of our Clinical Payment
and Coding Policy (CPCP).
86910 Blood typing, for paternity testing, per individual; ABO, |Non Covered: Procedure/service not covered by |1/1/2013 12/31/2999
Rh and MN the Plan. Not subject to pre-service review.
86911 Blood typing, for paternity testing, per individual; each [Non Covered: Procedure/service not covered by |1/1/2013 12/31/2999
additional antigen system the Plan. Not subject to pre-service review.
86950 Leukocyte transfusion MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999

Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
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87505 Infectious agent detection by nucleic acid (DNA or RNA); |MP Criteria: Procedure/service reviewed against |5/1/2021 12/31/2999
gastrointestinal pathogen (eg, Clostridium difficile, E. Medical Policy Criteria. Submit for
coli, Salmonella, Shigella, norovirus, Giardia), includes Recommended Clinical Review to avoid post-
multiplex reverse transcription, when performed, and service review.
multiplex amplified probe technique, multiple types or
subtypes, 3-5 targets
87506 Infectious agent detection by nucleic acid (DNA or RNA); |MP Criteria: Procedure/service reviewed against |5/1/2021 12/31/2999
gastrointestinal pathogen (eg, Clostridium difficile, E. Medical Policy Criteria. Submit for
coli, Salmonella, Shigella, norovirus, Giardia), includes Recommended Clinical Review to avoid post-
multiplex reverse transcription, when performed, and service review.
multiplex amplified probe technique, multiple types or
subtypes, 6-11 targets
87507 Infectious agent detection by nucleic acid (DNA or RNA); [MP Criteria: Procedure/service reviewed against |3/15/2020 12/31/2999
gastrointestinal pathogen (eg, Clostridium difficile, E. Medical Policy Criteria. Submit for
coli, Salmonella, Shigella, norovirus, Giardia), includes Recommended Clinical Review to avoid post-
multiplex reverse transcription, when performed, and service review.
multiplex amplified probe technique, multiple types or
subtypes, 12-25 targets
88000 Necropsy (autopsy), gross examination only; without Non Covered: Procedure/service not covered by |1/1/2013 12/31/2999
CNS the Plan. Not subject to pre-service review.
88005 Necropsy (autopsy), gross examination only; with brain  [Non Covered: Procedure/service not covered by |1/1/2013 12/31/2999
the Plan. Not subject to pre-service review.
88007 Necropsy (autopsy), gross examination only; with brain |Non Covered: Procedure/service not covered by |1/1/2013 12/31/2999
and spinal cord the Plan. Not subject to pre-service review.
88012 Necropsy (autopsy), gross examination only; infant with [Non Covered: Procedure/service not covered by |1/1/2013 12/31/2999

brain

the Plan. Not subject to pre-service review.
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88014 Necropsy (autopsy), gross examination only; stillborn or |Non Covered: Procedure/service not covered by |1/1/2013 12/31/2999
newborn with brain the Plan. Not subject to pre-service review.

88016 Necropsy (autopsy), gross examination only; macerated [Non Covered: Procedure/service not covered by |1/1/2013 12/31/2999
stillborn the Plan. Not subject to pre-service review.

88020 Necropsy (autopsy), gross and microscopic; without CNS |Non Covered: Procedure/service not covered by |1/1/2013 12/31/2999
the Plan. Not subject to pre-service review.

88025 Necropsy (autopsy), gross and microscopic; with brain Non Covered: Procedure/service not covered by (1/1/2013 12/31/2999
the Plan. Not subject to pre-service review.

88027 Necropsy (autopsy), gross and microscopic; with brain  |Non Covered: Procedure/service not covered by |1/1/2013 12/31/2999
and spinal cord the Plan. Not subject to pre-service review.

88028 Necropsy (autopsy), gross and microscopic; infant with  [Non Covered: Procedure/service not covered by |1/1/2013 12/31/2999
brain the Plan. Not subject to pre-service review.

88029 Necropsy (autopsy), gross and microscopic; stillborn or |Non Covered: Procedure/service not covered by |1/1/2013 12/31/2999
newborn with brain the Plan. Not subject to pre-service review.

88036 Necropsy (autopsy), limited, gross and/or microscopic; [Non Covered: Procedure/service not covered by |1/1/2013 12/31/2999
regional the Plan. Not subject to pre-service review.

88037 Necropsy (autopsy), limited, gross and/or microscopic; |Non Covered: Procedure/service not covered by |1/1/2013 12/31/2999
single organ the Plan. Not subject to pre-service review.

88040 Necropsy (autopsy); forensic examination Non Covered: Procedure/service not covered by (1/1/2013 12/31/2999
the Plan. Not subject to pre-service review.

88240 Cryopreservation, freezing and storage of cells, each cell |MP Criteria: Procedure/service reviewed against |7/15/2016 12/31/2999

line

Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
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88241 Thawing and expansion of frozen cells, each aliquot MP Criteria: Procedure/service reviewed against |7/15/2016 12/31/2999
Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
88245 Chromosome analysis for breakage syndromes; baseline |MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
Sister Chromatid Exchange (SCE), 20-25 cells Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
88248 Chromosome analysis for breakage syndromes; baseline |MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
breakage, score 50-100 cells, count 20 cells, 2 Medical Policy Criteria. Submit for
karyotypes (eg, for ataxia telangiectasia, Fanconi Recommended Clinical Review to avoid post-
anemia, fragile X) service review.
88249 Chromosome analysis for breakage syndromes; score MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
100 cells, clastogen stress (eg, diepoxybutane, Medical Policy Criteria. Submit for
mitomycin C, ionizing radiation, UV radiation) Recommended Clinical Review to avoid post-
service review.
88261 Chromosome analysis; count 5 cells, 1 karyotype, with MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
banding Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
88263 Chromosome analysis; count 45 cells for mosaicism, 2 MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
karyotypes, with banding Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
88264 Chromosome analysis; analyze 20-25 cells MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
88375 Optical endomicroscopic image(s), interpretation and EIU: Procedure/service not reimbursed by the |2/15/2015 12/31/2999

report, real-time or referred, each endoscopic session

Plan. Not subject to pre-service review. Check
EIU policy, which is one of our Clinical Payment
and Coding Policy (CPCP).
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89250 Culture of oocyte(s)/embryo(s), less than 4 days; Non Covered: Procedure/service not covered by |1/15/2022 12/31/2999
the Plan. Not subject to pre-service review.
89251 Culture of oocyte(s)/embryo(s), less than 4 days; with co-|Non Covered: Procedure/service not covered by |1/15/2022 12/31/2999
culture of oocyte(s)/embryos the Plan. Not subject to pre-service review.
89253 Assisted embryo hatching, microtechniques (any Non Covered: Procedure/service not covered by |1/15/2022 12/31/2999
method) the Plan. Not subject to pre-service review.
89254 Oocyte identification from follicular fluid Non Covered: Procedure/service not covered by (11/1/2015 12/31/2999
the Plan. Not subject to pre-service review.
89255 Preparation of embryo for transfer (any method) Non Covered: Procedure/service not covered by |11/1/2015 12/31/2999
the Plan. Not subject to pre-service review.
89257 Sperm identification from aspiration (other than seminal |MP Criteria: Procedure/service reviewed against [1/1/2013 12/31/2999
fluid) Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
89258 Cryopreservation; embryo(s) Non Covered: Procedure/service not covered by (11/1/2015 12/31/2999
the Plan. Not subject to pre-service review.
89259 Cryopreservation; sperm Non Covered: Procedure/service not covered by |11/1/2015 12/31/2999
the Plan. Not subject to pre-service review.
89260 Sperm isolation; simple prep (eg, sperm wash and swim- |MP Criteria: Procedure/service reviewed against [1/1/2013 12/31/2999
up) for insemination or diagnosis with semen analysis Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
89261 Sperm isolation; complex prep (eg, Percoll gradient, Non Covered: Procedure/service not covered by (11/1/2015 12/31/2999

albumin gradient) for insemination or diagnosis with
semen analysis

the Plan. Not subject to pre-service review.
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89264 Sperm identification from testis tissue, fresh or Non Covered: Procedure/service not covered by |11/1/2015 12/31/2999
cryopreserved the Plan. Not subject to pre-service review.
89268 Insemination of oocytes Non Covered: Procedure/service not covered by (11/1/2015 12/31/2999
the Plan. Not subject to pre-service review.
89272 Extended culture of oocyte(s)/embryo(s), 4-7 days Non Covered: Procedure/service not covered by |11/1/2015 12/31/2999
the Plan. Not subject to pre-service review.
89280 Assisted oocyte fertilization, microtechnique; less than  [Non Covered: Procedure/service not covered by |11/1/2015 12/31/2999
or equal to 10 oocytes the Plan. Not subject to pre-service review.
89281 Assisted oocyte fertilization, microtechnique; greater Non Covered: Procedure/service not covered by |11/1/2015 12/31/2999
than 10 oocytes the Plan. Not subject to pre-service review.
89290 Biopsy, oocyte polar body or embryo blastomere, MP Criteria: Procedure/service reviewed against (1/1/2013 12/31/2999
microtechnique (for pre-implantation genetic diagnosis); [Medical Policy Criteria. Submit for
less than or equal to 5 embryos Recommended Clinical Review to avoid post-
service review.
89291 Biopsy, oocyte polar body or embryo blastomere, MP Criteria: Procedure/service reviewed against (1/1/2013 12/31/2999
microtechnique (for pre-implantation genetic diagnosis); [Medical Policy Criteria. Submit for
greater than 5 embryos Recommended Clinical Review to avoid post-
service review.
89329 Sperm evaluation; hamster penetration test Non Covered: Procedure/service not covered by (11/1/2015 12/31/2999
the Plan. Not subject to pre-service review.
89330 Sperm evaluation; cervical mucus penetration test, with [Non Covered: Procedure/service not covered by [11/1/2015 12/31/2999
or without spinnbarkeit test the Plan. Not subject to pre-service review.
89331 Sperm evaluation, for retrograde ejaculation, urine Non Covered: Procedure/service not covered by (11/1/2015 12/31/2999

(sperm concentration, motility, and morphology, as
indicated)

the Plan. Not subject to pre-service review.
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89335 Cryopreservation, reproductive tissue, testicular Non Covered: Procedure/service not covered by |11/1/2015 12/31/2999
the Plan. Not subject to pre-service review.

89337 Cryopreservation, mature oocyte(s) Non Covered: Procedure/service not covered by (11/1/2015 12/31/2999
the Plan. Not subject to pre-service review.

89342 Storage (per year); embryo(s) Non Covered: Procedure/service not covered by |11/1/2015 12/31/2999
the Plan. Not subject to pre-service review.

89343 Storage (per year); sperm/semen Non Covered: Procedure/service not covered by (11/1/2015 12/31/2999
the Plan. Not subject to pre-service review.

89344 Storage (per year); reproductive tissue, Non Covered: Procedure/service not covered by |11/1/2015 12/31/2999
testicular/ovarian the Plan. Not subject to pre-service review.

89346 Storage (per year); oocyte(s) Non Covered: Procedure/service not covered by (11/1/2015 12/31/2999
the Plan. Not subject to pre-service review.

89352 Thawing of cryopreserved; embryo(s) Non Covered: Procedure/service not covered by |11/1/2015 12/31/2999
the Plan. Not subject to pre-service review.

89353 Thawing of cryopreserved; sperm/semen, each aliquot |[Non Covered: Procedure/service not covered by |11/1/2015 12/31/2999
the Plan. Not subject to pre-service review.

89354 Thawing of cryopreserved; reproductive tissue, Non Covered: Procedure/service not covered by |11/1/2015 12/31/2999
testicular/ovarian the Plan. Not subject to pre-service review.

89356 Thawing of cryopreserved; oocytes, each aliquot Non Covered: Procedure/service not covered by (11/1/2015 12/31/2999
the Plan. Not subject to pre-service review.

90287 Botulinum antitoxin, equine, any route Non Covered: Procedure/service not covered by |4/1/2015 12/31/2999

the Plan. Not subject to pre-service review.
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90288 Botulism immune globulin, human, for intravenous use |Non Covered: Procedure/service not covered by |4/1/2015 12/31/2999
the Plan. Not subject to pre-service review.
90378 Respiratory syncytial virus, monoclonal antibody, MP Criteria: Procedure/service reviewed against (1/1/2013 12/31/2999
recombinant, for intramuscular use, 50 mg, each Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
90393 Vaccinia immune globulin, human, for intramuscular use [Non Covered: Procedure/service not covered by |4/1/2015 12/31/2999
the Plan. Not subject to pre-service review.
90476 Adenovirus vaccine, type 4, live, for oral use Non Covered: Procedure/service not covered by |4/1/2015 12/31/2999
the Plan. Not subject to pre-service review.
90477 Adenovirus vaccine, type 7, live, for oral use Non Covered: Procedure/service not covered by (4/1/2015 12/31/2999
the Plan. Not subject to pre-service review.
90584 Dengue vaccine, quadrivalent, live, 2 dose schedule, for |Non Covered: Procedure/service not covered by |7/1/2022 12/31/2999
subcutaneous use the Plan. Not subject to pre-service review.
90637 Influenza virus vaccine, quadrivalent (qIRV), mRNA; 30  [Non Covered: Procedure/service not covered by |7/1/2024 12/31/2999
mcg/0.5 mL dosage, for intramuscular use the Plan. Not subject to pre-service review.
90638 Influenza virus vaccine, quadrivalent (qIRV), mRNA; 60 |Non Covered: Procedure/service not covered by |7/1/2024 12/31/2999
mcg/0.5 mL dosage, for intramuscular use the Plan. Not subject to pre-service review.
90664 Influenza virus vaccine, live (LAIV), pandemic Non Covered: Procedure/service not covered by [1/1/2019 12/31/2999
formulation, for intranasal use the Plan. Not subject to pre-service review.
90676 Rabies vaccine, for intradermal use Non Covered: Procedure/service not covered by |4/1/2015 12/31/2999
the Plan. Not subject to pre-service review.
90683 Respiratory syncytial virus vaccine, mRNA lipid Non Covered: Procedure/service not covered by [1/1/2024 5/30/2024

nanoparticles, for intramuscular use

the Plan. Not subject to pre-service review.
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90846 Family psychotherapy (without the patient present), 50 |Non Covered: Procedure/service not covered by |1/1/2013 12/31/2999
minutes the Plan. Not subject to pre-service review.
90867 Therapeutic repetitive transcranial magnetic stimulation [MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
(TMS) treatment; initial, including cortical mapping, Medical Policy Criteria. Submit for
motor threshold determination, delivery and Recommended Clinical Review to avoid post-
management service review.
90868 Therapeutic repetitive transcranial magnetic stimulation [MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
(TMS) treatment; subsequent delivery and management, [Medical Policy Criteria. Submit for
per session Recommended Clinical Review to avoid post-
service review.
90869 Therapeutic repetitive transcranial magnetic stimulation [MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
(TMS) treatment; subsequent motor threshold re- Medical Policy Criteria. Submit for
determination with delivery and management Recommended Clinical Review to avoid post-
service review.
90875 Individual psychophysiological therapy incorporating MP Criteria: Procedure/service reviewed against [1/1/2013 12/31/2999
biofeedback training by any modality (face-to-face with |[Medical Policy Criteria. Submit for
the patient), with psychotherapy (eg, insight oriented, Recommended Clinical Review to avoid post-
behavior modifying or supportive psychotherapy); 30 service review.
minutes
90876 Individual psychophysiological therapy incorporating MP Criteria: Procedure/service reviewed against (1/1/2013 12/31/2999
biofeedback training by any modality (face-to-face with |[Medical Policy Criteria. Submit for
the patient), with psychotherapy (eg, insight oriented, Recommended Clinical Review to avoid post-
behavior modifying or supportive psychotherapy); 45 service review.
minutes
90880 Hypnotherapy Non Covered: Procedure/service not covered by |5/1/2024 12/31/2999
the Plan. Not subject to pre-service review.
90882 Environmental intervention for medical management Non Covered: Procedure/service not covered by |1/1/2013 12/31/2999

purposes on a psychiatric patient's behalf with agencies,
employers, or institutions

the Plan. Not subject to pre-service review.
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90885 Psychiatric evaluation of hospital records, other Non Covered: Procedure/service not covered by |1/1/2013 12/31/2999
psychiatric reports, psychometric and/or projective the Plan. Not subject to pre-service review.
tests, and other accumulated data for medical diagnostic
purposes
90887 Interpretation or explanation of results of psychiatric, Non Covered: Procedure/service not covered by |1/1/2013 12/31/2999
other medical examinations and procedures, or other the Plan. Not subject to pre-service review.
accumulated data to family or other responsible
persons, or advising them how to assist patient
90889 Preparation of report of patient's psychiatric status, Non Covered: Procedure/service not covered by (1/1/2013 12/31/2999
history, treatment, or progress (other than for legal or  [the Plan. Not subject to pre-service review.
consultative purposes) for other individuals, agencies, or
insurance carriers
90901 Biofeedback training by any modality MP Criteria: Procedure/service reviewed against [1/1/2013 12/31/2999
Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
90912 Biofeedback training, perineal muscles, anorectal or MP Criteria: Procedure/service reviewed against [1/1/2020 12/31/2999
urethral sphincter, including EMG and/or manometry, Medical Policy Criteria. Submit for
when performed; initial 15 minutes of one-on-one Recommended Clinical Review to avoid post-
physician or other qualified health care professional service review.
contact with the patient
90913 Biofeedback training, perineal muscles, anorectal or MP Criteria: Procedure/service reviewed against |1/1/2020 12/31/2999
urethral sphincter, including EMG and/or manometry, Medical Policy Criteria. Submit for
when performed; each additional 15 minutes of one-on- |Recommended Clinical Review to avoid post-
one physician or other qualified health care professional [service review.
contact with the patient (List separately in addition to
code for primary procedure)
91034 Esophagus, gastroesophageal reflux test; with nasal MP Criteria: Procedure/service reviewed against (1/1/2013 12/31/2999

catheter pH electrode(s) placement, recording, analysis
and interpretation

Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
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91035 Esophagus, gastroesophageal reflux test; with mucosal |MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
attached telemetry pH electrode placement, recording, [Medical Policy Criteria. Submit for
analysis and interpretation Recommended Clinical Review to avoid post-
service review.
91037 Esophageal function test, gastroesophageal reflux test  |MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
with nasal catheter intraluminal impedance electrode(s) |Medical Policy Criteria. Submit for
placement, recording, analysis and interpretation; Recommended Clinical Review to avoid post-
service review.
91038 Esophageal function test, gastroesophageal reflux test |MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
with nasal catheter intraluminal impedance electrode(s) |Medical Policy Criteria. Submit for
placement, recording, analysis and interpretation; Recommended Clinical Review to avoid post-
prolonged (greater than 1 hour, up to 24 hours) service review.
91065 Breath hydrogen or methane test (eg, for detection of  [EIU: Procedure/service not reimbursed by the |12/1/2020 12/31/2999
lactase deficiency, fructose intolerance, bacterial Plan. Not subject to pre-service review. Check
overgrowth, or oro-cecal gastrointestinal transit) EIU policy, which is one of our Clinical Payment
and Coding Policy (CPCP).
91110 Gastrointestinal tract imaging, intraluminal (eg, capsule |MP Criteria: Procedure/service reviewed against |1/1/2013 12/31/2999
endoscopy), esophagus through ileum, with Medical Policy Criteria. Submit for
interpretation and report Recommended Clinical Review to avoid post-
service review.
91111 Gastrointestinal tract imaging, intraluminal (eg, capsule |EIU: Procedure/service not reimbursed by the |12/1/2020 12/31/2999
endoscopy), esophagus with interpretation and report  [Plan. Not subject to pre-service review. Check
EIU policy, which is one of our Clinical Payment
and Coding Policy (CPCP).
91112 Gastrointestinal transit and pressure measurement, EIU: Procedure/service not reimbursed by the  [2/15/2015 12/31/2999

stomach through colon, wireless capsule, with
interpretation and report

Plan. Not subject to pre-service review. Check
EIU policy, which is one of our Clinical Payment
and Coding Policy (CPCP).

Updated September 2024

2024 Recommended Clinical Review, Post-Service Review and Non-Covered Procedure Code List - Fully Insured

183/697



91113 Gastrointestinal tract imaging, intraluminal (eg, capsule |EIU: Procedure/service not reimbursed by the 11/1/2023 12/31/2999
endoscopy), colon, with interpretation and report Plan. Not subject to pre-service review. Check
EIU policy, which is one of our Clinical Payment
and Coding Policy (CPCP).
91117 Colon motility (manometric) study, minimum 6 hours MP Criteria: Procedure/service reviewed against [12/1/2020 12/31/2999
continuous recording (including provocation tests, eg, Medical Policy Criteria. Submit for
meal, intracolonic balloon distension, pharmacologic Recommended Clinical Review to avoid post-
agents, if performed), with interpretation and report service review.
91132 Electrogastrography, diagnostic, transcutaneous; EIU: Procedure/service not reimbursed by the |2/15/2015 12/31/2999
Plan. Not subject to pre-service review. Check
EIU policy, which is one of our Clinical Payment
and Coding Policy (CPCP).
91133 Electrogastrography, diagnostic, transcutaneous; with EIU: Procedure/service not reimbursed by the  [2/15/2015 12/31/2999
provocative testing Plan. Not subject to pre-service review. Check
EIU policy, which is one of our Clinical Payment
and Coding Policy (CPCP).
92066 Orthoptic training; under supervision of a physician or MP Criteria: Procedure/service reviewed against |1/1/2023 12/31/2999
other qualified health care professional Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
92132 Scanning computerized ophthalmic diagnostic imaging, [EIU: Procedure/service not reimbursed by the [2/15/2015 12/31/2999
anterior segment, with interpretation and report, Plan. Not subject to pre-service review. Check
unilateral or bilateral EIU policy, which is one of our Clinical Payment
and Coding Policy (CPCP).
92145 Corneal hysteresis determination, by air impulse EIU: Procedure/service not reimbursed by the  [12/1/2020 12/31/2999

stimulation, unilateral or bilateral, with interpretation
and report

Plan. Not subject to pre-service review. Check
EIU policy, which is one of our Clinical Payment
and Coding Policy (CPCP).
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92273 Electroretinography (ERG), with interpretation and MP Criteria: Procedure/service reviewed against |1/1/2019 12/31/2999
report; full field (ie, ffERG, flash ERG, Ganzfeld ERG) Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
92274 Electroretinography (ERG), with interpretation and MP Criteria: Procedure/service reviewed against |1/1/2019 12/31/2999
report; multifocal (mfERG) Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
92512 Nasal function studies (eg, rhinomanometry) EIU: Procedure/service not reimbursed by the |2/15/2015 12/31/2999
Plan. Not subject to pre-service review. Check
EIU policy, which is one of our Clinical Payment
and Coding Policy (CPCP).
92517 Vestibular evoked myogenic potential (VEMP) testing, EIU: Procedure/service not reimbursed by the  [5/15/2021 12/31/2999
with interpretation and report; cervical (cVEMP) Plan. Not subject to pre-service review. Check
EIU policy, which is one of our Clinical Payment
and Coding Policy (CPCP).
92518 Vestibular evoked myogenic potential (VEMP) testing, EIU: Procedure/service not reimbursed by the |5/15/2021 12/31/2999
with interpretation and report; ocular (oVEMP) Plan. Not subject to pre-service review. Check
EIU policy, which is one of our Clinical Payment
and Coding Policy (CPCP).
92519 Vestibular evoked myogenic potential (VEMP) testing, EIU: Procedure/service not reimbursed by the [5/15/2021 12/31/2999
with interpretation and report; cervical (cVEMP) and Plan. Not subject to pre-service review. Check
ocular (o0VEMP) EIU policy, which is one of our Clinical Payment
and Coding Policy (CPCP).
92546 Sinusoidal vertical axis rotational testing MP Criteria: Procedure/service reviewed against |9/1/2020 12/31/2999

Medical Policy Criteria. Submit for
Recommended Clinical Review to avoid post-
service review.
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92548 Computerized dynamic posturography sensory EIU: Procedure/service not reimbursed by the |12/1/2020 12/31/2999
organization test (CDP-SOT), 6 conditions (ie, eyes open, |Plan. Not subject to pre-service review. Check
eyes closed, visual sway, platform sway, eyes closed EIU policy, which is one of our Clinical Payment
platform sway, platform and visual sway), including and Coding Policy