% ﬁi'aeufrf Medicare codes not covered or requiring preauthorization - Nevada As of: 06/19/24

Description

Disclaimer: Please note that coverage may vary by plan type and may not follow the listed services. These codes are updated quarterly. Additionally, these coding lists do not reflect information regarding immunizations, injectable
drugs, or specialty medications and should be directed to the Pharmacy link option within the website.

01999 [Unlisted Anesth Procedure -
11920 |Correct Skin Color Defects -
11921 |Correct Skin Color Defects -
11922 |Tattooing, Intradermal Introduction Of Insoluble Opaque Pigments To Correct Color Defects Of
Skin, Including Micropigmen
11960 |Insert Tissue Expander(S) - - -
11970 |Replace Tissue Expander - - -
11971 |Remove Tissue Expander(S) -
15775 |Hair Transplant Punch Grafts -
15776 |Hair Transplant Punch Grafts -
15780 |Abrasion Treatment Of Skin -
15781 |Abrasion Treatment Of Skin -
15782 |Abrasion Treatment Of Skin -
15783 |Abrasion Treatment Of Skin -
15788 |Chemical Peel, Face, Epiderm - - -
15789 |Chemical Peel, Face, Dermal - - -
15792 |Chemical Peel, Nonfacial - - -
15793 |Chemical Peel, Nonfacial - -
15820 |Revision Of Lower Eyelid - X
15821 |Revision Of Lower Eyelid - X -

X

X

X
X
X
X

XX XXX X

15822 |Revision Of Upper Eyelid -
15823 |Revision Of Upper Eyelid -
15824 [Removal Of Forehead Wrinkles - - -
15825 [Removal Of Neck Wrinkles - - -
15826 [Removal Of Brow Wrinkles - - -
15828 [Removal Of Face Wrinkles - - -
15829 [Removal Of Skin Wrinkles - - -
15830 |Excision, Excessive Skin And Subcutaneous Tissue (Includes Lipectomy); Abdomen,
Infraumbilical Panniculectomy

15832 |Excise Excessive Skin Tissue -
15833 |Excise Excessive Skin Tissue -
15834 |Excise Excessive Skin Tissue -
15835 |Excise Excessive Skin Tissue -
15836 |Excise Excessive Skin Tissue -
15837 |Excise Excessive Skin Tissue -
15838 |Excise Excessive Skin Tissue -
15839 |Excise Excessive Skin Tissue -

XXX, X XX XXX XX XXX XXX XXX X

XIXIXX[XIXX|X] X

* These codes require preauthorization after a certain number of visits. Visits and limits are dependent on plan type and/or provider type.
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15847 |Excision, Excessive Skin And Subcutaneous Tissue (Includes Lipectomy), Abdomen (e.g.,
. - X
Abdominoplasty) (Includes Umbilical
15876 |Suction Assisted Lipectomy - X
15877 |Suction Assisted Lipectomy - X -
X
X
X

15878 |Suction Assisted Lipectomy -
15879 |Suction Assisted Lipectomy -
15999 |Removal Of Pressure Sore -
17106 |Destruction Of Skin Lesions - - -
17107 |Destruction Of Skin Lesions - - -
17108 |Destruction Of Skin Lesions -
17360 |Skin Peel Therapy -
17380 |Hair Removal By Electrolysis -
17999 |Skin Tissue Procedure -
19000 |Drainage Of Breast Lesion -
19001 |Drain Breast Lesion Add-On -
19020 |Incision Of Breast Lesion -
19105 |Ablation, Cryosurgical, Of Fibroadenoma, Including Ultrasound Guidance, Each Fibroadenoma

SKIXXXXXIX XXX X X

19110 |Nipple Exploration -
19112 |Excise Breast Duct Fistula -
19120 |Removal Of Breast Lesion -
19125 |Excision, Breast Lesion -
19126 |Excision, Addl Breast Lesion -
19296 |Placement Of Radiotherapy Afterloading Expandable Catheter (Single Or Multichannel) Into The
Breast For Interstitial Rad

19297 |Placement Of Radiotherapy Afterloading Expandable Catheter (Single Or Multichannel) Into The
Breast For Interstitial Rad

19298 |Placement Of Radiotherapy Afterloading Brachytherapy Catheters Into Breast At Time Of /
Subsequent To Partial Mastectomy

19300 |Mastectomy For Gynecomastia -
19301 |Mastectomy, Partial (e.g., Lumpectomy, Tylectomy, Quadrantectomy, Segmentectomy); -
19302 |Mastectomy, Partial (e.g., Lumpectomy, Tylectomy, Quadrantectomy, Segmentectomy); With
Axillary Lymphadenectomy

19303 |Mastectomy, Simple, Complete -
19305 |Mastectomy, Radical, Including Pectoral Muscles, Axillary Lymph Nodes -
19306 |Mastectomy, Radical, Including Pectoral Muscles, Axillary And Internal Mammary Lymph Nodes
(Urban Type Operation)

XXX XXX XX XXX X

x

XXX X IX|X]| X

* These codes require preauthorization after a certain number of visits. Visits and limits are dependent on plan type and/or provider type.
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19307 |Mastectomy, Modified Radical, Including Axillary Lymph Nodes, With Or Without Pectoralis Minor
Muscle, But Excluding Pec

19316 |Suspension Of Breast -
19318 |Reduction Of Large Breast -
19325 |Enlarge Breast With Implant -
19328 |Removal Of Breast Implant -
19330 |Removal Of Implant Material -
19340 |Immediate Breast Prosthesis -
19342 |Delayed Breast Prosthesis -
19350 |Nipple/Areola Reconstruction -
19355 |Correct Inverted Nipple(S) -
19357 |Breast Reconstruction -
19361 |Breast Reconstruction -
19364 |Breast Reconstruction -
19367 |Breast Reconstruction -
19368 |Breast Reconstruction -
19369 |Breast Reconstruction -
19370 |Surgery Of Breast Capsule -
19371 [Removal Of Breast Capsule -
19380 |Revise Breast Reconstruction -
19396 |Design Custom Breast Implant -
19499 |Breast Surgery Procedure -
20560 [NdI Insj W/O Njx 1 Or 2 Musc X
20561 [NdI Insj W/O Njx 3+ Musc X
20605 |Arthrocentesis, Aspiration And/Or Injection; Intermediate Joint Or Bursa (e.g.,
Temporomandibular, Acromioclavicular, Wris

20974 |Electrical Bone Stimulation - - -
20975 |Electrical Bone Stimulation - - -
20999 |Musculoskeletal Surgery -
21010 |Incision Of Jaw Joint -
21031 |Remove Exostosis, Mandible - - -
21032 |Remove Exostosis, Maxilla -
21050 |Removal Of Jaw Joint -
21060 |Remove Jaw Joint Cartilage -
21073 |Manipulation Of Temporomandibular Joint(S) (Tmj), Therapeutic, Requiring An Anesthesia
Service (le, General Or Monitored

21076 |Prepare Face/Oral Prosthesis - - - X

XX XXX XXX

S XXPX X

SIS XZK XXX PP IX XXX X

x

XX

XX

XX

X|X]

X XX

* These codes require preauthorization after a certain number of visits. Visits and limits are dependent on plan type and/or provider type.
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21077 |Prepare Face/Oral Prosthesis - - -
21081 |Prepare Face/Oral Prosthesis - - -
21082 |Prepare Face/Oral Prosthesis - - -
21083 |Prepare Face/Oral Prosthesis - - -
21084 |Prepare Face/Oral Prosthesis - - -
21085 |Prepare Face/Oral Prosthesis - - -
21086 |Prepare Face/Oral Prosthesis - - -
21087 |Prepare Face/Oral Prosthesis - - -
21088 |Prepare Face/Oral Prosthesis - -
21089 |Prepare Face/Oral Prosthesis - X

21110 |Interdental Fixation - X -
21116 |Injection, Jaw Joint X-Ray - X

21137 |Reduction Of Forehead - - i
21138 |Reduction Of Forehead - - i
21139 |Reduction Of Forehead - - i
21141 |Reconstruct Midface, Lefort - - i
21142 |Reconstruct Midface, Lefort - - i
21143 |Reconstruct Midface, Lefort - - -
21145 |Reconstruct Midface, Lefort - - -
21146 |Reconstruct Midface, Lefort - - -
21147 |Reconstruct Midface, Lefort - - -
21150 |Reconstruct Midface, Lefort - - -
21151 |Reconstruct Midface, Lefort - - -
21154 |Reconstruct Midface, Lefort - - -
21155 |Reconstruct Midface, Lefort - - -
21159 |Reconstruct Midface, Lefort - - -
21160 |Reconstruct Midface, Lefort - - -
21172 |Reconstruct Orbit/Forehead - - -
21175 |Reconstruct Orbit/Forehead - - -
21179 |Reconstruct Entire Forehead - - -
21180 |Reconstruct Entire Forehead - - -
21181 |Contour Cranial Bone Lesion - - -
21182 |Reconstruct Cranial Bone - - -
21183 |Reconstruct Cranial Bone - - -
21184 |Reconstruct Cranial Bone - - -
21188 |Reconstruction Of Midface - - -
21193 |Reconst Lwr Jaw W/O Graft - X -

XX XXX XXX XX
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* These codes require preauthorization after a certain number of visits. Visits and limits are dependent on plan type and/or provider type.
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Disclaimer: Please note that coverage may vary by plan type and may not follow the listed services. These codes are updated quarterly. Additionally, these coding lists do not reflect information regarding immunizations, injectable
drugs, or specialty medications and should be directed to the Pharmacy link option within the website.

21194 [Reconst Lwr Jaw W/Graft -
21195 [Reconst Lwr Jaw W/O Fixation -
21196 [Reconst Lwr Jaw W/Fixation -
21198 |Reconstr Lwr Jaw Segment -
21199 [Reconstr Lwr Jaw W/Advance -
21206 |Reconstruct Upper Jaw Bone -
21208 |Augmentation Of Facial Bones - - -
21209 |Reduction Of Facial Bones - - -
21210 |Face Bone Graft - - -
21215 |Lower Jaw Bone Graft - -
21240 |Reconstruction Of Jaw Joint - X -
21243 |Reconstruction Of Jaw Joint - X

21244 |Reconstruction Of Lower Jaw - - -
21246 |Reconstruction Of Jaw - - -
21248 |Reconstruction Of Jaw - - -
21249 |Reconstruction Of Jaw - - -
21270 |Augmentation, Cheek Bone -
21280 |Revision Of Eyelid -
21282 |Revision Of Eyelid -
21299 |Cranio/Maxillofacial Surgery -
21480 |Reset Dislocated Jaw -
21485 |Reset Dislocated Jaw -
21490 |Repair Dislocated Jaw -
21499 |Head Surgery Procedure -
21685 |Hyoid Myotomy And Suspension -
21740 |Reconstructive Repair Of Pectus Excavatum Or Carinatum; Open -
21742 |Reconstructive Repair Of Pectus Excavatum Or Carinatum; Minimally Invasive Approach (Nuss
Procedure), Without Thoracosco

21743 |Reconstructive Repair Of Pectus Excavatum Or Carinatum; Minimally Invasive Approach (Nuss
Procedure), With Thoracoscopy

21899 |Neck/Chest Surgery Procedure - X -
22103 |Remove Extra Spine Segment - - -
22116 |Remove Extra Spine Segment - - -
22220 |Revision Of Neck Spine - - -
22222 |Revision Of Thorax Spine - - -
22224 |Revision Of Lumbar Spine - - -
22226 |Revise, Extra Spine Segment - - -

XX XXX XXX XX

XIXIXX|[X]

X

X |

XX XXX XXX

X

X

XIXIXX XXX X

* These codes require preauthorization after a certain number of visits. Visits and limits are dependent on plan type and/or provider type.
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22510 |Perq Cervicothoracic Inject - - -
22511 |Perg Lumbosacral Injection - - -
22512 |Vertebroplasty Addl Inject - - -
22513 |Perq Vertebral Augmentation - - -
22514 |Perq Vertebral Augmentation - - -
22515 |Perq Vertebral Augmentation - - -
22526 |Percutaneous Intradiscal Electrothermal Annuloplasty, Unilateral Or Bilateral Including
Fluoroscopic Guidance; Single Le

22527 |Percutaneous Intradiscal Electrothermal Annuloplasty, Unilateral Or Bilateral Including
Fluoroscopic Guidance; One Or Mo

22533 |Arthrodesis, Lateral Extracavitary Technique, Including Minimal Diskectomy To Prepare
Interspace; Lumbar

22548 |Neck Spine Fusion - - -
22551 |Neck Spine Fuse&Remove - - -
22552 |Neck Spine Fuse&Remove Addl - - -
22554 |Neck Spine Fusion - - -
22556 | Thorax Spine Fusion - - -
22558 |Lumbar Spine Fusion - - -
22585 |Additional Spinal Fusion - - -
22586 |Prescrl Fuse /W Instr L5/1 - - -
22590 |Spine & Skull Spinal Fusion - - -
22595 |Neck Spinal Fusion - - -
22600 |Neck Spine Fusion - - -
22612 |Arthrodesis, Posterior Or Posterolateral Technique, Single Level; Lumbar (With Lateral
Transverse Technique, When Performed)

22614 |Spine Fusion, Extra Segment - - -
22630 |Lumbar Spine Fusion - - -
22632 |Spine Fusion, Extra Segment - - -
22633 |Arthrodesis, Combined Posterior Or Posterolateral Technique With Posterior Interbody
Technique Including Laminectomy And/Or Discectomy Sufficient To Prepare Interspace(Other T - - -

XXX X XXX XXX XXX XX X

>

22634 |Arthrodesis, Combined Posterior Or Posterolateral Technique With Posterior Interbody
Technique Including Laminectomy And/Or Discectomy Sufficient To Prepare Interspace(Other T - - - X

22800 [Fusion Of Spine - - -
22802 [Fusion Of Spine - - -
22804 [Fusion Of Spine - - -

* These codes require preauthorization after a certain number of visits. Visits and limits are dependent on plan type and/or provider type.
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22808 |Fusion Of Spine - - - X

22810 |Fusion Of Spine - - - X

22812 |Fusion Of Spine - - - X

22830 |Exploration Of Spinal Fusion - - - X

22836 |Anterior thoracic vertebral body tethering, including thoracoscopy, when performed; up to 7 i X i X
vertebral segments

22837 |Anterior thoracic vertebral body tethering, including thoracoscopy, when performed; 8 or more i X i X
vertebral segments

22838 |Revision (eg, augmentation, division of tether), replacement, or removal of thoracic vertebral i X i X
body tethering, including thoracoscopy, when performed

22853 |Insertion Of Interbody Biomechanical Device(S) (e.g., Synthetic Cage, Mesh) With Integral
Anterior Instrumentation For Device Anchoring (e.g., Screws, Flanges), When Performed, To - - - X

22854 |Insertion Of Interbody Biomechanical Device(S) (e.g., Synthetic Cage, Mesh) With Integral
Anterior Instrumentation For Device Anchoring (e.g., Screws, Flanges), When Performed, To - - - X

22856 [Total Disc Arthroplasty (Artificial Disc), Anterior Approach, Including Discectomy With End Plate i i i X
Preparation (Includes

22857 | Total Disc Arthroplasty (Artificial Disc), Anterior Approach, Including Discectomy To Prepare X i X i
Interspace (Other Than For

22858 |Second Level Cer Diskectomy - - - X

22859 |Insertion Of Intervertebral Biomechanical Device(S) (e.g., Synthetic Cage, Mesh,
Methylmethacrylate) To Intervertebral Disc Space Or Vertebral Body Defect Without Interbody - - - X
Arth

22860 |Total disc arthroplasty (artificial disc), anterior approach, including discectomy to prepare
interspace (other than for decompression); second interspace, lumbar (List separately in addition X - X -
to code for primary procedure)

22861 [Revision Including Replacement Of Total Disc Arthroplasty (Artificial Disc), Anterior Approach, i i i X
Single Interspace; Cervi

22862 |Revision Including Replacement Of Total Disc Arthroplasty (Artificial Disc), Anterior Approach, X i X i
Single Interspace; Lumba

22864 [Removal Of Total Disc Arthroplasty (Artificial Disc), Anterior Approach, Single Interspace; i i i X
Cervical

22865 |Removal Of Total Disc Arthroplasty (Artificial Disc), Anterior Approach, Single Interspace; i i i X
Lumbar

* These codes require preauthorization after a certain number of visits. Visits and limits are dependent on plan type and/or provider type.
© 2023 Select Health. All rights reserved. 2197751 9/23 7 of 260



% ﬁi'aeufrf Medicare codes not covered or requiring preauthorization - Nevada As of: 06/19/24

Description

Disclaimer: Please note that coverage may vary by plan type and may not follow the listed services. These codes are updated quarterly. Additionally, these coding lists do not reflect information regarding immunizations, injectable
drugs, or specialty medications and should be directed to the Pharmacy link option within the website.
22867 |Insertion Of Interlaminar/Interspinous Process Stabilization/Distraction Device, Without Fusion,
Including Image Guidance When Performed, With Open Decompression, Lumbar; Sing - - - X
22868 [Insertion Of Interlaminar/Interspinous Process Stabilization/Distraction Device, Without Fusion,
Including Image Guidance When Performed, With Open Decompression, Lumbar; Seco - - - X
22869 [Insertion Of Interlaminar/Interspinous Process Stabilization/Distraction Device, Without Open
Decompression Or Fusion, Including Image Guidance When Performed, Lumbar; Single - - - X
22870 [Insertion Of Interlaminar/Interspinous Process Stabilization/Distraction Device, Without Open
Decompression Or Fusion, Including Image Guidance When Performed, Lumbar; Second - - - X
22899 |Spine Surgery Procedure - X - X
22999 |Abdomen Surgery Procedure - X - X
23470 |Reconstruct Shoulder Joint - - - X
23472 |Reconstruct Shoulder Joint - X - X
23929 |Shoulder Surgery Procedure - X - X
24999 |Upper Arm/Elbow Surgery - X - X
25999 |Forearm Or Wrist Surgery - X - X
26989 |Hand/Finger Surgery - X - X
27130 | Total Hip Replacement - X - X
27215 |Open Treatment Of lliac Spine(S), Tuberosity Avulsion, Or lliac Wing Fracture(S), Unilateral, For X i X i
Pelvic Bone Fracture P
27216 |Percutaneous Skeletal Fixation Of Posterior Pelvic Bone Fracture And/Or Dislocation, For
. X - X -
Fracture Patterns That Disrupt
27217 |Open Treatment Of Anterior Pelvic Bone Fracture And/Or Dislocation For Fracture Patterns That X i X i
Disrupt The Pelvic Ring, U
27218 [Open Treatment Of Posterior Pelvic Bone Fracture And/Or Dislocation, For Fracture Patterns
. o X - X -
That Disrupt The Pelvic Ring,
27278 |Arthrodesis, sacroiliac joint, percutaneous, with image guidance, including placement of intra-
articular implant(s) (eg, bone allograft[s], synthetic device[s]), without placement of transfixation - X - X
device
27279 |Arthrodesis Sacroiliac Joint - - - X
27299 |Pelvis/Hip Joint Surgery - X - X
27306 |Incision Of Thigh Tendon - - - X
27307 |Incision Of Thigh Tendons - - - X
27412 |Autologous Chondrocyte Implantation, Knee - - - X

* These codes require preauthorization after a certain number of visits. Visits and limits are dependent on plan type and/or provider type.
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27447 |Total Knee Replacement - X - X
27599 |Leg Surgery Procedure - X -
27700 |Revision Of Ankle Joint - - -
27702 |Reconstruct Ankle Joint -
27899 |Leg/Ankle Surgery Procedure -
28446 |Open Osteochondral Autograft, Talus (Includes Obtaining Graft[S]) X
28899 |Foot/Toes Surgery Procedure -
29799 |Casting/Strapping Procedure -
29800 |Jaw Arthroscopy/Surgery -
29804 |Jaw Arthroscopy/Surgery -
29868 |Arthroscopy, Knee, Surgical; Meniscal Transplantation (Includes Arthrotomy For Meniscal
Insertion), Medial Or Lateral

29999 |Unlisted Procedure, Arthroscopy -
30400 [Reconstruction Of Nose -
30410 [Reconstruction Of Nose -
30420 [Reconstruction Of Nose -
30430 [Revision Of Nose -
30435 |Revision Of Nose -
30450 |Revision Of Nose -
30460 |Revision Of Nose -
30462 |Revision Of Nose -
30465 |Repair Nasal Stenosis -
30520 [Repair Of Nasal Septum -
30540 |Repair Nasal Defect -
30545 |Repair Nasal Defect -
30560 |Release Of Nasal Adhesions -
30580 |Repair Upper Jaw Fistula -
30600 |Repair Mouth/Nose Fistula -
30620 |Intranasal Reconstruction -
30630 |Repair Nasal Septum Defect -
30999 |Nasal Surgery Procedure -
31299 |Sinus Surgery Procedure -
31599 |Larynx Surgery Procedure -
31647 |Bronchial Valve Init Insert -
31660 |Bronch Thermoplsty 1 Lobe - - -
31661 |Bronch Termoplsty 2/> Lobes - - -
31899 |Airways Surgical Procedure - X -

X |

XIXIX|X| 1

SIS XX XX XXX Z XL PXZA XX PXZ X X

XX XXX XX

* These codes require preauthorization after a certain number of visits. Visits and limits are dependent on plan type and/or provider type.
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32701 |Thorax Stereo Rad Target W/Tx - X - X
32850 |Donor Pneumonectomy - X - X
32851 |Lung Transplant, Single - X - X
32852 |Lung Transplant With Bypass - X - X
32853 |Lung Transplant, Double - X - X
32854 |Lung Transplant With Bypass - X - X
32855 |Backbench Standard Preparation Of Cadaver Donor Lung Allograft; Unilateral - X - X
32856 |Backbench Standard Preparation Of Cadaver Donor Lung Allograft; Bilateral - X - X
32999 |Chest Surgery Procedure - X - X
33274 [Transcatheter Insertion Or Replacement Of Permanent Leadless Pacemaker, Right Ventricular,

Including Imaging Guidance (e.g., Fluoroscopy, Venous Ultrasound, Ventriculography, Fe - - - X
33275 |Transcatheter Removal Of Permanent Leadless Pacemaker, Right Ventricular - - - X

33276 (Insertion of phrenic nerve stimulator system (pulse generator and stimulating lead[s]), including
vessel catheterization, all imaging guidance, and pulse generator initial analysis with diagnostic - X - X
mode activation, when performed

33277 (Insertion of phrenic nerve stimulator transvenous sensing lead (list separately in addition to code
for primary procedure)

33287 [Removal and replacement of phrenic nerve stimulator, including vessel catheterization, all
imaging guidance, and interrogation and programming, when performed; pulse generator

33288 [Removal and replacement of phrenic nerve stimulator, including vessel catheterization, all
imaging guidance, and interrogation and programming, when performed; transvenous stimulation - X - X
or sensing lead(s)

33340 [Percutaneous Transcatheter Closure Of The Left Atrial Appendage With Endocardial Implant,
Including Fluoroscopy, Transseptal Puncture, Catheter Placement(S), Left Atrial Angio - - -

X

33361 |Replace Aortic Valve Preq - - -
33362 |Replace Aortic Valve Open - - -
33363 [Replace Aortic Valve Open - - -
33364 |Replace Aortic Valve Open; Open lliac Artery Approach - - -
33365 |Replace Aortic Valve Open;Transaortic Approach - - -
33366 [Trcath Replace Aortic Valve - - -
33367 |Replace Aortic Valce W/Byp - - -
33368 |Replace Aortic Valve W/Byp - - -
33369 [Replace Aortic Valve W/Byp - - -
33418 [Repair Tcat Mitral Valve - - -
33419 [Repair Tcat Mitral Valve - - -

* These codes require preauthorization after a certain number of visits. Visits and limits are dependent on plan type and/or provider type.
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33440 [Replacement, Aortic Valve; By Translocation Of Autologous Pulmonary Valve And
Transventricular Aortic Annulus Enlargement Of The Left Ventricular Outflow Tract With Valved - - - X
Con

33477 Transcatheter Pulmonary Valve Implantation, Percutaneous Approach, Including Pre-Stenting Of
The Valve Delivery Site, When Performed

33927 |Implantation Of A Total Replacement Heart System (Artificial Heart) W/Recipient Cardiectomy

X

33928 |Removal And Replacement Of Total Replacement Heart System (Artificial Heart) - - -
33929 |Removal And Replacement Heart System (Artifical Heart) For Transp -
33930 |Removal Of Donor Heart/Lung -
33933 |Backbench Standard Preparation Of Cadaver Donor Heart/Lung Allograft -
33935 |Transplantation, Heart/Lung -
33940 [Removal Of Donor Heart -
33944 |Backbench Standard Preparation Of Cadaver Donor Heart Allograft -
33945 |Transplantation Of Heart -
33995 (Insertion Of Ventricular Assist Device, Percutaneous, Including Radiological Supervision And
Interpretation; Right Heart, Venous Access Only

33999 |Cardiac Surgery Procedure -
36299 |Vessel Injection Procedure -
36465 (Inj Of Non-Comp Foam Sclerosant W/UItrasound Comp Maneuvers, Single Incompetent Vein

XIXIXX XX

XXX XXX XXX XXX X

X IX|X

36466 (Inj Of Non-Comp Foam Sclerosant W/Ultrasound Comp Maneuvers, Mult Incompetent Veins

X
X

36468 |Injection(S), Spider Veins X
36470 |Injection Therapy Of Vein -
36471 [Injection Therapy Of Veins -
36473 |Endovenous Ablation Therapy Of Incompetent Vein, Extremity, Inclusive Of All Imaging
Guidance And Monitoring, Percutaneous, Mechanochemical; First Vein Treated

36474 [Endovenous Ablation Therapy Of Incompetent Vein, Extremity, Inclusive Of All Imaging
Guidance And Monitoring, Percutaneous, Mechanochemical; Subsequent Vein(S) Treated In A - X - X
Si

36475 [Endovenous Ablation Therapy Of Incompetent Vein, Extremity, Percutaneous, Radiofrequency;
First Vein Treated

36476 [Endovenous Ablation Therapy Incompetent Vein, Extremity, Percut, Radiofreq; 2Nd &
Subsequent Veins,Same Extrem,Sep Sites

36478 [Endovenous Ablation Therapy Of Incompetent Vein, Extremity, Percutaneous, Laser; First Vein
Treated

X IX|X|
X IX|X|

* These codes require preauthorization after a certain number of visits. Visits and limits are dependent on plan type and/or provider type.
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% ﬁi'aeufrf Medicare codes not covered or requiring preauthorization - Nevada As of: 06/19/24

HMO PPO

Description Not Preauthorization Not Preauthorization
Covered Required Covered Required

Disclaimer: Please note that coverage may vary by plan type and may not follow the listed services. These codes are updated quarterly. Additionally, these coding lists do not reflect information regarding immunizations, injectable
drugs, or specialty medications and should be directed to the Pharmacy link option within the website.
36479 [Endovenous Ablation Therapy Incompetent Vein, Extremity, Percutaneous, Laser; 2Nd & Subseq i X i X
Veins, Same Extrem, Sep Sites
36481 |[Insertion Of Catheter, Vein - X - -
36482 |Endovenous Ablation Therapy Of Incompetent Vein, Extremity, Percutaneous; First Vein Treated i X i X
36483 [Endovenous Ablation Therapy Of Incompetent Vein, Extremity, Percutaneous; Sub Vein Treated i X i X
36568 |Insertion Of Peripherally Inserted Central Venous Catheter (Picc), Wo Subcutaneous Port Or i X i i
Pump; Under 5 Years Of Age
36569 (Insertion Of Peripherally Inserted Central Venous Catheter (Picc), Wo Subcutaneous Port Or i X i i
Pump; Age 5 Years Or Older
36572 |Insertion Of Peripherally Inserted Central Venous Catheter (Picc), Without Subcutaneous Port Or
Pump, Including All Imaging Guidance, Image Documentation, And All Associated R - X - -
36584 |Replacement, Complete, Of A Peripherally Inserted Central Venous Catheter (Picc), Wo Sq Port i X i i
Or Pump, Via Same Access
36593 |Declotting By Thrombolytic Agent Of Implanted Vascular Access Device Or Catheter - X - -
37191 (Insertion Of Intravascular Vena Cava Filter, Endovascular Approach Including Vascular Access,
Vessel Selection, And Radiological Supervision And Interpretation, Intraprocedura - X - -
37192 [Repositioning Of Intravascular Vena Cava Filter, Endovascular Approach Including Vascular
Access, Vessel Selection, And Radiological Supervision And Interpretation, Intraproce - X - -
37193 [Retrieval (Removal) Of Intravascular Vena Cava Filter, Endovascular Approach Including i X i i
Vascular Access, Vessel Selection, And Radiological Supervision And Interpretation, Tinr
37211 [Thrombolytic Art Therapy - - - X
37212 [Thrombolytic Venous Therapy - - - X
37213 [Thromblytic Art/Ven Therapy - - - X
37214 |Cessj Therapy Cath Removal - - - X
37215 [Transcatheter Placement Of Intravascular Stent(S), Cervical Carotid Artery, Percutaneous; With i i i X
Distal Embolic Protection
37216 |Transcatheter Placement Of Intravascular Stent(S), Cervical Carotid Artery, Percutaneous; Wo X i X i
Distal Embolic Protection
37217 [Stent Placemt Retro Carotid - - - X
37218 [Stent Placemt Ante Carotid - - - X
37220 [lliac Revasc - X - -
37221 [lliac Revasc W/Stent - X - -

* These codes require preauthorization after a certain number of visits. Visits and limits are dependent on plan type and/or provider type.
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% ﬁi'aeufrf Medicare codes not covered or requiring preauthorization - Nevada As of: 06/19/24

Description

Disclaimer: Please note that coverage may vary by plan type and may not follow the listed services. These codes are updated quarterly. Additionally, these coding lists do not reflect information regarding immunizations, injectable
drugs, or specialty medications and should be directed to the Pharmacy link option within the website.

37222 [lliac Revasc Add-On -
37223 [lliac Revasc W/Stent Add-On -
37224 |Fem/Popl Revas W/Tla -
37225 |Fem/Popl Revas W/Ather -
37226 |Fem/Popl Revasc W/Stent -
37227 |Fem/Popl Revasc Stnt & Ather -
37228 [Tib/Per Revasc W/Tla -
37229 [Tib/Per Revasc W/Ather -
37230 [Tib/Per Revasc W/Stent -
37231 [Tib/Per Revasc Stent & Ather -
37232 [Tib/Per Revasc Add-On -
37233 | Tibper Revasc W/Ather Add-On -
37234 |Revsc Opn/Prg Tib/Pero Stent -
37235 [Tib/Per Revasc Stnt & Ather -
37241 [Vasc Embolize/Occlude Venous -
37242 |Vasc Embolize/Occlude Artery -
37243 |Vasc Embolize/Occlude Organ -
37244 [Vasc Embolize/Occlude Bleed -
37246 |Transluminal Balloon Angioplasty (Except Lower Extremity Artery(les) For Occlusive Disease,
Intracranial, Coronary, Pulmonary, Or Dialysis Circuit), Open Or Percutaneous, Incl -

SIS XXX XX XXX XXX

X

37247 Transluminal Balloon Angioplasty (Except Lower Extremity Artery(les) For Occlusive Disease,
Intracranial, Coronary, Pulmonary, Or Dialysis Circuit), Open Or Percutaneous, Incl - X - -

37248 [Transluminal Balloon Angioplasty (Except Dialysis Circuit), Open Or Percutaneous, Including All
Imaging And Radiological Supervision And Interpretation Necessary To Perform Th - X - -

37249 [Transluminal Balloon Angioplasty (Except Dialysis Circuit), Open Or Percutaneous, Including All
Imaging And Radiological Supervision And Interpretation Necessary To Perform Th -

>

37501 [Unlisted Vascular Endoscopy Procedure -
37700 [Revise Leg Vein -
37718 [Ligation, Division, And Stripping, Short Saphenous Vein -
37722 [Ligation, Division, And Stripping, Long (Greater) Saphenous Veins From Saphenofemoral
Junction To Knee Or Below

37735 [Removal Of Leg Veins/Lesion -

X[ X XXX
X[ X XXX

* These codes require preauthorization after a certain number of visits. Visits and limits are dependent on plan type and/or provider type.
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% ﬁi'aeufrf Medicare codes not covered or requiring preauthorization - Nevada As of: 06/19/24

Description

Disclaimer: Please note that coverage may vary by plan type and may not follow the listed services. These codes are updated quarterly. Additionally, these coding lists do not reflect information regarding immunizations, injectable

drugs, or specialty medications and should be directed to the Pharmacy link option within the website.

37760 [Ligation Of Perforator Veins, Subfascial, Radical (Linton Type), Including Skin Graft, When i X i X
Performed, Open,1 Leg

37761 |Ligation Of Perforator Vein(S), Subfascial, Open, Including Ultrasound Guidance, When i X i X
Performed, 1 Leg

37765 |Stab Phlebectomy Of Varicose Veins, One Extremity; 10-20 Stab Incisions - X - X

37766 |Stab Phlebectomy Of Varicose Veins, One Extremity; More Than 20 Incisions - X - X

37780 |Revision Of Leg Vein - X - X

37785 |Revise Secondary Varicosity - X - X

37799 |Vascular Surgery Procedure - X - X

38129 |Laparoscope Proc, Spleen - X - X

38205 (Blood-Derived Hematopoietic Progenitor Cell Harvesting For Transplantation, Per Collection; i X i X
Allogenic

38206 |Blood-Derived Hematopoietic Progenitor Cell Harvesting For Transplantation, Per Collection; i X i X
Autologous

38207 |Transplant Preparation Of Hematopoietic Progenitor Cells; Cryopreservation And Storage X - X -

38208 [Transplant Preparation Of Hematopoietic Progenitor Cells; Thawing Of Previously Frozen X i X i
Harvest, Without Washing, Per Donor

38209 [Transplant Preparation Of Hematopoietic Progenitor Cells; Thawing Of Previously Frozen X i X i
Harvest, With Washing, Per Donor

38210 [Transplant Preparation Of Hematopoietic Progenitor Cells; Specific Cell Depletion Within X i X i
Harvest, T-Cell Depletion

38211 |Transplant Preparation Of Hematopoietic Progenitor Cells; Tumor Cell Depletion X - X -

38212 |Transplant Preparation Of Hematopoietic Progenitor Cells; Red Blood Cell Removal X - X -

38213 |Transplant Preparation Of Hematopoietic Progenitor Cells; Platelet Depletion X - X -

38214 | Transplant Preparation Of Hematopoietic Progenitor Cells; Plasma (Volume) Depletion X - X -

38215 [Transplant Preparation Of Hematopoietic Progenitor Cells; Cell Concentration In Plasma,

X - X -

Mononuclear, Or Buffy Coat Layer

38230 [Bone Marrow Harvesting For Transplantation; Allogenic - X - X

38232 [Bone Marrow Harvesting For Transplantation; Autologous - X - X

38240 [Bone Marrow/Stem Transplant - X - X

38241 [Bone Marrow/Stem Transplant - X - X

38242 (Bone Marrow Or Blood-Derived Peripheral Stem Cell Transplantation; Allogenic Donor i X i X
Lymphocyte Infusions

38243 | Transplj Hematopoietic Boost - - - X

38589 |Laparoscope Proc, Lymphatic - X - X

38999 |Blood/Lymph System Procedure - X - X

39499 [Chest Procedure - X - X

* These codes require preauthorization after a certain number of visits. Visits and limits are dependent on plan type and/or provider type.
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% ﬁi'aeufrf Medicare codes not covered or requiring preauthorization - Nevada As of: 06/19/24

Description

Disclaimer: Please note that coverage may vary by plan type and may not follow the listed services. These codes are updated quarterly. Additionally, these coding lists do not reflect information regarding immunizations, injectable
drugs, or specialty medications and should be directed to the Pharmacy link option within the website.

39599 |Diaphragm Surgery Procedure -
40490 [Biopsy Of Lip -
40500 [Partial Excision Of Lip -
40510 [Partial Excision Of Lip -
40520 [Partial Excision Of Lip -
40525 [Reconstruct Lip With Flap -
40527 [Reconstruct Lip With Flap -
40530 [Partial Removal Of Lip -
40650 [Repair Lip -
40652 [Repair Lip -
40654 [Repair Lip -
40700 [Repair Cleft Lip/Nasal -
40701 [Repair Cleft Lip/Nasal -
40702 |Repair Cleft Lip/Nasal -
40761 |Repair Cleft Lip/Nasal -
40799 [Lip Surgery Procedure -
40800 [Drainage Of Mouth Lesion -
40801 |Drainage Of Mouth Lesion -
40804 |Removal, Foreign Body, Mouth -
40805 |Removal, Foreign Body, Mouth -
40806 |Incision Of Lip Fold -
40808 [Biopsy Of Mouth Lesion -
40810 |Excision Of Mouth Lesion -
40812 |Excise/Repair Mouth Lesion -
40814 |Excise/Repair Mouth Lesion -
40816 |Excision Of Mouth Lesion -
40818 |Excise Oral Mucosa For Graft -
40819 |Excise Lip Or Cheek Fold -
40820 | Treatment Of Mouth Lesion -
40830 |Repair Mouth Laceration -
40831 |Repair Mouth Laceration -
40840 |Reconstruction Of Mouth -
40842 |Reconstruction Of Mouth -
40843 |Reconstruction Of Mouth -
40844 |Reconstruction Of Mouth -
40845 |Reconstruction Of Mouth -
40899 [Mouth Surgery Procedure -

S X X XXX XX XX XXX XXX XXX XXX X

* These codes require preauthorization after a certain number of visits. Visits and limits are dependent on plan type and/or provider type.
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% ﬁi'aeufrf Medicare codes not covered or requiring preauthorization - Nevada As of: 06/19/24

Description

Disclaimer: Please note that coverage may vary by plan type and may not follow the listed services. These codes are updated quarterly. Additionally, these coding lists do not reflect information regarding immunizations, injectable
drugs, or specialty medications and should be directed to the Pharmacy link option within the website.

41000 [Drainage Of Mouth Lesion -
41005 [Drainage Of Mouth Lesion -
41006 [Drainage Of Mouth Lesion -
41007 [Drainage Of Mouth Lesion -
41008 [Drainage Of Mouth Lesion -
41009 [Drainage Of Mouth Lesion -
41010 [Incision Of Tongue Fold -
41015 [Drainage Of Mouth Lesion -
41016 [Drainage Of Mouth Lesion -
41017 [Drainage Of Mouth Lesion -
41018 [Drainage Of Mouth Lesion -
41019 |Placement Of Needles, Catheters, Or Other Device(S) Into The Head And/Or Neck Region
(Percutaneous, Transoral, Or Transn

41100 |Biopsy Of Tongue -
41105 |Biopsy Of Tongue -
41108 |Biopsy Of Floor Of Mouth -
41110 |Excision Of Tongue Lesion -
41112 |[Excision Of Tongue Lesion -
41113 [Excision Of Tongue Lesion -
41114 [Excision Of Tongue Lesion -
41115 [Excision Of Tongue Fold -
41116 [Excision Of Mouth Lesion -
41120 [Partial Removal Of Tongue -
41130 [Partial Removal Of Tongue -
41135 [Tongue And Neck Surgery -
41140 [Removal Of Tongue -
41145 [Tongue Removal, Neck Surgery -
41150 [Tongue, Mouth, Jaw Surgery -
41153 [Tongue, Mouth, Neck Surgery -
41155 [Tongue, Jaw, & Neck Surgery -
41250 [Repair Tongue Laceration -
41251 [Repair Tongue Laceration -
41252 |Repair Tongue Laceration -
41510 [Tongue To Lip Surgery -
41512 [Tongue Base Suspension, Permanent Suture Technique -
41520 [Reconstruction, Tongue Fold -

SIS X XXX XX XK X X XXX X XXX XX XXX XXX X

* These codes require preauthorization after a certain number of visits. Visits and limits are dependent on plan type and/or provider type.
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Medicare codes not covered or requiring preauthorization - Nevada

Disclaimer: Please note that coverage may vary by plan type and may not follow the listed services. These codes are updated quarterly. Additionally, these coding lists do not reflect information regarding immunizations, injectable
drugs, or specialty medications and should be directed to the Pharmacy link option within the website.

As of: 06/19/24

41530

Submucosal Ablation Of The Tongue Base, Radiofrequency, One Or More Sites, Per Session

41599

Tongue And Mouth Surgery

41800

Drainage Of Gum Lesion

41805

Removal Foreign Body, Gum

41806

Removal Foreign Body,Jawbone

41820

Excision, Gum, Each Quadrant

41821

Excision Of Gum Flap

41822

Excision Of Gum Lesion

41823

Excision Of Gum Lesion

41825

Excision Of Gum Lesion

41826

Excision Of Gum Lesion

41827

Excision Of Gum Lesion

41828

Excision Of Gum Lesion

41830

Removal Of Gum Tissue

41850

Treatment Of Gum Lesion

41870

Gum Graft

41872

Repair Gum

41874

Repair Tooth Socket

41899

Dental Surgery Procedure

42000

Drainage Mouth Roof Lesion

42100

Biopsy Roof Of Mouth

42104

Excision Lesion, Mouth Roof

42106

Excision Lesion, Mouth Roof

42107

Excision Lesion, Mouth Roof

42120

Remove Palate/Lesion

42140

Excision Of Uvula

42145

Repair Palate, Pharynx/Uvula

42160

Treatment Mouth Roof Lesion

42180

Repair Palate

42182

Repair Palate

42200

Reconstruct Cleft Palate

42205

Reconstruct Cleft Palate

42210

Reconstruct Cleft Palate

42215

Reconstruct Cleft Palate

42220

Reconstruct Cleft Palate

42225

Reconstruct Cleft Palate

I XX XXX X X X XL X XXX XA IXZ XXX XXX X

* These codes require preauthorization after a certain number of visits. Visits and limits are dependent on plan type and/or provider type.
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Medicare codes not covered or requiring preauthorization - Nevada

Description

As of: 06/19/24

Disclaimer: Please note that coverage may vary by plan type and may not follow the listed services. These codes are updated quarterly. Additionally, these coding lists do not reflect information regarding immunizations, injectable
drugs, or specialty medications and should be directed to the Pharmacy link option within the website.

42226

Lengthening Of Palate

42227

Lengthening Of Palate

42235

Repair Palate

42260

Repair Nose To Lip Fistula

42280

Preparation, Palate Mold

42281

Insertion, Palate Prosthesis

42299

Palate/Uvula Surgery

42300

Drainage Of Salivary Gland

42305

Drainage Of Salivary Gland

42310

Drainage Of Salivary Gland

42320

Drainage Of Salivary Gland

42330

Removal Of Salivary Stone

42335

Removal Of Salivary Stone

42340

Removal Of Salivary Stone

42400

Biopsy Of Salivary Gland

42405

Biopsy Of Salivary Gland

42408

Excision Of Salivary Cyst

42409

Drainage Of Salivary Cyst

42410

Excise Parotid Gland/Lesion

42415

Excise Parotid Gland/Lesion

42420

Excise Parotid Gland/Lesion

42425

Excise Parotid Gland/Lesion

42426

Excise Parotid Gland/Lesion

42440

Excise Submaxillary Gland

42450

Excise Sublingual Gland

42500

Repair Salivary Duct

42505

Repair Salivary Duct

42507

Parotid Duct Diversion

42509

Parotid Duct Diversion

42510

Parotid Duct Diversion

42550

Injection For Salivary X-Ray

42600

Closure Of Salivary Fistula

42650

Dilation Of Salivary Duct

42660

Dilation Of Salivary Duct

42665

Ligation Of Salivary Duct

42699

Salivary Surgery Procedure

42700

Drainage Of Tonsil Abscess

S X X XXX XX XX XXX XXX XXX XXX X

* These codes require preauthorization after a certain number of visits. Visits and limits are dependent on plan type and/or provider type.
© 2023 Select Health. All rights reserved. 2197751 9/23 18 of 260



A Select

Health
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As of: 06/19/24

Disclaimer: Please note that coverage may vary by plan type and may not follow the listed services. These codes are updated quarterly. Additionally, these coding lists do not reflect information regarding immunizations, injectable
drugs, or specialty medications and should be directed to the Pharmacy link option within the website.

42720

Drainage Of Throat Abscess -

42725

Drainage Of Throat Abscess -

42800

Biopsy Of Throat -

42804

Biopsy Of Upper Nose/Throat -

42806

Biopsy Of Upper Nose/Throat -

42808

Excise Pharynx Lesion -

42809

Remove Pharynx Foreign Body -

42810

Excision Of Neck Cyst -

42815

Excision Of Neck Cyst -

42842

Extensive Surgery Of Throat -

42844

Extensive Surgery Of Throat -

42845

Extensive Surgery Of Throat -

42860

Excision Of Tonsil Tags -

42870

Excision Of Lingual Tonsil -

42890

Partial Removal Of Pharynx -

42892

Revision Of Pharyngeal Walls -

42894

Resection Of Pharyngeal Wall Requiring Closure With Myocutaneous Or Fasciocutaneous Flap
Or Free Muscle, Skin, Or Fascia

42900

Repair Throat Wound -

42950

Reconstruction Of Throat -

42953

Repair Throat, Esophagus -

42955

Surgical Opening Of Throat -

42960

Control Throat Bleeding -

42961

Control Throat Bleeding -

42962

Control Throat Bleeding -

42970

Control Nose/Throat Bleeding -

42971

Control Nose/Throat Bleeding -

42972

Control Nose/Throat Bleeding -

42999

Throat Surgery Procedure -

SIS X XXX XXX XXX XXX

43229

Esophagoscopy Lesion Ablate -

43238

Ugi Endoscopy; W Transendoscopic Ultrasound-Guided Intramural Or Transmural Fine Needle
Aspiration/Biopsy(S), Esophagus

>

43250

Upper Gi Endoscopy/Tumor -

43257

Ugi Endoscopy; With Delivery Of Thermal Energy To The Muscle Of Lower Esophageal
Sphincter And/Or Gastric Cardia

* These codes require preauthorization after a certain number of visits. Visits and limits are dependent on plan type and/or provider type.
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Disclaimer: Please note that coverage may vary by plan type and may not follow the listed services. These codes are updated quarterly. Additionally, these coding lists do not reflect information regarding immunizations, injectable

drugs, or specialty medications and should be directed to the Pharmacy link option within the website.

43284 |Laparoscopy, Surgical, Esophageal Sphincter Augmentation Procedure, Placement Of Sphincter
Augmentation Device (le, Magnetic Band), Including Cruroplasty When Performed X - X -

43285 [Removal Of Esophageal Sphincter Augmentation Device X - X -

43289 [Laparoscope Proc, Esoph - X - X

43290 |Esophagogastroduodenoscopy, flexible, transoral; with deployment of intragastric bariatric X i X i
balloon

43291 |Esophagogastroduodenoscopy, flexible, transoral; with removal of intragastric bariatric balloon(s) i X i X

43499 [Esophagus Surgery Procedure - X - X

43631 |Removal Of Stomach, Partial - X - X

43632 |Removal Of Stomach, Partial - X - -

43633 |Removal Of Stomach, Partial - X - -

43634 |Removal Of Stomach, Patrtial - X - -

43644 |Laparoscopy, Surg, Gastric Restrictive Procedure; W Gastric Bypass And Roux-En-Y i X i X
Gastroenterostomy (Roux Limb <= 150 Cm)

43645 |Laparoscopy, Surgical, Gastric Restrictive Procedure; With Gastric Bypass And Small Intestine i X i X
Reconstruction

43647 |Laparoscopy, Surgical; Implantation Or Replacement Of Gastric Neurostimulator Electrodes, i i i X
Antrum

43648 |Laparoscopy, Surgical; Revision Or Removal Of Gastric Neurostimulator Electrodes, Antrum i i i

43659 [Laparoscope Proc, Stom - X -

43770 |Laparoscopy, Surgical, Gastric Restrictive Procedure; Placement Of Adjustable Gastric Band
(Gastric Band And Subcutaneou i i

43771 |Laparoscopy, Surgical, Gastric Restrictive Procedure; Revision Of Adjustable Gastric Band i X i X
Component Only

43772 |Laparoscopy, Surgical, Gastric Restrictive Procedure; Removal Of Adjustable Gastric Band i X i X
Component Only

43773 |Laparoscopy, Surgical, Gastric Restrictive Procedure; Removal And Replacement Of Adjustable i X i X
Gastric Band Component Only

43774 |Laparoscopy, Surgical, Gastric Restrictive Procedure; Removal Of Adjustable Gastric Band And i X i X
Subcutaneous Port Component

43775 |Laparoscopy, Surgical, Gastric Restrictive Procedure; Longitudinal Gastrectomy (le, Sleeve i X i X
Gastrectomy)

43842 |Gastroplasty For Obesity X - X -

43843 |Gastroplasty For Obesity - X - X

* These codes require preauthorization after a certain number of visits. Visits and limits are dependent on plan type and/or provider type.
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43845 [Gastric Revision For Obesity -
43846 |Gastric Bypass For Obesity -
43847 |Gastric Bypass For Obesity -
43848 |Revision Gastroplasty -
43860 |Revise Stomach-Bowel Fusion -
43865 |Revise Stomach-Bowel Fusion -
43881 [Implantation Or Replacement Of Gastric Neurostimulator Electrodes, Antrum, Open -
43882 [Revision Or Removal Of Gastric Neurostimulator Electrodes, Antrum, Open -
43886 |Gastric Restrictive Procedure, Open; Revision Of Subcutaneous Port Component Only -
43887 |Gastric Restrictive Procedure, Open; Removal Of Subcutaneous Port Component Only -
43888 |Gastric Restrictive Procedure, Open; Removal And Replacement Of Subcutaneous Port
Component Only

43999 |Stomach Surgery Procedure -
44132 |Enterectomy, Cadaver Donor -
44133 |Enterectomy, Live Donor -
44135 |Intestine Transpint, Cadaver -
44136 |Intestine Transplant, Live -
44137 |[Removal Of Transplanted Intestinal Allograft, Complete -
44238 [Unlisted Laparoscopy Procedure, Intestine (Except Rectum) -
44705 [Prepare Fecal Microbiota X - X
44715 [Backbench Standard Preparation Of Cadaver Or Living Donor Intestine Allograft -
44720 |Backbench Reconstruction Of Cadaver Or Living Donor Intestine Allograft; Venous Anastomosis,
Each

44721 |Backbench Reconstruction Of Cadaver Or Living Donor Intestine Allograft; Arterial Anastomosis,
Each

44799 [Intestine Surgery Procedure -
44899 [Bowel Surgery Procedure -
44979 |Laparoscope Proc, App -
45399 |Unlisted Procedure Colon -
45499 [Unlisted Laparoscopy Procedure, Rectum -
45999 [Rectum Surgery Procedure -
46707 [Repair Of Anorectal Fistula With Plug (e.g., Porcine Small Intestine Submucosa [Sis]) X
46999 [Anus Surgery Procedure -
47133 [Removal Of Donor Liver -
47135 [Transplantation Of Liver -
47140 |Donor Hepatectomy, With Preparation And Maintenance Of Allograft, Living Donor; Left Lateral
Segment Only

XX |X|X

XX XXX [X

XX XXX XX X IX[X]!
XIXIXPXPXXIX] X IX|IXIX]X]|

x
x

x
x

XX XXX X X
XX XXX X X

XXX |X]
XXX |X]

* These codes require preauthorization after a certain number of visits. Visits and limits are dependent on plan type and/or provider type.
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47141 |Donor Hepatectomy, With Preparation And Maintenance Of Allograft, Living Donor; Total Left
Lobectomy

47142 |Donor Hepatectomy, With Preparation And Maintenance Of Allograft, Living Donor; Total Right
Lobectomy

47143 |Backbench Standard Preparation Of Cadaver Donor Whole Liver Graft; Without Trisegment Or
Lobe Split

47144 |Backbench Standard Preparation Of Cadaver Donor Whole Liver Graft; W Trisegment Split Of
Graft Into Two Partial Grafts

47145 |Backbench Standard Preparation Of Cadaver Donor Whole Liver Graft; With Lobe Split Of Graft
Into Two Partial Grafts

47146 |Backbench Reconstruction Of Cadaver Or Living Donor Liver Graft Prior To Allotransplantation;
Venous Anastomosis, Each

47147 |Backbench Reconstruction Of Cadaver Or Living Donor Liver Graft Prior To Allotransplantation;
Arterial Anastomosis, Each

47379 |Laparoscope Procedure, Liver -
47383 |Perg Abltj Lvr Cryoablation -
47399 |Liver Surgery Procedure -
47579 [Laparoscope Proc, Biliary -
47999 [Bile Tract Surgery Procedure -
48160 [Pancreas Removal/Transplant X
48550 |Donor Pancreatectomy -
48551 [Backbench Standard Preparation Of Cadaver Donor Pancreas Allograft -
48552 |Backbench Reconstruction Of Cadaver Donor Pancreas Allograft Prior To Transplantation,
Venous Anastomosis, Each

48554 | Transpl Allograft Pancreas -
48556 |Removal, Allograft Pancreas -
48999 [Pancreas Surgery Procedure -
49329 |[Laparo Proc, Abdm/Per/Oment -
49659 |Laparo Proc, Hernia Repair -
49999 |Abdomen Surgery Procedure -
50300 [Removal Of Donor Kidney -
50320 [Removal Of Donor Kidney -
50323 [Backbench Standard Preparation Of Cadaver Donor Renal Allograft -
50325 [Backbench Standard Preparation Of Living Donor Renal Allograft (Open Or Laparoscopic) -
50327 [Backbench Reconstruction Of Cadaver Or Living Donor Renal Allograft Prior To Transplantation;
Venous Anastomosis, Each

x| X

X|IX|[X]
XX XXX

X|X|

X XXX XXX XX

XXX XXX XXX XX X IX X |
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50328 [Backbench Reconstruction Of Cadaver Or Living Donor Renal Allograft Prior To Transplantation;
Arterial Anastomosis, Each
50329 |Backbench Reconstruction Of Cadaver Or Living Donor Renal Allograft Prior To Transplantation;
Ureteral Anastomosis, Each
50340 |Removal Of Kidney -
50360 |Transplantation Of Kidney -
50365 |Transplantation Of Kidney -
50370 |Remove Transplanted Kidney -
50380 |Reimplantation Of Kidney -
50547 |Laparo Removal Donor Kidney -
50549 |Laparoscope Proc, Renal -
50949 |Laparoscope Proc, Ureter -
51925 [Hysterectomy/Bladder Repair -
51999 |Unlisted Laparoscopy Procedure, Bladder -
52441 |Cystourethro W/Implant - - -
52442 |Cystourethro W/AddI Implant - - -
53451 [Periurethral Transperineal Adjustable Balloon Continence Device; Bilateral Insertion, Including
Cystourethroscopy And Imaging Guidance
53452 [Periurethral Transperineal Adjustable Balloon Continence Device; Unilateral Insertion, Including X X
Cystourethroscopy And Imaging Guidance
53453 [Periurethral Transperineal Adjustable Balloon Continence Device; Removal, Each Balloon X - X
53454 [Periurethral Transperineal Adjustable Balloon Continence Device; Percutaneous Adjustment Of

. X X
Balloon(S) Fluid Volume
53899 |Urology Surgery Procedure - X -
54120 [Partial Removal Of Penis - - -
54125 [Removal Of Penis - X -
54130 [Remove Penis & Nodes - - -
54135 [Remove Penis & Nodes - -
54400 |Insert Semi-Rigid Prosthesis - X
54401 [Insert Self-Contd Prosthesis - X -
54405 |Insert Multi-Comp Prosthesis - X
54406 [Removal Of All Components Of A Multi-Component, Inflatable Penile Prosthesis Without
Replacement Of Prosthesis
54408 [Repair Of Component(S) Of A Multi-Component, Inflatable Penile Prosthesis - - -
54410 [Removal And Replacement Of All Component(S) Of A Multi-Component, Inflatable Penile
Prosthesis, Same Operative Session

X

XXX XXX X X

x

I} X

x
x

XX XXX XXX XXX
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54411 [Removal And Replacement Multi-Component Inflatable Penile Prosthesis, Infected Field, Same
Op Sess, W Irrig & Debridemnt

54415 |Removal Of Non-Inflatable Or Inflatable (Self-Contained) Penile Prosthesis, Wo Replacement Of
Prosthesis

54416 [Removal And Replacement Of Non-Inflatable Or Inflatable (Self-Contained) Penile Prosthesis,
Same Operative Session

54417 |Removal And Replacement Of Inflat/Non-Inflatable Penile Prosthesis, Infected Field, Same Op
Sess, W lIrrig & Debridement

54520 |[Removal Of Testis -
54660 |Revision Of Testis -
54690 |Laparoscopy, Orchiectomy -
54699 |Laparoscope Proc, Testis -
55180 |Revision Of Scrotum -
55559 |Laparo Proc, Spermatic Cord -
55899 |Genital Surgery Procedure -
55970 [Sex Transformation, M To F -
55980 [Sex Transformation, F To M -
56625 [Complete Removal Of Vulva -
56800 [Repair Of Vagina -
56805 [Repair Clitoris -
57110 [Remove Vagina Wall, Complete -
57155 [Insertion Of Uterine Tandem And/Or Vaginal Ovoids For Clinical Brachytherapy -
57156 [Ins Vag Brachytx Device -
57291 [Construction Of Vagina -
57292 [Construct Vagina With Graft -
57295 [Revision (Including Removal) Of Prosthetic Vaginal Graft, Vaginal Approach -
57296 [Revision (Including Removal) Of Prosthetic Vaginal Graft; Open Abdominal Approach -
57426 [Revision (Including Removal) Of Prosthetic Vaginal Graft, Laparoscopic Approach -
58150 [Total Hysterectomy -
58152 [Total Hysterectomy -
58180 [Partial Hysterectomy -
58200 [Extensive Hysterectomy -
58260 [Vaginal Hysterectomy, For Uterus 250 Grams Or Less; -
58262 [Vaginal Hysterectomy, For Uterus 250 Grams Or Less; With Removal Of Tube(S), And/Or
Ovary(S)

58263 [Vaginal Hysterectomy, For Uterus 250 Grams Or Less; With Removal Of Tube(S), And/Or
Ovary(S), With Repair Of Enterocele

* These codes require preauthorization after a certain number of visits. Visits and limits are dependent on plan type and/or provider type.
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58267 [Vaginal Hysterectomy, For Uterus 250 Grams Or Less; With Colpo-Urethrocystopexy (Marshall- i i i X
Marchetti-Krantz Type, Pereyra

58270 [Vaginal Hysterectomy, For Uterus 250 Grams Or Less; With Repair Of Enterocele - - - X

58275 [Hysterectomy/Revise Vagina - - - X

58280 [Hysterectomy/Revise Vagina - - - X

58290 [Vaginal Hysterectomy, For Uterus Greater Than 250 Grams; - - - X

58291 |Vaginal Hysterectomy, For Uterus Greater Than 250 Grams; With Removal Of Tube(S) And/Or i i i X
Ovary(S)

58292 [Vaginal Hysterectomy, For Uterus Greater Than 250 Grams; With Removal Of Tube(S) And/Or
Ovary(S), With Repair Of Enteroc i i i

58294 [Vaginal Hysterectomy, For Uterus Greater Than 250 Grams; With Repair Of Enterocele - - - X

58300 [Insert Intrauterine Device X - X -

58346 [Insertion Of Heyman Capsules For Clinical Brachytherapy - X - -

58541 [Laparoscopy, Surgical, Supracervical Hysterectomy, For Uterus 250 G Or Less; - - - X

58542 |Laparoscopy, Surgical, Supracervical Hysterectomy, For Uterus 250 G Or Less; With Removal i i i X
Of Tube(S) And/Or Ovary(S)

58543 |Laparoscopy, Surgical, Supracervical Hysterectomy, For Uterus Greater Than 250 G; - - - X

58544 [Laparoscopy, Surgical, Supracervical Hysterectomy, For Uterus Greater Than 250 G; With i i i X
Removal Of Tube(S) And/Or Ovary(S

58550 |Laparoscopy Surgical, With Vaginal Hysterectomy, For Uterus 250 Grams Or Less; - - - X

58552 [Laparoscopy Surgical, With Vaginal Hysterectomy, For Uterus 250 Grams Or Less; With i X i X
Removal Of Tube(S) And/Or Ovary(S)

58553 [Laparoscopy, Surgical, With Vaginal Hysterectomy, For Uterus Greater Than 250 Grams; - - - X

58554 [Laparoscopy, Surgical, With Vaginal Hysterectomy, For Uterus Greater Than 250 Grams; With i X i X
Removal Of Tube(S) And/Or Ovar

58570 |Laparoscopy, Surgical, With Total Hysterectomy, For Uterus 250 G Or Less; - - - X

58571 [Laparoscopy, Surgical, With Total Hysterectomy, For Uterus 250 G Or Less; With Removal Of i i i X
Tube(S) And/Or Ovary(S)

58572 [Laparoscopy, Surgical, With Total Hysterectomy, For Uterus Greater Than 250 G; - - - X

58573 [Laparoscopy, Surgical, With Total Hysterectomy, For Uterus Greater Than 250 G; With Removal i i i X
Of Tube(S) And/Or Ovary(S)

58575 |Laparoscopy, Surgical, Total Hysterectomy For Resect Of Malignancy, Uni/Bilateral - - - X

58578 |Laparo Proc, Uterus - X - X

58579 |Hysteroscope Procedure - X - X

58679 |Laparo Proc, Oviduct-Ovary - X - X

58970 |Retrieval Of Oocyte - - - X

58974 | Transfer Of Embryo - - - X

* These codes require preauthorization after a certain number of visits. Visits and limits are dependent on plan type and/or provider type.
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58976 |Transfer Of Embryo - - - X
58999 |Genital Surgery Procedure - X - X
59812 | Treatment Of Miscarriage - X - X
59820 |Care Of Miscarriage - X - X
59821 |Treatment Of Miscarriage - X - X
59830 [Treat Uterus Infection - X - -
59840 |Procedure Associated With Miscarriage Or Terminated Pregnancy - - - X
59841 |Procedure Associated With Miscarriage Or Terminated Pregnancy - - - X
59850 |Procedure Associated With Miscarriage Or Terminated Pregnancy - - - X
59851 |Procedure Associated With Miscarriage Or Terminated Pregnancy - - - X
59852 |Procedure Associated With Miscarriage Or Terminated Pregnancy - - - X
59855 |Procedure Associated With Miscarriage Or Terminated Pregnancy - X - X
59856 |Procedure Associated With Miscarriage Or Terminated Pregnancy - X - X
59857 |Procedure Associated With Miscarriage Or Terminated Pregnancy - X - X
59866 |Abortion (Mpr) - - - X
59897 |Unlisted Fetal Invasive Procedure, Including Ultrasound Guidance, When Performed - X - X
59898 |Laparo Proc, Ob Care/Deliver - X - X
59899 [Maternity Care Procedure - X - X
60659 |Laparo Proc, Endocrine - X - X
60699 |Endocrine Surgery Procedure - X - X
61640 |Balloon Dilatation Of Intracranial Vasospasm, Percutaneous; Initial Vessel X - X -
61641 |Balloon Dilatation Of Intracranial Vasospasm, Percutaneous; Each Additional Vessel In Same X i X i

Vascular Family (List Separat
61642 [Balloon Dilatation Of Intracranial Vasospasm, Percutaneous; Each Additional Vessel In Different X i X i

Vascular Family (List Se
61720 |Incise Skull/Brain Surgery - - - X
61735 |Incise Skull/Brain Surgery - - - X
61736 |Laser Interstitial Thermal Therapy (Litt) Of Lesion, Intracranial, Including Burr Hole(S), With

Magnetic Resonance Imaging Guidance, When Performed; Single Trajectory For 1 Simple X - X -

Lesion
61737 |Laser Interstitial Thermal Therapy (Litt) Of Lesion, Intracranial, Including Burr Hole(S), With

Magnetic Resonance Imaging Guidance, When Performed; Multiple Trajectories For Multiple Or X - X -

Complex Lesion(S)
61760 |Implant Brain Electrodes - - - X
61770 |Incise Skull For Treatment - - - X
61790 |Treat Trigeminal Nerve - - - X
61791 |Treat Trigeminal Tract - - - X

* These codes require preauthorization after a certain number of visits. Visits and limits are dependent on plan type and/or provider type.
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61796 |Stereotactic Radiosurgery (Particle Beam, Gamma Ray, Or Linear Accelerator); 1 Simple Cranial

Lesion i X i X

61797 [Stereotactic Radiosurgery (Particle Beam, Gamma Ray, Or Linear Accelerator); Each Additional i X i X
Cranial Lesion, Simple (Lis

61798 |Stereotactic Radiosurgery (Particle Beam, Gamma Ray, Or Linear Accelerator); 1 Complex i X i X
Cranial Lesion

61799 [Stereotactic Radiosurgery (Particle Beam, Gamma Ray, Or Linear Accelerator); Each Additional i X i X
Cranial Lesion, Complex (Li

61800 |Application Of Stereotactic Headframe For Stereotactic Radiosurgery (List Separately In Addition i X i X
To Code For Primary Pro

61863 [Burr Hole Craniotomy With Implantation Of Subcortical Electrode Array, Wo Intraop i X i i
Microelectrode Recording; First Array

61867 |Burr Hole Craniotomy With Implantation Of Subcortical Electrode Array, W Intraop

: . . - X - X

Microelectrode Recording; First Array

61868 |Burr Hole Craniotomy W Implantation Of Subcortical Electrode Array, W Intraop Microelectrode i i i X

Recording; Ea Addl Array

61889 |Insertion of skull-mounted cranial neurostimulator pulse generator or receiver, including
craniectomy or craniotomy, when performed, with direct or inductive coupling, with connection to - X - X
depth and/or cortical strip electrode array(s)

61891 |Revision or replacement of skull-mounted cranial neurostimulator pulse generator or receiver

with connection to depth and/or cortical strip electrode array(s) i X i X
62263 |Percutaneous Lysis Of Epidural Adhesions Using Solution Injection (e.g., Hypertonic Saline,
) X - X -
Enzyme) Or Mechanical Means (E
62264 |Percutaneous Lysis Of Epidural Adhesions Using Solution Injection (e.g., Hypertonic Saline,
i X - X -
Enzyme) Or Mechanical Means (E
62287 |Decompression Procedure, Percutaneous, Of Nucleus Pulposus Of Intervertebral Disc, Any
Method Utilizing Needle Based Technique To Remove Disc Material Under Fluoroscopic Imagi X - X -
62292 |Injection Into Disk Lesion - - - X
62350 |Implant Spinal Canal Cath - - - X
62351 |Implant Spinal Canal Cath - - - X
62360 |Insert Spine Infusion Device - - - X
62361 |Implant Spine Infusion Pump - - - X
62362 |Implant Spine Infusion Pump - - - X
62380 |Endoscopic Decompression Of Spinal Cord, Nerve Root(S), Including Laminotomy, Partial
Facetectomy, Foraminotomy, Discectomy And/Or Excision Of Herniated Intervertebral Disc, 1 - - - X

* These codes require preauthorization after a certain number of visits. Visits and limits are dependent on plan type and/or provider type.
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63015 |Removal Of Spinal Lamina - - - X
63020 [Laminotomy (Hemilaminectomy), With Decompression Of Nerve Root(S), Including Partial
Facetectomy, Foraminotomy And/Or Excision Of Herniated Intervertebral Disc; 1 Interspace, - - - X

63030 [Laminotomy (Hemilaminectomy), With Decompression Of Nerve Root(S), Including Partial
Facetectomy, Foraminotomy And/Or Excision Of Herniated Intervertebral Disc; 1 Interspace, - - - X

63035 [Laminotomy (Hemilaminectomy), With Decompression Of Nerve Root(S), Including Partial
Facetectomy, Foraminotomy And/Or Excision Of Herniated Intervertebral Disc; Each Additiona - - -

x

63040 |Laminotomy, Single Cervical - - -
63042 |Laminotomy, Single Lumbar - - -
63043 |Laminotomy, Addl Cervical - - -
63044 |Laminotomy, Addl Lumbar - - -
63050 |Laminoplasty, Cervical, With Decompression Of The Spinal Cord, Two Or More Vertebral
Segments;

63051 [Laminoplasty, Cerv, W Decompression Of Spinal Cord, 2 Or > Verteb Segments; W
Reconstruction Of Posterior Bony Elements

63052 |Laminectomy, Facetectomy, Or Foraminotomy (Unilateral Or Bilateral With Decompression Of
Spinal Cord, Cauda Equina And/Or Nerve Root[S] [e.g., Spinal Or Lateral Recess Stenosis]),
During Posterior Interbody Arthrodesis, Lumbar; Single Vertebral Segment (List Separately In
Addition To Code For Primary Procedure)

63053 |Laminectomy, Facetectomy, Or Foraminotomy (Unilateral Or Bilateral With Decompression Of
Spinal Cord, Cauda Equina And/Or Nerve Root[S] [e.g., Spinal Or Lateral Recess Stenosis]),
During Posterior Interbody Arthrodesis, Lumbar; Each Additional Segment (List Separately In
Addition To Code For Primary Procedure)

63055 |Decompress Spinal Cord - - -
63056 |Decompress Spinal Cord - - -
63057 |Decompress Spine Cord Add-On - - -
63064 |Decompress Spinal Cord - - -
63066 |Decompress Spine Cord Add-On - - -
63075 |Neck Spine Disk Surgery - - -
63076 |Neck Spine Disk Surgery - - -
63077 |Spine Disk Surgery, Thorax - - -
63078 |Spine Disk Surgery, Thorax - - -
63085 |Removal Of Vertebral Body - - -
63086 |Remove Vertebral Body Add-On - - -

* These codes require preauthorization after a certain number of visits. Visits and limits are dependent on plan type and/or provider type.
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63091

Remove Vertebral Body Add-On

63170

Incise Spinal Cord Tract(S)

63173

Drainage Of Spinal Cyst

63250

Revise Spinal Cord Vessels

63251

Revise Spinal Cord Vessels

63252

Revise Spinal Cord Vessels

63265

Excise Intraspinal Lesion

63266

Excise Intraspinal Lesion

63268

Excise Intraspinal Lesion

63270

Excise Intraspinal Lesion

63273

Excise Intraspinal Lesion

63295

Osteoplastic Reconstruction Of Dorsal Spinal Elements, Following Primary Intraspinal Procedure
(List Sep)

63301

Removal Of Vertebral Body

63302

Removal Of Vertebral Body

63303

Removal Of Vertebral Body

63305

Removal Of Vertebral Body

63306

Removal Of Vertebral Body

63307

Removal Of Vertebral Body

63308

Remove Vertebral Body Add-On

63600

Remove Spinal Cord Lesion

63610

Stimulation Of Spinal Cord

63620

Stereotactic Radiosurgery (Particle Beam, Gamma Ray, Or Linear Accelerator); 1 Spinal Lesion

XXX XXX XX X XXX XXX XXX X

63621 |Stereotactic Radiosurgery (Particle Beam, Gamma Ray, Or Linear Accelerator); Each Additional i X
Spinal Lesion (List Separat
63650 |Implant Neuroelectrodes - X
63685 |Implant Neuroreceiver - X
64451 [Njx Aa&/Strd Nrv Nrvtg Si Jt - X
64461 [Paravertebral Block (Pvb)(Paraspinous Block), Thoracic; Single Injection Site (Includes Imaging i X
Guidance, When Performed)
64462 |Paravertebral Block (Pvb)(Paraspinous Block), Thoracic; Second And Any Additional Injection
Site(S) (Includes Imaging Guidance, When Performed) (List Separately In Addition To - X
64463 |Paravertebral Block (Pvb)(Paraspinous Block), Thoracic; Continuous Infusion By Catheter
. . - X
(Includes Imaging Guidance, When Performed)
* These codes require preauthorization after a certain number of visits. Visits and limits are dependent on plan type and/or provider type.
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64490 [Injection(S), Diagnostic Or Therapeutic Agent, Paravertebral Facet (Zygapophyseal) Joint (Or i i i X
Nerves Innervating That Joi
64491 |Injection(S), Diagnostic Or Therapeutic Agent, Paravertebral Facet (Zygapophyseal) Joint (Or i i i X
Nerves Innervating That Joi
64492 |Injection(S), Diagnostic Or Therapeutic Agent, Paravertebral Facet (Zygapophyseal) Joint (Or i i i X
Nerves Innervating That Joi
64493 |Injection(S), Diagnostic Or Therapeutic Agent, Paravertebral Facet (Zygapophyseal) Joint (Or i i i X
Nerves Innervating That Joi
64494 |Injection(S), Diagnostic Or Therapeutic Agent, Paravertebral Facet (Zygapophyseal) Joint (Or i i i X
Nerves Innervating That Joi
64495 |Injection(S), Diagnostic Or Therapeutic Agent, Paravertebral Facet (Zygapophyseal) Joint (Or i i i X
Nerves Innervating That Joi
64505 |Injection For Nerve Block - - - X
64553 |Percutaneous Implantation Of Neurostimulator Electrode Array; Cranial Nerve - - - X
64555 |Percutaneous Implantation Of Neurostimulator Electrode Array; Peripheral Nerve (Excludes i i i X
Sacral Nerve)
64561 |Percutaneous Implantation Of Neurostimulator Electrode Array; Sacral Nerve (Transforaminal i i i X
Placement)
64566 [Neuroeltrd Stim Post Tibial - - - X
64568 |Inc For Vagus N Elect Impl - X - X
64569 |Revise/Repl Vagus N Eltrd - - - X
64570 |Remove Vagus N Eltrd - - - X
64575 [Incision For Implantation Of Neurostimulator Electrode Array; Peripheral Nerve (Excludes Sacral i i i X
Nerve)
64580 |Incision For Implantation Of Neurostimulator Electrode Array; Neuromuscular - - - X
64581 [Incision For Implantation Of Neurostimulator Electrode Array; Sacral Nerve (Transforaminal i i i X
Placement)
64582 |Open Implantation Of Hypoglossal Nerve Neurostimulator Array, Pulse Generator, And Distal
. ) X i X
Respiratory Sensor Electrode Or Electrode Array
64583 |Revision Or Replacement Of Hypoglossal Nerve Neurostimulator Array And Distal Respiratory
Sensor Electrode Or Electrode Array, Including Connection To Existing Pulse Generator - X - X
64584 |Removal Of Hypoglossal Nerve Neurostimulator Array, Pulse Generator, And Distal Respiratory
- X - X
Sensor Electrode Or Electrode Array
64585 |Revision Or Removal Of Peripheral Neurostimulator Electrode Array - - - X
64590 |Implant Neuroreceiver - - - X
64595 [Revise/Remove Neuroreceiver - - - X

* These codes require preauthorization after a certain number of visits. Visits and limits are dependent on plan type and/or provider type.
© 2023 Select Health. All rights reserved. 2197751 9/23 30 of 260



% ﬁi'aeufrf Medicare codes not covered or requiring preauthorization - Nevada As of: 06/19/24

Description

Disclaimer: Please note that coverage may vary by plan type and may not follow the listed services. These codes are updated quarterly. Additionally, these coding lists do not reflect information regarding immunizations, injectable
drugs, or specialty medications and should be directed to the Pharmacy link option within the website.
64596 |Insertion or replacement of percutaneous electrode array, peripheral nerve, with integrated
neurostimulator, including imaging guidance, when performed, initial electrode array ) X ) X
64612 |Destroy Nerve, Face Muscle - X - -
64624 [Dstrj Nulyt Agt Gnclr Nrv - - - X
64625 [Rf Abltj Nrv Nrvtg Si Jt X - X -
64628 | Thermal Destruction Of Intraosseous Basivertebral Nerve, Including All Imaging Guidance; First i i i X
2 Vertebral Bodies, Lumbar Or Sacral
64629 | Thermal Destruction Of Intraosseous Basivertebral Nerve, Including All Imaging Guidance; Each
Additional Vertebral Body, Lumbar Or Sacral (List Separately In Addition To Code For Primary - - - X
Procedure)
64630 |Injection Treatment Of Nerve - - - X
64633 |Destruction By Neurolytic Agent, Paravertebral Facet Joint Nerve(S), With Imaging Guidance i i i X
(Fluoroscopy Or Ct); Cervical Or Thoracic, Single Facet Joint
64634 |Destruction By Neurolytic Agent, Paravertebral Facet Joint Nerve(S), With Imaging Guidance
(Fluoroscopy Or Ct); Cervical Or Thoracic, Each Additional Facet Joint (List Separat - - - X
64635 [Destruction By Neurolytic Agent, Paravertebral Facet Joint Nerve(S), With Imaging Guidance i i i X
(Fluoroscopy Or Ct); Lumbar Or Sacral, Single Facet Joint
64636 |Destruction By Neurolytic Agent, Paravertebral Facet Joint Nerve(S), With Imaging Guidance
(Fluoroscopy Or Ct); Lumbar Or Sacral, Each Additional Facet Joint (List Separately - - - X
64640 |Injection Treatment Of Nerve - - - X
64999 |Nervous System Surgery - X - X
65710 |Keratoplasty (Corneal Transplant); Anterior Lamellar - X - -
65730 |Keratoplasty (Corneal Transplant); Penetrating (Except In Aphakia Or Pseudophakia) - X - -
65750 |Corneal Transplant - X - -
65755 |Corneal Transplant - X - -
65756 |Keratoplasty (Corneal Transplant); Endothelial - X - -
65757 |Backbench Preparation Of Corneal Endothelial Allograft Prior To Transplantation (List Separately i X i i
In Addition To Code For
65760 [Revision Of Cornea X - X -
65765 [Revision Of Cornea X - X -
65767 |Corneal Tissue Transplant X - X -
65771 |Radial Keratotomy X - X -
66985 [Insert Lens Prosthesis - - - X

* These codes require preauthorization after a certain number of visits. Visits and limits are dependent on plan type and/or provider type.
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66989 |Extracapsular Cataract Removal With Insertion Of Intraocular Lens Prosthesis (1-Stage
Procedure), Manual Or Mechanical Technique (e.g., Irrigation And Aspiration Or
Phacoemulsification), Complex, Requiring Devices Or Techniques Not Generally Used In
Routine Cataract Surgery (e.g., 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 (e.g., Trabecular Meshwork, Supraciliary, Suprachoroidal)
Anterior Segment Aqueous Drainage Device, Without Extraocular Reservoir, Internal Approach,
One Or More

66991 |Extracapsular Cataract Removal With Insertion Of Intraocular Lens Prosthesis (1 Stage
Procedure), Manual Or Mechanical Technique (e.g., Irrigation And Aspiration Or
Phacoemulsification); With Insertion Of Intraocular (e.g., Trabecular Meshwork, Supraciliary, - - - X
Suprachoroidal) Anterior Segment Aqueous Drainage Device, Without Extraocular Reservoir,
Internal Approach, One Or More

66999 |Eye Surgery Procedure -
67027 |Implant Eye Drug System -
67299 |Eye Surgery Procedure -
67399 |Eye Muscle Surgery Procedure -
67599 |Orbit Surgery Procedure -
67900 |Repair Brow Defect -
67901 |Repair Eyelid Defect -
67902 |Repair Eyelid Defect -
67903 |Repair Eyelid Defect -
67904 |Repair Eyelid Defect -
67906 |Repair Eyelid Defect -
67908 |Repair Eyelid Defect -
67909 |Revise Eyelid Defect -
67911 |Revise Eyelid Defect -
67912 |Correction Of Lagophthalmos, With Implantation Of Upper Eyelid Lid Load (e.g., Gold Weight)

x

S XXX
XXX XXX XXX XXX

67914 |Repair Eyelid Defect -
67915 |Repair Eyelid Defect -
67916 |Repair Eyelid Defect -
67917 |Repair Eyelid Defect -
67921 |Repair Eyelid Defect -
67922 |Repair Eyelid Defect -
67923 |Repair Eyelid Defect -
67924 |Repair Eyelid Defect -

* These codes require preauthorization after a certain number of visits. Visits and limits are dependent on plan type and/or provider type.
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Disclaimer: Please note that coverage may vary by plan type and may not follow the listed services. These codes are updated quarterly. Additionally, these coding lists do not reflect information regarding immunizations, injectable
drugs, or specialty medications and should be directed to the Pharmacy link option within the website.
67930 |Repair Eyelid Wound - - - X
67950 |Revision Of Eyelid - X - -
67973 |Reconstruction Of Eyelid - - - X
67974 |Reconstruction Of Eyelid - - - X
67975 |Reconstruction Of Eyelid - - - X
67999 |Revision Of Eyelid - X - X
68399 |Eyelid Lining Surgery - X - X
68841 |Insertion Of Drug-Eluting Implant, Including Punctal Dilation When Performed, Into Lacrimal X i X i
Canaliculus, Each
68899 | Tear Duct System Surgery - X - X
69090 [Pierce Earlobes X - X -
69399 |Outer Ear Surgery Procedure - X - X
69710 |Implant/Replace Hearing Aid X - X -
69711 [Remove/Repair Hearing Aid - X - X
69714 [Implant Temple Bone W/Stimul - X - X
69715 [TEMPLE BNE IMPLNT W/STIMULAT - X - X
69716 |Implantation, Osseointegrated Implant, Skull; With Magnetic Transcutaneous Attachment To i X i X
External Speech Processor
69717 |Temple Bone Implant Revision - X - X
69719 |Revision Or Replacement (Including Removal Of Existing Device), Osseointegrated Implant, i X i X
Skull; With Magnetic Transcutaneous Attachment To External Speech Processor
69726 |Removal, Osseointegrated Implant, Skull; With Percutaneous Attachment To External Speech i X i X
Processor
69727 |Removal, Osseointegrated Implant, Skull; With Magnetic Transcutaneous Attachment To i X i X
External Speech Processor
69728 |Removal, entire osseointegrated implant, skull; with magnetic transcutaneous attachment to
external speech processor, outside the mastoid and involving a bony defect greater than or equal - X - X
to 100 sg mm surface area of bone deep to the outer cranial cortex
69729 [Implantation, osseointegrated implant, skull; with magnetic transcutaneous attachment to
external speech processor, outside of the mastoid and resulting in removal of greater than or - X - X
equal to 100 sq mm surface area of bone deep to the outer cranial cortex
69730 [Replacement (including removal of existing device), osseointegrated implant, skull; with magnetic
transcutaneous attachment to external speech processor, outside the mastoid and involving a i X i X
bony defect greater than or equal to 100 sqg mm surface area of bone deep to the outer cranial
cortex
69799 |Middle Ear Surgery Procedure - X - X
69930 |Implant Cochlear Device - X - X

* These codes require preauthorization after a certain number of visits. Visits and limits are dependent on plan type and/or provider type.
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69949 |Inner Ear Surgery Procedure -
69979 |Temporal Bone Surgery -
70332 | X-Ray Exam Of Jaw Joint -
70336 |Magnetic Image, Jaw Joint -
70350 | X-Ray Head For Orthodontia -
70355 |Orthopantogram (e.g., Panoramic X-Ray) -
70371 |Speech Evaluation, Complex -
70450 |Computed Tomography, Head Or Brain; Without Contrast Material -
70460 |Computed Tomography, Head Or Brain; With Contrast Material(S) -
70470 |Computed Tomography, Head Or Brain; Without Contrast Material, Followed By Contrast
Material(S) And Further Sections

70480 |Computed Tomography, Orbit, Sella, Or Posterior Fossa Or Outer, Middle, Or Inner Ear; Without
Contrast Material

70481 |Computed Tomography, Orbit, Sella, Or Posterior Fossa Or Outer, Middle, Or Inner Ear; With
Contrast Material(S)

70482 |Computed Tomography, Orbit, Sella, Or Posterior Fossa Or Outer, Middle, Or Inner Ear; Without
Contrast Material, Followe

70486 |Computed Tomography, Maxillofacial Area; Without Contrast Material -
70487 |Computed Tomography, Maxillofacial Area; With Contrast Material(S) -
70488 |Computed Tomography, Maxillofacial Area; Without Contrast Material, Followed By Contrast
Material(S) And Further Section

70490 |Computed Tomography, Soft Tissue Neck; Without Contrast Material -
70491 |Computed Tomography, Soft Tissue Neck; With Contrast Material(S) -
70492 |Computed Tomography, Soft Tissue Neck; Without Contrast Material Followed By Contrast
Material(S) And Further Sections

70496 |Ct Angiography, Head -
70498 |Ct Angiography, Neck -
70540 |Mri Orbit/Face/Neck W/O Dye -
70542 |Mri Orbit/Face/Neck W/Dye -
70543 |Mri Orbt/Fac/Nck W/O&W Dye -
70544 |Mr Angiography Head W/O Dye -
70545 |Mr Angiography Head W/Dye -
70546 |Mr Angiograph Head W/O&W Dye -
70547 |Mr Angiography Neck W/O Dye -
70548 |Mr Angiography Neck W/Dye -
70549 |Mr Angiograph Neck W/O&W Dye -
70551 |Mri Brain W/O Dye -

* These codes require preauthorization after a certain number of visits. Visits and limits are dependent on plan type and/or provider type.
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70552 [Mri Brain W/Dye - X - -
70553 [Mri Brain W/O&W Dye - X - -
70554 [Magnetic Resonance Imaging, Brain, Functional Mri; Including Test Selection And Administration
- - X - -
Of Repetitive Body Part M
70555 |Magnetic Resonance Imaging, Brain, Functional Mri; Requiring Physician Or Psychologist
Administration Of Entire Neurofun
70557 |Mri, Brain (Including Brain Stem And Skull Base), During Open Intracranial Procedure; Without i X i i
Contrast Material
70558 |Mri, Brain (Including Brain Stem And Skull Base), During Open Intracranial Procedure; With i X i i

Contrast Material(S)

70559 |Mri, Brain (Including Brain Stem And Skull Base), During Open Intracranial Procedure; Wo And
W Contrast Material(S)

71250 [Computed Tomography, Thorax; Without Contrast Material -
71260 |Computed Tomography, Thorax; With Contrast Material(S) -
71270 |Computed Tomography, Thorax; Without Contrast Material, Followed By Contrast Material(S)
And Further Sections

71275 |Ct Angiography, Chest -
71550 |Mri Chest W/O Dye -
71551 |Mri Chest W/Dye -
71552 |Mri Chest W/O&W Dye -
71555 |Mri Angio Chest W Or W/O Dye -
72125 |Computed Tomography, Cervical Spine; Without Contrast Material -
72126 |Computed Tomography, Cervical Spine; With Contrast Material -
72127 |Computed Tomography, Cervical Spine; Without Contrast Material, Followed By Contrast
Material(S) And Further Sections

72128 |Computed Tomography, Thoracic Spine; Without Contrast Material -
72129 |Computed Tomography, Thoracic Spine; With Contrast Material -
72130 [Computed Tomography, Thoracic Spine; Without Contrast Material, Followed By Contrast
Material(S) And Further Sections

72131 |Computed Tomography, Lumbar Spine; Without Contrast Material -
72132 |Computed Tomography, Lumbar Spine; With Contrast Material -
72133 |Computed Tomography, Lumbar Spine; Without Contrast Material, Followed By Contrast
Material(S) And Further Sections

72141 |Mri Neck Spine W/O Dye -
72142 |Mri Neck Spine W/Dye -
72146 |Mri Chest Spine W/O Dye -
72147 |Mri Chest Spine W/Dye -

* These codes require preauthorization after a certain number of visits. Visits and limits are dependent on plan type and/or provider type.
© 2023 Select Health. All rights reserved. 2197751 9/23 35 of 260

XIX XX XXX X XX X [PXEXPXXIXPX[X] X [X]X] X




% ﬁi'aeufrf Medicare codes not covered or requiring preauthorization - Nevada As of: 06/19/24

Description

Disclaimer: Please note that coverage may vary by plan type and may not follow the listed services. These codes are updated quarterly. Additionally, these coding lists do not reflect information regarding immunizations, injectable
drugs, or specialty medications and should be directed to the Pharmacy link option within the website.

72148 |Mri Lumbar Spine W/O Dye -
72149 |Mri Lumbar Spine W/Dye -
72156 |Mri Neck Spine W/O&W Dye -
72157 [Mri Chest Spine W/O&W Dye -
72158 |Mri Lumbar Spine W/O&W Dye -
72159 [Mr Angio Spine W/O&W Dye -
72191 |Ct Angiograph Pelv W/O&W Dye -
72192 |Computed Tomography, Pelvis; Without Contrast Material -
72193 |Computed Tomography, Pelvis; With Contrast Material(S) -
72194 |Computed Tomography, Pelvis; Without Contrast Material, Followed By Contrast Material(S) And
Further Sections

72195 |Mri Pelvis W/O Dye -
72196 |Mri Pelvis W/Dye -
72197 |Mri Pelvis W/O & W Dye -
72198 [Mr Angio Pelvis W/O&W Dye -
73200 |Computed Tomography, Upper Extremity; Without Contrast Material -
73201 |Computed Tomography, Upper Extremity; With Contrast Material(S) -
73202 [Computed Tomography, Upper Extremity; Without Contrast Material, Followed By Contrast
Material(S) And Further Sections

73206 |Ct Angio Upr Extrm W/O&W Dye -
73218 |Mri Upper Extremity W/O Dye -
73219 |Mri Upper Extremity W/Dye -
73220 |Mri Uppr Extremity W/O&W Dye -
73221 |Mri Joint Upr Extrem W/O Dye -
73222 |Mri Joint Upr Extrem W/ Dye -
73223 |Mri Joint Upr Extr W/O&W Dye -
73225 |Mr Angio Upr Extr W/O&W Dye -
73700 |Computed Tomography, Lower Extremity; Without Contrast Material -
73701 |Computed Tomography, Lower Extremity; With Contrast Material(S) -
73702 |Computed Tomography, Lower Extremity; Without Contrast Material, Followed By Contrast
Material(S) And Further Sections

73706 |Ct Angio Lwr Extr W/O&W Dye -
73718 |Mri Lower Extremity W/O Dye -
73719 |Mri Lower Extremity W/Dye -
73720 |Mri Lwr Extremity W/O&W Dye -
73721 |Mri Joint Of Lwr Extre W/O D -
73722 |Mri Joint Of Lwr Extr W/Dye -

* These codes require preauthorization after a certain number of visits. Visits and limits are dependent on plan type and/or provider type.
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73723 [Mri Joint Lwr Extr W/O&W Dye -
73725 |Mr Ang Lwr Ext W Or W/O Dye -
74150 |Computed Tomography, Abdomen; Without Contrast Material -
74160 |Computed Tomography, Abdomen; With Contrast Material(S) -
74170 |Computed Tomography, Abdomen; Without Contrast Material, Followed By Contrast Material(S)
And Further Sections

74174 |Computed Tomographic Angiography, Abdomen And Pelvis, With Contrast Material(S), Including
Noncontrast Images, If Performed, And Image Postprocessing

74175 |Ct Angio Abdom W/O&W Dye -
74176 |Ct Abd & Pelvis W/O Contrast -
74177 |Ct Abd & Pelv W/Contrast -
74178 |Ct Abd & Pelv 1/> Regns -
74181 |Mri Abdomen W/O Dye -
74182 |Mri Abdomen W/Dye -
74183 |Mri Abdomen W/O&W Dye -
74185 |Mri Angio, Abdom W Or W/O Dy -
74230 |Cinema X-Ray, Throat/Esoph -
74261 |Computed Tomographic (Ct) Colonography, Diagnostic, Including Image Postprocessing;
Without Contrast Material

74262 |Computed Tomographic (Ct) Colonography, Diagnostic, Including Image Postprocessing; With
Contrast Material(S) Including

74263 |Computed Tomographic (Ct) Colonography, Screening, Including Image Postprocessing X - X -
74712 |Magnetic Resonance (e.g., Proton) Imaging, Fetal, Including Placental And Maternal Pelvic

XXX XX

XXX XXX XXX X

x
x

Imaging When Performed; Single Or First Gestation i X i i
74713 [Magnetic Resonance (e.g., Proton) Imaging, Fetal, Including Placental And Maternal Pelvic
Imaging When Performed; Each Additional Gestation (List Separately In Addition To Code - X - -
75557 |Cardiac Magnetic Resonance Imaging For Morphology And Function Without Contrast Material; i X i i
75559 |Cardiac Magnetic Resonance Imaging For Morphology And Function Without Contrast Material; i X i i
With Stress Imaging
75561 |Cardiac Magnetic Resonance Imaging For Morphology And Function Without Contrast i X i i
Material(S), Followed By Contrast Materi
75563 |Cardiac Magnetic Resonance Imaging For Morphology And Function Without Contrast i X i i
Material(S), Followed By Contrast Materi
75565 |Cardiac Magnetic Resonance Imaging For Velocity Flow Mapping (List Separately In Addition To i X i i

Code For Primary Procedure)

* These codes require preauthorization after a certain number of visits. Visits and limits are dependent on plan type and/or provider type.
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75571 |Computed Tomography, Heart, Without Contrast Material, With Quantitative Evaluation Of i X i i
Coronary Calcium
75572 |Computed Tomography, Heart, With Contrast Material, For Evaluation Of Cardiac Structure And i X i i
Morphology (Including 3D Ima
75573 [Computed Tomography, Heart, With Contrast Material, For Evaluation Of Cardiac Structure And i X i i
Morphology In The Setting Of
75574 [Computed Tomographic Angiography, Heart, Coronary Arteries And Bypass Grafts (When
. . - X - -
Present), With Contrast Material, Inc
75635 |Ct Angio Abdominal Arteries - X - -
76140 | X-Ray Consultation X - X -
76380 |Computed Tomography, Limited Or Localized Follow-Up Study - X - -
76390 |Mr Spectroscopy X - X -
76391 |Magnetic Resonance (e.g., Vibration) Elastography - - - X
76496 |Unlisted Fluoroscopic Procedure (e.g., Diagnostic, Interventional) - X - X
76497 |Unlisted Computed Tomography Procedure (e.g., Diagnostic, Interventional) - X - X
76498 |Unlisted Magnetic Resonance Procedure (e.g., Diagnostic, Interventional) - X - X
76499 |Unlisted Diagnostic Radiographic Procedure - X - X
76948 |Echo Guide, Ova Aspiration - - - X
76999 |Unlisted Ultrasound Procedure (e.g., Diagnostic, Interventional) - X - X
77046 |Magnetic Resonance Imaging, Breast, Without Contrast Material; Unilateral - X - -
77047 |Magnetic Resonance Imaging, Breast, Without Contrast Material; Bilateral - X - -
77048 |Magnetic Resonance Imaging, Breast, Without And With Contrast Material(S), Including
Computer-Aided Detection (Cad Real-Time Lesion Detection, Characterization And Pharmacokin - X - -
77049 |Magnetic Resonance Imaging, Breast, Without And With Contrast Material(S), Including
Computer-Aided Detection (Cad Real-Time Lesion Detection, Characterization And Pharmacokin - X - -
77061 |Breast Tomosynthesis Uni X - X -
77062 |Breast Tomosynthesis Bi X - X -
77078 |Computed Tomography, Bone Mineral Density Study, 1 Or More Sites; Axial Skeleton (e.g., Hips, i X i i
Pelvis, Spine) Old Code 760
77084 |Magnetic Resonance (e.g., Proton) Imaging, Bone Marrow Blood Supply - X - -
77299 |Radiation Therapy Planning - X - X
77371 |Radiation Treatment Delivery, Stereotactic Radiosurgery (Srs), Complete Course Of Treatment
. . - X - X
Of Cerebral Lesion(S) Consis
77372 |Radiation Treatment Delivery, Stereotactic Radiosurgery (Srs), Complete Course Of Treatment
. . - X - X
Of Cerebral Lesion(S) Consis

* These codes require preauthorization after a certain number of visits. Visits and limits are dependent on plan type and/or provider type.
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77373 |Stereotactic Body Radiation Therapy, Treatment Delivery, Per Fraction To 1 Or More Lesions, X
Including Image Guidance, En

77385 [Ntsty Modul Rad Tx DIvr Smpl - X - -
77386 [Ntsty Modul Rad Tx DIvr Cplx X

77387 [Guidance For Radiaj Tx Dlvr
77399 [External Radiation Dosimetry
77402 |Radiation Treatment Delivery
77407 |Radiation Treatment Delivery
77432 [Stereotactic Radiation Trmt -
77435 [Stereotactic Body Radiation Therapy, Treatment Management, Per Treatment Course, To One
Or More Lesions, Including Image

77499 |Radiation Therapy Management -
77520 |Proton Trmt, Simple W/O Comp -
77522 |Proton Trmt, Simple W/Comp -
77523 [Proton Trmt, Intermediate -
77525 |Proton Treatment, Complex -
75580 [Noninvasive estimate of coronary fractional flow reserve (ffr) derived from augmentative software
analysis of the data set from a coronary computed tomography angiography, with interpretation -
and report by a physician or other qualified health care professional
77799 |Radium/Radioisotope Therapy -
78070 |Parathyroid Nuclear Imaging -
78071 |Parahtyroid Planar Imaging /W Tomographic -
78072 |Parathyroid Planar Imaging /W Spect And Ct For Anatomical Localization -
78099 [Endocrine Nuclear Procedure -
78199 |Blood/Lymph Nuclear Exam -
78299 [Gi Nuclear Procedure -
78350 |Bone Mineral, Single Photon X
78351 [Bone Mineral, Dual Photon X
78399 [Musculoskeletal Nuclear Exam -
78429 |Myocrd Img Pet 1 Std W/Ct -
78430 |Myocrd Img Pet Rst/Strs W/Ct -
78431 |Myocrd Img Pet Rst&Strs Ct -
78432 |Myocrd Img Pet 2Rtracer -
78433 |Myocrd Img Pet 2Rtracer Ct -
78451 |Myocardial Perfusion Imaging, Tomographic (Spect) (Including Attenuation Correction,
Qualitative Or Quantitative Wall Mo

X1
X1

XX
XX

XIXIXX[X] X [X]!
XIXIXX[X] X [X]!

X
X

XX XXX XX

XX

XXX XXX

* These codes require preauthorization after a certain number of visits. Visits and limits are dependent on plan type and/or provider type.
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78452 |Myocardial Perfusion Imaging, Tomographic (Spect) (Including Attenuation Correction,
Qualitative Or Quantitative Wall Mo

78453 [Myocardial Perfusion Imaging, Planar (Including Qualitative Or Quantitative Wall Motion, Ejection
Fraction By First Pass

78454 |Myocardial Perfusion Imaging, Planar (Including Qualitative Or Quantitative Wall Motion, Ejection
Fraction By First Pass

78459 |Heart Muscle Imaging (Pet) -
78466 |Heart Infarct Image -
78468 [Heart Infarct Image (Ef) -
78469 |Heart Infarct Image (3D) -
78472 |Gated Heart, Planar, Single -
78473 |Gated Heart, Multiple -
78481 [Heart First Pass, Single -
78483 [Heart First Pass, Multiple -
78491 [Heart Image (Pet), Single -
78492 |Heart Image (Pet), Multiple -
78494 |Heart Image, Spect -
78496 |Heart First Pass Add-On -
78499 |Cardiovascular Nuclear Exam -
78599 |Respiratory Nuclear Exam -
78608 |Brain Imaging (Pet) -
78609 |Brain Imaging (Pet) X
78699 |Nervous System Nuclear Exam -
78799 |Genitourinary Nuclear Exam -
78803 | Tumor Imaging (3D) -
78811 |Tumor Imaging, Positron Emission Tomography (Pet); Limited Area (e.g., Chest, Head/Neck)

SIS PXZPXPIXZ XXX XX X

78812 | Tumor Imaging, Positron Emission Tomography (Pet); Skull Base To Mid-Thigh -
78813 | Tumor Imaging, Positron Emission Tomography (Pet); Whole Body -
78814 |Tumor Imaging, Positron Emission Tomography (Pet) W Concurrently Acquired Ct; Limited Area
(e.g., Chest, Head/Neck)

78815 | Tumor Imaging, Positron Emission Tomography (Pet) W Concurrently Acquired Ct; Skull Base To
Mid-Thigh

78816 |Tumor Imaging, Positron Emission Tomography (Pet) W Concurrently Acquired Ct; Whole Body

XXX X IX|X|[X]
x

>

X

78999 |Nuclear Diagnostic Exam -
79999 [Nuclear Medicine Therapy B

XX

* These codes require preauthorization after a certain number of visits. Visits and limits are dependent on plan type and/or provider type.
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80050

General Health Panel

80199

Tiagabine

80299

Quantitative Assay, Drug

80320

Alcohols

80321

Alcohol Biomarkers; 1 Or 2

80322

Alcohol Biomarkers; 3 Or More

80323

Alkaloids, Not Otherwise Specified

80324

Amphetamines; 1 Or 2

80325

Amphetamines; 3 Or 4

80326

Amphetamines; 5 Or More

80327

Anabolic Steroids; 1 Or 2

80328

Anabolic Steroids; 3 Or More

80329

Analgesics, Non-Opioid; 1 Or 2

80330

Analgesics, Non-Opioid; 3-5

80331

Analgesics, Non-Opioid; 6 Or More

80332

Antidepressants, Serotonergic Class; 1 Or 2

80333

Antidepressants, Serotonergic Class; 3-5

80334

Antidepressants, Serotonergic Class; 6 Or More

80335

Antidepressants, Tricyclic And Other Cyclicals; 1 Or 2

80336

Antidepressants, Tricyclic And Other Cyclicals; 3-5

80337

Antidepressants, Tricyclic And Other Cyclicals; 6 Or More

80338

Antidepressants, Not Otherwise Specified

80339

Antiepileptics, Not Otherwise Specified; 1-3

80340

Antiepileptics, Not Otherwise Specified; 4-6

80341

Antiepileptics, Not Otherwise Specified; 7 Or More

80342

Antipsychotics, Not Otherwise Specified; 1-3

80343

Antipsychotics, Not Otherwise Specified; 4-6

80344

Antipsychotics, Not Otherwise Specified; 7 Or More

80345

Barbiturates

80346

Benzodiazepines; 1-12

80347

Benzodiazepines; 13 Or More

80348

Buprenorphine

80349

Cannabinoids, Natural

80350

Cannabinoids, Synthetic; 1-3

80351

Cannabinoids, Synthetic; 4-6

80352

Cannabinoids, Synthetic; 7 Or More

80353

Cocaine

Do Dot Bl Bl Badl Bl Bl Badl Bad Bl Bl Badl Bl Bl Padl Bt Pl Bl Bt Bl Bl Bad Dot B Bl Bad Bt Bt Bad DS Bt P B4 B

Do Bad Pl Bl Badl Bl B Bl Bad Bl Bl ot Bl Bl Padl Dot Pl Bl Bt Bl Bl B Bt Bl Bl B Bl Bl B DS Bl P B4 B
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80354 [Fentanyl X - X -
80355 |Gabapentin, Non-Blood X - X -
80356 |Heroin Metabolite X - X -
80357 |Ketamine And Norketamine X - X -
80358 [Methadone X - X -
80359 |Methylenedioxyamphetamines (Mda, Mdea, Mdma) X - X -
80360 [Methylphenidate X - X -
80361 |Opiates, 1 Or More X - X -
80362 |Opioids And Opiate Analogs; 1 Or 2 X - X -
80363 |Opioids And Opiate Analogs; 3 Or 4 X - X -
80364 |Opioids And Opiate Analogs; 5 Or More X - X -
80365 |Oxycodone X - X -
80366 |Pregabalin X - X -
80367 |Propoxyphene X - X -
80368 |Sedative Hypnotics (Non-Benzodiazepines) X - X -
80369 [Skeletal Muscle Relaxants; 1 Or 2 X - X -
80370 [Skeletal Muscle Relaxants; 3 Or More X - X -
80371 [Stimulants, Synthetic X - X -
80372 [Tapentadol X - X -
80373 [Tramadol X - X -
80374 [Stereoisomer Anal Single Drug Class X - X -
80375 [Drug(S) Definitive, Qual Or Quant Nos 1-3 X - X -
80376 [Drug(S) Definitive, Qual Or Quant Unlisted 4-6 X - X -
80377 [Drug(S) Definitive, Qual Or Quant Nos 7 Or More X - X -
81099 [Urinalysis Test Procedure - X - X
81105 [Hpa-1, Itgh3, Antigen Cd61, Gene Analysis, Common Variant X - X -
81106 [Hpa-2, GplBa, Gplba, Gene Analysis, Common Variant X - X -
81107 [Hpa-3, ltga2B, Gplba, Gene Analysis, Common Variant X - X -
81108 [Hpa-4, ltgh3, Cd61, Gene Analysis, Common Variant X - X -
81109 [Hpa-5, Itga2, Gene Analysis, Common Variant X - X -
81110 [Hpa-6, Itgh3, Cd61, Gene Analysis, Common Variant X - X -
81111 [Hpa-9, ltga2B, Gene Analysis, Common Variant X - X -
81112 [Hpa-15, Cd109, Gene Analysis, Common Variant X - X -
81120 [Idh1 (Isocitrate Dehydrogenase 1, Soluble) (e.g., Glioma), Common Variants - X - X
81121 [ldh1 (Isocitrate Dehydrogenase 1, Mitochondrial) (e.g., Glioma), Common Variants - X - X
81162 (Brcal, Brca2 (Breast Cancer 1 And 2) (e.g., Hereditary Breast And Ovarian Cancer) Gene i X i X

Analysis; Full Sequence Analysis And Full Duplication/Deletion Analysis
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81163 (Brcal (Brcal, Dna Repair Associated), Brca2 (Brca2, Dna Repair Associated) (e.g., Hereditary i X i X
Breast And Ovarian Cancer) Gene Analysis; Full Sequence Analysis
81164 |Brcal (Brcal, Dna Repair Associated), Brca2 (Brca2, Dna Repair Associated) (e.g., Hereditary
Breast And Ovarian Cancer) Gene Analysis; Full Duplication/Deletion Analysis (le, De - X - X
81165 |Brcal (Brcal, Dna Repair Associated) (e.g., Hereditary Breast And Ovarian Cancer) Gene i X i X
Analysis; Full Sequence Analysis
81166 (Brcal (Brcal, Dna Repair Associated) (e.g., Hereditary Breast And Ovarian Cancer) Gene
Analysis; Full Duplication/Deletion Analysis (le, Detection Of Large Gene Rearrangements) - X - X
81167 (Brca2 (Brca2, Dna Repair Associated) (e.g., Hereditary Breast And Ovarian Cancer) Gene
Analysis; Full Duplication/Deletion Analysis (le, Detection Of Large Gene Rearrangements) - X - X
81168 (Ccndl/Igh (T(11;14)) (e.g., Mantle Cell Lymphoma) Translocation Analysis, Major Breakpoint, i X i X
Qualitative And Quantitative, If Performed
81170 |Abl1 (Abl Proto-Oncogene 1 Non-Receptor Tyrosine Kinase) (e.g., Acquired Imatinib Tyrosine i X i X
Kinase Inhibitor Resistance), Gene Analysis, Variants In The Kinase Domain
81171 |Aff2 (Af4/Fmr2 Family, Member 2 [Fmr2]) (e.g., Fragile X Mental Retardation 2 [Fraxe]) Gene i X i X
Analysis; Evaluation To Detect Abnormal (e.g., Expanded) Alleles
81172 |Aff2 (Af4/Fmr2 Family, Member 2 [Fmr2]) (e.g., Fragile X Mental Retardation 2 [Fraxe]) Gene i X i X
Analysis; Characterization Of Alleles (e.g., Expanded Size And Methylation Status)
81173 [Ar (Androgen Receptor) (e.g., Spinal And Bulbar Muscular Atrophy, Kennedy Disease, X
N . - X - X
Chromosome Inactivation) Gene Analysis; Full Gene Sequence
81174 |Ar (Androgen Receptor) (e.g., Spinal And Bulbar Muscular Atrophy, Kennedy Disease, X
S . - . - X - X
Chromosome Inactivation) Gene Analysis; Known Familial Variant
81175 [Asxl1, (Myelod Syndr, Myeloproli Neoplasm, Cml) Gene Analyst; Full Gene Seq - X - X
81176 [Asxl1, (Myelod Syndr, Myeloproli Neoplasm, Cml) Gene Analyst; Targeted Seq Analy - X - X
81177 |Atnl (Atrophin 1) (e.g., Dentatorubral-Pallidoluysian Atrophy) Gene Analysis, Evaluation To
- X - X
Detect Abnormal (e.g., Expanded) Alleles
81178 |Atxnl (Ataxin 1) (e.g., Spinocerebellar Ataxia) Gene Analysis, Evaluation To Detect Abnormal i X i X
(e.g., Expanded) Alleles
81179 [Atxn2 (Ataxin 2) (e.g., Spinocerebellar Ataxia) Gene Analysis, Evaluation To Detect Abnormal i X i X
(e.g., Expanded) Alleles
81180 |Atxn3 (Ataxin 3) (e.g., Spinocerebellar Ataxia, Machado-Joseph Disease) Gene Analysis, i X i X
Evaluation To Detect Abnormal (e.g., Expanded) Alleles
81181 [Atxn7 (Ataxin 7) (e.g., Spinocerebellar Ataxia) Gene Analysis, Evaluation To Detect Abnormal i X i X
(e.g., Expanded) Alleles
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81182 [Atxn80s (Atxn8 Opposite Strand [Non-Protein Coding]) (e.g., Spinocerebellar Ataxia) Gene i X i X
Analysis, Evaluation To Detect Abnormal (e.g., Expanded) Alleles

81183 |Atxnl0 (Ataxin 10) (e.g., Spinocerebellar Ataxia) Gene Analysis, Evaluation To Detect Abnormal i X i X
(e.qg., Expanded) Alleles

81184 [CacnalA (Calcium Voltage-Gated Channel Subunit Alphal A) (e.g., Spinocerebellar Ataxia) i X i X
Gene Analysis; Evaluation To Detect Abnormal (e.g., Expanded) Alleles

81185 |CacnalA (Calcium Voltage-Gated Channel Subunit Alphal A) (e.g., Spinocerebellar Ataxia) i X i X
Gene Analysis; Full Gene Sequence

81186 [CacnalA (Calcium Voltage-Gated Channel Subunit Alphal A) (e.g., Spinocerebellar Ataxia) i X i X
Gene Analysis; Known Familial Variant

81187 |Cnbp (Cchc-Type Zinc Finger Nucleic Acid Binding Protein) (e.g., Myotonic Dystrophy Type 2) i X i X
Gene Analysis, Evaluation To Detect Abnormal (e.g., Expanded) Alleles

81188 [Csth (Cystatin B) (e.g., Unverricht-Lundborg Disease) Gene Analysis; Evaluation To Detect

- X - X

Abnormal (e.g., Expanded) Alleles

81189 |Csth (Cystatin B) (e.g., Unverricht-Lundborg Disease) Gene Analysis; Full Gene Sequence i X i X

81190 (Cstb (Cystatin B) (e.g., Unverricht-Lundborg Disease) Gene Analysis; Known Familial Variant(S) i X i X

81191 [Ntrk1 (Neurotrophic Receptor Tyrosine Kinase 1) (e.g., Solid Tumors) Translocation Analysis i X i X

81192 [Ntrk2 (Neurotrophic Receptor Tyrosine Kinase 2) (e.g., Solid Tumors) Translocation Analysis i X i X

81193 [Ntrk3 (Neurotrophic Receptor Tyrosine Kinase 3) (e.g., Solid Tumors) Translocation Analysis i X i X

81194 [Ntrk (Neurotrophic-Tropomyosin Receptor Tyrosine Kinase 1, 2, And 3) (e.g., Solid Tumors) i X i X
Translocation Analysis

81200 [Aspa (Aspartoacylase) (e.g., Canavan Disease) Gene Analysis, Common Variants (e.g., E285A, X i X i
Y231X)

81201 [Apc Gene Analysis; Full Sequence - X - X

81202 [Apc Gene Analysis; Known Fam Variants - X - X

81203 [Apc Gene Anaysis; Duplication/Deletion Variants - X - X

81204 [(Ar (Androgen Receptor) (e.g., Spinal And Bulbar Muscular Atrophy, Kennedy Disease, X
Chromosome Inactivation) Gene Analysis; Characterization Of Alleles (e.g., Expanded Size Or - X - X
Me

81205 (Bckdhb (Branched-Chain Keto Acid Dehydrogenase E1, Beta Polypeptide) (e.g., Maple Syrup X i X i
Urine Disease) Gene Analysis, Common Variants (e.g., R183P, G278S, E422X)
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81209 (BIm (Bloom Syndrome, Recq Helicase-Like) (e.g., Bloom Syndrome) Gene Analysis, X i X i
2281Del6Ins7 Variant

81212 |Brcal, Brca2 (Breast Cancer 1 And 2) (e.g., Hereditary Breast And Ovarian Cancer) Gene i X i X
Analysis; 185Delag, 5385Insc, 6174Delt Variants

81215 (Brcal (Breast Cancer 1) (e.g., Hereditary Breast And Ovarian Cancer) Gene Analysis; Known i X i X
Familial Variant

81216 |Brca2 (Breast Cancer 2) (e.g., Hereditary Breast And Ovarian Cancer) Gene Analysis; Full i X i X
Sequence Analysis

81217 (Brca2 (Breast Cancer 2) (e.g., Hereditary Breast And Ovarian Cancer) Gene Analysis; Known i X i X
Familial Variant

81218 |Cebpa (Ccaat/Enhancer Binding Protein [C/Ebp], Alpha) (e.g., Acute Myeloid Leukemia), Gene i X i X
Analysis, Full Gene Sequence

81219 [Calr (Calreticulin) (e.g., Myeloproliferative Disorders), Gene Analysis, Common Variants In Exon i X i X
9

81220 |Cftr (Cystic Fibrosis Transmembrane Conductance Regulator) (e.g., Cystic Fibrosis) Gene

; ! - - X - X

Analysis; Common Variants (e.g., Acmg/Acog Guidelines)

81225 [Cyp2C19 (Cytochrome P450, Family 2, Subfamily C, Polypeptide 19) (e.g., Drug Metabolism), i X i X
Gene Analysis, Common Variants (e.q., *2, *3, *4, *8, *17)

81226 [Cyp2D6 (Cytochrome P450, Family 2, Subfamily D, Polypeptide 6) (e.g., Drug Metabolism),
Gene Analysis, Common Variants (e.g., *2, *3, *4, *5, *6, *9, *10, *17, *19, *29, *35, *41, - X - X

81227 [Cyp2C9 (Cytochrome P450, Family 2, Subfamily C, Polypeptide 9) (e.g., Drug Metabolism), i X i X
Gene Analysis, Common Variants (e.g., *2, *3, *5, *6)

81228 [Cytogenomic Constitutional (Genome-Wide) Microarray Analysis; Interrogation Of Genomic
Regions For Copy Number Variants (e.g., Bacterial Artificial Chromosome [Bac] Or Oligo-Bas - X - X

81229 [Cytogenomic Constitutional (Genome-Wide) Microarray Analysis; Interrogation Of Genomic
Regions For Copy Number And Single Nucleotide Polymorphism (Snp) Variants For - X - X
Chromosoma

81230 [Cyp3A4, Gene Analysis, Common Variant(S) - X - X

81231 [Cyp3A5, Gene Analaysis, Common Variants - X - X

81232 [Dpyd, Gene Analysis, Common Variant(S) - X - X

81233 (Btk (Bruton'S Tyrosine Kinase) (e.g., Chronic Lymphocytic Leukemia) Gene Analysis, Common i X i X
Variants (e.g., C481S, C481R, C481F)

81234 |Dmpk (Dm1 Protein Kinase) (e.g., Myotonic Dystrophy Type 1) Gene Analysis; Evaluation To
Detect Abnormal (Expanded) Alleles i i

81235 [Egfr Gene Analysis; Common Variants - X -

* These codes require preauthorization after a certain number of visits. Visits and limits are dependent on plan type and/or provider type.
© 2023 Select Health. All rights reserved. 2197751 9/23 45 of 260



% ﬁi'aeufrf Medicare codes not covered or requiring preauthorization - Nevada As of: 06/19/24

Description

Disclaimer: Please note that coverage may vary by plan type and may not follow the listed services. These codes are updated quarterly. Additionally, these coding lists do not reflect information regarding immunizations, injectable
drugs, or specialty medications and should be directed to the Pharmacy link option within the website.
81236 [Ezh2 (Enhancer Of Zeste 2 Polycomb Repressive Complex 2 Subunit) (e.g., Myelodysplastic
Syndrome, Myeloproliferative Neoplasms) Gene Analysis, Full Gene Sequence - X - X
81237 [Ezh2 (Enhancer Of Zeste 2 Polycomb Repressive Complex 2 Subunit) (e.g., Diffuse Large B-Cell i X i X
Lymphoma) Gene Analysis, Common Variant(S) (e.g., Codon 646)
81238 [F9 (Coagulation Factor Ix) (e.g., Hemophilia B), Full Gene Seq - X - X
81239 |Dmpk (Dm1 Protein Kinase) (e.g., Myotonic Dystrophy Type 1) Gene Analysis; Characterization
: - X - X
Of Alleles (e.g., Expanded Size)
81240 [F2 (Prothrombin, Coagulation Factor li) (e.g., Hereditary Hypercoagulability) Gene Analysis, X i X i
20210G>A Variant
81241 |F5 (Coagulation Factor V) (e.g., Hereditary Hypercoagulability) Gene Analysis, Leiden Variant X i X i
81242 [Fancc (Fanconi Anemia, Complementation Group C) (e.g., Fanconi Anemia, Type C) Gene
. X X - X -
Analysis, Common Variant (e.g., Ivs4+4A>T)
81243 |Fmrl (Fragile X Mental Retardation 1) (e.g., Fragile X Mental Retardation) Gene Analysis; X i X i
Evaluation To Detect Abnormal (e.g., Expanded) Alleles
81244 [Fmrl (Fragile X Mental Retardation 1) (e.g., Fragile X Mental Retardation) Gene Analysis; X i X i
Characterization Of Alleles (e.g., Expanded Size And Methylation Status)
81247 |G6Pd, Gene Analysis; Common Variant(S) - X - X
81248 |G6Pd, Gene Analysis; Known Familial Variant(S) - X - X
81249 |G6Pd, Gene Analysis; Full Gene Seq - X - X
81250 (G6Pc (Glucose-6-Phosphatase, Catalytic Subunit) (e.g., Glycogen Storage Disease, Type 1A, i X i X
Von Gierke Disease) Gene Analysis, Common Variants (e.g., R83C, Q347X)
81251 (Gba (Glucosidase, Beta, Acid) (e.g., Gaucher Disease) Gene Analysis, Common Variants (e.g., X i X i
N370S, 84Gg, L444P, Ivs2+1G>A)
81252 |Gjb2 Gene Full Sequence - X - X
81253 |Gjb2 Gene Known Fam Variants - X - X
81254 |Gjb6 Gene Com Variants - X - X
81255 [Hexa (Hexosaminidase A [Alpha Polypeptide]) (e.g., Tay-Sachs Disease) Gene Analysis, X i X i
Common Variants (e.g., 1278Instatc, 1421+1G>C, G269S)
81256 [Hfe (Hemochromatosis) (e.g., Hereditary Hemochromatosis) Gene Analysis, Common Variants i X i X
(e.g., C282Y, H63D)
81257 [Hbal/Hba2 (Alpha Globin 1 And Alpha Globin 2) (e.g., Alpha Thalassemia, Hb Bart Hydrops
Fetalis Syndrome, Hbh Disease), Gene Analysis, For Common Deletions Or Variant (e.g., South - X - X
81258 |Hbal/Hba2, Gene Analysis, Known Familial Variant - X - X
81259 |Hbal/Hba2, Gene Analysis, Full Gene Seq - X - X
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81260 (lkbkap (Inhibitor Of Kappa Light Polypeptide Gene Enhancer In B-Cells, Kinase Complex-
Associated Protein) (e.g., Familial Dysautonomia) Gene Analysis, Common Variants X - X -
(e.q.,2507+6
81261 (Igh@ (Immunoglobulin Heavy Chain Locus) (e.g., Leukemias And Lymphomas, B-Cell), Gene
Rearrangement Analysis To Detect Abnormal Clonal Population(S); Amplified Methodology (e.g., - X - X
81262 (Igh@ (Immunoglobulin Heavy Chain Locus) (e.g., Leukemias And Lymphomas, B-Cell), Gene
Rearrangement Analysis To Detect Abnormal Clonal Population(S); Direct Probe Methodology (E - X - X
81263 [Igh@ (Immunoglobulin Heavy Chain Locus) (e.g., Leukemia And Lymphoma, B-Cell), Variable i X i X
Region Somatic Mutation Analysis
81264 |lgk@ (Immunoglobulin Kappa Light Chain Locus) (e.g., Leukemia And Lymphoma, B-Cell), Gene i X i X
Rearrangement Analysis, Evaluation To Detect Abnormal Clonal Population(S)
81265 [Comparative Analysis Using Short Tandem Repeat (Str) Markers; Patient And Comparative
Specimen (e.g., Pre-Transplant Recipient And Donor Germline Testing, Post-Transplant Non-He - X - X
81266 [Comparative Analysis Using Short Tandem Repeat (Str) Markers; Each Additional Specimen
(e.g., Additional Cord Blood Donor, Additional Fetal Samples From Different Cultures, Or A - X - X
81269 [Hbal/Hba2, Gene Analysis, Duplication/Deletion Variants - X - X
81270 [Jak2 (Janus Kinase 2) (e.g., Myeloproliferative Disorder) Gene Analysis, P.Val617Phe (V617F) i X i X
Variant
81271 [Htt (Huntingtin) (e.g., Huntington Disease) Gene Analysis; Evaluation To Detect Abnormal (e.qg., i X i X
Expanded) Alleles
81272 (Kit (V-Kit Hardy-Zuckerman 4 Feline Sarcoma Viral Oncogene Homolog) (e.g., Gastrointestinal
Stromal Tumor [Gist], Acute Myeloid Leukemia, Melanoma), Gene Analysis, Targeted Sequ - X - X
81273 (Kit (V-Kit Hardy-Zuckerman 4 Feline Sarcoma Viral Oncogene Homolog) (e.g., Mastocytosis), i X i X
Gene Analysis, D816 Variant(S)
81274 [Htt (Huntingtin) (e.g., Huntington Disease) Gene Analysis; Characterization Of Alleles (e.g.,
Expanded Size) i i
81277 [Cytogenomic Neo Microra Alys - X -
81278 (Igh@/Bcl2 (T(14;18)) (e.g., Follicular Lymphoma) Translocation Analysis, Major Breakpoint
Region (Mbr) And Minor Cluster Region (Mcr) Breakpoints, Qualitative Or Quantitative - X - X
81279 [Jak2 (Janus Kinase 2) (e.g., Myeloproliferative Disorder) Targeted Sequence Analysis (e.g.,
- X - X
Exons 12 And 13)
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81283 |IfnI3, Gene Analysis, Rs12979860 Variant - X - X

81284 Fxn (Frataxin) (e.g., Friedreich Ataxia) Gene Analysis; Evaluation To Detect Abnormal

(Expanded) Alleles

81285 |Fxn (Frataxin) (e.g., Friedreich Ataxia) Gene Analysis; Characterization Of Alleles (e.g., X X

Expanded Size)

81286 |Fxn (Frataxin) (e.g., Friedreich Ataxia) Gene Analysis; Full Gene Sequence - X X

81287 |[Mgmt Gene Methylation Anal - X X

81288 |MIhl Gene Methylation Anal - X - X
X X
X X

81289 |Fxn (Frataxin) (e.g., Friedreich Ataxia) Gene Analysis; Known Familial Variant(S) -
81290 [Mcoln1 (Mucolipin 1) (e.g., Mucolipidosis, Type Iv) Gene Analysis, Common Variants (e.g., Ivs3-
2A>G, Del6.4Kb)

81291 |Mthfr (5,10-Methylenetetrahydrofolate Reductase) (e.g., Hereditary Hypercoagulability) Gene
Analysis, Common Variants (e.g., 677T, 1298C)

81292 (MIh1 (Mutl Homolog 1, Colon Cancer, Nonpolyposis Type 2) (e.g., Hereditary Non-Polyposis
Colorectal Cancer, Lynch Syndrome) Gene Analysis; Full Sequence Analysis

81293 [MIh1 (Mutl Homolog 1, Colon Cancer, Nonpolyposis Type 2) (e.g., Hereditary Non-Polyposis
Colorectal Cancer, Lynch Syndrome) Gene Analysis; Known Familial Variants

81294 (MIh1 (Mutl Homolog 1, Colon Cancer, Nonpolyposis Type 2) (e.g., Hereditary Non-Polyposis
Colorectal Cancer, Lynch Syndrome) Gene Analysis; Duplication/Deletion Variants - X - X

81295 (Msh2 (Muts Homolog 2, Colon Cancer, Nonpolyposis Type 1) (e.g., Hereditary Non-Polyposis
Colorectal Cancer, Lynch Syndrome) Gene Analysis; Full Sequence Analysis
81296 (Msh2 (Muts Homolog 2, Colon Cancer, Nonpolyposis Type 1) (e.g., Hereditary Non-Polyposis
Colorectal Cancer, Lynch Syndrome) Gene Analysis; Known Familial Variants
81297 (Msh2 (Muts Homolog 2, Colon Cancer, Nonpolyposis Type 1) (e.g., Hereditary Non-Polyposis
Colorectal Cancer, Lynch Syndrome) Gene Analysis; Duplication/Deletion Variants - X - X

81298 (Msh6 (Muts Homolog 6 [E. Coli]) (e.g., Hereditary Non-Polyposis Colorectal Cancer, Lynch
Syndrome) Gene Analysis; Full Sequence Analysis

81299 (Msh6 (Muts Homolog 6 [E. Coli]) (e.g., Hereditary Non-Polyposis Colorectal Cancer, Lynch
Syndrome) Gene Analysis; Known Familial Variants

81300 (Msh6 (Muts Homolog 6 [E. Coli]) (e.g., Hereditary Non-Polyposis Colorectal Cancer, Lynch
Syndrome) Gene Analysis; Duplication/Deletion Variants

81301 [Microsatellite Instability Analysis (e.g., Hereditary Non-Polyposis Colorectal Cancer, Lynch
Syndrome) Of Markers For Mismatch Repair Deficiency (e.g., Bat25, Bat26), Includes Com - X - X
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81302 [Mecp2 (Methyl Cpg Binding Protein 2) (e.g., Rett Syndrome) Gene Analysis; Full Sequence

Analysis i X i X
81303 |Mecp2 (Methyl Cpg Binding Protein 2) (e.g., Rett Syndrome) Gene Analysis; Known Familial i X i X
Variant
81304 (Mecp2 (Methyl Cpg Binding Protein 2) (e.g., Rett Syndrome) Gene Analysis; Duplication/Deletion i X i X
Variants
81305 |Myd88 (Myeloid Differentiation Primary Response 88) (e.g., Waldenstrom'S Macroglobulinemia,
Lymphoplasmacytic Leukemia) Gene Analysis, P.Leu265Pro (L265P) Variant - X - X
81307 [Palb2 Gene Full Gene Seq - X - X
81308 [Palb2 Gene Known Famil Vrnt - X - X
81309 [Pik3Ca Gene Trgt Seq Alys - X - X
81310 [Npm1 (Nucleophosmin) (e.g., Acute Myeloid Leukemia) Gene Analysis, Exon 12 Variants - X - X
81311 |Nras (Neuroblastoma Ras Viral [V-Ras] Oncogene Homolog) (e.g., Colorectal Carcinoma), Gene i X i X
Analysis, Variants In Exon 2 (e.g., Codons 12 & 13) And Exon 3 (e.g., Codon61)
81312 (Pabpnl (Poly[A] Binding Protein Nuclear 1) (e.g., Oculopharyngeal Muscular Dystrophy) Gene i i X

Analysis, Evaluation To Detect Abnormal (e.g., Expanded) Alleles
81313 |Pca3 Klk3 - X -
81314 |Pdgfra (Platelet-Derived Growth Factor Receptor, Alpha Polypeptide) (e.g., Gastointestinal
Stromal Tumor [Gist]), Gene Analysis, Targeted Sequence Analysis (e.g., Exons 12, 18)
81316 [Pml/Raralpha, (T(15;17)), (Promyelocytic Leukemia/Retinoic Acid Receptor Alpha) (e.g.,

Promyelocytic Leukemia) Translocation Analysis; Single Breakpoint (e.g., Intron 3, Intron 6 - X - X
81317 [Pms2 (Postmeiotic Segregation Increased 2 [S. Cerevisiae]) (e.g., Hereditary Non-Polyposis i X i X
Colorectal Cancer, Lynch Syndrome) Gene Analysis; Full Sequence Analysis
81318 [Pms2 (Postmeiotic Segregation Increased 2 [S. Cerevisiae]) (e.g., Hereditary Non-Polyposis i X i X
Colorectal Cancer, Lynch Syndrome) Gene Analysis; Known Familial Variants
81319 [Pms2 (Postmeiotic Segregation Increased 2 [S. Cerevisiae]) (e.g., Hereditary Non-Polyposis
Colorectal Cancer, Lynch Syndrome) Gene Analysis; Duplication/Deletion Variants - X - X
81320 [Plcg2 (Phospholipase C Gamma 2) (e.g., Chronic Lymphocytic Leukemia) Gene Analysis, i X i X
Common Variants (e.g., R665W, S707F, L845F)
81321 |Pten Gene Analysis;Full Seq Analysis - X - X
81322 |Pten Gene Analysis; Fam Variant - X - X
81323 |Pten Gene Analysis; Duplication/Deletion Variant - X - X
81324 [Pmp22 Gene Analysis; Dup/Deletion Analysis - X - X
81325 |Pmp22 Gene Analysis; Full Seq Analysis - X - X
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81326 |Pmp22 (Peripheral Myelin Protein 22) Gene Analysis; Known Fam Variant - X - X
81328 |SIc01B1, Gene Analysis, Common Variant(S) - X - X
81330 [Smpd1(Sphingomyelin Phosphodiesterase 1, Acid Lysosomal) (e.g., Niemann-Pick Disease, i X i X
Type A) Gene Analysis, Common Variants (e.g., R496L, L302P, Fsp330)
81331 |Snrpn/Ube3A (Small Nuclear Ribonucleoprotein Polypeptide N And Ubiquitin Protein Ligase
E3A) (e.g., Prader-Willi Syndrome And/Or Angelman Syndrome), Methylation Analysis - X - X
81332 |Serpinal (Serpin Peptidase Inhibitor, Clade A, Alpha-1 Antiproteinase, Antitrypsin, Member 1)
(e.g., Alpha-1-Antitrypsin Deficiency), Gene Analysis, Common Variants (e.g., *S And - X - X
81333 | Tgfbi (Transforming Growth Factor Beta-Induced) (e.g., Corneal Dystrophy) Gene Analysis, i X i X
Common Variants (e.g., R124H, R124C, R124L, R555W, R555Q)
81334 |Runxl1, Gene Analysis, Targeted Seq Analysis - X - X
81336 [Smn1l (Survival Of Motor Neuron 1, Telomeric) (e.g., Spinal Muscular Atrophy) Gene Analysis; i X i X
Full Gene Sequence
81337 |Smnl (Survival Of Motor Neuron 1, Telomeric) (e.g., Spinal Muscular Atrophy) Gene Analysis; i X i X
Known Familial Sequence Variant(S)
81338 [Mpl (Mpl Proto-Oncogene, Thrombopoietin Receptor) (e.g., Myeloproliferative Disorder) Gene i X i X
Analysis; Common Variants (e.g., W515A, W515K, W515L, W515R)
81339 (Mpl (Mpl Proto-Oncogene, Thrombopoietin Receptor) (e.g., Myeloproliferative Disorder) Gene i X i X
Analysis; Sequence Analysis, Exon 10
81340 (Trb@ (T Cell Antigen Receptor, Beta) (e.g., Leukemia And Lymphoma), Gene Rearrangement
Analysis To Detect Abnormal Clonal Population(S); Using Amplification Methodology (e.g., Pol - X - X
81341 [Trb@ (T Cell Antigen Receptor, Beta) (e.g., Leukemia And Lymphoma), Gene Rearrangement
Analysis To Detect Abnormal Clonal Population(S); Using Direct Probe Methology (e.g., Southe - X - X
81342 [Trg@ (T Cell Antigen Receptor, Gamma) (e.g., Leukemia And Lymphoma), Gene i X i X
Rearrangement Analysis, Evaluation To Detect Abnormal Clonal Population(S)
81343 [Ppp2R2B (Protein Phosphatase 2 Regulatory Subunit Bbeta) (e.g., Spinocerebellar Ataxia) Gene i X i X
Analysis, Evaluation To Detect Abnormal (e.g., Expanded) Alleles
81344 (Tbp (Tata Box Binding Protein) (e.g., Spinocerebellar Ataxia) Gene Analysis, Evaluation To i X i X
Detect Abnormal (e.g., Expanded) Alleles
81345 [Tert (Telomerase Reverse Transcriptase) (e.g., Thyroid Carcinoma, Glioblastoma Multiforme)
. ) . - X - X
Gene Analysis, Targeted Sequence Analysis (e.g., Promoter Region)
81346 [Tyms, Gene Analysis, Common Variant(S) - X -
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81347 (Sf3B1 (Splicing Factor [3B] Subunit B1) (e.g., Myelodysplastic Syndrome/Acute Myeloid
Leukemia) Gene Analysis, Common Variants (e.g., A672T, E622D, L833F, R625C, R625L) - X - X

81348 [Srsf2 (Serine And Arginine-Rich Splicing Factor 2) (e.g., Myelodysplastic Syndrome, Acute
Myeloid Leukemia) Gene Analysis, Common Variants (e.g., P95H, P95L)

81349 |Cytogenomic (Genome-Wide) Analysis For Constitutional Chromosomal Abnormalities;
Interrogation Of Genomic Regions For Copy Number And Loss-Of-Heterozygosity Variants, Low- - X - X
Pass Sequencing Analysis

81350 |Ugt1Al (Udp Glucuronosyltransferase 1 Family, Polypeptide Al) (e.g., Irinotecan Metabolism),

Gene Analysis, Common Variants (e.g., *28, *36, *37) i X i X
81351 (Tp53 (Tumor Protein 53) (e.g., Li-Fraumeni Syndrome) Gene Analysis; Full Gene Sequence i X i X
81352 | Tp53 (Tumor Protein 53) (e.g., Li-Fraumeni Syndrome) Gene Analysis; Targeted Sequence i X i X
Analysis (e.g., 4 Oncology)
81353 [Tp53 (Tumor Protein 53) (e.g., Li-Fraumeni Syndrome) Gene Analysis; Known Familial Variant i X i X
81355 |Vkorcl (Vitamin K Epoxide Reductase Complex, Subunit 1) (e.g., Warfarin Metabolism), Gene X i X i
Analysis, Common Variants (e.g., -1639/3673)
81357 [U2Af1 (U2 Small Nuclear Rna Auxiliary Factor 1) (e.g., Myelodysplastic Syndrome, Acute i X i X

Myeloid Leukemia) Gene Analysis, Common Variants (e.g., S34F, S34Y, Q157R, Q157P)
81360 |Zrsr2 (Zinc Finger Ccch-Type, Rna Binding Motif And Serine/Arginine-Rich 2) (e.g.,

Myelodysplastic Syndrome, Acute Myeloid Leukemia) Gene Analysis, Common Variant(S) (e.g., - X - X
E65Fs, E122Fs, R448Fs)

81361 |Hbb (Hemoglobin, Subunit Beta), Common Variant(S) - X - X
81362 |Hbb (Hemoglobin, Subunit Beta), Known Familial Variant(S) - X - X
81363 |Hbb (Hemoglobin, Subunit Beta), Duplication/Deletion Variant(S) - X - X
81364 |Hbb (Hemoglobin, Subunit Beta), Full Gene Seq - X - X
81370 |Hla Class | And i Typing, Low Resolution (e.g., Antigen Equivalents); Hla-A, -B, -C, -Drb1/3/4/5, i X i X
And -Dgb1l
81371 [Hla Class | And li Typing, Low Resolution (e.g., Antigen Equivalents); Hla-A, -B, And -Drb1/3/4/5 i X i X
(e.g., Verification Typing)
81372 [Hla Class | Typing, Low Resolution (e.g., Antigen Equivalents); Complete (le, Hla-A, -B, And -C) i X i X
81373 [Hla Class | Typing, Low Resolution (e.g., Antigen Equivalents); One Locus (e.g., Hla-A, -B, Or - i X i X
C), Each
81374 |Hla Class | Typing, Low Resolution (e.g., Antigen Equivalents); One Antigen Equivalent (e.g.,
B*27), Each i X i X
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81375 |Hla Class li Typing, Low Resolution (e.g., Antigen Equivalents); Hla-Drb1/3/4/5 And -Dgb1 - X - X
81376 [Hla Class li Typing, Low Resolution (e.g., Antigen Equivalents); One Locus (e.qg., Hla-Drb1/3/4/5, { i X i X
Dgbl, -Dgal, -Dpb1, Or -Dpal), Each
81377 |Hla Class li Typing, Low Resolution (e.g., Antigen Equivalents); One Antigen Equivalent, Each i X i X
81378 [Hla Class | And li Typing, High Resolution (le, Alleles Or Allele Groups), Hla-A, -B, -C, And -Drb1l i X i X
81379 |Hla Class | Typing, High Resolution (le, Alleles Or Allele Groups); Complete (le, Hla-A, -B, And - i X i X
C)
81380 [Hla Class | Typing, High Resolution (le, Alleles Or Allele Groups); One Locus (e.g., Hla-A, -B, Or i X i X
C), Each
81381 |Hla Class | Typing, High Resolution (le, Alleles Or Allele Groups); One Allele Or Allele Group i X i X
(e.g., B*57:01P), Each
81382 [Hla Class li Typing, High Resolution (le, Alleles Or Allele Groups); One Locus (e.g., Hla-Drb1, - i X i X
Drb3, -Drb4, -Drb5, -Dgb1l, -Dgal, -Dpbl, Or -Dpal), Each
81383 |Hla Class li Typing, High Resolution (le, Alleles Or Allele Groups); One Allele Or Allele Group i X i X
(e.g., Hla-Dgb1*06:02P), Each
81400 [Molecular Pathology Procedure, Level 1 (e.g., Identification Of Single Germline Variant [e.qg.,
Snp] By Techniques Such As Restriction Enzyme Digestion Or Melt Curve Analysis)Acadm - X - X
81401 (Molecular Pathology Procedure, Level 2 (e.g., 2-10 Snps, 1 Methylated Variant, Or 1 Somatic
Variant [Typically Using Nonsequencing Target Variant Analysis], Or Detection Of A Dy - X - X
81402 [Molecular Pathology Procedure, Level 3 (e.g., >10 Snps, 2-10 Methylated Variants, Or 2-10
Somatic Variants [Typically Using Non-Sequencing Target Variant Analysis], Immunoglobul - X - X
81403 [Molecular Pathology Procedure, Level 4 (e.g., Analysis Of Single Exon By Dna Sequence
Analysis, Analysis Of >10 Amplicons Using Multiplex Pcr In 2 Or More Independent Reactions, - X - X
81404 [Molecular Pathology Procedure, Level 5 (e.g., Analysis Of 2-5 Exons By Dna Sequence Analysis,
Mutation Scanning Or Duplication/Deletion Variants Of 6-10 Exons, Or Characterizati - X - X
81405 [Molecular Pathology Procedure, Level 6 (e.g., Analysis Of 6-10 Exons By Dna Sequence
Analysis, Mutation Scanning Or Duplication/Deletion Variants Of 11-25 Exons) Cyp21A2 (Cytoch - X - X
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81406 [Molecular Pathology Procedure, Level 7 (e.g., Analysis Of 11-25 Exons By Dna Sequence
Analysis, Mutation Scanning Or Duplication/Deletion Variants Of 26-50 Exons, Cytogenomic Ar - X - X

81407 [Molecular Pathology Procedure, Level 8 (e.g., Analysis Of 26-50 Exons By Dna Sequence
Analysis, Mutation Scanning Or Duplication/Deletion Variants Of >50 Exons, Sequence Analysi - X - X

81408 [Molecular Pathology Procedure, Level 9 (e.g., Analysis Of >50 Exons In A Single Gene By Dna

Sequence Analysis) Fbnl (Fibrillin 1) (e.g., Marfan Syndrome), Full Gene Sequence Nf1 ( - X - X
81410 |Gsps For Aortic Dysfnc Or Dilat - X - X
81411 |Gsps For Aortic Dysfnc Or Dilat Dupe Delete Anal - X - X
81412 (Ashkenazi Jewish Associated Disorders (e.g., Bloom Syndrome, Canavan Disease, Cystic

Fibrosis, Familial Dysautonomia Faconi Anemia Group C. Gaucher Disease, Tay-Sachs - X - X

Disease),
81413 [Cardiac lon Channelopathies (e.g., Brgada Syndrome, Long Qt Syndrome, Short Qt Syndrome,

Catecholaminergic Polymorphic Ventricular Tachycardia); Genomic Sequence Analysis Panel, - X - X

81414 [Cardiac lon Channelopathies (Eg. Brugada Syndrome, Long Qt Syndrome, Short Qt Syndrome,

Catecholaminergic Polymorphic Ventricular Tachycardia); Duplication Deletion Gene Analy - X - X
81415 [Exome Sequence Anal - X - X
81416 [Exome Sequence Anal Ea Add - X - X
81417 [Exome Sequence Anal Re-Eval - X - X
81418 [Drug metabolism (eg, pharmacogenomics) genomic sequence analysis panel, must include

testing of at least 6 genes, including CYP2C19, CYP2D6, and CYP2D6 duplication/deletion - X - X

analysis
81419 (Epilepsy Genomic Sequence Analysis Panel, Must Include Analyses For Aldh7A1, CacnalA,

CdklI5, Chd2, Gabrg2, Grin2A, Kcng2, Mecp2, Pcdh19, Polg, Prrt2, ScnlA, ScnlB, Scn2A, i X i X

Scn8A, SIc2A1l, SIc9A6, Stxbpl, Syngapl, Tcf4, Tppl, Tscl, Tsc2, And Zeb2
81425 |Gsps For Unex Costitut Heritable Ds - X - X
81426 |Gsps For Unex Costitut Heritable Ds Ea Add - X - X
81427 |Gsps For Unex Costitut Heritable Ds Re-Eval - X - X
81430 |Gsps For Hearing Loss - X - X
81431 |Gsps For Hearing Loss Dupe Delete Anal - X - X
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81432 [Hereditary Breast Cancer-Related Disorders (e.g., Hereditary Breast, Ovarian Endometrial
Cancer); Must Include Genomic Sequencing Of At Least 14 Genes: Atm Brcal Brca2 Bripl Cdh - X - X

81433 [Hereditary Breast Cancer-Related Disorders (e.g., Hereditary Breast, Ovarian Endometrial
Cancer); Duplication/Deletion Analysis Panel, Must Include Analyses For Brcal Brca2 Mihl - X - X

81434 [Hereditary Retinal Disorders (e.g., Retinitis Pigmentosa, Leber Congenital Amaurosis, Cone-Rod

Dystophy); Must Inc Genomic Sequencing 15 Genes: Abca4 Cngal Crbl Eys Pde6A Pde6B - X - X
81435 |Gsps For Colon Ca - X - X
81436 |Gsps For Colon Ca Dupe Delete Anal - X - X
81437 [Hereditary Neuroendocrine Tumor Disorders (e.g., Medullary Throid Or Parathyroid Cancer,

Malignant Pheochromocytoma Or Paragangliom); Must Incl Genomic Sequencing 6 Genes: Max - X - X

S

81438 [Hereditary Neuroendocrine Tumor Disorders; Duplication/Deletion Analysis Panel, Must Include

Analyses For Sdhb Sdhc Sdhd Vhl ] X ] X
81439 |Inherited Cardiomyopathy (Eg. Hypertrophic Cardiomyopathy, Dilated Cardiomyopathy,
Arrhythmogenic Right Ventricular Cardiomyopathy) Genomic Sequence Analysis Panel, Must - X - X
Inclu
81440 |Gsps Nuclear Encod Mitochondrial Genes - X - X

81441 (Inherited bone marrow failure syndromes (IBMFS) (eg, Fanconi anemia, dyskeratosis congenita,
Diamond-Blackfan anemia, Shwachman-Diamond syndrome, GATAZ2 deficiency syndrome,
congenital amegakaryocytic thrombocytopenia) sequence analysis panel, must include
sequencing of at least 30 genes, including BRCA2, BRIP1, DKC1, FANCA, FANCB, FANCC, - X - X
FANCD2, FANCE, FANCF, FANCG, FANCI, FANCL, GATA1, GATA2, MPL, NHP2, NOP10,
PALB2, RAD51C, RPL11, RPL35A, RPL5, RPS10, RPS19, RPS24, RPS26, RPS7, SBDS,
TERT, and TINF2

81442 [Noonan Spectrum Disorders (e.g., Noonan Syndrome, Cardio-Facio-Cutaneous Syndrome,
Costello Syndrome Leopard Syndrome, Noonan-Like Syndrome); Must Incl Genomic - X - X
Sequencing 12 Ge

81443 (Genetic Testing For Severe Inherited Conditions (e.g., Cystic Fibrosis, Ashkenazi Jewish-

Associated Disorders [e.g., Bloom Syndrome, Canavan Disease, Fanconi Anemia Type C, - X - X
Mucoli
81445 |Gsps For Solid Organ Neoplasm - X - X
81448 |Hereditary Peripheral Neuropathies, Gene Seq Analysis Panel - X - X
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81449 [Targeted genomic sequence analysis panel, solid organ neoplasm, 5-50 genes (eg, ALK, BRAF,
CDKN2A, EGFR, ERBB2, KIT, KRAS, MET, NRAS, PDGFRA, PDGFRB, PGR, PIK3CA, PTEN,
RET), interrogation for sequence variants and copy number variants or rearrangements, if
performed; RNA analysis

81450 [Gsps Hematolymphoid Neo 5-50 Genes - X - X
81451 |Targeted genomic sequence analysis panel, hematolymphoid neoplasm or disorder, 5-50 genes
(eg, BRAF, CEBPA, DNMT3A, EZH2, FLT3, IDH1, IDH2, JAK2, KIT, KRAS, MLL, NOTCHL1,
NPM1, NRAS), interrogation for sequence variants, and copy number variants or - X - X
rearrangements, or isoform expression or mRNA expression levels, if performed; RNA analysis

81455 [Gsps Hematolymphoid Neo =/>51 Genes - X - X
81456 | Targeted genomic sequence analysis panel, solid organ or hematolymphoid neoplasm or
disorder, 51 or greater genes (eg, ALK, BRAF, CDKN2A, CEBPA, DNMT3A, EGFR, ERBB?2,
EZH2, FLT3, IDH1, IDH2, JAK2, KIT, KRAS, MET, MLL, NOTCH1, NPM1, NRAS, PDGFRA,
PDGFRB, PGR, PIK3CA, PTEN, RET), interrogation for sequence variants and copy humber
variants or rearrangements, or isoform expression or mRNA expression levels, if performed; RNA
analysis

81457 [Solid organ neoplasm, genomic sequence analysis panel, interrogation for sequence variants;
dna analysis, microsatellite instability

81458 [Solid organ neoplasm, genomic sequence analysis panel, interrogation for sequence variants;
dna analysis, copy number variants and microsatellite instability

81459 [Solid organ neoplasm, genomic sequence analysis panel, interrogation for sequence variants;
dna analysis or combined dna and rna analysis, copy number variants, microsatellite instability, - X - X
tumor mutation burden, and rearrangements
81460 [Gsps For Whole Mitochondrial Genome - X - X
81462 [Solid organ neoplasm, genomic sequence analysis panel, cell-free nucleic acid (eg, plasma),
interrogation for sequence variants; dna analysis or combined dna and rna analysis, copy - X - X
number variants and rearrangements

81463 [Solid organ neoplasm, genomic sequence analysis panel, cell-free nucleic acid (eg, plasma),
interrogation for sequence variants; dna analysis, copy number variants, and microsatellite - X - X
instability

81464 [Solid organ neoplasm, genomic sequence analysis panel, cell-free nucleic acid (eg, plasma),
interrogation for sequence variants; dna analysis or combined dna and rna analysis, copy
number variants, microsatellite instability, tumor mutation burden, and rearrangements

81465 |Gsps For Whole Mitochondrial Genome Lg Delete Anal - X - X
81470 |Gsps For Xlid At Least 60 Genes - X - X
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81471 |Gsps For Xlid At Least 60 Genes - X - X
81479 |Unlisted Molecular Pathology - X - X
81490 [Autoimmune (Rheumatoid Arthritis), Analysis Of 12 Biomarkers Using Immunoassays, Utilizing
Serum, Prognostic Algorithm Reported As A Disease Activity Score

81493 |Coronary Artery Disease, Mrna, Gene Expression Profiling By Real-Time Rt-Pcr Of 23 Genes,
Utilizing Whole Peripheral Blood, Algorithm Reported As A Risk Score

81500 [Maaa 2 Serum Proteins -
81503 [Maaa 2 Serum Proteins -
81504 |Oncology Tissue Of Origin -
81506 [Maaa 7 Serum/Plasma Analytes -
81507 |Fetal Aneuploidy Trisom Risk -
81508 [Maaa 2 Maternal Serum Proteins -
81509 [Maaa 3 Maternal Serum Proteins -
81510 |[Maaa 3 Maternal Serum Analytess -
81511 |Maaa 4 Maternal Serum Analytess -
81512 |Maaa 5 Maternal Serum Analytess -
81518 [Oncology (Breast), Mrna, Gene Expression Profiling By Real-Time Rt-Pcr Of 11 Genes (7
Content And 4 Housekeeping), Utilizing Formalin-Fixed Paraffin-Embedded Tissue, Algorithm -

x
x

I X XX
I X XX

X
X

81519 [Gsps Onco (Brst) 21 Genes -
81520 [Oncology (Breast), Mrna Gene Exp Profil By Hybrid Cap Of 58 Genes -
81521 [Oncology (Breast), Mrna Microarray Gene Exp Profil Of 70 Cont Genes & 465 Housekeep Genes

X X XX
X X XX

81522 [Onc Breast Mrna 12 Genes -
81523 |Oncology (Breast), Mrna, Next-Generation Sequencing Gene Expression Profiling Of 70 Content
Genes And 31 Housekeeping Genes, Utilizing Formalin-Fixed Paraffin-Embedded Tissue, -
Algorithm Reported As Index Related To Risk To Distant Metastasis

81525 [Oncology (Colon), Mrna, Gene Expression Profiling By Real-Time Rt-Pcr Of 12 Genes (7
Content And 5 Housekeeping), Utilizing Formalin-Fixed Paraffin Embedded Tissue, Algorithm - X - X

x
x

81529 [Oncology (Cutaneous Melanoma), Mrna, Gene Expression Profiling By Real-Time Rt-Pcr Of 31
Genes (28 Content And 3 Housekeeping), Utilizing Formalin-Fixed Paraffin-Embedded Tissue,
Algorithm Reported As Recurrence Risk, Including Likelihood Of Sentinel Lymph Node
Metastasis

81535 [Oncology (Gynecologic), Live Tumor Cell Culture And Chemotherapeutic Response By Dapi
Stain And Morphology, Predictive Algorithm Reported As A Drug Response Score; First Singl - X - X
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81536 [Oncology (Gynecologic), Live Tumor Cell Culture And Chemotherapeutic Response By Dapi
Stain And Morphology, Predictive Algorithm Reported As A Drug Response Score; Each Additi - X - X

81538 |Oncology (Lung), Mass Spectrometric 8-Protein Signature, Including Amyloid A, Utilizing Serum,
Prognostic And Predictive Algorithm Reported As Good Versus Poor Overall Surviva - X - X

81539 (Oncology (High-Grade Prostate Cancer), Biochemical Assay Of Four Proteins (Total Psa, Free
Psa, Intact Psa And Human Kallikrein-2 [Hk2]) Utilizing Plasma Or Serum, Prognostic X - X -

81540 [Oncology (Tumor Of Unknown Origin), Mrna, Gene Expression Profiling By Real-Time Rt-Pcr Of

92 Genes (87 Content And 5 Housekeeping) To Classify Tumor Into Main Cancer Type And - X - X
81541 |Oncology (Prostate), Mrna Gene Exp Profil By Real-Time Rt-Pcr Of 46 Genes - X - X
81542 [Onc Prostate Mrna 22 Cnt Gen - X - X
81546 [Oncology (Thyroid), Mrna, Gene Expression Analysis Of 10,196 Genes, Utilizing Fine Needle

Aspirate, Algorithm Reported As A Categorical Result (e.g., Benign Or Suspicious) - X - X
81551 [Oncology (Prostate), Promoter Methylation Profil By Real-Time Pcr Of 3 Genes - X - X
81552 [Onc Breast Mrna 12 Genes - X - X

81554 [Pulmonary Disease (ldiopathic Pulmonary Fibrosis [Ipf]), Mrna, Gene Expression Analysis Of 190
Genes, Utilizing Transbronchial Biopsies, Diagnostic Algorithm Reported As Categorical Result
(e.g., Positive Or Negative For High Probability Of Usual Interstitial Pneumonia [Uip])

81560 [Transplantation Medicine (Allograft Rejection, Pediatric Liver And Small Bowel), Measurement Of
Donor And Third-Party-Induced Cd154+T-Cytotoxic Memory Cells, Utilizing Whole Peripheral X - X -
Blood, Algorithm Reported As A Rejection Risk Score

81595 [Cardiology (Heart Transplant), Mrna, Gene Expression Profiling By Real-Time Quantitative Pcr

Of 20 Genes (11 Content And 9 Housekeeping), Utilizing Subfraction Of Peripheral B i X i X
81596 [Infectious Disease, Chronic Hepatitis C Virus (Hcv) Infection, Six Biochemical Assays (Alt, A2- i X i i
Macroglobulin, Apolipoprotein A-1, Total Bilirubin, Ggt, And Haptoglobin) Utiliz
81599 [Unlisted Maaa - X - X
83009 |Helicobacter Pylori, Blood Test Analysis For Urease Activity, Non-Radioactive Isotope (e.g., C- X i X i
13)
83519 [Immunoassay For Analyte Other Than Infectious Agent Antibody Or Infectious Agent Antigen; X i X i
Quantitative, By Radioimmunoas
83987 |Ph; Exhaled Breath Condensate X - X -
83992 |Assay For Phencyclidine X - X -
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84378 |Sugars Single Quant X - X -
84431 |Thromboxane Metabolite(S), Including Thromboxane If Performed, Urine X - X -
84999 |Clinical Chemistry Test - X - X
85999 |Hematology Procedure X X

86152 [Cell Enumeration X X

86153 |Cell Enumeration Phys Interp X X

86305 |Human Epididymis Protein 4 (He4) X - X -
X X
X X

86318 |Immunoassay,Infectious Agent
86677 |Helicobacter Pylori -
86829 |Antibody To Hla Class I/li Antigen - - - X
86830 |Antibody Id By Hla Phnotyp Class | - - - X
86831 |Antibody Id By Hla Phnotyp Class li - - - X
X
X
X

86834 |Semi-Quant Panel Hla Class | - - -
86835 |Semi-Quant Panel Hla Class li - - -
86849 |Immunology Procedure

86910 |Blood Typing, Paternity Test X - X -
86911 |Blood Typing, Antigen System X - X -
86999 [Transfusion Procedure - X - X
87999 [Microbiology Procedure - X - X
88000 [Autopsy (Necropsy), Gross X - X -
88005 [Autopsy (Necropsy), Gross X - X -
88007 [Autopsy (Necropsy), Gross X - X -
88012 [Autopsy (Necropsy), Gross X - X -
88014 [Autopsy (Necropsy), Gross X - X -
88016 [Autopsy (Necropsy), Gross X - X -
88020 [Autopsy (Necropsy), Complete X - X -
88025 [Autopsy (Necropsy), Complete X - X -
88027 [Autopsy (Necropsy), Complete X - X -
88028 [Autopsy (Necropsy), Complete X - X -
88029 [Autopsy (Necropsy), Complete X - X -
88036 [Limited Autopsy X - X -
88037 [Limited Autopsy X - X -
88040 [Forensic Autopsy (Necropsy) X - X -
88045 [Coroner'S Autopsy (Necropsy) X - X -
88099 [Necropsy (Autopsy) Procedure X - X -
88199 [Cytopathology Procedure - X - X

>

88245 [Chromosome Analysis, 20-25

* These codes require preauthorization after a certain number of visits. Visits and limits are dependent on plan type and/or provider type.
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88248 |Chromosome Analysis, 50-100 - - -
88249 |Chromosome Analysis, 100 - - -
88261 |Chromosome Analysis, 5 - - -
88262 |Chromosome Analysis, 15-20 - - -
88263 |Chromosome Analysis, 45 - - -
88264 |Chromosome Analysis, 20-25 - - -
88267 |Chromosome Analys, Placenta - - -
88269 |Chromosome Analys, Amniotic - - -
88271 |Cytogenetics, Dna Probe - - -
88272 |Cytogenetics, 3-5 - - -
88273 |Cytogenetics, 10-30 - - -
88274 |Cytogenetics, 25-99 - - -
88275 |Cytogenetics, 100-300 - - -
88280 |Chromosome Karyotype Study - - -
88283 |Chromosome Banding Study - - -
88285 [Chromosome Count, Additional - - -
88289 |Chromosome Study, Additional - - -
88291 [Cyto/Molecular Report - - -
88299 [Cytogenetic Study - -
88399 [Surgical Pathology Procedure - X

88749 |[In Vivo Lab Service - X -
89240 [Unlisted Miscellaneous Pathology Test - X

89250 [Fertilization Of Oocyte - - -
89254 [Oocyte Identification - - -
89255 [Prepare Embryo For Transfer - - -
89259 [Cryopreservation, Sperm - - -
89280 [Assisted Oocyte Fertilization, Microtechnique; Less Than Or Equal To 10 Oocytes - - -
89281 [Assisted Oocyte Fertilization, Microtechnique; Greater Than 10 Oocytes - - -
89290 (Biopsy, Oocyte Polar Body Or Embryo Blastomere, Microtechnique; Less Than Or Equal To 5
Embryos

89337 |Cryopreservation, Mature Oocyte(S) - - -

XX X XXX XX XX X XXX XXX XXX XX

89398 |Unlisted Reproductive Medicine Laboratory Procedure - X -

90281 |Human Ig, Im X - X R
90283 |Human g, Iv X - X R
90287 |Botulinum Antitoxin X - X -
90288 |Botulism Ig, Iv X - X R
90291 [Cmv Ig, Iv X - X -

* These codes require preauthorization after a certain number of visits. Visits and limits are dependent on plan type and/or provider type.
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90384 [Rh Ig, Full-Dose, Im X - X -
90386 [Rh g, Iv X - X -
90389 |Tetanus Ig, Im X - X -
90399 [Immune Globulin - X - X
90658 [Flu Vaccine, 3 Yrs, Im X - X -
90723 |Dtap-Hep B-Ipv Vaccine, Im X - X -
90738 |Japanese Encephalitis Virus Vaccine, Inactivated, For Intramuscular Use X - X -
90748 |Hep B/Hib Vaccine, Im X - X -
90749 [Vaccine Toxoid - X - X
90863 |Pharmacologic Mgmt W/Psytx X - X -
90870 |Electroconvulsive Therapy - X - -
90875 |Psychophysiological Therapy X - X -
90876 |Psychophysiological Therapy X - X -
90882 |Environmental Manipulation X - X -
90899 |Psychiatric Service/Therapy - X - -
90901 |Biofeedback Train, Any Meth - X - X

90912 (Biofeedback Training, Perineal Muscles, Anorectal Or Urethral Sphincter, Including Emg And/Or
Manometry, When Performed; Initial 15 Minutes Of One-On-One Physician Or Other Qualified - X - X*
Health Care Professional Contact With The Patient

90913 (Biofeedback Training, Perineal Muscles, Anorectal Or Urethral Sphincter, Including Emg And/Or
Manometry, When Performed; Each Additional 15 Minutes Of One-On-One Physician Or Other
Qualified Health Care Professional Contact With The Patient (List Separately In Addition To
Code For Primary Procedure)

91113 |Gastrointestinal Tract Imaging, Intraluminal (e.g., Capsule Endoscopy), Colon, With
Interpretation And Report

91132 [Electrogastrography

91133 [Electrogastrography W/Test

91299 [Gastroenterology Procedure

92145 [Corneal Hysteresis Deter

92310 [Contact Lens Fitting

92314 [Prescription Of Contact Lens

92340 [Fitting Of Spectacles

92341 [Fitting Of Spectacles

92342 [Fitting Of Spectacles

92352 [Special Spectacles Fitting

92353 [Special Spectacles Fitting

92358 [Eye Prosthesis Service

* These codes require preauthorization after a certain number of visits. Visits and limits are dependent on plan type and/or provider type.
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92370 |Repair & Adjust Spectacles X - X -
92371 |Repair & Adjust Spectacles - - - X
92499 |Eye Service Or Procedure - X - X
92507 |Speech/Hearing Therapy - - - X*
92508 |Speech/Hearing Therapy - - - X*
92526 |Oral Function Therapy - - - X*
92533 [Caloric Vestibular Test - X - -
92537 |Caloric Vestibular Test With Recording, Bilateral; Bithermal (le, One Warm And One Cool
Irrigation In Each Ear For A Total Of Four Irrigations)

92538 |Caloric Vestibular Test With Recording, Bilateral; Monothermal (le, One Irrigation In Each Ear
For A Total Of Two lrrigations)

92540 (Basic Vestibular Evaluation, Includes Spontaneous Nystagmus Test With Eccentric Gaze
Fixation Nystagmus, With Recording,

92541 |Spontaneous Nystagmus Test -
92542 [Positional Nystagmus Test -
92544 [Optokinetic Nystagmus Test -
92545 |Oscillating Tracking Test -
92546 [Sinusoidal Rotational Test -
92547 [Supplemental Electrical Test -
92548 |Posturography -
92551 |Pure Tone Hearing Test, Air X - X -
92584 |Electrocochleography -
92587 |Distortion Product Evoked Otoacoustic Emissions; Limited Evaluation (To Confirm The Presence
Or Absence Of Hearing Disorder, 3-6 Frequencies) Or Transient Evoked Otoacoustic E - X - -

XX XXX [XX] X

x

92588 |Distortion Product Evoked Otoacoustic Emissions; Comprehensive Diagnostic Evaluation
(Quantitative Analysis Of Outer Hair Cell Function By Cochlear Mapping, Minimum Of 12 Freq - X - -

92590 |Hearing Aid Exam, One Ear

92591 |Hearing Aid Exam, Both Ears

92592 |Hearing Aid Check, One Ear

92593 |Hearing Aid Check, Both Ears

92594 |Electro Hearng Aid Test, One

92595 [Electro Hearng Aid Tst, Both

92607 |Evaluation For Prescription For Speech-Generating Augmentative And Alternative
Communication Device, Face-To-Face

XXX XX
XXX XX

X
X
*

* These codes require preauthorization after a certain number of visits. Visits and limits are dependent on plan type and/or provider type.
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92608 [Evaluation For Prescription For Speech-Generating Augmentative And Alternative
Communication Device, Face-To-Face
92609 | Therapeutic Services For The Use Of Speech-Generating Device, Including Programming And
Modification
92626 |Evaluation Of Auditory Rehabilitation Status; First Hour -
92627 (Evaluation Of Auditory Rehabilitation Status; Each Additional 15 Minutes (List Separately In
Addition To Code For Primar
92630 [Auditory Rehabilitation; Pre-Lingual Hearing Loss
92633 [Auditory Rehabilitation; Post-Lingual Hearing Loss
92640 |Diagnostic Analysis With Programming Of Auditory Brainstem Implant, Per Hour - X -
92650 |Auditory Evoked Potentials; Screening Of Auditory Potential With Broadband Stimuli, Automated
Analysis
92700 |Unlisted Otorhinolaryngological Service Or Procedure - X - X
93580 [Percutaneous Transcatheter Closure Of Congenital Interatrial Communication (le, Fontan X
Fenestration, Atrial Septal Defec
93702 [Bis Xtracell Fluid Analysis X -
93797 |Cardiac Rehab - X*
93798 [Cardiac Rehab/Monitor - X*
93799 [Cardiovascular Procedure - X
93880 |Extracranial Study - X
93882 |Extracranial Study - X - -
X
X
X
X

- X - X

- X*
X

X IX] X

93886 [Intracranial Study -
93888 [Intracranial Study -
93895 [Carotid Intima Atheroma Eval X
93998 [Unlisted Noninvasive Vascular Diagnostic Study -
94799 |Pulmonary Service/Procedure

95120 [Immunotherapy, One Injection

95125 [Immunotherapy, Many Antigens

95130 [Immunotherapy, Insect Venom

95131 [Immunotherapy, Insect Venoms

95132 [Immunotherapy, Insect Venoms

95133 [Immunotherapy, Insect Venoms

95134 [Immunotherapy, Insect Venoms

95199 [Allergy Immunology Services

95700 |Electroencephalogram (EEG) Continuous Recording, With Video When Performed, Setup,
Patient Education, And Takedown When Performed, Administered In Person By EEG - X - -
Technologist, Minimum Of 8 Channels

XXX XXX
XXX XXX

>
>

* These codes require preauthorization after a certain number of visits. Visits and limits are dependent on plan type and/or provider type.
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95705 [Electroencephalogram (EEG), Without Video, Review Of Data, Technical Description By EEG

Technologist, 2-12 Hours; Unmonitored ) X ) )

95706 |Electroencephalogram (EEG), Without Video, Review Of Data, Technical Description By EEG i X i i
Technologist, 2-12 Hours; With Intermittent Monitoring And Maintenance

95707 [Electroencephalogram (EEG), Without Video, Review Of Data, Technical Description By EEG i X i i
Technologist, 2-12 Hours; With Continuous, Real-Time Monitoring And Maintenance

95708 |Electroencephalogram (EEG), Without Video, Review Of Data, Technical Description By EEG i X i i
Technologist, Each Increment Of 12-26 Hours; Unmonitored

95709 [Electroencephalogram (EEG), Without Video, Review Of Data, Technical Description By EEG
Technologist, Each Increment Of 12-26 Hours; With Intermittent Monitoring And Maintenance - X - -

95710 [Electroencephalogram (EEG), Without Video, Review Of Data, Technical Description By EEG
Technologist, Each Increment Of 12-26 Hours; With Continuous, Real-Time Monitoring And - X - -
Maintenance

95711 (Electroencephalogram With Video (VEEG), Review Of Data, Technical Description By EEG

Technologist, 2-12 Hours; Unmonitored ) X ) )

95712 |Electroencephalogram With Video (VEEG), Review Of Data, Technical Description By EEG i X i i
Technologist, 2-12 Hours; With Intermittent Monitoring And Maintenance

95713 (Electroencephalogram With Video (VEEG), Review Of Data, Technical Description By EEG i X i i
Technologist, 2-12 Hours; With Continuous, Real-Time Monitoring And Maintenance

95714 |Electroencephalogram With Video (VEEG), Review Of Data, Technical Description By EEG i X i )
Technologist, Each Increment Of 12-26 Hours; Unmonitored

95715 (Electroencephalogram With Video (VEEG), Review Of Data, Technical Description By EEG
Technologist, Each Increment Of 12-26 Hours; With Intermittent Monitoring And Maintenance - X - -

95716 (Electroencephalogram With Video (VEEG), Review Of Data, Technical Description By EEG
Technologist, Each Increment Of 12-26 Hours; With Continuous, Real-Time Monitoring And - X - -
Maintenance

95717 (Electroencephalogram (EEG), Continuous Recording, Physician Or Other Qualified Health Care
Professional Review Of Recorded Events, Analysis Of Spike And Seizure Detection, - X - -
Interpretation And Report, 2-12 Hours Of EEG Recording; Without Video

95718 [Electroencephalogram (EEG), Continuous Recording, Physician Or Other Qualified Health Care
Professional Review Of Recorded Events, Analysis Of Spike And Seizure Detection, - X - -
Interpretation And Report, 2-12 Hours Of EEG Recording; With Video (VEEG)

* These codes require preauthorization after a certain number of visits. Visits and limits are dependent on plan type and/or provider type.
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95719 (Electroencephalogram (EEG), Continuous Recording, Physician Or Other Qualified Health Care
Professional Review Of Recorded Events, Analysis Of Spike And Seizure Detection, Each
Increment Of Greater Than 12 Hours, Up To 26 Hours Of EEG Recording, Interpretation And
Report After Each 24-Hour Period; Without Video

95720 |Electroencephalogram (EEG), Continuous Recording, Physician Or Other Qualified Health Care
Professional Review Of Recorded Events, Analysis Of Spike And Seizure Detection, Each
Increment Of Greater Than 12 Hours, Up To 26 Hours Of EEG Recording, Interpretation And
Report After Each 24-Hour Period; With Video (VEEG)

95721 (Electroencephalogram (EEG), Continuous Recording, Physician Or Other Qualified Health Care
Professional Review Of Recorded Events, Analysis Of Spike And Seizure Detection,
Interpretation, And Summary Report, Complete Study; Greater Than 36 Hours, Up To 60 Hours
Of EEG Recording, Without Video

95722 |Electroencephalogram (EEG), Continuous Recording, Physician Or Other Qualified Health Care
Professional Review Of Recorded Events, Analysis Of Spike And Seizure Detection,
Interpretation, And Summary Report, Complete Study; Greater Than 36 Hours, Up To 60 Hours
Of EEG Recording, With Video (VEEG)

95723 [Electroencephalogram (EEG), Continuous Recording, Physician Or Other Qualified Health Care
Professional Review Of Recorded Events, Analysis Of Spike And Seizure Detection,
Interpretation, And Summary Report, Complete Study; Greater Than 60 Hours, Up To 84 Hours
Of EEG Recording, Without Video

95724 |Electroencephalogram (EEG), Continuous Recording, Physician Or Other Qualified Health Care
Professional Review Of Recorded Events, Analysis Of Spike And Seizure Detection,
Interpretation, And Summary Report, Complete Study; Greater Than 60 Hours, Up To 84 Hours
Of EEG Recording, With Video (VEEG)

95725 [Electroencephalogram (EEG), Continuous Recording, Physician Or Other Qualified Health Care
Professional Review Of Recorded Events, Analysis Of Spike And Seizure Detection,
Interpretation, And Summary Report, Complete Study; Greater Than 84 Hours Of EEG
Recording, Without Video

95726 |Electroencephalogram (EEG), Continuous Recording, Physician Or Other Qualified Health Care
Professional Review Of Recorded Events, Analysis Of Spike And Seizure Detection,
Interpretation, And Summary Report, Complete Study; Greater Than 84 Hours Of EEG
Recording, With Video (VEEG)

95812 [Electroencephalogram (EEG) Extended Monitoring; 41-60 Minutes -
95813 [Electroencephalogram (EEG) -
95816 [Electroencephalogram (EEG); Including Recording Awake And Drowsy -
95819 [Electroencephalogram (EEG); Including Recording Awake And Asleep -
95822 [Electroencephalogram (EEG); Recording In Coma Or Sleep Only -

* These codes require preauthorization after a certain number of visits. Visits and limits are dependent on plan type and/or provider type.
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95860 |Needle Electromyography; One Extremity With Or Without Related Paraspinal Areas - X - -
95861 |Needle Electromyography; Two Extremities With Or Without Related Paraspinal Areas - X - -
95863 |Needle Electromyography; Three Extremities With Or Without Related Paraspinal Areas - X - -
95864 |Needle Electromyography; Four Extremities With Or Without Related Paraspinal Areas - X - -
95867 |Needle Electromyography; Cranial Nerve Supplied Muscle(S), Unilateral - X - -
95868 |Needle Electromyography; Cranial Nerve Supplied Muscles, Bilateral - X - -
95869 |Needle Electromyography; Thoracic Paraspinal Muscles (Excluding T1 Or T12) - X - -
95870 |Needle Electromyography; Limited Study Of Muscles In One Study - X - -
95872 [Needle Electromyography Using Single Fiber Electrode With Quantitative Measurement Of Jitter,
. . - X - -
Blocking, Hand/Or Fiber De
95873 |Electrical Stimulation For Guidance In Conjunction With Chemodenervation (List Separately In
. . - X - -
Addition To Code For Primar
95874 [Needle Electromyography For Guidance In Conjunction With Chemodenervation (List Separately
- . - X - -
In Addition To Code For Prima
95875 |Ischemic Limb Exercise Test With Serial Specimen(S) Acquisition For Muscle(S) Metabolite(S) i X i i
95885 [Needle Electromyography, Each Extremity, With Related Paraspinal Areas, When Performed,
Done With Nerve Conduction, Amplitude And Latency/Velocity Study; Limited (List Separat - X - -
95886 [Needle Electromyography, Each Extremity, With Related Paraspinal Areas, When Performed,
Done With Nerve Conduction, Amplitude And Latency/Velocity Study; Complete, Five Or Mor - X - -
95887 [Needle Electromyography, Non-Extremity (Cranial Nerve Supplied Or Axial) Muscle(S) Done
With Nerve Conduction, Amplitude And Latency/Velocity Study (List Separately In Additio - X - -
95905 [Motor And/Or Sensory Nerve Conduction, Using Preconfigured Electrode Array(S), Amplitude
. - X - -
And Latency/Velocity Study, Eac
95907 |Motor&/Sens 1-2 Nrv Cndj Tst - X - -
95908 |Motor&/Sens 3-4 Nrv Cndj Test - X - -
95909 |Motor&/Sens 5-6 Nrv Cndj Tst - X - -
95910 |Motor&Sens 7-8 Nrv Cndj Test - X - -
95911 |Motor & Sen 9-10 Nerv Cndj Test - X - -
95912 [Motor & Sen 11-12 Nrv Cnd Test - X - -
95913 [Motor&Sens 13/> Nrv Cnd Test - X - -
95921 [Autonomic Nerv Function Test - X - -
95922 [Autonomic Nerv Function Test - X - -
95923 [Autonomic Nerv Function Test - X - -

* These codes require preauthorization after a certain number of visits. Visits and limits are dependent on plan type and/or provider type.
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95924

Ans Parasymp & Symp W/Tilt

95925

Somatosensory Testing

95926

Somatosensory Testing

95927

Somatosensory Testing

95928

Central Motor Evoked Potential Study (Transcranial Motor Stimulation); Upper Limbs

95929

Central Motor Evoked Potential Study (Transcranial Motor Stimulation); Lower Limbs

95930

Visual Evoked Potential Test

95933

Blink Reflex Test

95937

Neuromuscular Junction Test

XX XXX XXX X

95938

Short-Latency Somatosensory Evoked Potential Study, Stimulation Of Any/All Peripheral Nerves

Or Skin Sites, Recording From The Central Nervous System; In Upper And Lower Limb

x

95939

Central Motor Evoked Potential Study (Transcranial Motor Stimulation); In Upper And Lower
Limbs

x

95941

Cont Intraop Neurophys Mntr

95943

Simultaneous Independent, Quant Msr Of Both Para And Sympathetic Function

95954

EEG Monitoring/Giving Drugs

95957

EEG Digital Analysis

95958

EEG Monitoring/Function Test

95961

Electrode Stimulation, Brain

95962

Electrode Stim, Brain Add-On

95965

Magnetoencephalography (Meg), Recording And Analysis; For Spontaneous Brain Magnetic
Activity

XXX XXX X

95966

Magnetoencephalography (Meg), Recording And Analysis; For Evoked Magnetic Fields, Single
Modality

X

95967

Magnetoencephalography (Meg), Recording And Analysis; For Evoked Magnetic Fields, Each
Additional Modality

x

95999

Neurological Procedure

96040

Medical Genetics And Genetic Counseling Services, Each 30 Minutes Face-To-Face With
Patient/Family

96110

Developmental Screening, With Interpretation And Report, Per Standardized Instrument Form

96132

Neuropsychological Testing Evaluation Services By Physician Or Other Qualified Health Care
Professional, Including Integration Of Patient Data, Interpretation Of Standardized

96133

Neuropsychological Testing Evaluation Services By Physician Or Other Qualified Health Care
Professional, Including Integration Of Patient Data, Interpretation Of Standardized

* These codes require preauthorization after a certain number of visits. Visits and limits are dependent on plan type and/or provider type.
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96136 [Psychological Or Neuropsychological Test Administration And Scoring By Physician Or Other
Qualified Health Care Professional, Two Or More Tests, Any Method; First 30 Minutes - X - -
96137 [Psychological Or Neuropsychological Test Administration And Scoring By Physician Or Other
Qualified Health Care Professional, Two Or More Tests, Any Method; Each Additional 30 - X - -
96138 [Psychological Or Neuropsychological Test Administration And Scoring By Technician, Two Or i X i i
More Tests, Any Method; First 30 Minutes
96139 |Psychological Or Neuropsychological Test Administration And Scoring By Technician, Two Or
More Tests, Any Method; Each Additional 30 Minutes (List Separately In Addition To Co - X - -
96146 |Psychological Or Neuropsychological Test Administration, With Single Automated, Standardized i X i i
Instrument Via Electronic Platform, With Automated Result Only
96170 [Health Behavior Intervention, Family (Without The Patient Present), Face-To-Face; Initial 30 X i X i
Minutes
96171 |Health Behavior Intervention, Family (Without The Patient Present), Face-To-Face; Each X i X i
Additional 15 Minutes (List Separately In Addition To Code For Primary Service)
96379 [Unlisted Therapeutic, Prophylactic, Or Diagnostic Intravenous Or Intra-Arterial Injection Or i X i X
Infusion
96542 |Chemotherapy Injection - X - -
96549 |Chemotherapy, Unspecified - X - X
96999 |Dermatological Procedure - X - X
97010 |Hot Or Cold Packs Therapy - - - X*
97012 |Mechanical Traction Therapy - - - X*
97014 |Electric Stimulation Therapy X - X -
97016 |Vasopneumatic Device Therapy - - - X*
97018 [Paraffin Bath Therapy - - - X*
97022 [Whirlpool Therapy - - - X*
97024 |Diathermy Treatment - - - X*
97026 |Infrared Therapy X - X -
97028 |Ultraviolet Therapy - - - X*
97032 [Electrical Stimulation - - - X*
97033 |Electric Current Therapy X - X -
97034 |Contrast Bath Therapy - - - X*
97035 |Ultrasound Therapy - - - X*
97036 |Hydrotherapy - - - X*

* These codes require preauthorization after a certain number of visits. Visits and limits are dependent on plan type and/or provider type.
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97037 [Application of a modality to 1 or more areas; low-level laser therapy (ie, nonthermal and non-

ablative) for post-operative pain reduction X i X i
97039 [Physical Therapy Treatment - - - X*
97110 [Therapeutic Exercises - - - X*
97112 [Neuromuscular Reeducation - - - X*
97113 [Aquatic Therapy/Exercises - - - X*
97116 |Gait Training Therapy - - - X*
97124 [Massage Therapy - - - X*

97129 |Therapeutic Interventions That Focus On Cognitive Function (e.g., Attention, Memory,
Reasoning, Executive Function, Problem Solving, And/Or Pragmatic Functioning) And
Compensatory Strategies To Manage The Performance Of An Activity (e.g., Managing Time Or - - - X*
Schedules, Initiating, Organizing, And Sequencing Tasks), Direct (One-On-One) Patient Contact;
Initial 15 Minutes

97130 |Therapeutic Interventions That Focus On Cognitive Function (e.g., Attention, Memory,
Reasoning, Executive Function, Problem Solving, And/Or Pragmatic Functioning) And
Compensatory Strategies To Manage The Performance Of An Activity (e.g., Managing Time Or

*

Schedules, Initiating, Organizing, And Sequencing Tasks), Direct (One-On-One) Patient Contact; i i i X

Each Additional 15 Minutes (List Separately In Addition To Code For Primary Procedure)
97139 [Physical Medicine Procedure - - - X*
97140 [Manual Therapy - - - X*
97150 [Group Therapeutic Procedures - - - X*
97151 (Behavior Identification Assessment, Administered By A Physician Or Other Qualified Health Care

Professional, Each 15 Minutes Of The Physician'S Or Other Qualified Health Care X - X -

97152 (Behavior Identification-Supporting Assessment, Administered By One Technician Under The
Direction Of A Physician Or Other Qualified Health Care Professional, Face-To-Face With X - X -

97153 (Adaptive Behavior Treatment By Protocol, Administered By Technician Under The Direction Of A
Physician Or Other Qualified Health Care Professional, Face-To-Face With One Patie X - X -

97154 (Group Adaptive Behavior Treatment By Protocol, Administered By Technician Under The
Direction Of A Physician Or Other Qualified Health Care Professional, Face-To-Face With Two X - X -

97155 |Adaptive Behavior Treatment With Protocol Modification, Administered By Physician Or Other
Qualified Health Care Professional, Which May Include Simultaneous Direction Of Tech X - X -

* These codes require preauthorization after a certain number of visits. Visits and limits are dependent on plan type and/or provider type.
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97156 [Family Adaptive Behavior Treatment Guidance, Administered By Physician Or Other Qualified
Health Care Professional (With Or Without The Patient Present), Face-To-Face With Gua X - X -

97157 [Multiple-Family Group Adaptive Behavior Treatment Guidance, Administered By Physician Or
Other Qualified Health Care Professional (Without The Patient Present), Face-To-Face W X - X -

97158 (Group Adaptive Behavior Treatment With Protocol Modification, Administered By Physician Or
Other Qualified Health Care Professional, Face-To-Face With Multiple Patients, Each X - X -

97161 [Physical Therapy Evaluation: Low Complexity, Requiring These Components: A History With No
Personal Factors And/Or Comorbidities That Impact The Plan Of Care; An Examination O - - - X*

97162 [Physical Therapy Evaluation: Moderate Complexity, Requiring These Components: A History
With No Personal Factors And/Or Comorbidities That Impact The Plan Of Care; An Examinat - - - X*

97163 [Physical Therapy Evaluation: High Complexity, Requiring These Components: A History With No
Personal Factors And/Or Comorbidities That Impact The Plan Of Care; An Examination - - - X*

97164 |Re-Evaluation Of Physical Therapy, Extablished Plan Of Care, Requiring These Components: An
Examination, Including A Review Of History And Use Of Standardized Tests And Measur - - - X*

97165 [Occupational Therapy Evaluation, Low Complexity, Requiring These Components: An
Occupational Profile And Medical And Therapy History, Which Includes A Brief History Includin - - - X*

97166 |Occupational Therapy Evaluation,Moderate Complexity, Requiring These Components: An
Occupational Profile And Medical And Therapy History, Which Includes A Brief History Incl - - - X*

97167 |Occupational Therapy Evaluation,High Complexity, Requiring These Components: An
Occupational Profile And Medical And Therapy History, Which Includes A Brief History Includin - - - X*

97168 [Reevaluation Of Occupational Therapy Established Plan Of Care, Requiring These Components:
An Assessment Of Changes In Patient Functional Or Medical Status With Revised Plan - - - X*

97169 |Athletic Training Evaluation, Low Complexity, Requiring These Components: A History And
Physical Activity Profile With No Comorbidities That Affect Phsical Activity; An Ex

97170 [Athletic Training Evaluation,Moderate Complexity, Requiring These Components: A History And
Physical Activity Profile With No Comorbidities That Affect Phsical Activity; A

* These codes require preauthorization after a certain number of visits. Visits and limits are dependent on plan type and/or provider type.
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97171 |Athletic Training Evaluation, High Complexity, Requiring These Components: A History And
Physical Activity Profile With No Comorbidities That Affect Phsical Activity; An E

97172 |Reevaluation Of Athletic Training Established Plan Of Care, Requiring These Components: An
Assessment Of Patient'S Current Functional Status When There Is A Documented Chang X - X -

X - X -

97530 [Therapeutic Activities - - - X*
97533 [Sensory Integration - - - X*
97537 [Community/Work Reintegration - - - X*
97542 [Wheelchair Mngment Training - -
97545 [Work Hardening X - X -
97546 [Work Hardening Add-On X - X
97605 [Negative Pressure Wound Therapy, Per Session; Total Area </= 50 Sg Cm - X
97606 [Negative Pressure Wound Therapy, Per Session; Total Area > 50 Sq Cm - X
97607 [Neg Press Wnd Tx </=50 Sg Cm - X - -
X
X

97608 [Neg Press Wound Tx >50 Cm -
97799 [Physical Medicine Procedure -
97810 |Acupuncture, One Or More Needles, Without Electrical Stimulation; Init 15 Min Personal Contact
With The Patient

97811 [Acupuncture, One Or More Needles, Without Electrical Stimulation; Ea Addl 15 Min, W Re-
Insertion Of Needle(S)

97813 |Acupuncture, One Or More Needles, W Electrical Stimulation; Initial 15 Min Of Personal Contact
W The Patient

97814 [Acupuncture, One Or More Needles, W Electrical Stimulation; Ea Addl 15 Min, W Re-Insertion
Of Needle(S)

98940 |Chiropractic Manipulation - X - X*
98941 |Chiropractic Manipulation - X - X*
98942 |Chiropractic Manipulation - X - X*
98943 |Chiropractic Manipulation X - X -
98966 |Telephone Assessment And Management Service Provided By A Qualified Nonphysician Health
Care Professional To An Establis

98967 Telephone Assessment And Management Service Provided By A Qualified Nonphysician Health
Care Professional To An Establis

98968 |Telephone Assessment And Management Service Provided By A Qualified Nonphysician Health
Care Professional To An Establis

99026 [Hospital Mandated On Call Service; In-Hospital, Each Hour

99027 [Hospital Mandated On Call Service; Out-Of-Hospital, Each Hour

99075 [Medical Testimony

* These codes require preauthorization after a certain number of visits. Visits and limits are dependent on plan type and/or provider type.
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99172

Ocular Function Screen

99173

Visual Acuity Screen

99174

Ocular Photoscreening With Interpretation And Report, Bilateral

99177

Instrument-Based Ocular Screening (e.g., Photoscreening, Automated-Refraction), Bilateral;
With On-Site Analysis

99183

Hyperbaric Oxygen Therapy

99188

App Topical Fluoride Varnish

X1

X1

99199

Special Service/Proc/Report

99241

Office Consultation

99242

Office Consultation

99243

Office Consultation

99244

Office Consultation

99245

Office Consultation

99251

Initial Inpatient Consult

99252

Initial Inpatient Consult

99253

Initial Inpatient Consult

99254

Initial Inpatient Consult

99255

Initial Inpatient Consult

99358

Prolonged evaluation and management service before and/or after direct patient care; first hour

XXX XXX XX XX

XXX XXX XX XX

99359

Prolonged evaluation and management service before and/or after direct patient care; each
additional 30 minutes (List separately in addition to code for prolonged service)

99375

Home Health Care Supervision

99378

Hospice Care Supervision

99401

Preventive Counseling, Indiv

99402

Preventive Counseling, Indiv

99403

Preventive Counseling, Indiv

99404

Preventive Counseling, Indiv

99408

Alcohol And/Or Substance (Other Than Tobacco) Abuse Structured Screening (e.g., Audit,
Dast), And Brief Intervention (Shi)

XXX XXX X

XXX PX XXX X

99409

Alcohol And/Or Substance (Other Than Tobacco) Abuse Structured Screening (e.g., Audit,
Dast), And Brief Intervention (Shi)

99411

Preventive Counseling, Group

99412

Preventive Counseling, Group

XX

XX

* These codes require preauthorization after a certain number of visits. Visits and limits are dependent on plan type and/or provider type.
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99417 [Prolonged Office Or Other Outpatient Evaluation And Management Service(S) Beyond The
Minimum Required Time Of The Primary Procedure Which Has Been Selected Using Total Time,
Requiring Total Time With Or Without Direct Patient Contact Beyond The Usual Service, On The X X
Date Of The Primary Service, Each 15 Minutes Of Total Time (List Separately In Addition To
Codes 99205, 99215 For Office Or Other Outpatient Evaluation And Management Services)
99418 |Prolonged inpatient or observation evaluation and management service(s) time with or without
direct patient contact beyond the required time of the primary service when the primary service
level has been selected using total time, each 15 minutes of total time (List separately in addition X X
to the code of the inpatient and observation Evaluation and Management service)
99429 |Unlisted Preventive Service X X
99441 |Telephone Evaluation And Management Service Provided By A Physician To An Established X X
Patient, Parent, Or Guardian Not O
99442 [Telephone Evaluation And Management Service Provided By A Physician To An Established X X
Patient, Parent, Or Guardian Not O
99443 | Telephone Evaluation And Management Service Provided By A Physician To An Established X X
Patient, Parent, Or Guardian Not O
99450 [Life/Disability Evaluation X X
99499 [Unlisted E&M Service - -
99500 [Home Visit For Prenatal Assessment Inc Fetal Heart Rate, Non-Stress Test, Uterine Monitoring, X X
And Diabetes Monitoring
99501 |Home Visit For Postnatal Assessment And Follow-Up Care X X
99502 [Home Visit For Newborn Care And Assessment X X
99503 |Home Visit For Respiratory Therapy Care (e.g., Bronchodilator, Oxygen Therapy, Respiratory X X
Assessment, Apnea Evaluation)
99504 [Home Visit For Mechanical Ventilation Care X X
99505 [Home Visit For Stoma Care And Maintenance Including Colostomy And Cystostomy X X
99506 [Home Visit For Intramuscular Injections X X
99507 [Home Visit For Care And Maintenance Of Catheter(S) (e.g., Urinary, Drainage, And Enteral) X X
99509 [Home Visit For Assistance With Activities Of Daily Living And Personal Care X X
99510 |Home Visit For Individual, Family, Or Marriage Counseling X X
99511 |Home Visit For Fecal Impaction Management And Enema Administration X X
99512 |Home Visit For Hemodialysis, Per Diem X X
99600 |Unlisted Home Visit Service Or Procedure X X

* These codes require preauthorization after a certain number of visits. Visits and limits are dependent on plan type and/or provider type.
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99605 [Medication Therapy Management Service(S) Provided By A Pharmacist, Individual, Face-To- X i X i
Face With Patient, With Assessmen
99606 |Medication Therapy Management Service(S) Provided By A Pharmacist, Individual, Face-To- X i X i
Face With Patient, With Assessmen
99607 [Medication Therapy Management Service(S) Provided By A Pharmacist, Individual, Face-To- X i X i
Face With Patient, With Assessmen
0001A |ADM SARSCOV2 30MCG/0.3ML 1ST X - X -
0001F |Heart Failure Assessed (Includes Assessment Of All The Following Components) (Cad) X - X -
0001U [Rbc Dna Hea 35 Ag 11 BId Grp WhI Bid Cmn Allel - X - X
0002A |ADM SARSCOV2 30MCG/0.3ML 2ND X - X -
0003A |ADM SARSCOV2 30MCG/0.3ML 3RD X - X -
0003M |Liver Disease, 10 Biochem Assays - X - X
0003U |Onc Ovarian Assay 5 Proteins Serum Alg Scor - X - X
0004A |ADM SARSCOV2 30MCG/0.3ML BST X - X -
0005F |Osteoarthritis Assessed (Oa) X - X -
0005U |Onco Prst8 3 Gene Ur Alg - X - X
0008U |Helicobacter Pylori Detection And Antibiotic Resistance, Dna, 16S And 23S Rrna, Gyra, Pbp1,
Rdxa And Rpob, Next Generation Sequencing, Formalin-Fixed Paraffin-Embedded Or Fres X - X -
0009U [Oncology (Breast Cancer), Erbb2 (Her2) Copy Number By Fish, Tumor Cells From Formalin-
Fixed Paraffin-Embedded Tissue Isolated Using Image-Based Dielectrophoresis (Dep) Sorting - X - X
0010U [Infectious Disease (Bacterial), Strain Typing By Whole Genome Sequencing, Phylogenetic- i X i X
Based Report Of Strain Relatedness, Per Submitted Isolate
0011A |ADM SARSCOV2 100MCG/0.5ML1ST X - X -
0011M|Onc Prst8 Ca Mrna 12 Genes Bld Plsm &/Ur Alg - X - X
0012A |ADM SARSCOV2 100MCG/0.5ML2ND X - X -
0012F |[Community Acquired Bacterial Pneumonia Assessed (Cap) X - X -
0012M|Onc Mrna 5 Genes Ur Alg Risk Urothelial Cancer - X - X
0012U |Germline Disorders, Gene Rearrangement Detection By Whole Genome Next-Generation i X i X
Sequencing, Dna, Whole Blood, Report Of Specific Gene Rearrangement(S)
0013A |ADM SARSCOV2 100MCG/0.5ML3RD X - X -
0013M [Onc Mrna 5 Genes Ur Alg Risk Recr Urothelial Ca - X - X
0013U |[Oncology (Solid Organ Neoplasia), Gene Rearrangement Detection By Whole Genome Next-
Generation Sequencing, Dna, Fresh Or Frozen Tissue Or Cells, Report Of Specific Gene Rearra - X - X
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0014F |Comprehensive Preoperative Assessment Performed For Cataract Surgery With Intraocular Lens

(lol) Placement (Includes Ass X ) X ]
0014U [Hematology (Hematolymphoid Neoplasia), Gene Rearrangement Detection By Whole Genome
Next-Generation Sequencing, Dna, Whole Blood Or Bone Marrow, Report Of Specific Gene - X - X
Rearra
0015F [Melanoma Follow Up Completed (Includes Assessment Of All Of The Following Components) X i X i
(MD5: History Obtained Regarding
0016M [Onc Bladder Mrna 219 Gen Alg - X - X
0016U [Oncology (Hematolymphoid Neoplasia), Rna, Bcr/Abll Major And Minor Breakpoint Fusion
Transcripts, Quantitative Pcr Amplification, Blood Or Bone Marrow, Report Of Fusion Not - X - X

0017M |Oncology (Diffuse Large B-Cell Lymphoma [Dlbcl]), Mrna, Gene Expression Profiling By
Fluorescent Probe Hybridization Of 20 Genes, Formalin-Fixed Paraffinembedded Tissue, - X - X
Algorithm Reported As Cell Of Origin

0017U |Oncology (Hematolymphoid Neoplasia), Jak2 Mutation, Dna, Pcr Amplification Of Exons 12-14

And Sequence Analysis, Blood Or Bone Marrow, Report Of Jak2 Mutation Not Detected Or - X - X
0018M | Trnsplj Rnl Meas Cd154+ClI X - X -
0019M |Cardiovascular disease, plasma, analysis of protein biomarkers by aptamer-based microarray

and algorithm reported as 4-year likelihood of coronary event in high-risk populations X - X -

0018U [Oncology (Thyroid), Microrna Profiling By Rt-Pcr Of 10 Microrna Sequences, Utilizing Fine

Needle Aspirate, Algorithm Reported As A Positive Or Negative Result For Moderate To i X i X
0019U [Oncology, Rna, Gene Expression By Whole Transcriptome Sequencing, Formalin-Fixed Paraffin
Embedded Tissue Or Fresh Frozen Tissue, Predictive Algorithm Reported As Potential - X - X

0020M |Oncology (central nervous system), analysis of 30000 DNA methylation loci by methylation array,
utilizing DNA extracted from tumor tissue, diagnostic algorithm reported as probability of - X - X
matching a reference tumor subclass
0021U [Oncology (Prostate), Detection Of 8 Autoantibodies (Arf 6, Nkx3-1, 5¢-Utr-Bmil, Cep 164, 3¢ -Utr

Ropporin, Desmocollin, Aurkaip-1, Csnk2A2), Multiplexed Immunoassay And Flow i X i X
0023U |Oncology (Acute Myelogenous Leukemia), Dna, Genotyping Of Internal Tandem Duplication,
P.D835, P.I836, Using Mononuclear Cells, Reported As Detection Or Non-Detection Of FIt3 - X - X

0026U |Onc Thyr Dna&Mrna 112 Genes Fna Ndul Alg Alys - X X
0027U |Jak2 Gene Analysis Trgt Seq Alys Exons 12-15 - X - X
0029U |Rx Metab Advrs Rx Rxn & Rspse Trgt Seq Alys - X X
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0030U |Rx Metab Warfarin Rx Response Trgt Seq Alys - X - X
0031U |CyplA2 Gene Analysis Common Variants - X - X
0032U |Comt Gene Analysis C.472G>A Variant - X - X
0033U |Htr2A Htr2C Gene Analysis Common Variants - X - X
0034U | Tpmt Nudt1l5 Gene Analysis Common Variants - X - X
0036U |Exome (I.E., Somatic Mutations), Paired Formalin-Fixed Paraffin-Embedded Tumor Tissue And i X i X
Normal Specimen, Sequence Analyses
0037U |Trgt Gen Seq Alys Sld Orgn Neo Dna 324 Genes - X - X
0040U (Bcr/Abl1 (T (9;22)) (e.g., Chronic Myelogenous Leukemia) Translocation Analysis, Major i X i X
Breakpoint, Quantitative
0045U |Onc Brst Dux Carc Is Mrna 12 Genes Alg Rsk Scor - X - X
0046U |FIt3 (Fms-Related Tyrosine Kinase 3) (e.g., Acute Myeloid Leukemia) Internal Tandem
. X o - X - X
Duplication (ltd) Variants, Quantitative
0047U |Onc Prst8 Mrna Gen Xprs Prfl 17 Gen Alg Rsk Scor - X - X
0048U |Onc Sld Org Neo Dna 468 Cancer Associated Genes - X - X
0049U |[Npm1 (Nucleophosmin) (e.g., Acute Myeloid Leukemia) Gene Analysis, Quantitative - X - X
0050U [Targeted Genomic Sequence Analysis Panel, Acute Myelogenous Leukemia, Dna Analysis, 194
Genes, Interrogation For Sequence Variants, Copy Number Variants Or Rearrangements - X - X
0051A |ADM SARSCV2 30MCG TRS-SUCR 1 X - X -
0052A |ADM SARSCV2 30MCG TRS-SUCR 2 X - X -
0053A |ADM SARSCV2 30MCG TRS-SUCR 3 X - X -
0053U |Oncology (Prostate Cancer), Fish Analysis Of 4 Genes (Asapl, Hdac9, Chd1l And Pten), Needle i X i X
Biopsy Specimen, Algorithm Reported As Probability Of Higher Tumor Grade
0054A |ADM SARSCV2 30MCG TRS-SUCR B X - X -
0054T |Computer-Assisted Musculoskeletal Surgical Navigational Orthopedic Procedure, With Image-
Guidance Based On Fluoroscopic ) )
0055T |Computer-Assisted Musculoskeletal Surgical Navigational Orthopedic Procedure, With Image-
. . X - X -
Guidance Based On Ct/Mri Images
0055U |Cardiology (Heart Transplant), Cell-Free Dna, Pcr Assay Of 96 Dna Target Sequences (94
Single Nucleotide Polymorphism Targets And Two Control Targets), Plasma i i
0056U |Hem Aml Dna Gene Rearrangement Blood/Bone Marrow - X - X
0060U [ Twin zygosity, genomic targeted sequence analysis of chromosome 2, using circulating cell-free
. X - X -
fetal DNA in maternal blood
0061U | Tc Meas 5 Biomarkers W/Sfdi Multi-Spectral Alys - X - -
0064A |ADM SARSCOV2 50MCG/0.25MLBST X - X -
0070U |Cyp2D6 Gen Comé&Sict Rar Vrnt - X - X
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0071A [ADM SARSCV2 10MCG TRS-SUCR 1 X - X -
0071T |Focused Ultrasound Ablation Of Uterine Leiomyomata, Including Mr Guidance: Total
Leiomyomata Volume Less Than 200 Cc Of

0071U [Cyp2D6 Full Gene Sequence

0072A |ADM SARSCV2 10MCG TRS-SUCR 2

0072T [Focused Ultrasound Ablation Of Uterine Leiomyomata, Including Mr Guidance: Total
Leiomyomata Volume Less Than 200 Cc Of

0072U |Cyp2D6 Gen Cyp2D6-2D7 Hybrid

0073A [ADM SARSCV2 10MCG TRS-SUCR 3

0073U |Cyp2D6 Gen Cyp2D7-2D6 Hybrid -
0074A [ADM SARSCV2 10MCG TRS-SUCR B X
0074U |Cyp2D6 Nonduplicated Gene -
0075U |Cyp2D6 5' Gene Dup/MIt -
0076U |Cyp2D6 3' Gene Dup/MIt -
0079U [Comparative Dna Analysis Using Multiple Selected Single-Nucleotide Polymorphisms (Snps),
Urine And Buccal Dna, For Specimen Identity Verification

0081A |ADM SARSCV2 3MCG TRS-SUCR 1 X X

0082A |ADM SARSCV2 3MCG TRS-SUCR 2 X - X -
0083A |ADM SARSCV2 3MCG TRS-SUCR 3 X X

0084U |Red Blood Cell Antigen Typing, Dna, Genotyping Of 10 Blood Groups With Phenotype Prediction
Of 37 Red Blood Cell Antigens

0087U |Cardiology (Heart Transplant), Mrna Gene Expression Profiling By Microarray Of 1283 Genes,
Transplant Biopsy Tissue, Allograft Rejection And Injury Algorithm Reported As A Pro - X - X

X |IX]
X |IX]

x
X

X1

X1
X1

X IXX|[X]
X IXX|[X]

0088U [Transplantation Medicine (Kidney Allograft Rejection), Microarray Gene Expression Profiling Of
1494 Genes, Utilizing Transplant Biopsy Tissue, Algorithm Reported As A Probabil - X - X

0089U |Oncology (Melanoma), Gene Expression Profiling By Rtqpcr, Prame And Linc00518, Superficial
Collection Using Adhesive Patch(Es)

0090U (Oncology (Cutaneous Melanoma), Mrna Gene Expression Profiling By Rt-Pcr Of 23 Genes (14
Content And 9 Housekeeping), Utilizing Formalin-Fixed Paraffin-Embedded Tissue, Algorit - X - X

0091A [ADM SARSCOV2 50 MCG/.5 ML1ST
0092A [ADM SARSCOV2 50 MCG/.5 ML2ND
0093A [ADM SARSCOV2 50 MCG/.5 ML3RD
0094A [ADM SARSCOV2 50 MCG/.5 MLBST

XXX |X
X[XX|X
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0094U |Genome (e.g., Unexplained Constitutional Or Heritable Disorder Or Syndrome), Rapid Sequence i X i X
Analysis
0095T |Removal Of Total Disc Arthroplasty (Artificial Disc), Anterior Approach, Each Additional i X i X
Interspace, Cervical (List Sepa
0098T |Revision Including Replacement Of Total Disc Arthroplasty (Artificial Disc), Anterior Approach, X i X i
Each Additional Interspa
0100T |Placement Of A Subconjunctival Retinal Prosthesis Receiver And Pulse Generator, And
. . X - X -
Implantation Of Intra-Ocular Retina
0101T |Extracorporeal Shock Wave Involving Musculoskeletal System, Not Otherwise Specified; High X i X i
Energy
0101U [Hereditary Colon Cancer Disorders (e.g., Lynch Syndrome, Pten Hamartoma Syndrome, Cowden
Syndrome, Familial Adenomatosis Polyposis), Genomic Sequence Analysis Panel Utilizing A - X - X
0102T |Extracorporeal Shock Wave, High Energy, Performed By A Physician, Requiring Anesthesia
. X - X -
Other Than Local, Involving Later
0102U |Hereditary Breast Cancer-Related Disorders (e.g., Hereditary Breast Cancer, Hereditary Ovarian
Cancer, Hereditary Endometrial Cancer), Genomic Sequence Analysis Panel Utilizing - X - X
0103U [Hereditary Ovarian Cancer (e.g., Hereditary Ovarian Cancer, Hereditary Endometrial Cancer),
Genomic Sequence Analysis Panel Utilizing A Combination Of Ngs, Sanger, Mipa, And Arr - X - X
0105U |Neph Ckd Mult Eclia Tum Nec - X - X
0106T |Quantitative Sensory Testing (Qst), Testing And Interpretation Per Extremity; Using Touch X i X i
Pressure Stimuli To Assess Lar
0107T |Quantitative Sensory Testing (Qst), Testing And Interpretation Per Extremity; Using Vibration X i X i
Stimuli To Assess Large Di
0108T |Quantitative Sensory Testing (Qst), Testing And Interpretation Per Extremity; Using Cooling X i X i
Stimuli To Assess Small Nerv
0109T |Quantitative Sensory Testing (Qst), Testing And Interpretation Per Extremity; Using Heat-Pain X i X i
Stimuli To Assess Small N
0110T |Quantitative Sensory Testing (Qst), Testing And Interpretation Per Extremity; Using Other Stimuli X i X i
To Assess Sensation
0111A |ADM SARSCOV2 25MCG/0.25ML1ST X - X -
0111U |Onc Colon Ca Kras&Nras Alys - X - X
0112A |ADM SARSCOV2 25MCG/0.25ML2ND X - X -
0112U |ladi 16S&18S Rrna Genes - X - X
0113A |ADM SARSCOV2 25MCG/0.25ML3RD X - X -
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0113U |Onc Prst8 Pca3&Tmprss2- Erg - X - X
0114U |Gi Barretts Esoph Vim&Ccnal X - X -
0115U |Respir ladna 18 Viral&2 Bact - X - X
0118U | Trnsplj Don-Drv Cll-Fr Dna - X - X
0120U |Onc B CIl Lymphm Mrna 58 Gen - X - X
0129U |Hered Brst Ca Rltd Do Panel - X - X
0130U |Hered Colon Ca Do Mrna Pnl - X - X
0131U |Hered Brst Ca Rltd Do Pnl 13 - X - X
0132U |Hered Ova Ca RItd Do Pnl 17 - X - X
0133U |Hered Prst8 Ca Rltd Do 11 - X - X
0134U |Hered Pan Ca Mrna Pnl 18 Gen - X - X
0135U |Hered Gyn Ca Mrna Pnl 12 Gen - X - X
0136U |Atm Mrna Seq Alys - X - X
0137U |Palb2 Mrna Seq Alys - X - X
0138U |Brcal Brca2 Mrna Seq Alys - X - X
0153U |Onc Breast Mrna 101 Genes - X - X
0154U |Fgfr3 Gene Analysis - X - X
0155U |Pik3Ca Gene Analysis - X - X
0157U |Apc Mrna Seq Alys - X - X
0158U |MIh1 Mrna Seq Alys - X - X
0159U |Msh2 Mrna Seq Alys - X - X
0160U |Msh6 Mrna Seq Alys - X - X
0161U |Pms2 Mrna Seq Alys - X - X
0162U |Hered Colon Ca Trgt Mrna Pnl - X - X
0163T |Total Disc Arthroplasty (Artificial Disc), Anterior Approach, Including Discectomy To Prepare X i X i
Interspace (Other Than For
0164T |Removal Of Total Disc Arthroplasty, (Artificial Disc), Anterior Approach, Each Additional i X i X
Interspace, Lumbar (List Separ
0165T |Revision Including Replacement Of Total Disc Arthroplasty (Artificial Disc), Anterior Approach, X i X i
Each Additional Interspa
0171U |Trgt Gen Seq Alys Pnl Dna 23 - X - X
0172U |Onc SIld Tum Alys Brcal Brca2 - X - X
0174U |Onc Solid Tumor 30 Prtn Trgt - X - X
0177U |Onc Brst Ca Dna Pik3Ca 11 - X - X
0178U |Peanut Allg Asmt Epi Clin Rx - X - X
0179U |Onc Nonsm CIl Lng Ca Alys 23 X - X -
0180U |Abo Gnotyp Abo 7 Exons X - X -
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0181U |Co Gnotyp Agpl Exon 1 X - X -
0182U |Crom Gnotyp Cd55 Exons 1-10 X - X -
0183U |Di Gnotyp Slc4A1 Exon 19 X - X -
0184U |Do Gnotyp Art4 Exon 2 X - X -
0185U |Futl Gnotyp Futl Exon 4 X - X -
0186U |Fut2 Gnotyp Fut2 Exon 2 X - X -
0187U |Fy Gnotyp Ackrl Exons 1-2 X - X -
0188U |Ge Gnotyp Gypc Exons 1-4 X - X -
0189U |Gypa Gnotyp Ntrns 1 5 Exon 2 X - X -
0190U |Gypb Gnotyp Ntrns 1 5 Seux 3 X - X -
0191U |In Gnotyp Cd44 Exons 2 36 X - X -
0192U |Jk Gnotyp Slc14A1 Exon 9 X - X -
0193U |Jr Gnotyp Abcg2 Exons 2-26 X - X -
0194U |Kel Gnotyp Kel Exon 8 X - X -
0195U |KIfl Targeted Sequencing X - X -
0196U |Lu Gnotyp Bcam Exon 3 X - X -
0197U |Lw Gnotyp Icam4 Exon 1 X - X -
0198T |Measurement Of Ocular Blood Flow By Repetitive Intraocular Pressure Sampling, With X i X i
Interpretation And Report
0198U |Rhd&Rhce Gntyp Rhd1-10&Rhceb X - X -
0199U |Sc Gnotyp Ermap Exons 4 12 X - X -
0200T |Percutaneous Sacral Augmentation (Sacroplasty), Unilateral Injection(S), Including The Use Of A X i X i
Balloon Or Mechanical De
0200U | Xk Gnotyp Xk Exons 1-3 X - X -
0201T |Percutaneous Sacral Augmentation (Sacroplasty), Bilateral Injections, Including The Use Of A X i X i
Balloon Or Mechanical Devic
0201U | Yt Gnhotyp Ache Exon 2 X - X -
0202T |Posterior Vertebral Joint(S) Arthroplasty (e.g., Facet Joint[S] Replacement) Including X i X i
Facetectomy, Laminectomy, Foramin
0204U |Onc Thyr Mrna Xprsn Alys 593 - X - X
0205U |Oph Amd Alys 3 Gene Variants - X - X
0207T |Evacuation Of Meibomian Glands, Automated, Using Heat And Intermittent Pressure, Unilateral X i X i
0209U |Cytog Const Alys Interrog - X - X
0211U |Onc Pan-Tum Dna&Rna Gnrj Seq - X - X
0212U |Rare Ds Gen Dna Alys Proband - X - X
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0213T |Injection(S), Diagnostic Or Therapeutic Agent, Paravertebral Facet (Zygapophyseal) Joint (Or
Nerves Innervating That Joi

0213U |Rare Ds Gen Dna Alys Ea Comp - X - X
0214T |Injection(S), Diagnostic Or Therapeutic Agent, Paravertebral Facet (Zygapophyseal) Joint (Or
Nerves Innervating That Joi

0214U |Rare Ds Xom Dna Alys Proband - X - X
0215T |Injection(S), Diagnostic Or Therapeutic Agent, Paravertebral Facet (Zygapophyseal) Joint (Or
Nerves Innervating That Joi

0215U |Rare Ds Xom Dna Alys Ea Comp - X - X
0216T |Injection(S), Diagnostic Or Therapeutic Agent, Paravertebral Facet (Zygapophyseal) Joint (Or
Nerves Innervating That Joi

0216U [Neuro Inh Ataxia Dna 12 Com - X - X
0217T |Injection(S), Diagnostic Or Therapeutic Agent, Paravertebral Facet (Zygapophyseal) Joint (Or
Nerves Innervating That Joi

0217U [Neuro Inh Ataxia Dna 51 Gene - X - X
0218T |Injection(S), Diagnostic Or Therapeutic Agent, Paravertebral Facet (Zygapophyseal) Joint (Or
Nerves Innervating That Joi

0218U |Neuro Musc Dys Dmd Seq Alys - X - X
0219T |Placement Of Posterior Intrafacet Implant(S), Unilateral Or Bilateral, Including Imaging And
Placement Of Bone Graft(S)

0220T |Placement Of Posterior Intrafacet Implant(S), Unilateral Or Bilateral, Including Imaging And
Placement Of Bone Graft(S)

0221T |Placement Of Posterior Intrafacet Implant(S), Unilateral Or Bilateral, Including Imaging And
Placement Of Bone Graft(S)

0221U |Abo Gnotyp Next Gnrj Seq Abo - - - X
0222T |Placement Of Posterior Intrafacet Implant(S), Unilateral Or Bilateral, Including Imaging And
Placement Of Bone Graft(S)

0222U |Rhd&Rhce Gntyp Next Gnrj Seq - - -
0227U |Rx Asy Prsmv 30+Rx/Metablt X
0228U |Onc Prst8 Ma Molec Prfl Alg -
0229U |Bcatl Promoter Mthyltn Alys -
0230U |Ar Full Sequence Analysis -
0231U |CacnalA Full Gene Analysis -
0232T |Injection(S), Platelet Rich Plasma, Any Tissue, Including Image Guidance, Harvesting And
Preparation When Performed

0232U |Cstb Full Gene Analysis -
0233U |Fxn Gene Analysis -
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0234T [Trluml Perip Athrc Renal Art X - X -
0234U |Mecp?2 Full Gene Analysis - X - X
0235T [Trluml Perip Athrc Visceral X - X -
0235U |Pten Full Gene Analysis - X - X
0236T [Trluml Perip Athrc Abd Aorta X - X -
0236U |Smn1&Smn2 Full Gene Analysis - X - X
0237T [Trluml Perip Athrc Brchiocph X - X -
0237U |Car lon Chnlpthy Gen Seq Pnl - X - X
0238T [Trluml Perip Athrc lliac Art X - X -
0238U |Onc Lnch Syn Gen Dna Seq Aly - X - X
0239U |Trgt Gen Seq Alys Pnl 311+ - X - X

0242U |Targeted Genomic Sequence Analysis Panel, Solid Organ Neoplasm, Cell-Free Circulating Dna
Analysis Of 55-74 Genes, Interrogation For Sequence Variants, Gene Copy Number - X - X
Amplifications, And Gene Rearrangements

0244U |Oncology (Solid Organ), Dna, Comprehensive Genomic Profiling, 257 Genes, Interrogation For
Single-Nucleotide Variants, Insertions/Deletions, Copy Number Alterations, Gene
Rearrangements, Tumor-Mutational Burden And Microsatellite Instability, Utilizing Formalin-Fixed
Paraffinembedded Tumor Tissue

0245U |Oncology (Thyroid), Mutation Analysis Of 10 Genes And 37 Rna Fusions And Expression Of 4
Mrna Markers Using Next-Generation Sequencing, Fine Needle Aspirate, Report Includes - X - X
Associated Risk Of Malignancy Expressed As A Percentage

0246U |Red Blood Cell Antigen Typing, Dna, Genotyping Of At Least 16 Blood Groups With Phenotype

Prediction Of At Least 51 Red Blood Cell Antigens i X i X
0250U |Onc Sld Org Neo Dna 505 Gene - X - X
0252U |Ftl Aneuploidy Str Alys Dna - X - X
0253T |[Insert Aqueous Drain Device X - X -
0253U |Rprdtve Med Rna Gen Prfl 238 - X - X
0254U |Reprdtve Med Alys 24 Chrmsm - X - X
0256U |Tma/Tmao Prfl Ms/Ms Ur Alg X - X -
0257U [Vicad Leuk Nzm Actv Whl Bid X - X -
0259U |Neph Ckd Nuc Mrs Meas Gfr X - X -
0260U |Rare Ds Id Opt Genome Mapg - X - X
0261U |Onc Clrct Ca Img Alys W/AI X - X -
0262U |Onc Sld Tum Rtpcr 7 Gen - X - X
0263T |Im Autol B1 Mrw Cel Ther 1 Leg Compl Incl Hrvst X - X -
0263U [Neuro Asd Meas 16 C Metblt X - X -
0264T |Im Autol B1 Mrw Cel Ther 1 Leg Compl Xcl Hrvst X - X -
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0264U |Rare Ds Id Opt Genome Mapg - X - X
0265T |Im Autol B1 Mrw Cel Ther Uni/Bi Hrvst Only X - X -
0265U |Rar Do Whl Gn&Mtcdrl Dna Als - X - X
0266T [Impltj/Rplcmt Crtd Sns Brorflx Actv Dev Tot Sys X - X -
0266U |Unxpl Cnst Hrtbl Do Gn Xprsn - X - X
0267T [Impltj/Rplcmt Crtd Sns Brorflx Actv Dev Lead Uni X - X -
0267U |Rare Do Id Opt Gen Mapg&Seq - X - X
0268T [Impltj/Rplcmt Crtd Sns Brorflx Actv Dev Pls Gen X - X -
0268U |Hem Ahus Gen Seqg Alys 15 Gen - X - X
0269U |Hem Aut Dm Cgen Trmbctpna 14 - X - X
0270U |Hem Cgen Coagj Do 20 Genes - X - X
0271U |Hem Cgen Neutropenia 23 Gen - X - X
0272T [Interrogation Eval Crtd Sns Brorflx Actv Sys X - X -
0272U |Hem Genetic Bld Do 51 Genes - X - X
0273T [Interrogation Eval Crtd Sns Brorflx W/Progrmg X - X -
0273U |Hem Gen Hyprfibrnlysis 8 Gen - X - X
0274T [Perg Lamot/Lam Any Meth Single/Mlt Lvl Crv/Thrc X - X -
0274U |Hem Gen PItlt Do 43 Genes - X - X
0275T |Perg Lamot/Lam Any Meth Single/MIt Lvl Lumbar - X - X
0275U |Hem Heprn Nduc Trmbctpna Srm X - X -
0276U |Hem Inh Thrombocytopenia 23 - X - X
0277U |Hem Gen PItlt Funcj Do 31 - X - X
0278T |Transcutaneous Electrical Modulation Pain Reprocessing (e.g., Scrambler Therapy), Each X i X i

Treatment Session (Includes Placement Of Electrodes).

0278U |Hem Gen Thrombosis 12 Genes - X - X
0279U |Hem Vw Factor&Clgn lii Bndg X - X -
0280U |Hem Vw Factor&Clgn Iv Bndg X - X -
0281U |Hem Vwd Propeptide Ag Lvl X - X -
0282U |Rbc Dna Gntyp 12 Bld Grp Gen X - X -
0283U |Vw Factor Type 2B Eval Plsm X - X -
0284U |Vw Factor Type 2N Eval Plsm X - X -
0285U |Onc Rsps Radj Cll Fr Dna Tox - X - X
0286U |Cep72 Nudtl5&Tpmt Gene Alys - X - X
0287U |Onc Thyr Dna&Mrna 112 Genes - X - X
0288U |Onc Lung Mrna Quan Pcr 11&3 - X - X
0295U |Onc Brst Dux Carc 7 Proteins X - X -
0296U |Onc Orl&/Orop Ca 20 Mic Feat - X - X
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0297U |Onc Pan Tum Whl Gen Seq Dna - X - X
0298U |Onc Pan Tum Whl Trns Seq Rna - X - X
0299U |Onc Pan Tum Whl Gen Opt Mapg - X - X
0300U |Onc Pan Tum Whl Gen Seg&Opt - X - X
0301U |Adna Bartonella Ddpcr X - X -
0302U |Adna Brtnla Ddpcr Flwg Lig X - X -
0303U |Hem Rbc Ads Whl Bld Hypoxic X - X -
0304U |Hem Rbc Ads Whl Bld Normoxic X - X -
0305U |Hem Rbc Fnclty&Dfrm Shr Strs X - X -
0306U |Onc Mrd Nxt-Gnrj Alys 1St - X - X
0307U |Onc Mrd Nxt-Gnrj Alys Shsq - X - X
0308U |Crd Cad Alys 3 Prtn Plsm Alg X - X -
0309U |Crd Cv Ds Aly 4 Prtn PIm Alg X - X -
0310U |Ped Vsclts Kd Alys 3 Bmrks X - X -
0311U |Nfct Ds Bct Quan Antmcrb Sc X - X -
0312T [Laps Impltj Nstim Vagus X - X -
0312U |Ai Ds Sle Alys 8 Igg Autoant X - X -
0313T |Vagus Nerve Blocking Therapy (Morbid Obesity); Laparoscopic Removal Of Vagal Trunk X i X i

Neurostimulator Electrode Array And Pulse Generator

0313U |Onc Pncrs Dna&Mrna Seq 74 - X - X
0314U |Onc Cutan Minma Mrna 35 Gene - X - X
0316T [Replc Vagus Nerve Pls Gen X - X -
0316U |B Brgdrferi Lyme Ds Ospa Evl X - X -
0317T [Elec Analysis Vagus Nerve Pls Gen X - X -
0317U |Onc Lung Ca 4-Prb Fish Assay - X - X
0318U |Ped Whl Gen Mthyltn Alys 50+ - X - X
0319U |Neph Rna Pretrnspl Perph Bld - X - X
0320U |Neph Rna Psttrnspl Perph Bld - X - X
0321U |ladna Gu Pthgn 20Bct&Fng Org X - X -
0322U |Neuro Asd Meas 14 Acyl Carn X - X -
0323U |ladna Cns Pthgn Next Gen Seq X - X -
0324U |Onc Ovar Sphrd Cell 4 Rx Pnl X - X -
0325U |Onc Ovar Sphrd Cell Parp X - X -
0326U | Trgt Gen Seq Alys Pnl 83+ - X - X
0328U |Drug Assay 120+ Rx&Metablt X - X -
0329T [Mntr lo Press 24Hrs/> Uni/Bi X - X -
0329U |Onc Neo Xome&Trns Seq Alys - X - X
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0330T |Tear Film Img Uni/Bi W/I&R X - X -
0330U |ladna Vag Pthgn Panel 27 Org X - X -
0331T [Heart Symp Image Plnr X - X -
0331U |Onc HI Neo Opt Gen Mapping - X - X
0332T [Heart Symp Image PInr Spect X - X -
0332U |ONC PAN TUM GEN PRFLG 8 DNA - X - X
0333T |VISUAL EP ACUITY SCREEN AUTO X - X -
0333U |ONC LVR SURVEILANC HCC CFDNA - X - X
0334U [ONC SLD ORGN TGSA DNA 84/+ - X - X
0335T |Extraosseous Joint Stblztion X - X -
0335U |RARE DS WHL GEN SEQ FETAL - X - X
0336U [RARE DS WHL GEN SEQ BLD/SLV - X - X
0337U |ONC PLSM CELL DO & MYELOMA ID X - X -
0338T [Trnscth Renal Symp Denrv Unl X - X -
0338U |ONC SLD TUM CRCG TUM CL SLCT X - X -
0339T |[TRNSCTH RENAL SYMP DENRYV BIL X - X -
0339U |ONC PRST8 MRNA HOXCG6 & DLX1 X - X -
0340U |ONC PAN CA ALYS MRD PLASMA - X - X
0341U |FTL ANEUP DNA SEQ CMPR ALYS - X - X
0342T |THXP APHERESIS W/HDL DELIP X - X -
0342U |ONC PNCRTC CA MULT IA ECLIA X - X -
0343U |ONC PRST8 XOM ALY 442 SNCRNA - X - X
0344U |HEP NAFLD SEMIQ EVL 28 LIPID X - X -
0346U [BETA AMYL ApR40 & AB42 LC-MS/MS X - X -
0347T |Ins Bone Device For Rsa X - X -
0348T |[RSA SPINE EXAM X - X -
0349T |[RSA UPPER EXTR EXAM X - X -
0350T |[RSA LOWER EXTR EXAM X - X -
0351T |INTRAOP OCT BRST/NODE SPEC X - X -
0351U [NFCT DS BCT/VIRAL TRAIL IP10 X - X -
0352T |OCT BRST/NODE I&R PER SPEC X - X -
0352U INFCT DS BV & VAGINITIS AMP PRB X - X -
0353T [INTRAOP OCT BREAST CAVITY X - X -
0353U |IADNA CHLMYD & GONORR AMP PRB X - X -
0354T |OCT BREAST SURG CAVITY I&R X - X -
0354U [HPV HI RSK QUAL MRNA E6/E7 X - X -
0355U |APOL1 RISK VARIANTS - X - X
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0356U |ONC OROP 17 DNA DDPCR ALG - X - X
0357U |ONC MLNMA Al QUAN ALYS 142 X - X -
0358T [Bia Whole Body X - X -
0358U [NEURO ALYS B-AMYL 1-42&1-40 X - X -
0359U |ONC PRST8 CA ALYS ALL PSA X - X -
0361U INEURFLMNT LT CHN DIG IA QUAN X - X -
0362T [Expose Behav Assessment X - X -
0362U |ONC PAP THYR CA RNA 82&10 - X - X
0363U |ONC URTHL MRNA 5 GEN ALG - X - X
0364U |ONC HL NEO GEN SEQ ALYS ALG - X - X
0368U |ONC CLRCT CA MUT&MTHYLTN MRK - X - X
0369U |IADNA GI PTHGN 31 ORG&21 ARG - X - X
0370U |IADNA SURG WND PTHGN 34&21 - X - X
0371U |IADNA GU PTHGN SEMIQ DNA16&1 - X - X
0372U INFCT DS GU PTHGN ARG DETCJ - X - X
0373T [Exposure Behavior Treatment X - X -
0373U |IADNA RSP TR NFCT 17 8 13&16 - X - X
0374U |IADNA GU PTHGN 21 ORG&21ARG - X - X
0375U |ONC OVRN BCHM ASY 7 PRTN ALG - X - X
0376U |ONC PRST8 CA IMG ALYS 128 X - X -
0377U [CV DS QUAN ADVSRM/PLSM LPRTN - X - X
0378T |Visual Field Assmnt Rev/Rprt X - X -
0378U |RFC1 REPEAT XPNSJ VRNT ALYS - X - X
0379T |Vis Field Assmnt Tech Suppt X - X -
0379U |TGSAP SL OR NEO DNA523&RNA55 - X - X
0380U |RX METB ADVRS TRGT SQ ALY 20 - X - X
0381U |[MAPLE SYRUP UR DS MNTR QUAN X - X -
0382U |HYPRPHENYLALNINMIA MNTR QUAN X - X -
0383U |TYROSINEMIA TYP | MNTR QUAN X - X -
0384U INEPH CKD RSK HI STG KDN DS X - X -
0385U |INEPH CKD ALG RSK DBTC KDN DS X - X -
0386U |Gl BARRETT ESOPH MTHYLTN ALY X - X -
0387U |ONC MLNMA AMBRA1&AMLO X - X -
0388U |ONC NONSM CLL LNG CA 37 GEN X - X -
0389U |PED FBRL KD IFI27&MCEMP1 RNA X - X -
0390U |OB PE KDR ENG&RBP4 IA ALG X - X -
0391U |ONC SLD TUM DNA&RNA 437 GEN - X - X
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0392U [RX METAB GENRX IA 16 GENES - -
0393U [NEU PRKSN MSFL a-SYNCLN PRTN X X
0394U |PFAS 16 PFAS COMPND LC MS/MS X X
0395U [ONC LNG MULTIOMICS PLSM ALG X - X -
X X
X X
X X

0396U |OB PREIMPLTJ TST 300000 DNA

0397T |Endoscopic Retrograde Cholangiopancreatography (Ercp), With Optical Endomicroscopy (List
Separately In Addition To Code For Primary Procedure)

0397U [ONC NONSM CLL LNG CA 109

0398T |Magnetic Resonance Image Guided High Intensity Focused Ultrasound (Mrgfus), Stereotactic
Ablation Lesion, Intracranial For Movement Disorder Including Stereotactic Navigation - - - X

0398U |GI BARET ESPH DNA MTHYLN ALY X - X -
0400U JOB XPND CAR SCR 145 GENES - X - X
0401U |CRD C HRT DS 9 GEN 12 VRNTS X - X -
0409U [Oncology (solid tumor), DNA (80 genes) and RNA (36 genes), by next-generation sequencing
from plasma, including single nucleotide variants, insertions/deletions, copy number alterations,
microsatellite instability, and fusions, report showing identified mutations with clinical actionability

0413U [Oncology (hematolymphoid neoplasm), optical genome mapping for copy number alterations,
aneuploidy, and balanced/complex structural rearrangements, DNA from blood or bone marrow, - X - X
report of clinically significant alterations

0414U |Oncology (lung), augmentative algorithmic analysis of digitized whole slide imaging for 8 genes
(ALK, BRAF, EGFR, ERBB2, MET, NTRK1-3, RET, ROS1), and KRAS G12C and PD-L1, if
performed, formalin-fixed paraffinembedded (FFPE) tissue, reported as positive or negative for
each biomarker

0417U [Rare diseases (constitutional/heritable disorders), whole mitochondrial genome sequence with
heteroplasmy detection and deletion analysis, nuclear-encoded mitochondrial gene analysis of
335 nuclear genes, including sequence changes, deletions, insertions, and copy number variants - X - X
analysis, blood or saliva, identification and categorization of mitochondrial disorder—associated
genetic variants

0419U [Neuropsychiatry (eg, depression, anxiety), genomic sequence analysis panel, variant analysis of
13 genes, saliva or buccal swab, report of each gene phenotype

0403T |Preventive Behavior Change, Intensive Program Of Prevention Of Diabetes Using A
Standardized Diabetes Prevention Program Curriculum, Provided To Individuals In A Group X - X -
Setting
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0408T |Insertion Or Replacement Of Permanent Cardiac Contractility Modulation System, Including
Contractility Evaluation When Performed, And Programming Of Sensing And Therapeutic Pa X
0409T |Insertion Or Replacement Of Permanent Cardiac Contractility Modulation System, Including
Contractility Evaluation When Performed, And Programming Of Sensing And Therapeutic Pa X
0410T |Insertion Or Replacement Of Permanent Cardiac Contractility Modulation System, Including
Contractility Evaluation When Performed, And Programming Of Sensing And Therapeutic Pa X
0411T |Insertion Or Replacement Of Permanent Cardiac Contractility Modulation System, Including
Contractility Evaluation When Performed, And Programming Of Sensing And Therapeutic Pa X
0412T [Removal Of Permanent Cardiac Contractility Modulation System; Pulse Generator Only X
0413T |Removal Of Permanent Cardiac Contractility Modulation System; Transvenous Electrode (Atrial X
Or Ventricular)
0414T |Removal And Replacement Of Permanent Cardiac Contractility Modulation System Pulse X
Generator Only
0415T |Repositioning Of Previously Implanted Cardiac Contractility Modulation Transvenous Electrode, X
(Atrial Or Ventricular Lead)
0416T |Relocation Of Skin Pocket For Implanted Cardiac Contractility Modulation Pulse Generator X
0417T |Programming Device Evaluation (In Person) With Iterative Adjustment Of The Implantable
Device To Test The Function Of The Device And Select Optimal Permanent Programmed Values X
0418T |Interrogation Device Evaluation (In Person) With Analysis, Review And Report, Includes
Connection, Recording And Disconnection Per Patient Encounter; Implantable Cardiac Contr X
0419T |Destruction Neurofibromata, Extensive, (Cutaneous, Dermal Extending Into Subcutaneous); X
Face, Head And Neck, Greater Than 50 Neurofibromata
0420U |Oncology (urothelial), mrna expression profiling by real-time quantitative pcr of mdk, hoxal3,
cdc2, igfbp5, and cxcr2 in combination with droplet digital pcr (ddpcr) analysis of 6 single- i
nucleotide polymorphisms (snps) genes tert and fgfr3, urine, algorithm reported as a risk score
for urothelial carcinoma
0420T |Destruction Neurofibromata, Extensive, (Cutaneous, Dermal Extending Into Subcutaneous); X

Trunk And Extremities, Extensive, Greater Than 100 Neurofibromata

* These codes require preauthorization after a certain number of visits. Visits and limits are dependent on plan type and/or provider type.
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0421U [Oncology (colorectal) screening, quantitative real-time target and signal amplification of 8 rna

markers (gapdh, smad4, acyl, areg, cdhl, kras, tnfrsf10b, egIn2) and fecal hemoglobin, X - X -
algorithm reported as a positive or negative for colorectal cancer risk
0422T [Tactile Breast Imaging By Computer-Aided Tactile Sensors, Unilateral Or Bilateral X - X -

0422U |Oncology (pan-solid tumor), analysis of dna biomarker response to anti-cancer therapy using cell-
free circulating dna, biomarker comparison to a previous baseline pre-treatment cell-free
circulating dna analysis using next-generation sequencing, algorithm reported as a quantitative
change from baseline, including specific alterations, if appropriate

0423U [Psychiatry (eg, depression, anxiety), genomic analysis panel, including variant analysis of 26
genes, buccal swab, report including metabolizer status and risk of drug toxicity by condition - X - X

0424T [Insertion Or Replacement Of Neurostimulator System For Treatment Of Central Sleep Apnea;
Complete System (Transvenous Placement Of Right Or Left Stimulation Lead, Sensing Lead X - X -

0424U [Oncology (prostate), exosomebased analysis of 53 small noncoding rnas (sncrnas) by
quantitative reverse transcription polymerase chain reaction (rtgpcr), urine, reported as no X - X -
molecular evidence, low-, moderate- or elevated-risk of prostate cancer

0425T |Insertion Or Replacement Of Neurostimulator System For Treatment Of Central Sleep Apnea,;
Sensing Lead Only

0425U |Genome (eg, unexplained constitutional or heritable disorder or syndrome), rapid sequence
analysis, each comparator genome (eg, parents, siblings)

0426T |Insertion Or Replacement Of Neurostimulator System For Treatment Of Central Sleep Apnea,;
Stimulation Lead Only

0426U |Genome (eg, unexplained constitutional or heritable disorder or syndrome), ultra-rapid sequence
analysis

0427T |Insertion Or Replacement Of Neurostimulator System For Treatment Of Central Sleep Apnea,;
Pulse Generator Only

0427U |Monocyte distribution width, whole blood X - X -
0428T |Removal Of Neurostimulator System For Treatment Of Central Sleep Apnea; Pulse Generator
Only

0428U [Oncology (breast), targeted hybrid-capture genomic sequence analysis panel, circulating tumor
dna (ctdna) analysis of 56 or more genes, interrogation for sequence variants, gene copy nhumber
amplifications, gene rearrangements, microsatellite instability, and tumor mutation burden

0429T |Removal Of Neurostimulator System For Treatment Of Central Sleep Apnea; Sensing Lead Only

* These codes require preauthorization after a certain number of visits. Visits and limits are dependent on plan type and/or provider type.
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0430T |Removal Of Neurostimulator System For Treatment Of Central Sleep Apnea; Stimulation Lead X i
Only

0431T |Removal And Replacement Of Neurostimulator System For Treatment Of Central Sleep Apnea, X i
Pulse Generator Only

0431U |Glycine receptor alphal igg, serum or cerebrospinal fluid (csf), live cell-binding assay (Icba), X i
qualitative

0432T |Repositioning Of Neurostimulator System For Treatment Of Central Sleep Apnea; Stimulation X i
Lead Only

0432U [Kelch-like protein 11 (kIhl11) antibody, serum or cerebrospinal fluid (csf), cell-binding assay, X i
qualitative

0433T |Repositioning Of Neurostimulator System For Treatment Of Central Sleep Apnea; Sensing Lead X i
Only

0433U |Oncology (prostate), 5 dna regulatory markers by quantitative pcr, whole blood, algorithm, X i
including prostate-specific antigen, reported as likelihood of cancer

0434T |Interrogation Device Evaluation Implanted Neurostimulator Pulse Generator System For Central X i
Sleep Apnea

0434U |Drug metabolism (adverse drug reactions and drug response), genomic analysis panel, variant i X
analysis of 25 genes with reported phenotypes

0435T |Programming Device Evaluation Of Implanted Neurostimulator Pulse Generator System For X i
Central Sleep Apnea; Single Session

0435U |Oncology, chemotherapeutic drug cytotoxicity assay of cancer stem cells (cscs), from cultured
cscs and primary tumor cells, categorical drug response reported based on cytotoxicity X -
percentage observed, minimum of 14 drugs or drug combinations

0436T |Programming Device Evaluation Of Implanted Neurostimulator Pulse Generator System For

. X -

Central Sleep Apnea; During Sleep Study

0436U |Oncology (lung), plasma analysis of 388 proteins, using aptamerbased proteomics technology,
predictive algorithm reported as clinical benefit from immune checkpoint inhibitor therapy X -

0437T [Impltj Synth Rnfcmt Abdl Wal X -

0437U |Psychiatry (anxiety disorders), mrna, gene expression profiling by rna sequencing of 15 X i
biomarkers, whole blood, algorithm reported as predictive risk score

0438U |Drug metabolism (adverse drug reactions and drug response), buccal specimen, gene-drug
interactions, variant analysis of 33 genes, including deletion/duplication analysis of cyp2d6, X -
including reported phenotypes and impacted genedrug interactions

0439T [Myocrd Contrast Prfuj Echo X -

* These codes require preauthorization after a certain number of visits. Visits and limits are dependent on plan type and/or provider type.
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0439U

Cardiology (coronary heart disease [CHD]), DNA, analysis of 5 single-nucleotide polymorphisms
(SNPs) (rs11716050 [LOC105376934], rs6560711 [WDR37], rs3735222 [SCIN/LOC107986769],
rs6820447 [intergenic], and rs9638144 [ESYT2]) and 3 DNA methylation markers (cg00300879
[transcription start site {TSS200} of CNKSR1], cg09552548 [intergenic], and cg14789911 [body
of SPATCL1L]), gPCR and digital PCR, whole blood, algorithm reported as a 4-tiered risk score
for a 3-year risk of symptomatic CHD

0440T

Ablation, Percutaneous, Cryoablation, Includes Imaging Guidance; Upper Extremity
Distal/Peripheral Nerve

0440U

Cardiology (coronary heart disease [CHD]), DNA, analysis of 10 single-nucleotide polymorphisms
(SNPs) (rs710987 [LINC010019], rs1333048 [CDKN2B-AS1], rs12129789 [KCND3], rs942317
[KTN1-AS1], rs1441433 [PPP3CA], rs2869675 [PREX1], rs4639796 [ZBTB41], rs4376434
[LINCO00972], rs12714414 [TMEM18], and rs7585056 [TMEM18]) and 6 DNA methylation
markers (cg03725309 [SARS1], cg12586707 [CXCL1, cg04988978 [MPO], cg17901584
[DHCR24-DT], cg21161138 [AHRR], and cg12655112 [EHD4]), gPCR and digital PCR, whole
blood, algorithm reported as detected or not detected for

CHD

0441T

Ablation, Percutaneous, Cryoablation, Includes Imaging Guidance; Lower Extremity
Distal/Peripheral Nerve

0441U

Infectious disease (bacterial, fungal, or viral infection), semiquantitative biomechanical
assessment (via deformability cytometry), whole blood, with algorithmic analysis and result
reported as an index

0442T

Ablation, Percutaneous, Cryoablation, Includes Imaging Guidance; Nerve Plexus Or Other
Truncal Nerve (e.g., Brachial Plexus, Pudendal Nerve)

0442U

Infectious disease (respiratory infection), Myxovirus resistance protein A (MxA) and C-reactive
protein (CRP), fingerstick whole blood specimen, each biomarker reported as present or absent

0443T

Real Time Spectral Analysis Of Prostate Tissue By Fluorescence Spectroscopy

0443U

Neurofilament light chain (NfL), ultra-sensitive immunoassay, serum or cerebrospinal fluid

0444T

Initial Placement Of A Drug-Eluting Ocular Insert Under One Or More Eyelids, Including Fitting,
Training, And Insertion, Unilateral Or Bilateral

0444U

Oncology (solid organ neoplasia), targeted genomic sequence analysis panel of 361 genes,
interrogation for gene fusions, translocations, or other rearrangements, using DNA from formalin-
fixed paraffin-embedded (FFPE) tumor tissue, report of clinically significant variant(s)

* These codes require preauthorization after a certain number of visits. Visits and limits are dependent on plan type and/or provider type.
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0445T |Subsequent Placement Of A Drug-Eluting Ocular Insert Under One Or More Eyelids, Including

Re-Training, And Removal Of Existing Insert, Unilateral Or Bilateral X i X i
0445U (B-amyloid (Abeta42) and phospho tau (181P) (pTau181), electrochemiluminescent immunoassay
(ECLIA), cerebral spinal fluid, ratio reported as positive or negative for amyloid pathology X - X -
0446T |Crtj Subg Insj Impltbl Glucose Sensor Sys - X - -
0446U [Autoimmune diseases (systemic lupus erythematosus [SLE]), analysis of 10 cytokine soluble
mediator biomarkers by immunoassay, plasma, individual components reported with an X - X -

algorithmic risk score for current disease activity

0447U [Autoimmune diseases (systemic lupus erythematosus [SLE]), analysis of 11 cytokine
solublemediator biomarkers by immunoassay, plasma, individual components reported with an X - X -
algorithmic prognostic risk score for developing a clinical flare

0448U [Oncology (lung and colon cancer), DNA, qualitative, 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

0449T [Insj Aqueous Drain Dev W/O Eo Rsvr Initial Dev - - - X
0449U |Carrier screening for severe inherited conditions (eg, cystic fibrosis, spinal muscular atrophy,
beta hemoglobinopathies [including sickle cell disease], alpha thalassemia), regardless of race or

) o ) . . X X - X -
self-identified ancestry, genomic sequence analysis panel, must include analysis of 5 genes
(CFTR, SMN1, HBB, HBA1, HBA2)
0450T [Insj Aqueous Drain Dev W/O Eo Rsvr Ea Addl Dev X - X -
0450U |Oncology (multiple myeloma), liquid chromatography with tandem mass spectrometry
(LCMS/MS), monoclonal paraprotein sequencing analysis, serum, results reported as baseline X - X -
presence or absence of detectable clonotypic peptides
0451U [Oncology (multiple myeloma), LCMS/MS, peptide ion quantification, serum, results compared X i X i
with baseline to determine monoclonal paraprotein abundance
0452U |Oncology (bladder), methylated PENK DNA detection by linear target enrichment-quantitative
methylation-specific real-time PCR (LTE-qMSP), urine, reported as likelihood of bladder cancer X - X -

0453U |Oncology (colorectal cancer), cellfree DNA (cfDNA), methylationbased quantitative PCR assay
(SEPTINGY, IKZF1, BCAT1, Septin9-2, VAV3, BCAN), plasma, reported as presence or absence X - X -
of circulating tumor DNA (ctDNA)

* These codes require preauthorization after a certain number of visits. Visits and limits are dependent on plan type and/or provider type.
© 2023 Select Health. All rights reserved. 2197751 9/23 91 of 260



% ﬁi'aeufrf Medicare codes not covered or requiring preauthorization - Nevada As of: 06/19/24

Description

Disclaimer: Please note that coverage may vary by plan type and may not follow the listed services. These codes are updated quarterly. Additionally, these coding lists do not reflect information regarding immunizations, injectable
drugs, or specialty medications and should be directed to the Pharmacy link option within the website.

0454U |Rare diseases (constitutional/heritable disorders), identification of copy number variations,

inversions, insertions, translocations, and other structural variants by optical genome mapping
(For additional PLA codes with identical clinical descriptor, see 0260U, 0264U. See Appendix O - X - X
or the most current listing on the AMA CPT website to determine appropriate code assignment)

0456U |Autoimmune (rheumatoid arthritis), next-generation sequencing (NGS), gene expression testing

of 19 genes, whole blood, with analysis of anticyclic citrullinated peptides (CCP) levels, combined
with sex, patient global assessment, and body mass index (BMlI), algorithm reported as a score X - X -
that predicts nonresponse to tumor necrosis factor inhibitor (TNFi) therapy

0457U |Perfluoroalkyl substances (PFAS) (eg, perfluorooctanoic acid, perfluorooctane sulfonic acid), 9

PEAS compounds by LC-MS/MS, plasma or serum, guantitative X i X i

0458U [Oncology (breast cancer), S100A8 and S100A9, by enzyme linked immunosorbent assay X i X i
(ELISA), tear fluid with age, algorithm reported as a risk score

0459U |B-amyloid (Abeta42) and total tau (tTau), electrochemiluminescent immunoassay (ECLIA), X i X i
cerebral spinal fluid, ratio reported as positive or negative for amyloid pathology

0460U |Oncology, whole blood or buccal, DNA single-nucleotide polymorphism (SNP) genotyping by real- X i X i

time PCR of 24 genes, with variant analysis and reported phenotypes

0461U |Oncology, pharmacogenomic analysis of single-nucleotide polymorphism (SNP) genotyping by
real-time PCR of 24 genes, whole blood or buccal swab, with variant analysis, including impacted X - X -
gene-drug interactions and reported phenotypes

0462U |Melatonin levels test, sleep study, 7 or 9 sample melatonin profile (cortisol optional), enzyme-
linked immunosorbent assay (ELISA), saliva, screening/preliminary

0463U [Oncology (cervix), mRNA gene expression profiling of 14 biomarkers (E6 and E7 of the highest-
risk human papillomavirus [HPV] types 16, 18, 31, 33, 45, 52, 58), by real-time nucleic acid
sequence-based amplification (NASBA), exo- or endocervical epithelial cells, algorithm reported X - X -
as positive or negative for increased risk of cervical dysplasia or cancer for each biomarker

0464U |Oncology (colorectal) screening, quantitative real-time target and signal amplification, methylated
DNA markers, including LASS4, LRRC4 and PPP2R5C, a reference marker ZDHHC1, and a
protein marker (fecal hemoglobin), utilizing stool, algorithm reported as a positive ornegative
result

0465U [Oncology (urothelial carcinoma), DNA, quantitative methylationspecific PCR of 2 genes
(ONECUT2, VIM), algorithmic analysis reported as positive or negative

* These codes require preauthorization after a certain number of visits. Visits and limits are dependent on plan type and/or provider type.
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0466U |Cardiology (coronary artery disease [CAD]), DNA, genomewide association studies (564856
single-nucleotide polymorphisms [SNPs], targeted variant genotyping), patient lifestyle and
clinical data, buccal swab, algorithm reported as polygenic risk to acquired heart disease

0467U [Oncology (bladder), DNA, nextgeneration sequencing (NGS) of 60 genes and whole genome
aneuploidy, urine, algorithms reported as minimal residual disease (MRD) status positive or X - X -
negative and quantitative disease burden

0468U [Hepatology (nonalcoholic steatohepatitis [NASH]), miR-34a5p, alpha 2-macroglobulin, YKL40,

HbAlc, serum and whole blood, algorithm reported as a single score for NASH activity and X - X -
fibrosis
0469T |Rta Polarize Scan Oc Scr Bi X - X -

0469U [Rare diseases (constitutional/heritable disorders), whole genome sequence analysis for
chromosomal abnormalities, copy number variants, duplications/deletions, inversions,
unbalanced translocations, regions of homozygosity (ROH), inheritance pattern that indicate
uniparental disomy (UPD), and aneuploidy, fetal sample (amniotic fluid, chorionic villus sample, - X - X
or products of conception), identification and categorization of genetic variants, diagnostic report
of fetal results based on phenotype with maternal sample and paternal sample, if performed, as
comparators and/or maternal cell contamination

0470T [Oct Skn Img Acquisj I&R 1St X - X -
0470U |Oncology (oropharyngeal), detection of minimal residual disease by next-generation sequencing
(NGS) based quantitative evaluation of 8 DNA targets, cell-free HPV 16 and 18 DNA from X - X -
plasma
0471T [Oct Skn Img Acquisj I&R AddI X - X -
0471U |Oncology (colorectal cancer), qualitative real-time PCR of 35 variants of KRAS and NRAS genes
(exons 2, 3, 4), formalinfixed paraffin-embedded (FFPE), predictive, identification of detected - X - X
mutations
0472T |Prgrmg lo Rta Eltrd Ra X - X -
0472U |Carbonic anhydrase VI (CA VI), parotid specific/secretory protein (PSP) and salivary protein
(SP1) IgG, IgM, and IgA antibodies, enzyme-linked immunosorbent assay (ELISA), X - X -
semiqualitative, blood, reported as predictive evidence of early Sjogren syndrome
0473T [Reprgrmg lo Rta Eltrd Ra X - X -

0473U |Oncology (solid tumor), nextgeneration sequencing (NGS) of DNA from formalin-fixed
paraffinembedded (FFPE) tissue with comparative sequence analysis from a matched normal
specimen (blood or saliva), 648 genes, interrogation for sequence variants, insertion and deletion - X - X
alterations, copy number variants, rearrangements, microsatellite instability, and tumor-mutation
burden

0474T [Insj Aqueous Drg Dev 1o Rsvr X - X -

* These codes require preauthorization after a certain number of visits. Visits and limits are dependent on plan type and/or provider type.
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0474U

Hereditary pan-cancer (eg, hereditary sarcomas, hereditary endocrine tumors, hereditary
neuroendocrine tumors, hereditary cutaneous melanoma), genomic sequence analysis panel of
88 genes with 20 duplications/deletions using nextgeneration sequencing (NGS), Sanger
sequencing, blood or saliva, reported as positive or negative for germline variants, each gene

0475T

Rec Ftl Car Sgl 3 Ch I&R

0475U

Hereditary prostate cancerrelated disorders, genomic sequence analysis panel using next-
generation sequencing (NGS), Sanger sequencing, multiplex ligation-dependent probe
amplification (MLPA), and array comparative genomic hybridization (CGH), evaluation of 23
genes and duplications/deletions when indicated, pathologic mutations reported with a genetic
risk score for prostate cancer

0476T

Rec Ftl Car Sgl Elec Tr Data

0477T

Rec Ftl Car Sgl Xrtj Alys

0478T

Rec Ftl Car 3 Ch Rev I&R

0479T

Fractional Abl Lsr Fenestration First 100 Sgcm

0480T

Fractional Abl Lsr Fenestration Ea Addl 100 Sqcm

0481T

Njx Autol Wbc Concentr Inc Img Gdn Hrv & Prep

0483T

Tmvi W/Prosthetic Valve Percutaneous Approach

0484T

Tmvi W/Prosthetic Valve Transthoracic Exposure

0485T

Oct Middle Ear With I&R Unilateral

0486T

Oct Middle Ear With I&R Bilateral

0487T

Transvaginal Biomechanical Mapping W/Report

0488T

Diabetes Prev Online/Electronic Prgrm Pr 30 Days

0489T

Autol Regn Cell Tx Scleroderma Hands

0490T

Autol Regn Cell Tx Scldr Mit Inj One Or Both Hands

0491T

Abl Laser Tx Open Wnd Pr Day 1St 20 Sqcm Or Less

0492T

Abl Laser Tx Open Wnd Pr Day Addl 20 Sqcm

0493T

Near Infrared Spectroscpy Studies Low Ext Wounds

0494T

Prep & Cannulj Cdvr Don Lng Orgn Prfuj Sys

0495T

Init & Mntr Cdvr Don Lng Orgn Prfuj Sys 1St 2 Hr

0496T

Mntr Cdvr Don Lng Orgn Prfuj Sys Ea Addl Hr

0497T

Xtrnl Pt Act Ecg W/O Attn Mntr In-Office Conn

0498T

Xtrnl Pt Act Ecg W/O Attn Mntr R&I Pr 30 Days

0499T

Cysto W/Dil & Urtl Rx Del F/Urtl Strix/Stenosis

0500F

Initial Prenatal Care Visit

0500T

ladna Hpv 5+ Sep Reprt High Risk Hpv Types

0501F

Prenatal Flow Sheet Documented In Medical Record By First Prenatal Visit

Do Dot Bl Bl ot Bt Bt Bad Bad Bl Bt ol Bl Bl Padl Do Bl Bl Bad Bl Bl Bad B P B B

Do Dot Pl Bl ot Bt Bt B Bad Bl Bl ol Bl Bl Padl Dot Bl Bl Bt Bl Bl Bad e P B B
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injectable

0501T

Cor Ffr Derived Cta Data Assess Cor Art Disease

0502F

Subsequent Prenatal Care Visit

X

X

0502T

Cor Ffr Derived Cta Data Prep & Transmis

0503F

Postpartum Care Visit2

X

X

0503T

Cor Ffr Cta Data Alys & Gnrj Estimated Ffr Model

0504T

Cor Ffr Cta Data Review W/Interpj & Final Report

0505F

Hemodialysis Plan Of Care Documented (Esrd)

0505T

Ev Fempop Artl Revsc Tcat Plmt Iv St Grf & Clsr

0506T

Mac Pgmt Optical Dns Meas Hfp Uni/Bi W/I&R

0507F

Peritoneal Dialysis Plan Of Care Documented (Esrd)

0508T

Pls Echo Us B1 Dns Meas Indic Axl B1 Min Dns Tib

0509F

Urinary Incontinence Plan Of Care Documented (Ger)

0510T

Removal Of Sinus Tarsi Implant

0511T

Removal And Reinsertion Of Sinus Tarsi Implant

0512T

Extracorporeal Shock Wave For Integumentary Wound Healing, High Energy, Including Topical
Application And Dressing Care; Initial Wound

0513F

Elevated Blood Pressure Plan Of Care Documented (Ckd)1

0513T

Esw Integ Wnd Hig Ea Add|

0514F

Plan Of Care For Elevated Hemoglobin Level Documented For Patient Receiving Erythropoiesis-
Stimulating Agent (Esa) Thera

XXX XXX XXX XXX

XXX XXX XXX XXX

0514T

Intraoperative Visual Axis Identification Using Patient Fixation (List Separately In Addition To
Code For Primary Procedure)

0515T

Insj Wcs Lv Compl Sys

0516F

Anemia Plan Of Care Documented (Esrd)1

0516T

Insj Wcs Lv Eltrd Only

0517F

Glaucoma Plan Of Care Documented (Ec)5

0517T

Insj Wcs Lv Pg Compnt

0518F

Falls Plan Of Care Documented (Ger)5

0518T

Removal Of Only Pulse Generator Component(S) (Battery And/Or Transmitter) Of Wireless
Cardiac Stimulator For Left Ventricular Pacing

XXX XXX X

XXX PX XXX X

0519F

Planned Chemotherapy Regimen, Including At A Minimum: Drug(S) Prescribed, Dose, And
Duration, Documented Prior To Initia

>

x

0519T

Removal And Replacement Of Wireless Cardiac Stimulator For Left Ventricular Pacing; Pulse
Generator Component(S) (Battery And/Or Transmitter)

0520F

Normal Tissue Dose Constraints Established Within Five Treatment Days From The Initiation Of
A Course Of 3D Conformal Ra

X

0520T

RmviI&Rplcmt Pg Wcs New Eltrd

X

* These codes require preauthorization after a certain number of visits. Visits and limits are dependent on plan type and/or provider type.
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0521F [Plan Of Care To Address Pain Documented (Onc)1 X X -
0521T [Interrog Dev Eval Wcs Ip X X -
0522T [Prgrmg Dev Eval Wcs Ip X X -
0523T [Ntrapx C Ffr W/3D Funcjl Map X X -
0524T |Ev Cath Dir Chem Abltj W/Img X X -
0525F |Initial Visit For Episode (Bkp)2 X X -
0525T [Insj/Rplcmt Compl Ims X X -
0526F [Subsequent Visit For Episode (Bkp)2 X X -
0526T [Insj/Rplcmt lims Eltrd Only X X -
0527T [Insj/Rplcmt lims Implt Mntr X X -
0528F |Recommended Follow-Up Interval For Repeat Colonoscopy Of At Least 10 Years Documented

X X -

In Colonoscopy Report (End/Polyp)
0528T |Programming Device Evaluation (In Person) Of Intracardiac Ischemia Monitoring System With X i

Iterative Adjustment Of Programmed Values, With Analysis, Review, And Report
0529F [Interval Of 3 Or More Years Since Patient'S Last Colonoscopy, Documented (End/Polyp) X X -
0529T |Interrogation Device Evaluation (In Person) Of Intracardiac Ischemia Monitoring System With X X i

Analysis, Review, And Report
0530T |Removal Of Intracardiac Ischemia Monitoring System, Including All Imaging Supervision And X X i

Interpretation; Complete System (Electrode And Implantable Monitor)
0531T |Removal Of Intracardiac Ischemia Monitoring System, Including All Imaging Supervision And X X i

Interpretation; Electrode Only
0532T |Removal Of Intracardiac Ischemia Monitoring System, Including All Imaging Supervision And X X i

Interpretation; Implantable Monitor Only
0533T [Cont Rec Mvmt Do 6-10 Days X X -
0534T |Continuous Recording Of Movement Disorder Symptoms, Including Bradykinesia, Dyskinesia,

And Tremor For 6 Days Up To 10 Days; Set-Up, Patient Training, Configuration Of Monitor X X -
0535F |Dyspnea Management Plan Of Care, Documented (Pall Cr) X X -
0535T [Cont Rec Mvmt Do Reprt Cnfig X X -
0536T |Continuous Recording Of Movement Disorder Symptoms, Including Bradykinesia, Dyskinesia,

And Tremor For 6 Days Up To 10 Days; Download Review, Interpretation And Report X X -
0537T |Chimeric Antigen Receptor T-Cell (Car-T) Therapy; Harvesting Of Blood-Derived T Lymphocytes

For Development Of Genetically Modified Autologous Car-T Cells, Per Day i i i
0538T |Chimeric Antigen Receptor T-Cell (Car-T) Therapy; Preparation Of Blood-Derived T Lymphocytes

For Transportation (e.g., Cryopreservation, Storage) i i i

* These codes require preauthorization after a certain number of visits. Visits and limits are dependent on plan type and/or provider type.
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0539T |Chimeric Antigen Receptor T-Cell (Car-T) Therapy; Receipt And Preparation Of Car-T Cells For
Administration i i i
0540F |Glucorticoid Management Plan Documented (Ra) X X -
0541T |Myocardial Imaging Mcg X X -
0542T |Myocardial Imaging Mcg I1&R X X -
0543T |Transapical Mitral Valve Repair, Including Transthoracic Echocardiography, When Performed, X X i
With Placement Of Artificial Chordae Tendineae
0544T |Transcatheter Mitral Valve Annulus Reconstruction, With Implantation Of Adjustable Annulus X i
Reconstruction Device, Percutaneous Approach Including Transseptal Puncture
0545F |Plan For Follow-Up Care For Major Depressive Disorder, Documented (Mdd Adol) X X -
0545T |Transcatheter Tricuspid Valve Annulus Reconstruction With Implantation Of Adjustable Annulus X X i
Reconstruction Device, Percutaneous Approach
0546T |Radiofrequency Spectroscopy, Real Time, Intraoperative Margin Assessment, At The Time Of
: . X X -
Partial Mastectomy, With Report
0547T |Bone-Material Quality Testing By Microindentation(S) Of The Tibia(S), With Results Reported As X X i
A Score
0550F [Cytopath Report-Nongyn Spcmn X X -
0551F |Cytopath Report Non-Routine X X -
0552T |Low-Level Laser Therapy, Dynamic Photonic And Dynamic Thermokinetic Energies, Provided By X X i
A Physician Or Other Qualified Health Care Professional
0553T |Percutaneous Transcatheter Placement Of lliac Arteriovenous Anastomosis Implant, Inclusive Of
All Radiological Supervision And Interpretation, Intraprocedural Roadmapping, And Imaging X X -
Guidance Necessary To Complete The Intervention
0554T |Bone Strength And Fracture Risk Using Finite Element Analysis Of Functional Data, And Bone-
Mineral Density, Utilizing Data From A Computed Tomography Scan; Retrieval And Transmission X X i
Of The Scan Data, Assessment Of Bone Strength And Fracture Risk And Bone Mineral Density,
Interpretation And Report
0555F |Symptom Management Plan Of Care Documented (Hf) X X -
0555T |Bone Strength And Fracture Risk Using Finite Element Analysis Of Functional Data, And Bone-
Mineral Density, Utilizing Data From A Computed Tomography Scan; Retrieval And Transmission X X -
Of The Scan Data
0556F |Plan Of Care To Achieve Lipid Control Documented (Cad) X X -
0556T |Bone Strength And Fracture Risk Using Finite Element Analysis Of Functional Data, And Bone-
Mineral Density, Utilizing Data From A Computed Tomography Scan; Assessment Of Bone X X -
Strength And Fracture Risk And Bone Mineral Density
0557F |Plan Of Care To Manage Anginal Symptoms Documented (Cad) X X -

* These codes require preauthorization after a certain number of visits. Visits and limits are dependent on plan type and/or provider type.
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0557T |Bone Strength And Fracture Risk Using Finite Element Analysis Of Functional Data, And Bone-

Mineral Density, Utilizing Data From A Computed Tomography Scan; Interpretation And Report X - X -
0558T |Computed Tomography Scan Taken For The Purpose Of Biomechanical Computed Tomography X i X i

Analysis
0559T |Anatomic Model 3D-Printed From Image Data Set(S); First Individually Prepared And Processed

. X - X -

Component Of An Anatomic Structure
0560T |Anatomic Model 3D-Printed From Image Data Set(S); Each Additional Individually Prepared And

Processed Component Of An Anatomic Structure (List Separately In Addition To Code For X - X -

Primary Procedure)
0561T [Anatomic Guide 3D-Printed And Designed From Image Data Set(S); First Anatomic Guide X - X -
0562T |Anatomic Guide 3D-Printed And Designed From Image Data Set(S); Each Additional Anatomic X i X i

Guide (List Separately In Addition To Code For Primary Procedure)
0563T |Evac Meibomian GInd Heat Bi X - X -
0564T |Onc Chemo Rx Cytotox Csc 14 X - X -
0565T |Autol Cell Implt Adps Hrvg X - X -
0566T |Autol Cell Implt Adps Nijx X - X -
0567T [Perm Flp Tube Occls W/Implt X - X -
0568T [Intro Mix Saline&Air F/Ssg X - X -
0569T [Ttvr Perg Appr 1St Prosth X - X -
0570T [Ttvr Perg Ea Add! Prosth X - X -
0571T [Insj/Rplcmt Icds Ss Eltrd X - X -
0572T [Insertion Ss Dfb Electrode X - X -
0573T [Removal Ss Dfb Electrode X - X -
0574T [Repos Prev Ss Impl Dfb Eltrd X - X -
0575F [Hiv Rna Control Plan Of Care, Documented (Hiv) X - X -
0575T [Prgrmg Dev Eval Icds Ss Ip X - X -
0576T [Interrog Dev Eval Icds Ss Ip X - X -
0577T |Ephys Eval Icds Ss X - X -
0578T [Rem Interrog Dev lcds Phys X - X -
0579T [Rem Interrog Dev lcds Tech X - X -
0580F [Multidisciplinary Care Plan X - X -
0580T [RmvI Ss Impl Dfb Pg Only X - X -
0581F [Pt Trnsfrd From Anesth To Cc X - X -
0581T [Abltj Mal Brst Tum Perq Crtx X - X -
0582F [No Trnsfr From Anesth To Cc X - X -
0582T [Trurl Abltji Mal Prst8 Tiss X - X -

* These codes require preauthorization after a certain number of visits. Visits and limits are dependent on plan type and/or provider type.
© 2023 Select Health. All rights reserved. 2197751 9/23 98 of 260



% ﬁi'aeufrf Medicare codes not covered or requiring preauthorization - Nevada As of: 06/19/24

Description

Disclaimer: Please note that coverage may vary by plan type and may not follow the listed services. These codes are updated quarterly. Additionally, these coding lists do not reflect information regarding immunizations, injectable
drugs, or specialty medications and should be directed to the Pharmacy link option within the website.

0583F |Transfer Care Checklist Used
0583T [Tmpst Auto Tube Dlvr Sys
0584F |No Transfer Care Chklist Used
0584T [Perq Islet Cell Transplant
0585T [Laps Islet Cell Transplant
0586T [Open Islet Cell Transplant
0587T [Perqg Impltj/Rplcmt Isdns Ptn
0588T |Revision/Removal Isdns Ptn
0589T [Elec Alys Smpl Prgrmg lins
0590T [Elec Alys Cplx Prgrmg lins
0591T [HIth&Wb Coaching Indiv 1St
0592T [HIth&Wb Coaching Indiv F-Up
0593T [HIth&Wb Coaching Group
0594T [Osteot Hum Xtrnl Lngth Dev
0596T [Temp Fml lu VIv-Pmp 1St Insj
0597T [Temp Fml lu Valve-Pmp Rplcmt
0598T [Ncntc R-T Fluor Wnd Img 1St
0599T [Ncntc R-T Fluor Wnd Img Ea
0600T |lre Abltj 1+Tum Organ Perq
0601T |lre Abltj 1+Tumors Open

0602T |Transdermal Gfr Measurements
0603T |Transdermal Gfr Monitoring
0604T |[Rem Oct Rta Dev Setup&Educaj
0605T [Rem Oct Rta Techl Sprt Min 8
0606T |Rem Oct Rta Phys/Qhp Ea 30D
0607T [Rem Mntr Pulm Flu Mntr Setup
0608T [Rem Mntr Pulm Flu Mntr Alys
0609T [Mrs Disc Pain Acquisj Data
0610T [Mrs Disc Pain Transmis Data
0611T [Mrs Disc Pain Alg Alys Data
0612T |Mrs Discogenic Pain I&R
0613T [Perg Tcat Intratrl Septl Sht
0614T |[RmvI&Rplcmt Ss Impl Dfb Pg
0615T |Eye Mvmt Alys W/O Calbrj I&R
0619T |Cysto W/Prst8 Commissurotomy
0620T |Evasc Ven Artlz Tibl/Prnl Vn
0621T |Trabeculostomy Interno Laser

Do Dad Pl Bl ot Bl Bl Padl Bad Bl Pl Bad Bl Bl Badl Dol Bl Badl Bad Bl Bt Bt Bl Pl Padl Badl Bl Bl Bt Bl Bl Bad Bl Bl Bad B Bt
Do Bad P Bl ot Bl Bl Padl Bad Bl Bl Bad Bl Bl Badl D Bl Badl B Bl Bt Bt Bl Pl Pt B Bl Bl Bt Bl Bl B Bl Bl B d B Bt

* These codes require preauthorization after a certain number of visits. Visits and limits are dependent on plan type and/or provider type.
© 2023 Select Health. All rights reserved. 2197751 9/23 99 of 260



% ﬁi'aeufrf Medicare codes not covered or requiring preauthorization - Nevada As of: 06/19/24

Description

Disclaimer: Please note that coverage may vary by plan type and may not follow the listed services. These codes are updated quarterly. Additionally, these coding lists do not reflect information regarding immunizations, injectable
drugs, or specialty medications and should be directed to the Pharmacy link option within the website.
0622T [Trabeculostomy Int Lsr W/Scp X - X -
0623T [Auto Quantification C Plague X - X -
0624T [Auto Quan C Plaq Data Prep X - X -
0625T [Auto Quan C Plaq Cptr Alys X - X -
0626T |Auto Quan C Plag I&R X - X -
0627T [Perg Njx Algc Fluor Lmbr 1St X - X -
0628T [Perg Njx Algc Fluor Lmbr Ea X - X -
0629T [Perqg Njx Algc Ct Lmbr 1St X - X -
0630T [Perg Njx Algc Ct Lmbr Ea X - X -
0631T [Tc Vis Lit Hyperspectral Img X - X -
0632T [Perqg Tcat Us Abltj Nrv P-Art X - X -
0633T |Ct Breast W/3D Uni C X - X -
0634T |Ct Breast W/3D Uni C+ X - X -
0635T |Ct Breast W/3D Uni C-/C+ X - X -
0636T |Ct Breast W/3D Bi C X - X -
0637T |Ct Breast W/3D Bi C+ X - X -
0638T |Ct Breast W/3D Bi C-/C+ X - X -
0639T |Wrls Skn Snr Anisotropy Meas X - X -
0640T |Noncontact Near-Infrared Spectroscopy Studies Of Flap Or Wound (e.g., For Measurement Of
Deoxyhemoglobin, Oxyhemoglobin, And Ratio Of Tissue Oxygenation [Sto2]); Image Acquisition, X - X -
Interpretation And Report, Each Flap Or Wound
0641T [Image Acquisition Only, Each Flap Or Wound X - X -
0642T |Interpretation And Report Only, Each Flap Or Wound X - X -
0643T |Transcatheter Left Ventricular Restoration Device Implantation Including Right And Left Heart X i X i
Catheterization And Left Ventriculography When Performed, Arterial Approach
0644T |Transcatheter Removal Or Debulking Of Intracardiac Mass (e.g., Vegetations, Thrombus) Via
Suction (e.g., Vacuum, Aspiration) Device, Percutaneous Approach, With Intraoperative X i X i
Reinfusion Of Aspirated Blood, Including Imaging Guidance, When Performed
0645T |Transcatheter Implantation Of Coronary Sinus Reduction Device Including Vascular Access And
Closure, Right Heart Catheterization, Venous Angiography, Coronary Sinus Angiography, X - X -
Imaging Guidance, And Supervision And Interpretation, When Performed
0646T |Transcatheter Tricuspid Valve Implantation/Replacement (Ttvi) With Prosthetic Valve,
Percutaneous Approach, Including Right Heart Catheterization, Temporary Pacemaker Insertion, X - X -
And Selective Right Ventricular Or Right Atrial Angiography, When Performed
0647T |Insertion Of Gastrostomy Tube, Percutaneous, With Magnetic Gastropexy, Under Ultrasound X i X i
Guidance, Image Documentation And Report

* These codes require preauthorization after a certain number of visits. Visits and limits are dependent on plan type and/or provider type.
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0648T |Quantitative Magnetic Resonance For Analysis Of Tissue Composition (e.g., Fat, Iron, Water
Content), Including Multiparametric Data Acquisition, Data Preparation And Transmission,

Interpretation And Report, Obtained Without Diagnostic Mri Examination Of The Same Anatomy X - X -
(e.g., Organ, Gland, Tissue, Target Structure) During The Same Session

0649T |Quantitative Magnetic Resonance For Analysis Of Tissue Composition (e.g., Fat, Iron, Water
Content), Including Multiparametric Data Acquisition, Data Preparation And Transmission,
Interpretation And Report, Obtained With Diagnostic Mri Examination Of The Same Anatomy X - X -
(e.g., Organ, Gland, Tissue, Target Structure) (List Separately In Addition To Code For Primary
Procedure)

0650T |Programming Device Evaluation (Remote) Of Subcutaneous Cardiac Rhythm Monitor System,
With Iterative Adjustment Of The Implantable Device To Test The Function Of The Device And
Select Optimal Permanently Programmed Values With Analysis, Review And Report By A
Physician Or Other Qualified Health Care Professional

0651T |Magnetically Controlled Capsule Endoscopy, Esophagus Through Stomach, Including
Intraprocedural Positioning Of Capsule, With Interpretation And Report

0652T |Esophagogastroduodenoscopy, Flexible, Transnasal; Diagnostic, Including Collection Of
Specimen(S) By Brushing Or Washing, When Performed (Separate Procedure)

0653T |Esophagogastroduodenoscopy, Flexible, Transnasal; With Biopsy, Single Or Multiple X - X -
0654T |Esophagogastroduodenoscopy, Flexible, Transnasal; With Insertion Of Intraluminal Tube Or
Catheter

0655T |Transperineal Focal Laser Ablation Of Malignant Prostate Tissue, Including Transrectal Imaging
Guidance, With Mr-Fused Images Or Other Enhanced Ultrasound Imaging

0656T [Vertebral Body Tethering, Anterior; Up To 7 Vertebral Segments

0657T [Vertebral Body Tethering, Anterior; 8 Or More Vertebral Segments

0658T |Electrical Impedance Spectroscopy Of 1 Or More Skin Lesions For Automated Melanoma Risk
Score

0659T |Transcatheter Intracoronary Infusion Of Supersaturated Oxygen In Conjunction With
Percutaneous Coronary Revascularization During Acute Myocardial Infarction, Including Catheter
Placement, Imaging Guidance (e.g., Fluoroscopy), Angiography, And Radiologic Supervision And
Interpretation

0660T |Implantation Of Anterior Segment Intraocular Nonbiodegradable Drug-Eluting System, Internal
Approach

0661T |Removal And Reimplantation Of Anterior Segment Intraocular Nonbiodegradable Drug-Eluting
Implant

0662T [Scalp Cooling, Mechanical; Initial Measurement And Calibration Of Cap X - X -

x

X XX X
X XX X

* These codes require preauthorization after a certain number of visits. Visits and limits are dependent on plan type and/or provider type.
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0663T

Placement Of Device, Monitoring, And Removal Of Device (List Separately In Addition To Code
For Primary Procedure)

0664T

0665T

Donor Hysterectomy (Including Cold Preservation); Open, From Living Donor

0666T

X
Donor Hysterectomy (Including Cold Preservation); Open, From Cadaver Donor X
X
Donor Hysterectomy (Including Cold Preservation); Laparoscopic Or Robotic, From Living Donor X

0667T

Donor Hysterectomy (Including Cold Preservation); Recipient Uterus Allograft Transplantation
From Cadaver Or Living Donor

0668T

Backbench Standard Preparation Of Cadaver Or Living Donor Uterine Allograft Prior To
Transplantation, Including Dissection And Removal Of Surrounding Soft Tissues And X
Preparation Of Uterine Vein(S) And Uterine Artery(les), As Necessary

0669T

Backbench Reconstruction Of Cadaver Or Living Donor Uterus Allograft Prior To
Transplantation; Venous Anastomosis, Each

0670T

Backbench Reconstruction Of Cadaver Or Living Donor Uterus Allograft Prior To
Transplantation; Arterial Anastomosis, Each

x

x

0671T

Insertion Of Anterior Segment Aqueous Drainage Device Into The Trabecular Meshwork, Without
External Reservoir, And Without Concomitant Cataract Removal, One Or More

0672T

Ndovag Cryg Rf Remdl Tiss

0673T

Abltj B9 Thyr Ndul Perq Lasr

0674T

Laps Insj Nw/Rpcmt Prm Isdss

0675T

Laps Insj Nw/Rpcmt Isdss 1Ld

0676T

Laps Insj Nw/Rpcmt Isdss Ea

0677T

Laps Repos Lead Isdss 1St Ld

0678T

Laps Repos Lead Isdss Ea Add

0679T

Laps Rmvl Lead Isdss

0680T

Insj/Rplcmt Pg Only Isdss

0681T

Rlcj Pulse Gen Only Isdss

0682T

Removal Pulse Gen Only Isdss

0683T

Prgrmg Dev Eval Isdss Ip

0684T

Peri-Px Dev Eval Isdss Ip

0685T

Interrog Dev Eval Isdss Ip

0686T

Histotripsy Mal Hepatcel Tis

0687T

Tx Amblyopia Dev Setup 1St

0688T

Tx Amblyopia Assmt W/Report

0689T

Quan Us Tis Charac W/O Dx Us

0690T

Quan Us Tis Charac W/Dx Us

0691T

Auto Alys Xst Ct Std Vrt Fx

SIS X XXX XXX

SIS XXX XXX XXX

* These codes require preauthorization after a certain number of visits. Visits and limits are dependent on plan type and/or provider type.
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0692T [Therapeutic Ultrafiltration

0693T [Compre Ful Bdy 3D Mtn Alys
0694T |3D Vol Img&Rcnstj Brst/Ax
0695T [Bdy Srf Mpg Pm/Cvdfb Tm Impl
0696T [Bdy Surf Mapg Pm/Cvdfb F/Up
0697T [Quan Mr Tis Wo Mri Mlt Orgn
0698T [Quan Mr Tiss W/Mri Mlt Orgn
0699T [Njx Pst Chmbr Eye Medication
0700T [Molec Fluor Img Sus Nev 1St
0701T [Molec Fluor Img Sus Nev Ea
0702T [Rem Ther Mntr Ol Tech Sprt
0703T [Rem Ther Mntr Ol Cog Bhv
0704T [Rem Tx Amblyopia Setup&Edu
0705T [Rem Tx Amblyopia Tech Sprt
0706T [Rem Tx Amblyopia I&R Phy/Qhp
0707T [Njx B1 Sub Mtrl Sbchdrl Dfct
0708T [ld Ca Immntx Prep & 1St Njx
0709T |Id Ca Immntx Each Addl Njx
0710T |[N-Invas Artl Plag Alys

0711T [N-Nvs Artl Plag Alys Dat Prp
0712T [N-Nvs Artl Plag Alys Quan
0713T [N-Nvs Artl Plagq Alys Rvw I&R
0714T |Tprnl Lsr Ablt B9 Prst8 Hypr
0715T |[Perg Trluml Coronry Lithotrp
0716T [Car Acous Wavfrm Rec Cad Rsk
0717T [Adrc Ther Prtl Rc Tear

0718T [Adrc Ther Prtl Rc Tear Njx
0719T |Pst Vrt Jt Rplcmt Lmbr 1 Sgm
0720T |Prg Elc Nrv Stim Cn Wo Implt
0721T |Quan Ct Tiss Charac W/O Ct
0722T |Quan Ct Tiss Charac W/Ct
0723T [Qmrcp W/O Dx Mri Sm Anat Ses
0724T [Qmrcp W/Dx Mri Same Anatomy
0725T |Vestibular Dev Impltj Uni

0726T |[RmvI Implt Vstibular Dev Uni
0727T |RmvI&Rplcmt Implt Vstblr Dev
0728T |Dx Alys Vstblr Implt Uni 1St

* These codes require preauthorization after a certain number of visits. Visits and limits are dependent on plan type and/or provider type.
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0729T [Dx Alys Vstblr Implt Uni Shq

0730T [Trabeculotomy Lsr W/Oct Gdn

0731T [Augmnt Ai-Based Fcl Phnt A/R

0732T [Immntx Admn Electroporatn Im

0733T [Rem Bdy&Lmb Knmtc Ther Sply
0734T [Rem Bdy&Lmb Knmtc Tx Mgmt

0735T [Prep Tum Cav lort Prim Crnot

0736T [Colonic Lavage 35+L Water

0737T [Xenograft Impltj Artclr Surf

0738T |TX PLN MAG FLD ABLTJ PRST8
0739T |ABLTJ MAL PRST8 MAG FLD NDCT
0740T |REM AUTON ALG NSLN CAL SETUP
0741T |REM AUTON ALG NSLN DATA COLL
0742T |AQMBF SPECT XERS/STRS & REST
0743T |B1 STR & FX RSK VRT FX ASSMT
0744T |INSJ BIOPROSTC VLV FEM VN
0745T |CAR ABLT RAD ARR N-INVAS LOC
0746T |CAR ABLT RAD ARR CNV LOC MAP
0747T |CAR ABLT RAD ARRHYT DLVR RAD
0748T |NJX STM CL PRDCT ANL SFT TIS
0749T |B1 STR&FX RSK ASSMT DXR-BMD
0750T |B1 STR&FX RSK ASMT DXRBMD1VW
0751T |DGTZ GLS MCRSCP SLD LEVEL Il
0752T |DGTZ GLS MCRSCP SLD LVL llI
0753T |DGTZ GLS MCRSCP SLD LEVEL IV
0754T |DGTZ GLS MCRSCP SLD LEVEL V
0755T |DGTZ GLS MCRSCP SLD LEVEL VI
0756T |DGTZ GLS MCRSCP SLD SPC GRPI
0757T |DGTZ GLS MCRSCP SL SPC GRPII
0758T |DGTZ GLS MCRSCP SL SPC HCHEM
0759T |DGTZ GLS MCRSCP SL SP GRPIII
0760T |DGTZ GLS MCRSCP SL IMM 1ST
0761T |DGTZ GLS MCRSCP SL IMM EA 1
0762T |DGTZ GLS MCRSCP SL IMM EA M
0763T |DGTZ GLS MCRSCP MPHMTRC ALYS
0764T |ASSTV ALG ECG RSK ASMT CNCRT
0765T |ASSTV ALG ECG RSK ASMT PREV
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0766T |TC MAG STIMJ PN 1ST TX INRV X - X -
0767T |TC MAG STIMJ PN 1ST TX EA X - X -
0768T |TC MAG STIMJ PN SBSQ TX 1INRV X - X -
0769T |TC MAG STIMJ PN SBSQ TX EA X - X -
0770T |VR TECHNOLOGY ASSIST THERAPY X - X -
0771T |VR PX DISSOC SVC SM PHY 1ST X - X -
0772T |VR PX DISSOC SVC SM PHY EA X - X -
0773T |VR PX DISSOC SVC OTH PHY 1ST X - X -
0774T |VR PX DISSOC SVC OTH PHY EA X - X -
0775T |ARTHRD SI JT PRQ IARTIC IMPL X - X -
0776T |THER INDCTJ NTRABRN HYPTHRM X - X -
0777T |R-T PRS SENSING EDRL GDN SYS X - X -
0778T |SMMG CNCRNT APPL IMU SNR X - X -
0779T |GI MYOELECTRICAL ACTV STUDY X - X -
0780T |INSTLJ FECAL MICROBIOTA SSP X - X -
0781T |BRNCHSC RF DSTRJ PULM NRYV BI X - X -
0782T |BRNCHSC RF DSTRJ PLM NRV UNI X - X -
0783T |TC AURICULR NEUROSTIMULATION X - X -
0784T |Insertion or replacement of percutaneous electrode array, spinal, with integrated neurostimulator, X i X i

including imaging guidance, when performed
0785T |Revision or removal of neurostimulator electrode array, spinal, with integrated neurostimulator X i X i
0786T |Insertion or replacement of percutaneous electrode array, sacral, with integrated neurostimulator, X i X i

including imaging guidance, when performed
0787T |Revision or removal of neurostimulator electrode array, sacral, with integrated neurostimulator X i X i
0788T |Electronic analysis with simple programming of implanted integrated neurostimulation system

(eq, electrode array and receiver), including contact group(s), amplitude, pulse width, frequency

(hz), on/off cycling, burst, dose lockout, patient-selectable parameters, responsive X i X i

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
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0789T |Electronic analysis with complex programming of implanted integrated neurostimulation system
(eg, electrode array and receiver), including contact group(s), amplitude, pulse width, frequency
(hz), on/off cycling, burst, dose lockout, patient-selectable parameters, responsive

. . ) . : X - X -
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), replacement, or removal of thoracolumbar or
. . - X - X -
lumbar vertebral body tethering, including thoracoscopy, when performed
0791T |Motor-cognitive, semi-immersive virtual reality—facilitated gait training, each 15 minutes (List X i X i
separately in addition to code for primary procedure)
0792T |Application of silver diamine fluoride 38%, by a physician or other qualified health care X i X i
professiona
0793T |Percutaneous transcatheter thermal ablation of nerves innervating the pulmonary arteries,
including right heart catheterization, pulmonary artery angiography, and all imaging guidance X - X -
0794T |Patient-specific, assistive, rules-based algorithm for ranking pharmaco-oncologic treatment
options based on the patient's tumor-specific cancer marker information obtained from prior X i X i

molecular pathology, immunohistochemical, or other pathology results which have been
previously interpreted and reported separately

0795T |Transcatheter insertion of permanent 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,; X - X -
complete system (ie, right atrial and right ventricular pacemaker components)

0796T |Transcatheter insertion of permanent 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 atrial pacemaker component (when an existing right ventricular X - X -
single leadless pacemaker exists to create a dual-chamber leadless
pacemaker system)

0797T |Transcatheter insertion of permanent 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)

* These codes require preauthorization after a certain number of visits. Visits and limits are dependent on plan type and/or provider type.
© 2023 Select Health. All rights reserved. 2197751 9/23 106 of 260



% ﬁi'aeufrf Medicare codes not covered or requiring preauthorization - Nevada As of: 06/19/24

HMO PPO

Description Not Preauthorization Not Preauthorization
Covered Required Covered Required

Disclaimer: Please note that coverage may vary by plan type and may not follow the listed services. These codes are updated quarterly. Additionally, these coding lists do not reflect information regarding immunizations, injectable
drugs, or specialty medications and should be directed to the Pharmacy link option within the website.

0798T |Transcatheter removal of permanent dual-chamber leadless pacemaker, including imaging
guidance (eg, fluoroscopy, venous ultrasound, right atrial angiography, right ventriculography,
femoral venography), when performed; complete system (ie, right atrial and right ventricular
pacemaker components)

0799T |Transcatheter removal of permanent dual-chamber leadless pacemaker, including imaging
guidance (eg, fluoroscopy, venous ultrasound, right atrial angiography, right ventriculography,
femoral venography), when performed; right atrial pacemaker component

0800T |Transcatheter removal of permanent dual-chamber leadless pacemaker, including imaging
guidance (eg, fluoroscopy, venous ultrasound, right atrial angiography, right ventriculography,
femoral venography), when performed; right ventricular pacemaker component (when part of a
dual-chamberleadless pacemaker system)

0801T |Transcatheter removal and replacement of permanent 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), X - X -
when performed; dual-chamber system (ie, right atrial and right ventricular pacemaker
components)

0802T |Transcatheter removal and replacement of permanent 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 atrial pacemaker component

0803T |Transcatheter removal and replacement of permanent 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)

0804T |Programming device evaluation (in person) with iterative adjustment of implantable device to test
the function of device and to select optimal permanent programmed values, with analysis, review,
and report, by a physician or other qualified health care professional, leadless pacemaker system
in dual cardiac chambers

0805T |Transcatheter superior and inferior vena cava prosthetic valve implantation (ie, caval valve
implantation [CAVI]); percutaneous femoral vein approach

0806T |Transcatheter superior and inferior vena cava prosthetic valve implantation (ie, caval valve
implantation [CAVI]); open femoral vein approach

* These codes require preauthorization after a certain number of visits. Visits and limits are dependent on plan type and/or provider type.
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0807T |Pulmonary tissue ventilation analysis using software-based processing of data from separately
captured cinefluorograph images; in combination with previously acquired computed tomography
(CT) images, including data preparation and transmission, quantification of pulmonary tissue
ventilation, data review, interpretation and report

0808T [Pulmonary tissue ventilation analysis using software-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 X - X -
transmission, quantification of pulmonary tissue ventilation, data review, interpretation and report

0809T |Arthrodesis, sacroiliac joint, percutaneous or minimally invasive (indirect visualization), with
image guidance, placement of transfixing device(s) and intraarticular implant(s), including X - X -
allograft or synthetic device(s)

0810T |Subretinal injection of a pharmacologic agent, including vitrectomy and 1 or more retinotomies

0816T |Open insertion or replacement of integrated 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

0818T |Revision or removal of integrated neurostimulation system for bladder dysfunction, including
analysis, programming, and imaging, when performed, posterior tibial nerve; subcutaneous X - X -

0819T |Revision or removal of integrated neurostimulation system for bladder dysfunction, including
analysis, programming, and imaging, when performed, posterior tibial nerve; subfascial X - X -

0859T |Noncontact near-infrared spectroscopy (eg, for measurement of deoxyhemoglobin,
oxyhemoglobin, and ratio of tissue oxygenation), other than for screening for peripheral arterial
disease, image acquisition, interpretation, and report; each additional anatomic site (list
separately in addition to code for primary procedure)

0860T |Noncontact near-infrared spectroscopy (eg, for measurement of deoxyhemoglobin,
oxyhemoglobin, and ratio of tissue oxygenation), for screening for peripheral arterial disease,
including provocative maneuvers, image acquisition, interpretation, and report, one or both lower
extremities

0863T |Relocation of pulse generator for wireless cardiac stimulator for left ventricular pacing, including
device interrogation and programming; transmitter component only

0867T |Transperineal laser ablation of benign prostatic hyperplasia, including imaging guidance prostate
volume greater or equal to 50 mL

* These codes require preauthorization after a certain number of visits. Visits and limits are dependent on plan type and/or provider type.
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0868T |High-resolution gastric electrophysiology mapping with simultaneous patientsymptom profiling,
with interpretation and report

0869T |Injection(s), bone-substitute material for bone and/or soft tissue hardware fixation augmentation,
including intraoperative imaging guidance, when performed

0870T |Implantation of subcutaneous peritoneal ascites pump system, percutaneous, including pump-
pocket creation, insertion of tunneled indwelling bladder and peritoneal catheters with pump X - X -
connections, including all imaging and initial programming, when performed

0871T |Replacement of a subcutaneous peritoneal ascites pump, including reconnection between pump

and indwelling bladder and peritoneal catheters, including initial programming and imaging, when X - X -
performed

0872T |Replacement of indwelling bladder and peritoneal catheters, including tunneling of catheter(s)
and connection with previously implanted peritoneal ascites pump, including imaging and X - X -

programming, when performed

0873T |Revision of a subcutaneously implanted peritoneal ascites pump system, any component (ascites
pump, associated peritoneal catheter, associated bladder catheter), including imaging and X - X -
programming, when performed

0874T |Removal of a peritoneal ascites pump system, including implanted peritoneal ascites pump and

indwelling bladder and peritoneal catheters X ) X )
0875T |Programming of subcutaneously implanted peritoneal ascites pump system by physician or other X i X i
qualified health care professional
0876T |Duplex scan of hemodialysis fistula, computer-aided, limited (volume flow, diameter, and depth, X i X i
including only body of fistula)
0877T |Augmentative analysis of chest computed tomography (CT) imaging data to provide categorical
diagnostic subtype classification of interstitial lung disease; obtained without concurrent CT X i X i
examination of any structure contained in previously acquired diagnostic imaging
0878T |Augmentative analysis of chest computed tomography (CT) imaging data to provide categorical
diagnostic subtype classification of interstitial lung disease; obtained with concurrent CT X i X i

examination of the same structure

0879T |Augmentative analysis of chest computed tomography (CT) imaging data to provide categorical
diagnostic subtype classification of interstitial lung disease; radiological data preparation and X - X -
transmission

0880T |Augmentative analysis of chest computed tomography (CT) imaging data to provide categorical
diagnostic subtype classification of interstitial lung disease; physician or other qualified health X - X -
care professional interpretation and report

* These codes require preauthorization after a certain number of visits. Visits and limits are dependent on plan type and/or provider type.
© 2023 Select Health. All rights reserved. 2197751 9/23 109 of 260



% ﬁi'aeufrf Medicare codes not covered or requiring preauthorization - Nevada As of: 06/19/24

HMO PPO

Description Not Preauthorization Not Preauthorization
Covered Required Covered Required

Disclaimer: Please note that coverage may vary by plan type and may not follow the listed services. These codes are updated quarterly. Additionally, these coding lists do not reflect information regarding immunizations, injectable
drugs, or specialty medications and should be directed to the Pharmacy link option within the website.

0881T |Cryotherapy of the oral cavity using temperature regulated fluid cooling system, including

placement of an oral device, monitoring of patient tolerance to treatment, and removal of the oral X - X -
device

0882T |Intraoperative therapeutic electrical stimulation of peripheral nerve to promote nerve
regeneration, including lead placement and removal, upper extremity, minimum of 10 minutes; X - X -

initial nerve (List separately in addition to code for primary procedure)

0883T |Intraoperative therapeutic electrical stimulation of peripheral nerve to promote nerve
regeneration, including lead placement and removal, upper extremity, minimum of 10 minutes; X - X -
each additional nerve (List separately in addition to code for primary procedure)

0884T |Esophagoscopy, flexible, transoral, with initial transendoscopic mechanical dilation (eg, hondrug-
coated balloon) followed by therapeutic drug delivery by drug-coated balloon catheter for X - X -
esophageal stricture, including fluoroscopic guidance, when performed

0885T |Colonoscopy, flexible, with initial transendoscopic mechanical dilation (eg, nondrug-coated
balloon) followed by therapeutic drug delivery by drug-coated balloon catheter for colonic X - X -
stricture, including fluoroscopic guidance, when performed

0886T |Sigmoidoscopy, flexible, with initial transendoscopic mechanical dilation (eg, nondrug-coated
balloon) followed by therapeutic drug delivery by drug-coated balloon catheter for colonic X - X -
stricture, including fluoroscopic guidance, when performed

0887T |End-tidal control of inhaled anesthetic agents and oxygen to assist anesthesia care delivery (List
separately in addition to code for primary procedure)

0888T |Histotripsy (ie, non-thermal ablation via acoustic energy delivery) of malignant renal tissue,
including imaging guidance

0889T |Personalized target development for accelerated, repetitive high-dose functional connectivity
MRI-guided theta-burst stimulation derived from a structural and resting-state functional MR,
including data preparation and transmission, generation of the target, motor threshold—starting X - X -
location, neuronavigation files and target report, review and interpretation

0890T |Accelerated, repetitive high-dose functional connectivity MRI—guided theta-burst stimulation,
including target assessment, initial motor threshold determination, neuronavigation, delivery and X - X -
management, initial treatment day

0891T |Accelerated, repetitive high-dose functional connectivity MRI—guided theta-burst stimulation,
including neuronavigation, delivery and management, subsequent treatment day X - X -

0892T |Accelerated, repetitive high-dose functional connectivity MRI—guided theta-burst stimulation,
including neuronavigation, delivery and management, subsequent motor threshold X - X -
redetermination with delivery and management, per treatment day

* These codes require preauthorization after a certain number of visits. Visits and limits are dependent on plan type and/or provider type.
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0893T |Noninvasive assessment of blood oxygenation, gas exchange efficiency, and cardiorespiratory
status, with physician or other qualified health care professional interpretation and report X - X -

0894T |Cannulation of the liver allograft in preparation for connection to the normothermic perfusion
device and decannulation of the liver allograft following normothermic perfusion

0895T [Connection of liver allograft to normothermic machine perfusion device, hemostasis control; initial
4 hours of monitoring time, including hourly physiological and laboratory assessments (eg,
perfusate temperature, perfusate pH, hemodynamic parameters, bile production, bile pH, bile X - X -
glucose, biliary bicarbonate, lactate levels, macroscopic assessment)

0896T [Connection of liver allograft to normothermic machine perfusion device, hemostasis control; each
additional hour, including physiological and laboratory assessments (eg, perfusate temperature,
perfusate pH, hemodynamic parameters, bile production, bile pH, bile glucose, biliary X - X -
bicarbonate, lactate levels, macroscopic assessment) (List separately in addition to code for
primary procedure)

0897T |Noninvasive augmentative arrhythmia analysis derived from quantitative computational cardiac
arrhythmia simulations, based on selected intervals of interest from 12-lead electrocardiogram

and uploaded clinical parameters, including uploading clinical parameters with interpretation and X i X i
report

0898T |Noninvasive prostate cancer estimation map, derived from augmentative analysis of image-
guided fusion biopsy and pathology, including visualization of margin volume and location, with X - X -

margin determination and physician interpretation and report

0899T |Noninvasive determination of absolute quantitation of myocardial blood flow (AQMBF), derived
from augmentative algorithmic analysis of the dataset acquired via contrast cardiac magnetic
resonance (CMR), pharmacologic stress, with interpretation and report by a physician or other X - X -
qualified health care professional (List separately in addition to code for primary procedure)

0900T |Noninvasive estimate of absolute quantitation of myocardial blood flow (AQMBF), derived from
assistive algorithmic analysis of the dataset acquired via contrast cardiac magnetic resonance
(CMR), pharmacologic stress, with interpretation and report by a physician or other qualified X - X -
health care professional (List separately in addition to code for primary procedure)

1000F | Tobacco Use, Smoking, Assessedl

1002F |Anginal Symptoms And Level Of Activity Assessed (Nma - No Measure Associated)

1003F |Level Of Activity Assessed (Nma No Measure Associated)

1004F |Clinical Symptoms Of Volume Overload (Excess) Assessed (Nma - No Measure Associated)

XXX
X XXX

* These codes require preauthorization after a certain number of visits. Visits and limits are dependent on plan type and/or provider type.
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1005F |Asthma Symptoms Evaluated (Includes Physician Documentation Of Numeric Frequency Of
Symptoms Or Patient Completion Of An Asthma Assessment Tool/Survey/Questionnaire) (Nma - X - X -
No
1006F |Osteoarthritis Symptoms And Functional Status Assessed X - X -
1007F |Use Of Anti-Inflammatory Or Analgesic Over-The-Counter (Otc) Medications For Symptom Relief i X i
Assessed
1008F [Gastrointestinal And Renal Risk Factors Assessed For Patients On Prescribed Or Otc Nsaids X i X i
1010F |Severity Of Angina Assessed By Level Of Activity (Cad) X - X -
1011F |Angina Present (Cad) X - X -
1012F |Angina Absent (Cad) X - X -
1015F |Chronic Obstructive Pulmonary Disease (Copd) Symptoms Assessed (Includes Assessment Of
i X - X -
At Least One Of The Following:
1018F |Dyspnea Assessed, Not Present (Copd) X - X -
1019F |Dyspnea Assessed, Present (Copd) X - X -
1022F |Pneumococcus Immunization Status Assessed (Cap, Copd) X - X -
1026F [Co-Morbid Conditions Assessed 9e.g., Includes Assessment For Presence Or Absence Of: X i X i
Malignancy, Liver Disease,
1030F |Influenza Immunization Status Assessed (Cap) X - X -
1031F |Smoking Status And Exposure To Second Hand Smoke In The Home Assessed (Asthma) X i X i
1032F |Current Tobacco Smoker Or Currently Exposed To Secondhand Smoke (Asthma) X - X -
1033F |Current Tobacco Non-Smoker And Not Currently Exposed To Secondhand Smoke (Asthma) X i X i
1034F |Current Tobacco Smoker (Cad, Cap, Copd, Dm, Pv) X - X -
1035F |Current Smokeless Tobacco User (Eg Chew, Snuff)(Pv) X - X -
1036F |Current Tobacco Non-User (Cad, Cap, Copd, Pv), (Dm), (Ibd) X - X -
1038F |Persistent Asthma (Mild, Moderate Or Severe) X - X -
1039F |Intermittent Asthma X - X -
1040F |Dsm-lv¢, Criteria For Major Depressive Disorder Documented (Mdd) X - X -
1050F |History Obtained Regarding New Or Changing Moles (M) X - X -
1052F | Type, Anatomic Location, And Activity All Assessed (Ibd) X - X -
1055F |Visual Functional Staus Assessed (Ec) X - X -
1060F |Documentation Of Permanent Or Persistent Or Paroxysmal Atrial Fibrillation (Str) X - X -
1061F |Documentation Of Absence Of Permanent And Persistent And Paroxysmal Atrial Fibrillation (Str) X i X i
1065F |Ischemic Stroke Symptom Onset Of Less Than 3 Hours Prior To Arrival (Str) X - X -

* These codes require preauthorization after a certain number of visits. Visits and limits are dependent on plan type and/or provider type.
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1066F |Ischemic Stroke Symptom Onset Greater Than Or Equal To 3 Hours Prior To Arrival (Str) X - X -
1070F |Alarm Symptoms (Involuntary Weight Loss, Dysphagia, Or Gastrointestinal Bleeding) Assessed; X i X i
None Present (Gerd)
1071F [Alarm Symptoms (Involuntary Weight Loss, Dysphagia, Or Gastrointestinal Bleeding) Assessed;
X - X -
One Or More Present (Gerd)
1090F |Presence Or Absence Of Urinary Incontinence Assessed (Ger) X - X -
1091F |Urinary Incontinence Characterized (Eg Frequency, Volume, Timing, Type Of Symptoms, How X i X i
Bothersome) (Ger)
1100F [Patient Screened For Future Fall Risk; Documentation Of Two Or More Falls In The Past Year
: : X - X -
Or Any Fall With Injury In Th
1101F |Patient Screened For Fall Risk; Documentation Of No Falls In The Past Year Or Only One Fall
. . X - X -
Without Injury In The Past Y
1110F |Patient Discharged From An Inpatient Facility (Eg Hospital, Skilled Nursing Facility, Or X i X i
Rehabilitation Facility) Within
1111F |Discharge Medications Reconciled With The Current Medication List In Outpatient Medical X i X i
Record (Ger)
1116F |Auricular Or Periauricular Pain Assessed (Aoe) X - X -
1118F |Gerd Symptoms Assessed After 12 Months Of Therapy (Gerd)5 X - X -
1119F |Initial Evaluation For Condition (Hep C)1 X - X -
1121F |Subsequent Evaluation For Condition (Hep C)1 X - X -
1123F [Advance Care Planning Discussed And Documented Advance Care Plan Or Surrogate Decision X i X i
Maker Documented In The Medical Record (Dem) (Ger, Pall Cr)
1124F |Advance Care Planning Discussed And Documented In The Medical Record, Patient Did Not
Wish Or Was Not Able To Name A Surrogate Decision Maker Or Provide An Advance Care Plan X - X -
(
1125F |Pain Severity Quantified; Pain Present (Onc)1 X - X -
1126F |Pain Severity Quantified; No Pain Present (Onc)1 X - X -
1127F |New Episode For Condition (Nma-No Measure Associated) X - X -
1128F |Subsequent Episode For Condition (Nma-No Measure Associated) X - X -
1130F |Back Pain And Function Assessed, Including All Of The Following: Pain Assessment And X i X i
Functional Status And Patient Histo
1134F |Episode Of Back Pain Lasting 6 Weeks Or Less (Bkp) X - X -
1135F |Episode Of Back Pain Lasting Longer Than Six Weeks (Bkp)2 X - X -
1136F |Episode Of Back Pain Lasting 12 Weeks Or Less (Bkp)2 X - X -
1137F |Episode Of Back Pain Lasting Longer Than 12 Weeks (Bkp)2 X - X -
1150F |Documentation That A Patient Has A Substantial Risk Of Death Within 1 Year (Pall Cr) X - X -

* These codes require preauthorization after a certain number of visits. Visits and limits are dependent on plan type and/or provider type.
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1151F [Documentation That A Patient Does Not Have A Substantial Risk Of Death Within One Year X i X i

(Pall Cr)
1152F |Documentation Of Advanced Disease Diagnosis, Goals Of Care Prioritize Comfort (Pall Cr) X i X i
1153F |Documentation Of Advanced Disease Diagnosis, Goals Of Care Do Not Prioritize Comfort (Pall X i X i
Cn)

1157F [Advance Care Plan Or Similar Legal Document Present In The Medical Record (Coa) X - X -
1158F |Advance Care Planning Discussion Documented In The Medical Record (Coa) X - X -
1159F |Medication List Documented In Medical Record (Coa) X - X -
1160F [Rvw Meds By Rx/Dr In Rcrd X - X -
1170F |Functional Status Assessed (Coa) (Ra) X - X -
1175F |Functional Status For Dementia Assessed And Results Reviewed (Dem) X - X -
1180F | All Specified Thromboembolic Risk Factors Assessed (Afib) X - X -
1181F |Neuropsychiatric Symptoms Assessed And Results Reviewed (Dem) X - X -
1182F |Neuropsychiatric Symptoms, One Or More Present (Dem) X - X -
1183F |Neuropsychiatric Symptoms, Absent (Dem) X - X -
1200F |Seizure Type(S) And Current Seizure Freguency(les) Documented (Epi) X - X -
1205F |Etiology Of Epilepsy Or Epilepsy Syndrome(S) Reviewed And Documented (Epi) X - X -
1220F |Patient Screened For Depression (Sud) X - X -
1400F |Prkns Diag Rviewed X - X -
1450F |Symptoms Improved Or Remained Consistent With Treatment Goals Since Last Assessment (Hf) X i X i
1451F |Symptoms Demonstrated Clinically Important Deterioration Since Last Assessment (Hf) X - X -
1460F |Qualifying Cardiac Event/Diagnosis In Previous 12 Months (Cad) X - X -
1461F |No Qualifying Cardiac Event/Diagnosis In Previous 12 Months (Cad) X - X -
1490F |Dementia Severity Classified, Mild (Dem) X - X -
1491F |Dementia Severity Classified, Moderate (Dem) X - X -
1493F |Dementia Severity Classified, Severe (Dem) X - X -
1494F |Cognition Assessed And Reviewed (Dem) X - X -
1500F |Symptom + Sign Symm Polyneuro X - X -
1501F |Not Initial Eval For Cond X - X -
1502F |Pt Queried Pain Fxn W/Instr X - X -
1503F |Pt Queried Symp Resp Insufficient X - X -
1504F |Pt Has Resp Insufficiency X - X -
1505F |Pt Has No Resp Insufficiency X - X -
2000F [Blood Pressure Measured (Ckd)(Dm) X - X -
2001F [Weight Recorded (Pag) X - X -
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2002F |Clinical Signs Of Volume Overload (Excess) Assessed (Nma - No Measure Associated) X - X -
2004F |Initial Examination Of The Involved Joint(S) X - X -
2010F (Vital Signs Recorded (Includes At Minimum: Temperature, Pulse, Respiration, And Blood X i X i
Pressure)(Cap)
2014F [Mental Status Assessed (Normal/Mildly Impaired/Severely Impaired)(Cap) X - X -
2015F |Asthma Impairment Assessed (Asthma) X - X -
2016F [Asthma Risk Assessed (Asthma) X - X -
2018F [Hydration Status Assessed (Normal/Mildly Dehydrated/Severely Dehydrated) X - X -
2019F |Dilated Macular Exam Performed, Including Documentation Of The Presence Or Absence Of X i X i
Macular Thickening Or Hemmorrhage
2020F |Dilated Fundus Evaluation Performed Within Six Months Prior To Cataract Surgery (Ec) X - X -
2021F [Dilated Macular Or Fundus Exam Performed, Including Documentation Of The Presence Or X i X i
Absence Of Macular Edema And Level
2022F |Dilated Retinal Eye Exam With Interpretation By An Ophthalmologist Or Optometrist
. X - X -
Documented And Reviewed (Dm)
2023F |Dilat Rta Xm W/O Rtnopthy X - X -
2024F [Seven Standard Field Stereoscopic Photos With Interpretation By An Ophthalmologist Or
. . X - X -
Optemetrist Documented And Review
2025F |F 7 FId Rta Photo W/O Rtnopthy X - X -
2026F |Eye Imaging Validated To Match Diagnosis From Seven Standard Field Stereoscopic Photos
. X - X -
Results Documented And Reviewed
2027F [Optic Nerve Head Evaluation Performed (Ec) X - X -
2028F [Foot Examination Performed (Includes Examination Through Visual Inspection, Sensory Exam
. . X - X -
With Monofilament, And Pulse
2029F [Complete Physical Skin Exam Performed (MI) X - X -
2030F |Hydration Status Documented, Normally Hydrated (Pag) X - X -
2031F |Hydration Status Documented, Dehydrated (Pag) X - X -
2033F [Eye Img Valid W/O Rtnopthy X - X -
2035F [Tympanic Membrane Mobility Assessed With Pneumatic Otoscopy Or Tympanometry (Ome) X i X i
2040F [Physical Examination On The Date Of The Initial Visit For Low Back Pain Performed, In X i X i
Accordance With Specifications (Bk
2044F |Documentation Of Mental Health Assessment Prior To Intervention (Back Surgery Or Epidural
S X - X -
Steroid Injection) Or For Back
2050F (Wound Characteristics Including Size And Nature Of Wound Base Tissue And Amount Of X i X i
Drainage Prior To Debridement Documented (Cwc)
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2060F [Patient Interviewed Directly By Evaluating Clinician On Or Before Date Of Diagnosis Of Major

Depressive Disorder (Mdd Ad X i X i
3006F [|Chext Xray Results Documented And Reviewed (Cap) X - X -
3008F |Body Mass Index (Bmi), Documented (Pv) X - X -
3011F [Lipid Panel Results Documented And Reviewed (Must Include Total Cholesterol, HdI-C, X i X i

Triglycerides And Calculated LdI-C)
3014F [Screening Mammography Results Documented And Reviewed X - X -
3015F [Cervical Cancer Screening Results Documented And Reviewed (Pv) X - X -
3016F [Patient Screened For Unhealthy Alcohol Use Using A Systematic Screening Method (Pv) X - X -
3017F |Colorectal Cancer Screening Results Documented And Reviewed (Pv) Includes: Fecal Occult

. . X - X -

Blood Testing Annually, Flexible
3018F |Pre-procedure risk assessment and depth of insertion and quality of the bowel prep and

complete description of polyp(s) found, including location of each polyp, size, number and gross X i X i

morphology and recommendations for follow-up in final colonoscopy report documented

(End/Polyp)
3019F [Left Ventricular Ejection Fraction (Lvef) Assessment Planned Post Discharge (Hf) X - X -
3020F |Left Ventricular Function (Lvf) Assessment (e.g., Echocardiography, Nuclear Test, Or

Ventriculography) Documented In The Medical Record (Includes Quantitative Or Qualitative Ass X - X -
3021F |Left Ventricular Ejection Fraction (Lvef) <40% Or Documentation Of Moderately Or Severely X i X i

Depressed Left Ventricular
3022F |Left Ventricular Ejection Fraction (Lvef)>=40% Or Documentation As Normal Or Mildly X i X i

Depressed Left Ventricular Systolic
3023F |Spirometry Results Documented And Reviewed (Copd) X - X -
3025F |Spirometry Test Results Demonstrate Fevl/Fvc<70% With Copd Symptoms (e.g., Dyspnea,
Cough/Sputum, Wheezing)

3027F |Spirometry Test Results Demonstrate Fevl/Fvc>=70% Or Patient Does Not Have Copd
Symptoms (Copd)

3028F |Oxygen Saturation Results Documneted And Reviewed (Includes Assessment Through Pulse
Oximetry Or Arterial Blood Gas

3035F [Oxygen Saturation ,=88% Or A Pao2<=55 Hgl (Copd)

3037F [Oxygen Saturation > 88% Or Pao2 > 55Mmhg1l (Copd)

3038F [Pulmonary Function Test Performed Within 12 Months Prior To Surgery (Lung/Esop Cx)
3040F [Functional Expiratory Volume (Fevl) <40% Of Predicted Value (Copd)

3042F [Functional Expiratory Volume (Fevl) >=40% Of Predicted Value (Copd)

3044F [Most Recent Hemoglobin A1C Level <7.0% (Dm)

3046F [Hemoglobin A1C Level > 9.0%

* These codes require preauthorization after a certain number of visits. Visits and limits are dependent on plan type and/or provider type.
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3048F [Most Recent LdI-C Less Than 100 Mg/DI (Cad) (Dm)

3049F |Most Recent LdI-C 100-129 Mg/DI (Cad) (Dm)

3050F [Most Recent LdI-C Greater Than Or Equal To 130 Mg/DI (Cad) (Dm)

3051F [Hg A1C>Equal 7.0%<8.0%

3052F |Hg A1C>Equal 8.0%

3055F [Left Ventricular Ejection Fraction (Lvef) Less Than Or Equal To 35% (Hf)

3056F [Left Ventricular Ejection Fraction (Lvef) Greater Than 35% Or No Lvef Result Available (Hf)
3060F [Positive Microalbuminuria Test Result Documneted And Reviewed (Dm)

3061F [Negative Microalbuminuria Test Result Documented And Reviewed (Dm)

3062F [Positive Macroalbuminuria Test Result Documented And Reviewed (Dm)

3066F |Documentation Of Treatment For Nephropathy (e.g., Patient Receiving Dialyssi, Patient Being
Treated For Esrd, Crf, Arf

3072F |Low Risk For Retinopathy (No Evidence Of Retinopathy In The Prior Year) (Dm)

3073F |Pre-Surgical (Cataract) Axial Length, Corneal Power Measurement And Method Of Intraocular
Lens Power Calculation Documen

3074F [Most Recent Systolic Blood Pressure Less Than 130 Mm Hg (Dm) (Htn, Ckd, Cad)

3075F [Most Recent Systolic Blood Pressure 130 - 139 Mm Hg (Dm) (Htn, Ckd, Cad)

3077F |Most Recent Systolic Blood Pressure Greater Than Or Equal To 140 Mm Hg (Htn, Ckd, Cad)
(Dm)

3078F [Most Recent Diastolic Blood Pressure Less Than 80 Mm Hg (Htn, Ckd, Cad) (Dm)

3079F [Most Recent Diastolic Blood Pressure 80-89 Mm Hg (Htn, Ckd, Cad) (Dm)

3080F |Most Recent Diastolic Blood Pressure Greater Than Or Equal To 90 Mm Hg (Htn, Ckd, Cad)
(Dm)

3082F |Kt/V <1.2 (Clearance Of Urea (Kt)/Volume (V)) (Esrd)

3083F |Kt/V Equal To Or Greater Than 1.2 And Less Than 1.7 (Clearance Of Urea (Kt)/Volume (V))
(Esrd)

3084F [Kt/V >= 1.7 (Clearance Of Urea (Kt)/Volume (V)) (Esrd)

3085F [Suicide Risk Assessed (Mdd)

3088F [Major Depressive Disorder, Mild (Mdd)

3089F [Major Depressive Disorder, Moderate (Mdd)

3090F [Major Depressive Disorder, Severe Without Psychotic Features (Mdd)

3091F [Major Depressive Disorder, Severe With Psychotic Features (Mdd)

3092F [Major Depressive Disorder, In Remission (Mdd)

3093F |Documentation Of New Diagnosis Of Initial Or Recurrent Episode Of Major Depressive Disorder
(Mdd)

3095F [Central Dual - Energy X-Ray Absorptionmetry (Dxa) Results Documented (Op)

3096F |Central Dual - Energy X-Ray Absorptionmetry (Dxa) Ordered (Op)

* These codes require preauthorization after a certain number of visits. Visits and limits are dependent on plan type and/or provider type.
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3100F |Carotid Imaging Study Report Includes Direct Or Indirect Reference To Measurements Of Distal X i X i
Internal Carotid Diameter A
3110F |Documentation In Final Ct Or Mri Report Of Presence Or Absence Of Hemorrhage And Mass
. : X - X -
Lesion And Acute Infarction (Str)
3111F |Ct Or Mri Of The Brain Performed In The Hospital Within 24 Hours Of Arrival Or Performed In An X i X i
Outpatient Imaging Center, To Confirm Initial Diagnosis Of Stroke, Tia Or Intrac
3112F |Ct Or Mri Of The Brain Performed Greater Than 24 Hours After Arrival To The Hospital Or X i X i
Performed In An Outpatient Imaging Center For Purpose Other Than Confirmation Of Initia
3115F |Quantitative Results Of An Evaluation Of Current Level Of Activity And Clinical Symptoms (Hf) X i X i
3117F |Heart Failure Disease Specific Structured Assessment Tool Completed (Hf) X - X -
3118F [New York Heart Association (Nyha) Class Documented (Hf) X - X -
3119F |No Evaluation Of Level Of Activity Or Clinical Symptoms (Hf) X - X -
3120F |12-Lead Ecg Performed (Em) X - X -
3126F |Esoph Bx Rprt W/Dyspl Info X - X -
3130F |Upper Gastrointestinal Endoscopy Performed (Gerd) X - X -
3132F |Documentation Of Referral For Upper Gastrointestinal Endoscopy (Gerd) X - X -
3140F |Upper Gastrointestinal Endoscopy Report Indicates Suspicion Of Barrett'S Esophagus (Gerd) X i X i
3141F |Upper Gastrointestinal Endoscopy Report Indicates No Suspicion Of Barrett'S Esophagus (Gerd) X i X i
3142F [Barium Swallow Test Ordered (Gerd) X - X -
3150F [Forceps Esophageal Biopsy Performed (Gerd) X - X -
3155F |Cytogenetic Testing Performed On Bone Marrow At Time Of Diagnosis Or Prior To Initiating X i X i
Treatment (Hem)
3160F |Documentation Of Iron Stores Prior To Initiating Erythropoietin Therapy (Hem) X - X -
3170F |Flow Cytometry Studies Performed At Time Of Diagnosis Or Prior To Initiating Treatment (Hem) X i X i
3200F [Barium Swallow Test Not Ordered (Gerd) X - X -
3210F [Group A Strep Test Performed (Phar) X - X -
3215F [Patient Has Documented Immunity To Hepatitis A (Hep-C) X - X -
3216F [Patient Has Documented Immunity To Hepatitis B (Hep-C) X - X -
3218F |Rna Testing For Hepatitis C Documented As Performed Within Six Months Prior To Initiation Of X i X i
Antiviral Treatment For Hep
3220F |Hepatitis C Quantitative Rna Testing Documented As Performed At 12 Weeks From Initiation Of X i X i
Antiviral Treatment (Hep-C)

* These codes require preauthorization after a certain number of visits. Visits and limits are dependent on plan type and/or provider type.
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3230F |Documentation That Hearing Test Was Performed Within 6 Months Prior To Tympanostomy X i X i
Tube Insertion (Ome)
3250F |Specimen Biopsy Site Other Than Anatomic Location Of Primary Tumor (e.g., Liver Biopsy,
i X - X -
Lymph Node Biopsy) (Path)
3260F |Pt Category (Primary Tumor), Pn Category (Regional Lymph Nodes), And Histologic Grade
X - X -
Documented In Pathology Report (Pa
3265F [Ribonucleic Acid (Rna) Testing For Hepatitis C Viremia Ordered Or Results Documented (Hep X i X i
C)1
3266F |Hepatitis C Genotype Testing Documented As Performed Prior To Initiation Of Antiviral X i X i
Treatment For Hepatitis C (Hep C)1
3267F |Pathology Report Includes Pt Category, Pn Category, Gleason Score And Statement About
. X - X -
Margin Status (Path)
3268F |Prostate-Specific Antigen (Psa), And Primary Tumor (T) Stage, And Gleason Score Documented X i X i
Prior To Initiation Of Treatm
3269F |Bone Scan Performed Prior To Initiation Of Treatment Or At Any Time Since Diagnosis Of X i X i
Prostate Cancer (Prca)l
3270F |Bone Scan Not Performed Prior To Initiation Of Treatment Nor At Any Time Since Diagnosis Of X i X i
Prostate Cancer (Prca)l
3271F [Low Risk Of Recurrence, Prostate Cancer (Prca)l X - X -
3272F |Intermediate Risk Of Recurrence, Prostate Cancer (Prca)l X - X -
3273F [High Risk Of Recurrence, Prostate Cancer (Prca)l X - X -
3274F |Prostate Cancer Risk Of Recurrence Not Determined Or Neither Low, Intermediate Nor High X i X i
(Prca)l
3278F |Serum Levels Of Calcium, Phosphorus, Intact Parathyroid Hormone (Pth) And Lipid Profile
X - X -
Ordered (Ckd)1
3279F [Hemoglobin Level Greater Than Or Equal To 13 G/DI (Ckd, Esrd)1 X - X -
3280F |[Hemoglobin Level 11 G/DI To 12.9 G/DI (Ckd, Esrd)1 X - X -
3281F [Hemoglobin Level Less Than 11 G/DI (Ckd, Esrd)1 X - X -
3284F |Intraocular Pressure (lop) Reduced By A Value Of Greater Than Or Equal To 15% From The Pre- X i X i
Intervention Level (Ec)5
3285F |Intraocular Pressure (lop) Reduced By A Value Less Than 15% From The Pre-Intervention Level X i X i
(Ec)5
3288F [Falls Risk Assessment Documented (Ger)5 X - X -
3290F [Patient Is D (Rh) Negative And Unsensitized (Prenatal)l X - X -
3291F [Patient Is D (Rh) Positive Or Sensitized (Prenatal)1l X - X -
3292F |Hiv Testing Ordered Or Documented And Reviewed During The First Or Second Prenatal Visit X i X i
(Prenatal)1l
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3293F [Abo And Rh Blood Typing Documented As Performed (Pre-Cr) X - X -
3294F |Group B Streptococcus (Ghs) Screening Documented As Performed During Week 35-37 X i X i
Gestation (Pre-Cr)
3300F |American Joint Committee On Cancer (Ajcc) Stage Documented And Reviewed Prior To The
e X - X -
Initiation Of Therapy (Onc)1
3301F |Cancer Stage Documented In Medical Record As Metastatic And Reviewed Prior To The
e X - X -
Initiation Of Therapy (Onc)1
3315F |Estrogen Receptor (Er) Or Progesterone Receptor (Pr) Positive Breast Cancer (Onc)1l X - X -
3316F |Estrogen Receptor (Er) And Progesterone Receptor (Pr) Negative Breast Cancer (Onc)l X - X -
3317F [Pathology Report Confirming Malignancy Documented In The Medical Record And Reviewed X i X i
Prior To The Initiation Of Chemothe
3318F |Pathology Report Confirming Malignancy Documented In The Medical Record And Reviewed
. e - X - X -
Prior To The Initiation Of Radiatio
3319F |One Of The Following Diagnostic Imaging Studies Ordered: (Chest X-Ray, Ct, Ultrasound, Mri,
e X - X -
Pet, Or Nuclear Medicine Sca
3320F |None Of The Following Diagnostic Imaging Studies Ordered: (Chest X-Ray, Ct, Ultrasound, Mri,
S X - X -
Pet, Or Nuclear Medicine Sc
3321F [Ajcc Cancer Stage 0 Or la Melanoma, Documented (M) X - X -
3322F [Melanoma Greater Than Ajcc Stage 0 Or la (MI) X - X -
3323F |Clinical Tumor, Node And Metastases (Tnm) Staging Documented And Reviewed Prior To X i X i
Surgery (Lung/Esop Cx)
3324F [Mri Or Ct Scan Ordered, Reviewed Or Requested (Epi) X - X -
3325F |Preoperative Assessment Of Functional Or Medical Indication(S) For Surgery Prior To The
. X - X -
Cataract Surgery With Intraocula
3328F |Performance Status Documented And Reviewed Within 2 Weeks Prior To Surgery(Lung/Esop X i X i
Cx)
3330F [Imaging Study Ordered (Bkp)2 X - X -
3331F |[Imaging Study Not Ordered (Bkp)2 X - X -
3340F |Breast Imaging-Reporting And Data System (Bi-Rads) Assessment Category 0, Documented X i X i
(Rad)5
3341F |Breast Imaging-Reporting And Data System (Bi-Rads) Assessment Category 1, Documented X i X i
(Rad)5
3342F |Breast Imaging-Reporting And Data System (Bi-Rads) Assessment Category 2, Documented X i X i
(Rad)5
3343F |Breast Imaging-Reporting And Data System (Bi-Rads) Assessment Category 3, Documented X i X i
(Rad)5
3344F [Mammogram Assessment Category Of "Suspicious," Documented (Rad) X - X -
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© 2023 Select Health. All rights reserved. 2197751 9/23 120 of 260



% ﬁi'aeufrf Medicare codes not covered or requiring preauthorization - Nevada As of: 06/19/24

Description

Disclaimer: Please note that coverage may vary by plan type and may not follow the listed services. These codes are updated quarterly. Additionally, these coding lists do not reflect information regarding immunizations, injectable
drugs, or specialty medications and should be directed to the Pharmacy link option within the website.
3345F |Breast Imaging-Reporting And Data System (Bi-Rads) Assessment Category 5, Documented X i X i
(Rad)5
3350F |Mammogram Assessment Category Of "Known Biopsy Proven Malignancy", Documented (Rad) X i X i
3351F |Negative Screen For Depressive Symptoms As Categorized By Using A Standardized
. . X - X -
Depression Screening/Assessment Tool(Mdd)
3352F |No Significant Depressive Symptoms As Categorized By Using A Standardized Depression
X - X -
Assessment Tool (Mdd)
3353F |Mild To Moderate Depressive Symptoms As Categorized By Using A Standardized Depression
i X - X -
Screening/Assessment Tool (Mdd)
3354F |Clinically Significant Depressive Symptoms As Categorized By Using A Standardized Depression X i X i
Screening/Assessment Tool (
3370F [Ajcc Breast Cancer Stage 0, Documented (Onc) X - X -
3372F [Ajcc Breast Cancer Stage I: T1Mic, T1A Or T1B (Tumor Size ? 1 Cm), Documented (Onc) X - X -
3374F |Ajcc Breast Cancer Stage |: T1C (Tumor Size > 1Cm To 2 Cm), Documented (Onc) X - X -
3376F [Ajcc Breast Cancer Stage li, Documented (Onc) X - X -
3378F [Ajcc Breast Cancer Stage lii, Documented (Onc) X - X -
3380F |Ajcc Breast Cancer Stage Iv, Documented (Onc) X - X -
3382F |Ajcc Colon Cancer, Stage 0, Documented (Onc) X - X -
3384F |Ajcc Colon Cancer, Stage |, Documented (Onc) X - X -
3386F |Ajcc Colon Cancer, Stage li, Documented (Onc) X - X -
3388F |Ajcc Colon Cancer, Stage lii, Documented (Onc) X - X -
3390F |Ajcc Colon Cancer, Stage Iv, Documented (Onc) X - X -
3394F |Quantitative Her2 Immunohistochemistry (lhc) Evaluation Of Breast Cancer Consistent With The X i X i
Scoring System Defined In The Asco/Cap Guidelines (Path)
3395F |Quantitative Non-Her2 Immunohistochemistry (Ihc) Evaluation Of Breast Cancer (e.g., Testing X i X i
For Estrogen Or Progesterone Receptors [Er/Pr]) Performed (Path)9
3450F |Dyspnea Screened, No Dyspnea Or Mild Dyspnea (Pall Cr) X - X -
3451F |Dyspnea Screened, Moderate Or Severe Dyspnea (Pall Cr) X - X -
3452F |Dyspnea Not Screened (Pall Cr) X - X -
3455F | Tb Screening Performed And Results Interpreted Within Six Months Prior To Initiation Of First- X i X i
Time Biologic Disease Modifying Anti-Rheumatic Drug Therapy For Ra (Ra)
3470F [Rheumatoid Arthritis (Ra) Disease Activity, Low (Ra) X - X -
3471F [Rheumatoid Arthritis (Ra) Disease Activity, Moderate (Ra) X - X -
3472F |[Rheumatoid Arthritis (Ra) Disease Activity, High (Ra) X - X -
3475F |Disease Prognosis For Rheumatoid Arthritis Assessed, Poor Prognosis Documented (Ra) X - X -
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3476F |Disease Prognosis For Rheumatoid Arthritis Assessed, Good Prognosis Documented (Ra) X i X i
3490F |History Of Aids-Defining Condition (Hiv) X - X -
3491F |Hiv Indeterminate (Infants Of Undetermined Hiv Status Born Of Hiv-Infected Mothers) (Hiv) X - X -
3492F [History Of Nadir Cd4+ Cell Count <350 Cells/Mm (Hiv) X - X -
3493F |[No History Of Nadir Cd4+ Cell Count <350 Cells/Mm And No History Of Aids-Defining Condition X i X i
(Hiv)
3494F [Cd4+ Cell Count <200 Cells/Mm (Hiv) X - X -
3495F [Cd4+ Cell Count 200 - 499 Cells/Mm (Hiv) X - X -
3496F [Cd4+ Cell Count >=500 Cells/Mm (Hiv) X - X -
3497F [Cd4+ Cell Percentage <15% (Hiv) X - X -
3498F [Cd4+ Cell Percentage >=15% (Hiv) X - X -
3500F [Cd4+ Cell Count Or Cd4+ Cell Percentage Documented As Performed (Hiv) X - X -
3502F [Hiv Rna Viral Load Below Limits Of Quantification (Hiv) X - X -
3503F [Hiv Rna Viral Load Not Below Limits Of Quantification (Hiv) X - X -
3510F |Documentation That Tuberculosis (Tb) Screening Test Performed And Results Interpreted (Hiv) X i X i
3511F [Chlamydia And Gonorrhea Screenings Documented As Performed (Hiv) X - X -
3512F [Syphilis Screening Documented As Performed (Hiv) X - X -
3513F [Hepatitis B Screening Documented As Performed (Hiv) X - X -
3514F [Hepatitis C Screening Documented As Performed (Hiv) X - X -
3515F [Patient Has Documented Immunity To Hepatitis C (Hiv) X - X -
3517F |Hepatitis B Virus (Hbv) Status Assessed And Results Interpreted Within One Year Prior To X i X i
Receiving A First Course Of Anti-Tnf (Tumor Necrosis Factor) Therapy (Ibd)
3520F |Clostridium Difficile Testing Performed (lbd) X - X -
3550F |Low Risk For Thromboembolism (Afib) X - X -
3551F [Intermediate Risk For Thromboembolism (Afib) X - X -
3552F [High Risk For Thromboembolism (Afib) X - X -
3555F |Patient Had International Normalized Ratio (Inr) Measurement Performed (Afib) X - X -
3570F |Final Report For Bone Scintigraphy Study Includes Correlation With Existing Relevant Imaging
) . X - X -
Studies (e.g., X-Ray, Mri, Ct
3572F |Patient Considered To Be Potentially At Risk For Fracture In A Weight-Bearing Site (Nuc_Med) X i X i
3573F |Patient Not Considered To Be Potentially At Risk For Fracture In A Weight-Bearing Site X i X i
(Nuc Med)
3650F [Electroencephalogram (EEG) Ordered, Reviewed Or Requested (Epi) X - X -
3700F [Psych Disorders Assessed X - X -
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3720F [Cognit Impairment Assessed X - X -
3725F [Screening For Depression Performed (Dem) X - X -
3750F |Patient Not Receiving Dose Of Corticosteroids Greater Than Or Equal To 10Mg/Day For 60 Or X i X i
Greater Consecutive Days (lbd)
3751F |Electrodiag Polyneuro6Mon X - X -
3752F |No Electrodiag Polyneuro6Mon X - X -
3753F |Pt Has Symp Plus Signs Neuropathy X - X -
3754F |Screening Tests Dm Done X - X -
3755F |Cog And Behav Imprmnt Scrng Done X - X -
3756F |Pt /W Pseudobulbar Affect, Sialorrhea Or Als Rltd Sysmptom X - X -
3757F |Pt /W No Pseudobulbar Affect, Sialorrhea Or Als RItd Sysmptom X - X -
3758F |Pt Ref Pulmon Fx Test With Peak Flow X - X -
3759F |Pt Scrn Dysphag /Wt Loss/Nutrition X - X -
3760F |Pt W/ Dysphag /Wt Loss/Nutr X - X -
3761F |Pt Not Exhbt Dysphagia, Wt Loss, Or Impaired Nutrition X - X -
3762F |Patient Is Dysarthric X - X -
3763F |Patient Is Not Dysarthric X - X -
3775F |[Adenoma Detected Screening X - X -
3776F [Adenoma Not Detect Screening X - X -
4000F |Tobacco Use Cessation Intervention, Counseling (Copd, Cap, Cad, Asthma)(Dm)(Pv) X - X -
4001F |Tobacco Use Cessation Intervention, Pharmacologic Therapy (Copd, Cad, Cap, Pv, Asthma) X i X i
(Dm)(Pv)
4003F |Patient Education, Written/Oral, Appropriate For Patients With Heart Failure, Performed (Nma - X i X i
No Measure Associated)
4004F |Patient Screened For Tobacco Use And Received Tobacco Cessation Intervention (Counseling, X i X i
Pharmacotherapy, Or Both), If Identified As A Tobacco User (Pv, Cad)
4005F |Pharmacologic Therapy (Other Than Minerals/Vitamins) For Osteoporosis Prescribed (Op)(lbd) X i X i
4008F |Beta-Blocker Therapy Prescribed Or Currently Being Taken (Cad,Hf) X - X -
4010F |Angiotensin Converting Enzyme (Ace) Inhibitor Or Angiotensin Receptor Blocker (Arb) Therapy X i X i
Prescribed Or Currently Being Taken (Cad, Ckd, Hf) (Dm)
4011F |Oral Antiplatelet Therapy, Prescribed (e.g., Aspirin, Clopidogrel/Plavix, Or Comb Aspirin And X i X i
Dipyridamole/Aggrenox)1
4012F |Warfarin Therapy Prescribed (Nma-No Measure Associated) X - X -
4013F |Statin Therapy Prescribed Or Currently Being Taken (Cad) X - X -

* These codes require preauthorization after a certain number of visits. Visits and limits are dependent on plan type and/or provider type.
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4014F |Written Discharge Instructions Provided To Heart Failure Patients Discharged Home (Instructions
Include All Of The Following Components: Activity Level, Diet, Discharge Medica X - X -

4015F |Persistent Asthma, Preferred Long Term Control Medication Or An Acceptable Alternative

Treatment, Prescribed (Nma - No Measure Associated) (Note: There Are No Medical Exclusio X - X -
4016F |Anti-Inflammatory/Analgesic Agent Prescribed [Use For Prescribed Or Continued Medication(S),
- X - X -
Includng Otc Medication(S)]
4017F |Gastrointestinal Prophylaxis For Nsaid Use Prescribed X - X -
4018F |Therapeutic Exercise For The Involved Joint(S) Instructed Or Physical Or Occupational Therapy i X i
Prescribed
4019F |Documentation Of Receipt Of Counseling On Exercise And Either Both Calcium And Vitamin D X i X i
Use Or Counseling Regarding Bot
4025F |Inhaled Bronchodilator Prescribed (Copd) X - X -
4030F |Long Term Oxygen Therapy Prescribed (More Than Fifteen Hours Per Day) (Copd) X - X -
4033F |Pulmonary Rehabilitation Exercise Training Recommended (Copd) X - X -
4035F |Influenza Immunization Recommended (Copd)(lbd) X - X -
4037F |Influenza Immunization Ordered Or Administered (Copd, Pv) X - X -
4040F |Pneumococcal Vaccine Administer Or Previously Received (Copd) (Pv) X - X -
4041F |Documentation Of Order For Cefazolin Or Cefuroxime For Antimicrobial Prophylaxis (Peri 2) X i X i
4042F |Documentation That Prophylactic Antibiotics Were Neither Given Within 4 Hours Prior To X i X i
Surgical Incision Nor Given Intra
4043F |Documentation That An Order Was Given To Discontinue Prophylactic Antibiotics Within 48
. . X - X -
Hours Of Surgical End Time, Card
4044F |Documentation That An Order Was Given For Venous Thromboembolism (Vte) Prophylaxis To X i X i

Be Given Within 24 Hrs Prior To In
4045F |Appropriate Empiric AntibioO X - X -
4046F |Documentation That Prophylactic Antibiotics Were Given Within 4 Hours Prior To Surgical

. : : X - X -
Incision Or Given Intraoperative
4047F |Documentation Of Order For Prophylactic Parenteral Antibiotics To Be Given Within One Hour (If X i X i
Fluoroguinolone Or Vancom
4048F |Documentation That Administration Of Prophylactic Parenteral Antibiotic Was Initiated Within X i X i
One Hour (If Fluoroguinolon
4049F |Documentation That Order Was Given To Discontinue Prophylactic Antibiotics Within 24 Hours
. . X - X -
Of Surgical End Time, Non-Car
4050F |Hypertension Plan Of Care Documented As Appropriate (Nma - No Measure Associated) X - X -

* These codes require preauthorization after a certain number of visits. Visits and limits are dependent on plan type and/or provider type.
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4051F |Referred For An Arterio-Venous (Av) Fistula (Esrd)

4052F |Hemodialysis Via Functioning Arterio-Venous (Av) Fistula (Esrd)

4053F |Hemodialysis Via Functioning Arterio-Venous (Av) Graft (Esrd)

4054F |Hemodialysis Via Catheter (Esrd)

4055F |Patient Receiving Peritoneal Dialysis (Esrd)

4056F |Appropriate Oral Rehydration Solution Recommended (Pag)

4058F |Pediatric Gastroenteritis Education Provided To Caregiver (Pag)

4060F |Psychotherapy Services Provided (Mdd)

4062F |Patient Referral For Psychotherapy Documented (Mdd)

4063F |Antidepressant Pharmacotherapy Considered And Not Prescribed (Mdd Adol)
4064F |Antidepressant Pharmacotherapy Prescribed (Mdd)

4065F |Antipsychotic Pharmacotherapy Prescribed (Mdd)

4066F |Electroconvulsive Therapy (Ect) Provided (Mdd)

4067F |Patient Referral For Electroconvulsive Therapy (Ect) Documented (Mdd)

4069F |Venous Thromboembolism (Vte) Prophylaxis Received (Ibd)

4070F |Deep Vein Thrombosis (Dvt) Prophylaxis Received By End Of Hospital Day 2 (Str)
4073F |Oral Antiplatelet Therapy Prescribed At Discharge (Str)

4075F |Anticoagulant Therapy Prescribed At Discharge (Str)

4077F |Documentation That Tissue Plasminogen Activator (T-Pa) Administration Was Considered (Str)

4079F |Documentation That Rehabilitation Services Were Considered (Str)

4084F |Aspirin Received Within 24 Hours Before Emergency Department Arrival Or During Emergency
Department Stay (Em)

4086F |Aspirin Or Clopidogrel Prescribed Or Currently Being Taken (Cad)

4090F |Patient Receiving Erythropoietin Therapy (Hem)

4095F |Patient Not Receiving Erythropoietin Therapy (Hem)

4100F |Bisphosphonate Therapy, Intravenous, Ordered Or Received (Hem)

4110F |Internal Mammary Artery Graft Performed For Primary, Isolated Coronary Artery Bypass Graft
Procedure (Cabg)

4115F |Beta Blocker Administered Within 24 Hours Prior To Surgical Incision (Cabg)

4120F |Antibiotic Prescribed Or Dispensed (Uri, Phar)

4124F |Antibiotic Neither Prescribed Nor Dispensed (Uri, Phar)

4130F | Topical Preparations (Including Otc) Prescribed For Acute Otitis Externa (Aoe)

4131F |Systemic Antimicrobial Therapy Prescribed (Aoe)

4132F |Systemic Antimicrobial Therapy Not Prescribed (Aoe)

4133F |Antihistamines Or Decongestants Prescribed Or Recommended (Ome)

4134F |Antihistamines Or Decongestants Neither Prescribed Nor Recommended (Ome)

XXX, X XXX XX X XXX XXX XXX XXX XXX
XXX XXX, X XXX XX X XXX XXX XXX XXX XXX X

* These codes require preauthorization after a certain number of visits. Visits and limits are dependent on plan type and/or provider type.
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4135F |Systemic Corticosteroids Prescribed (Ome) X - X -

4136F |Systemic Corticosteroids Not Prescribed (Ome) X - X -

4140F |Inhaled Corticosteroids Prescribed (Asthma) X - X -

4142F |Corticosteroid Sparing Therapy Prescribed (Ibd) X - X -

4144F |Alternative Long-Term Control Medication Prescribed (Asthma) X - X -

4145F |Two Or More Anti-Hypertensive Agents Prescribed Or Currently Being Taken (Cad, Htn) X - X -

4148F |Hepatitis A Vaccine Injection Administered Or Previously Received (Hep-C) X - X -

4149F |Hepatitis B Vaccine Injection Administered Or Previously Received (Hep-C, Hiv) X - X -

4150F |Patient Receiving Antiviral Treatment For Hepatitis C (Hep-C) X - X -

4151F |Patient Not Receiving Antiviral Treatment For Hepatitis C (Hep-C) X - X -

4153F |Combination Peginterferon And Ribavirin Therapy Prescribed (Hep-C) X - X -

4155F |Hepatitis A Vaccine Series Previously Received (Hep-C) X - X -

4157F |Hepatitis B Vaccine Series Previously Received (Hep-C) X - X -

4158F |Patient Counseled About Risks Of Alcohol Use (Hep-C) X - X -

4159F |Counseling Regarding Contraception Received Prior To Initiation Of Antiviral Treatment (Hep-C) X i X i

4163F [Patient Counseling At A Minimum On All Of The Following Treatment Options For Clinically X i X i
Localized Prostate Cancer: Acti

4164F |Adjuvant (le, In Combination With External Beam Radiotherapy To The Prostate For Prostate X i X i
Cancer) Hormonal Therapy (Gona

4165F | Three-Dimensional Conformal Radiotherapy (3D-Crt) Or Intensity Modulated Radiation Therapy X i X i
(Imrt) Received (Prca)l

4167F |Head Of Bed Elevation (30-45 Degrees) On First Ventilator Day Ordered (Crit)1 X - X -

4168F |Patient Receiving Care In The Intensive Care Unit (Icu) And Receiving Mechanical Ventilation,
24 Hours Or Less (Crit)1 i i

4169F |Patient Either Not Receiving Care In The Intensive Care Unit (Icu) Or Not Receiving Mechanical X i X i
Ventilation Or Receiving

4171F |Patient Receiving Erythropoiesis-Stimulating Agents (Esa) Therapy (Ckd)1 X - X -

4172F |Patient Not Receiving Erythropoiesis-Stimulating Agents (Esa) Therapy (Ckd)1 X - X -

4174F |Counseling About The Potential Impact Of Glaucoma On Visual Functioning And Quality Of Life, X i X i
And Importance Of Treatment

4175F |Best-Corrected Visual Acuity Of 20/40 Or Better (Distance Or Near) Achieved Within The 90 X i X i
Days Following Cataract Surger

4176F |Counseling About Value Of Protection From Uv Light And Lack Of Proven Efficacy Of Nutritional X i X i
Supplements In Prevention

4177F |Counseling About The Benefits And/Or Risks Of The Age-Related Eye Disease Study (Areds) X i X i
Formulation For Preventing Progr

* These codes require preauthorization after a certain number of visits. Visits and limits are dependent on plan type and/or provider type.
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4178F |Anti-D Immune Globulin Received Between 26 And 30 Weeks Gestation (Prenatal)l X - X -
4179F |Tamoxifen Or Aromatase Inhibitor (Ai) Prescribed (Onc)1 X - X -
4180F |Adjuvant Chemotherapy Referred, Prescribed, Or Previously Received For Stage lii Colon X i X i
Cancer (Onc)
4181F |Conformal Radiation Therapy Received (Onc)1 X - X -
4182F |Conformal Radiation Therapy Not Received (Onc)1 X - X -
4185F |Continuous (12-Months) Therapy With Proton Pump Inhibitor (Ppi) Or Histamine H2 Receptor X i X i
Antagonist (H2Ra) Received (Ger
4186F |No Continuous (12-Months) Therapy With Either Proton Pump Inhibitor (Ppi) Or Histamine H2
. X - X -
Receptor Antagonist (H2Ra) Rec
4187F |Disease Modifying Anti-Rheumatic Drug Therapy Prescribed Or Dispensed (Ra)2 X - X -
4188F |Appropriate Angiotensin Converting Enzyme (Ace)/Angiotensin Receptor Blockers (Arb)
. o X - X -
Therapeutic Monitoring Test Ordered
4189F |Appropriate Digoxin Therapeutic Monitoring Test Ordered Or Performed (Am)2 X - X -
4190F |Appropriate Diuretic Therapeutic Monitoring Test Ordered Or Performed (Am)2 X - X -
4191F |Appropriate Anticonvulsant Therapeutic Monitoring Test Ordered Or Performed (Am)2 X - X -
4192F |Patient Not Receiving Glucocorticoid Therapy (Ra) X - X -
4193F |Patient Receiving <10 Mg Daily Prednisone (Or Equivalent), Or Ra Activity Is Worsening, Or X i X i
Glucocorticoid Use Is For Less Than 6 Months (Ra)
4194F |Patient Receiving >=10 Mg Daily Prednisone (Or Equivalent) For Longer Than 6 Months, And
. . X - X -
Improvement Or No Change In Disease Activity (Ra)
4195F |Patient Receiving First-Time Biologic Disease Modifying Anti-Rheumatic Drug Therapy For
. . X - X -
Rheumatoid Arthritis (Ra)
4196F |Patient Not Receiving First-Time Biologic Disease Modifying Anti-Rheumatic Drug Therapy For
. . X - X -
Rheumatoid Arthritis (Ra)
4200F |External Beam Radiotherapy As Primary Therapy To The Prostate With Or Without Nodal X i X i
Irradiation (Prca)
4201F |External Beam Radiotherapy With Or Without Nodal Irradiation As Adjuvant Or Salvage Therapy X i X i
For Prostate Cancer Patient
4210F |Angiotensin Converting Enzyme (Ace) Or Angiotensin Receptor Blockers (Arb) Medication X i X i
Therapy For 6 Months Or More (Mm)2
4220F |Digoxin Medication Therapy For 6 Months Or More (Mm)2 X - X -
4221F |Diuretic Medication Therapy For 6 Months Or More (Mm)2 X - X -
4230F |Anticonvulsant Medication Therapy For 6 Months Or More (Mm)2 X - X -
4240F |Instruction In Therapeutic Exercise With Follow-Up By The Physician Provided To Patients
. . ; X - X -
During Episode Of Back Pain Las

* These codes require preauthorization after a certain number of visits. Visits and limits are dependent on plan type and/or provider type.
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4242F |Counseling For Supervised Exercise Program Provided To Patients During Episode Of Back
. . X - X -
Pain Lasting Longer Than 12 Weeks
4245F |Patient Counseled During The Initial Visit To Maintain Or Resume Normal Activities (Bkp)2 X i X i
4248F |Patient Counseled During The Initial Visit For An Episode Of Back Pain Against Bed Rest
. X - X -
Lasting 4 Days Or Longer (Bkp)2
4250F |Active Warming Used Intraoperatively For The Purpose Of Maintaining Normothermia, Or At X i X i
Least One Body Temperature Equal
4255F |Duration Of General Or Neuraxial Anesthesia 60 Minutes Or Longer, As Documented In The
) . X - X -
Anesthesia Record (Crit)
4256F |Duration Of General Or Neuraxial Anesthesia Less Than 60 Minutes, As Documented In The
. . X - X -
Anesthesia Record (Crit)
4260F |Wound Surface Culture Technigue Used (Cwc) X - X -
4261F |Tech Other Than Surfc Cultr X - X -
4265F |Use Of Wet To Dry Dressings Prescribed Or Recommended (Cwc) X - X -
4266F |Use Of Wet To Dry Dressings Neither Prescribed Nor Recommended (Cwc) X - X -
4267F |Compression Therapy Prescribed (Cwc) X - X -
4268F |Patient Education Regarding The Need For Long Term Compression Therapy Including Interval
) . . X - X -
Replacement Of Compression Stockings Received (Cwc)
4269F |Appropriate Method Of Offloading (Pressure Relief) Prescribed (Cwc) X - X -
4270F |Patient Receiving Potent Antiretroviral Therapy For 6 Months Or Longer (Hiv) X - X -
4271F |Patient Receiving Potent Antiretroviral Therapy For Less Than 6 Months Or Not Receiving Potent X i X i
Antiretroviral Therapy (H
4274F |Influenza Immunization Administered Or Previously Received (Hiv) X - X -
4276F |Potent Antiretroviral Therapy Prescribed (Hiv) X - X -
4279F |Pneumocystis Jiroveci Pneumonia Prophylaxis Prescribed (Hiv) X - X -
4280F |Pneumocystis Jiroveci Pneumonia Prophylaxis Prescribed Within 3 Months Of Low Cd4+ Cell X i X i
Count Or Percentage (Hiv)
4290F |Patient Screened For Injection Drug Use (Hiv) X - X -
4293F |Patient Screened For High-Risk Sexual Behavior (Hiv) X - X -
4300F |Patient Receiving Warfarin Therapy For Nonvalvular Atrial Fibrillation Or Atrial Flutter (Afib) X - X -
4301F |Patient Not Receiving Warfarin Therapy For Nonvalvular Atrial Fibrillation Or Atrial Flutter (Afib) X i X i
4305F |Patient Education Regarding Appropriate Foot Care And Daily Inspection Of The Feet Received X i X i
(Cwc)
4306F |Patient Counseled Regarding Psychosocial And Pharmacologic Treatment Options For Opioid X i X i
Addiction (Sud)

* These codes require preauthorization after a certain number of visits. Visits and limits are dependent on plan type and/or provider type.
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4320F |Patient Counseled Regarding Psychosocial And Pharmacologic Treatment Options For Alcohol
Dependence (Sud)
4322F [Caregiver Provided With Education And Referred To Additional Resources For Support (Dem)

X
X

4324F |Pt Queried Prkns Complic

4325F |Med Txmnt Options Rvwd W/Pt

4326F |Pt Asked Re Symp Auto Dysfxn

4328F |Pt Asked Re Sleep Disturb

4330F |Counseling About Epilepsy Specific Safety Issues Provided To Patient (Or Caregiver (S)) (Epi)

4340F |Counseling For Women Of Childbearing Potential With Epilepsy (Epi)
4350F |Counseling Provided On Symptom Management, End Of Life Decisions, And Palliation (Dem)

4400F |Rehab Thxpy Options W/Pt

4450F |Self-Care Education Provided To Patient (Hf)

4470F |Implantable Cardioverter-Defibrillator (Ilcd) Counseling Provided (Hf)

4480F |Patient Receiving Ace Inhibitor/Arb Therapy And Beta-Blocker Therapy For 3 Months Or Longer
(Hf)

4481F |Patient Receiving Ace Inhibitor/Arb Therapy And Beta-Blocker Therapy For Less Than 3 Months
(Hf)

4500F |Referred To An Outpatient Cardiac Rehabilitation Program (Cad)

4510F |Previous Cardiac Rehabilitation For Qualifying Cardiac Event Completed (Cad)
4525F |Neuropsychiatric Intervention Ordered (Dem)

4526F |Neuropsychiatric Intervention Received (Dem)

4540F |Disease Modified Pharmacothxpy

4541F | Pt Offered Tx For Pseudobulb

4550F |Noninvas Resp Support Talk

4551F |Nutritional Support Offered

4552F |Pt Ref For Speech Lang Path

4553F |Pt Asst Re End Life Issues

4554F |Pt Recvd Inhal Anesthetic

4555F |Pt Recvd No Inhal Anesthic

4556F |Ptw/3+ Post-Op Nausea And Vommiting

4557F |Pt W/O 3+ Pot-Op Nausea And Vommiting

4558F |Pt Recvd 2 Rx Anti-Emetagnts

4559F [1 Bodytemp >=35.5 Cw/In 30 Mins

4560F |Anesth W/O General Or Neurax Anesth

* These codes require preauthorization after a certain number of visits. Visits and limits are dependent on plan type and/or provider type.
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4561F |Pt W/ Cornonary Artery Stent X - X -
4562F |Patient Does Not Have Coronary Artery Stent X - X -
4563F |Pt Recvd Aspirin W/In 24 Hours X - X -
5005F [Patient Counseled On Self - Examination For New Or Changing Moles (M) X - X -
5010F |Findings Of Dilated Macular Or Fundus Exam Communicated To The Physician Managing The X i X i
Diabetes Care (Ec)
5015F |Documentation Of Communication That A Fracture Occurred And That The Patient Was Or X i X i
Should Be Tested Or Treated For Oste
5020F | Treatment Summary Report Communicated To Physician(S) Managing Continuing Care And To X i X i
The Patient Within One Month Of Co
5050F [Treatment Plan Communicated To Provider(S) Managing Continuing Care Within One Month Of X i X i
Diagnosis (MI)5
5060F |Findings From Diagnostic Mammogram Communicated To Practice Managing Patient;, S On- X i X i
Going Care Within 3 Business Days Of E
5062F |Documentation Of Direct Communication Of Diagnostic Mammogram Findings By Telephone Or X i X i
In Person [By The Diagnostic Imag
5100F |Potential Risk For Fracture Communicated To The Referring Physician Within 24 Hours Of X i X i
Completion Of The Imaging Study (Nuc Med)
5200F |Consideration Of Referral For A Neurological Evaluation Of Appropriateness For Surgical
Therapy For Intractable Epilepsy i i
5250F |Asthma Discharge Plan Present (Asthma) X - X -
6005F [Rationale (e.g., Severity Of lliness And Safety) For Level Of Care (e.g., Home Hospital) i X i
Documented.
6010F [Dysphagia Screening Conducted Prior To Order For Or Receipt Of Any Foods, Fluids Or
s X - X -
Medication By Mouth (Str)
6015F [Patient Receiving Or Eligible To Receive Foods, Fluids Or Medication By Mouth (Str) X - X -
6020F [Npo (Nothing By Mouth) Ordered (Str) X - X -
6030F [All Elements Of Maximal Sterile Barrier Technique Followed Including: Cap And Mask And X i X i
Sterile Gown And Sterile Gloves A
6040F [Use Of Appropriate Radiation Dose Reduction Devices Or Manual Techniques For Appropriate X i X i
Moderation Of Exposure, Documen
6045F [Radiation Exposure Or Exposure Time In Final Report For Procedure Using Fluoroscopy,
X - X -
Documented (Rad)5
6070F |Patient Queried And Counseled About Anti-Epileptic Drug (Aed) Side Effects (Epi) X - X -
6080F |Pt/Caregiver Queried Falls X - X -
6090F |Pt/Caregiver Counsel Safety X - X -

* These codes require preauthorization after a certain number of visits. Visits and limits are dependent on plan type and/or provider type.
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6100F [Timeout To Verify Correct Patient, Correct Site, And Correct Procedure, Documented (Path)9 X i X i
6101F [Safety Counsel Dementia Prov X - X -
6102F [Safety Counsel Dementia Ord X - X -
6110F [Counsel Risks Driving And Alternatives X - X -
6150F [Patient Not Receiving A First Course Of Anti-Tnf (Tumor Necrosis FactOR) Therapy (Ibd) X - X -
7010F |Patient Information Entered Into A Recall System That Includes: Target Date For The Next Exam
p X - X -
Specified And A Process To
7020F (Breast Imaging-Reporting And Data System (Bi-Rads) Assessment Category Entered Into An
X - X -
Internal Database To Allow For A
7025F |Patient Information Entered Into A Reminder System With A Target Due Date For The Next X i X i
Mammogram (Rad)5
9001F [Immunohisto Antibod Add Slid X - X -
9002F [Aortic Aneurysm 5-5.4Cm Diam X - X -
9003F [Aortic Anrysm5.5-5.9Cm Diam X - X -
9004F [Aortic Anrysm 6/> Cm Diam X - X -
9005F [Asympt Carot/Vrtbrbas Sten X - X -
9006F |Sympt Sten-Tia/Strk<120Days X - X -
9007F |Other Carot Sten 120 Days/> X - X -
A0021 |Outside State Ambulance Serv X - X -
A0080 |Noninterest Escort In Non Er X - X -
A0090 |Interest Escort In Non Er X - X -
A0100 |[Nonemergency Transport Taxi X - X -
A0110 |Nonemergency Transport Bus X - X -
A0120 |Noner Transport Mini-Bus X - X -
A0130 |[Noner Transport Wheelch Van X - X -
A0140 |[Nonemergency Transport Air X - X -
A0160 |Noner Transport Case Worker X - X -
A0170 |Noner Transport Parking Fees X - X -
A0180 |Noner Transport Lodgng Recip X - X -
A0190 |Noner Transport Meals Recip X - X -
A0200 |Noner Transport Lodgng Escrt X - X -
A0210 |Noner Transport Meals Escort X - X -
A0225 |Neonatal Emergency Transport X - X -
A0380 |Basic Life Support Mileage X - X -
A0382 |Basic Support Routine Suppls X - X -
A0384 |Bls Defibrillation Supplies X - X -

* These codes require preauthorization after a certain number of visits. Visits and limits are dependent on plan type and/or provider type.
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A0390

Advanced Life Support Mileag

A0392

Als Defibrillation Supplies

A0394

Als Iv Drug Therapy Supplies

A0396

Als Esophageal Intub Suppls

A0398

Als Routine Disposble Suppls

A0422

Ambulance 02 Life Sustaining

A0426

Als 1

A0428

Bls

A0888

Noncovered Ambulance Mileage

X1

X1

A0999

Unlisted Ambulance Service

A2001

Innovamatrix Ac, Per Sg Cm

A2002

Mirragen Adv Wnd Mat Per Sq

A2003

Bio-Connekt Wound Matrix

A2004

Xcellistem, 1 Mg

A2005

Microlyte Matrix, Per Sq Cm

A2006

Novosorb Synpath Per Sq Cm

A2007

Restrata, Per Sq Cm

A2008

Theragenesis, Per Sqg Cm

A2009

Symphony, Per Sqg Cm

A2010

Apis, Per Square Centimeter

A2011

Supra Sdrm, Per Square Cm

A2012

Suprathel, Per Sg Cm

A2013

Innovamatrix Fs, Per Sg Cm

A2014

Omeza collag per 100 mg

A2015

Phoenix wnd mtrx, per sq cm

A2016

Permeaderm b, per sq cm

A2017

Permeaderm glove, each

A2018

Permeaderm c, per sq cm

A2019

Kerecis omega3 marigen shield, per square centimeter

A2020

Ac5 advanced wound system (ac5b)

A2021

Neomatrix, per square centimeter

A2022

Innovaburn or innovamatrix xl, per square centimeter

A2023

Innovamatrix pd, 1 mg

A2024

Resolve matrix, per square centimeter

A2025

Miro3d, per cubic centimeter

A4100

Skin Sub Fda Clrd As Dev Nos

A4210

Nonneedle Injection Device

Do Bad Bl Bad ot Bl Bl Bl B Bl Bt Bt Bl Bl Pl Bt Bl Bl Bad Bl Bl P Dt Pt Pl B B

I PX XXX
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A4232

Syringe W/Needle Insulin 3Cc

A4238

Adju Cgm Supply Allowance

A4239

Supply allowance for non-adjunctive, non-implanted continuous glucose monitor (cgm), includes
all supplies and accessories, 1 month supply = 1 unit of service

A4250

Urine Reagent Strips/Tablets

A4252

Blood Ketone Test Or Reagent Strip, Each

A4261

Cervical Cap Contraceptive

XXX

XXX

A4262

Temporary Tear Duct Plug

A4264

Permanent Implantable Contraceptive Intratubal Occlusion Device(S) And Delivery System

A4266

Diaphragm For Contraceptive Use

A4267

Contraceptive Supply, Condom, Male, Each

A4268

Contraceptive Supply, Condom, Female, Each

A4269

Contraceptive Supply, Spermicide (e.g., Foam, Gel), Each

A4287

Disposable collection and storage bag for breast milk, any size, any type, each

A4305

Drug Delivery System >=50 MI

A4306

Drug Delivery System <=5 MI

A4457

Enema tube, with or without adapter, any type, replacement only, each

A4465

Non-Elastic Extremity Binder

A4467

Belt Strap Sleev Grmnt Cover

A4468

Exsufflation belt, includes all supplies and accessories

A4490

Above Knee Surgical Stocking

A4495

Thigh Length Surg Stocking

A4500

Below Knee Surgical Stocking

A4510

Full Length Surg Stocking

A4520

Incontinence Garment Anytype

A4540

Distal transcutaneous electrical nerve stimulator, stimulates peripheral nerves of the upper arm

A4553

Nondisp Underpads, All Sizes

A4554

Disposable Underpads

A4555

Ca Tx E-Stim Electr/Transduc

A4560

Neuromuscular electrical stimulator (nmes), disposable, replacement only

A4566

Should Sling/Vest/Abrestrain

A4570

Splint

A4575

Hyperbaric O2 Chamber Disps

A4580

Cast Supplies (Plaster)

A4590

Special Casting Material

A4596

Ces system monthly supp

SIS XXX XX XX XXX XXX XXX XXX ]

SIS ]XXXXXXXPXXXX]

* These codes require preauthorization after a certain number of visits. Visits and limits are dependent on plan type and/or provider type.
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Description

Disclaimer: Please note that coverage may vary by plan type and may not follow the listed services. These codes are updated quarterly. Additionally, these coding lists do not reflect information regarding immunizations, injectable
drugs, or specialty medications and should be directed to the Pharmacy link option within the website.
A4606 |Oxygen Probe For Use With Oximeter Device, Replacement X - X -
A4611 |Heavy Duty Battery X - X -
A4612 |Battery Cables X - X -
A4613 |Battery Charger X - X -
A4627 |Spacer Bag/Reservoir X - X -
A4649 |Surgical Supplies - - - X
A4670 |Auto Blood Pressure Monitor X - X -
A5508 |Diabetic Deluxe Shoe X - X -
A6000 [Non-Contact Wound Warming Wound Cover For Use With The Non-Contact Wound Warming X i X i
Device And Warming Card
A6025 [Silicone Gel Sheet, Each X - X -
A6250 [Skin Seal Protect Moisturizr X - X -
A6258 [Transparent Film >16<=48 In - X - -
A6260 |Wound Cleanser Any Type/Size X - X -
A6413 [Adhesive Bandage, First-Aid Type, Any Size, Each X - X -
A6544 |Gradient Compression Stocking, Garter Belt X - X -
A6549 |Gradient Compression Stocking/Sleeve, Not Otherwise Specified - X - X
A6550 |Dressing Set For Negative Pressure Wound Therapy Electrical Pump, Stationary Or Portable, i X i X
Each
A7023 |Mechanical allergen particle barrier/inhalation filter, cream, nasal, topical X - X -
A7025 [High Frequency Chest Wall Oscillation System Vest, Replacement For Use Withpatient Owned i i i X
Equipment, Each
A7048 |Vacuum Drain Bottle/Tube Kit - X - -
A7049 |Expiratory positive airway pressure intranasal resistance valve X - X -
A9152 |Single Vitamin Nos X - X -
A9153 |Multi-Vitamin Nos X - X -
A9156 |Oral mucoadhesive, any type (liquid, gel, paste, etc.), per 1 ml X - X -
A9180 |Naturopaths X - X -
A9268 |Programmer for transient, orally ingested capsule X - X -
A9269 |Programable, transient, orally ingested capsule, for use with external programmer, per month X i X i
A9270 |Non-Covered Item Or Service X - X -
A9273 |Hot/Cold H20Obot/Cap/Col/Wrap X - X -
A9274 |External Ambulatory Insulin Delivery System, Disposable, Each, Includes All Supplies And X i X i
Accessories
A9275 |Home Glucose Disposable Monitor, Includes Test Strips X - X -

* These codes require preauthorization after a certain number of visits. Visits and limits are dependent on plan type and/or provider type.
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A9276 |Sensor; Invasive (e.g. Subcutaneous), Disposable, For Use With Interstitial Continuous Glucose X i X i
Monitoring System, One Un
A9277 [Transmitter; External, For Use With Interstitial Continuous Glucose Monitoring System X - X -
A9278 |Receiver (Monitor); External, For Use With Interstitial Continuous Glucose Monitoring System
A9279 |Monitoring Feature/Device, Stand-Alone Or Integrated, Any Type, Includes All Accessories, X i X i
Components And Electronics, No
A9280 [Alert Or Alarm Device, Not Otherwise Classified X - X -
A9281 [Reaching/Grabbing Device, Any Type, Any Length, Each X - X -
A9282 [Wig, Any Type, Each X - X -
A9283 |Foot Pressure Off Loading/Supportive Device, Any Type, Each X - X -
A9286 [Any Hygienic Item, Device X - X -
A9291 |Pres Digital Behav Thera Fda X - X -
A9292 |Prescription digital visual therapy, software-only, fda cleared, per course of treatment X - X -
A9293 |Fertility cycl tracking soft X - X -
A9300 |Exercise Equipment X - X -
A9513 |Lutetium Lu 177, Dotatate, Therapeutic, 1 Millicurie - X - -
A9543 | Yttrium Y-90 Ibritumomab Tiuxetan, Therapeutic, Per Treatment Dose, Up To 40 Millicuries i X i i
A9574 |Air Poly Intrauterine Foam X - X -
A9584 |lodine 1-123 loflupane, Diagnostic, Per Study Dose, Up To 5 Millicuries - X - -
A9586 |Florbetapir F18, Diagnostic, Per Study Dose, Up To 10 Millicuries X - X -
A9589 |Instillation, Hexaminolevulinate Hydrochloride, 100 Mg - X - -
A9590 |lodine I-131 lobenguane 1Mci - X - X
A9607 |Lutetium lu 177 vipivotide tetraxetan, therapeutic, 1 millicurie - X - -
A9699 |Supply Of Radiopharmaceutical Therapeutic Imaging Agent, Not Otherwiseclassified - X - X
A9900 |Supply/Accessory/Service - - - X
A9999 |Miscellaneous Dme Supply Or Accessory, Not Otherwise Specified - X - X
B4100 [Food Thickener, Administered Orally, Per Ounce X - X -
B4102 |Ef Adult Fluids And Electro - - - X
B4103 [Ef Ped Fluid And Electrolyte - - - X
B4104 |Additive For Enteral Formula - - - X
B4105 [In-Line Cartridge Containing Digestive Enzyme(S) For Enteral Feeding, Each - - - X
B4149 |Ef Blenderized Foods - - - X
B4150 [Enteral Formulae Category | - - - X
B4152 [Enteral Formulae Category li - - - X
B4153 [Enteral Formulae Categoryiii - - - X

* These codes require preauthorization after a certain number of visits. Visits and limits are dependent on plan type and/or provider type.
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B4154 |Enteral Formulae Category v - - - X
B4155 |Enteral Formulae Category V - - - X
B4157 |Ef Special Metabolic Inherit - - - X
B4158 |Ef Ped Complete Intact Nut - - - X
B4159 |Ef Ped Complete Soy Based - - - X
X
X
X

B4160 |Ef Ped Caloric Dense>/=0.7Kc - - -
B4161 |Ef Ped Hydrolyzed/Amino Acid - - -
B4162 |Ef Ped Specmetabolic Inherit - -
B9002 |Enteral Infusion Pump W/ Ala - X

B9004 |Parenteral Infus Pump Portab - X - -
B9006 |Parenteral Infus Pump Statio - X

B9999 |Parenteral Supp Not Othrws C - - -
C1717 |Brachytx, Non-Str,Hdr Ir-192 - - -
C1760 |Closure Device, Vascular (Implantable/ Insertable) - -
C1789 |Prothesis, Breast (Implantable) - X -
C1813 |Prothesis, Penile, Inflatable - X

C1818 |Integrated Keratoprosthesis - -
C1825 |Gen, Neuro, Carot Sinus Baro - X -
C1832 |Auto Cell Process Sys X - X
C1834 |Pressure sensor system, im - X -
C1840 |Lens, Intraocular (Telescopic) - - -
C1886 |Catheter, Extravascular Tissue Ablation, Any Modality (Insertable) - - -
C1891 |Infusion Pump, Non-Programmable, Permanent (Implantable) - X -
C2613 |Lung Bx Plug W/Deliv Sys - - -
C2616 |Brachytherapy Seed, Yttrium-90 - -
C2622 |Prothesis, Penile, Non-Inflatable - X -
C2624 |Wireless Pressure Sensor - - -
C2626 |Infusion Pump, Non-Programmable, Temporary (Implantable) - X -
C7504 |Percutaneous vertebroplasties (bone biopsies included when performed), first cervicothoracic
and any additional cervicothoracic or lumbosacral vertebral bodies, unilateral or bilateral - - -
injection, inclusive of all imaging guidance

C7505 |Percutaneous vertebroplasties (bone biopsies included when performed), first lumbosacral and
any additional cervicothoracic or lumbosacral vertebral bodies, unilateral or bilateral injection, - - - X
inclusive of all imaging guidance

XXX XXX

XXX

XIX|X|X]

>

* These codes require preauthorization after a certain number of visits. Visits and limits are dependent on plan type and/or provider type.
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drugs, or specialty medications and should be directed to the Pharmacy link option within the website.

C7507

Percutaneous vertebral augmentations, first thoracic and any additional thoracic or lumbar
vertebral bodies, including cavity creations (fracture reductions and bone biopsies included when
performed) using mechanical device (eg, kyphoplasty), unilateral or bilateral cannulations,
inclusive of all imaging guidance

C7508

Percutaneous vertebral augmentations, first lumbar and any additional thoracic or lumbar
vertebral bodies, including cavity creations (fracture reductions and bone biopsies included when
performed) using mechanical device (eg, kyphoplasty), unilateral or bilateral cannulations,
inclusive of all imaging guidance

C7531

Revascularization, endovascular, open or percutaneous, femoral, popliteal artery(ies), unilateral,
with transluminal angioplasty with intravascular ultrasound (initial noncoronary vessel) during
diagnostic evaluation and/or therapeutic intervention, including radiological supervision and
interpretation

C7532

Transluminal balloon angioplasty (except lower extremity artery(ies) for occlusive disease,
intracranial, coronary, pulmonary, or dialysis circuit), initial artery, open or percutaneous,
including all imaging and radiological supervision and interpretation necessary to perform the
angioplasty within the same artery, with intravascular ultrasound (initial noncoronary vessel)
during diagnostic evaluation and/or therapeutic intervention, including radiological supervision
and interpretation

C7534

Revascularization, endovascular, open or percutaneous, femoral, popliteal artery(ies), unilateral,
with atherectomy, includes angioplasty within the same vessel, when performed with
intravascular ultrasound (initial noncoronary vessel) during diagnostic evaluation and/or
therapeutic intervention, including radiological supervision and interpretation

C7535

Revascularization, endovascular, open or percutaneous, femoral, popliteal artery(ies), unilateral,
with transluminal stent placement(s), includes angioplasty within the same vessel, when
performed, with intravascular ultrasound (initial noncoronary vessel) during diagnostic evaluation
and/or therapeutic intervention, including radiological supervision and interpretation

C8900

Magnetic Resonance Angiography With Contrast, Abdomen

C8901

Magnetic Resonance Angiography Without Contrast, Abdomen

C8902

Magnetic Resonance Angiography Without Contrast Followed By With Contrast, Abdomen

C8903

Magnetic Resonance Imaging With Contrast, Breast; Unilateral

C8905

Magnetic Resonance Imaging Without Contrast Followed By With Contrast, Breast; Unilateral

C8906

Magnetic Resonance Imaging With Contrast, Breast; Bilateral

C8908

Magnetic Resonance Imaging Without Contrast Followed By With Contrast, Breast; Bilateral

X IX] X [X] X [X]|X

* These codes require preauthorization after a certain number of visits. Visits and limits are dependent on plan type and/or provider type.
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C8909 |Magnetic Resonance Angiography With Contrast, Chest (Excluding Myocardium) - X - -
C8910 |Magnetic Resonance Angiography Without Contrast, Chest (Excluding Myocardium) - X - -
C8911 |Magnetic Resonance Angiography Without Contrast Followed By With Contrast, Chest i X i i
(Excluding Myocardium)
C8912 |Magnetic Resonance Angiography With Contrast, Lower Extremity - X - -
C8913 |Magnetic Resonance Angiography Without Contrast, Lower Extremity - X - -
C8914 [Magnetic Resonance Angiography Without Contrast Followed By With Contrast, Lower Extremity i X i i
C8918 |Magnetic Resonance Angiography With Contrast, Pelvis - X - -
C8919 |Magnetic Resonance Angiography Without Contrast, Pelvis - X - -
C8920 |Magnetic Resonance Angiography Without Contrast Followed By With Contrast, - X - -
C8931 |Magnetic Resonance Angiography With Contrast, Spinal Canal And Contentss - X - -
C8932 |Magnetic Resonance Angiography Without Contrast, Spinal Canal And Contents - X - -
C8933 |Magnetic Resonance Angiography Without Contrast Followed By With Contrast, Spinal Canal i X i i
And Contents
C8934 |Magnetic Resonance Angiography With Contrast, Upper Extremity - X - -
C8935 |Magnetic Resonance Angiography Without Contrast, Upper Extremity - X - -
C8936 |Magnetic Resonance Angiography Without Contrast Followed By With Contrast, Upper Extremity i X i i
C8937 |Cad Breast Mri - X - -
C9725 |Placement Of Endorectal Intracavitary Applicator For High Intensity Brachytherapy - - - X
C9751 |Microwave Bronch, 3D, Ebus - - - X
C9762 |Cardiac Mri Seg Dys Strain - X - X
C9763 |Cardiac Mri Seg Dys Stress - X - X
C9784 |Endo sleeve gastro w/tube X - X -
C9785 |Endo outlet restrict w/tube X - X -
C9788 |Opto-acoustic imaging, breast (including axilla when performed), unilateral, with image X i X i
documentation, analysis and report, obtained with ultrasound examination
C9790 |Histotripsy (ie, non-thermal ablation via acoustic energy delivery) of malignant renal tissue, X i X i
including image guidance
C9791 |Magnetic resonance imaging with inhaled hyperpolarized xenon-129 contrast agent, chest, i X i i
including preparation and administration of agent

* These codes require preauthorization after a certain number of visits. Visits and limits are dependent on plan type and/or provider type.
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C9792

iva heart failure; transcatheter implantation of left atrial to coronary sinus shunt using jugular vein
access, including all imaging necessary to intra procedurally map the coronary sinus for optimal
shunt placement (e.g., tee or ice ultrasound, fluoroscopy), performed under general anesthesia
in an approved investigational device exemption (ide) study)

D0120

Periodic Oral Examination

D0140

Limited Oral Evaluation - Problem-Focused

D0145

Oral Evaluation For A Patient Under Three Years Of Age And Counseling With Primary
Caregiver

D0150

Comprehensive Oral Evaluation

D0160

Detailed And Extensive Oral Evaluation - Problem-Focused, By Report

D0170

Re-Evaluation - Limited Problem Focused (Established Patient; Not Post-Operative Visit)

D0171

Re-Evaluation- Post Operative Office Visit

D0180

Comprehensive Periodontal Evaluation - New Or Established Patient

D0190

A Screening, Including State Or Federally Mandated Screening, To Determine An Individual'S
Need To Be Seen By A Dentist

XXX XXX XXX

XXX XXX XXX

D0191

A Limited Clinical Inspection That Is Performed To Identify Possible Signs Of Oral Or Systemic
Disease, Malformation, Or Injury, And The Potential Need For Referral For Diagno

x

x

D0210

Intraoral- Complete Series Of Radiographic Images

D0220

Intraoral- Periapical First Radiographic Image

D0230

Intraoral- Periapical Each Additional Radiographic Image

D0240

Intraoral- Occlusal Radiographic Image

D0250

Extra-Oral 2D Projection Radiographic Image Created Using A Stationary Radiation Source, And
Detector

D0251

Extra-Oral Posterior Dental Radiographic Image

D0270

Bitewing- Single Radiographic Image

D0272

Bitewings- Two Radiographic Images

D0273

Bitewings- Three Radiographic Images

D0274

Bitewings- Four Radiographic Images

D0277

Vertical Bitewings- 7 To 8 Radiographic Images

D0310

Sialography

D0320

Temporomandibular Joint Arthrogram, Including Injection

D0321

Other Temporomandibular Joint Radiographic Images, By Report

D0322

Tomographic Survey

D0330

Panoramic Radiographic Image

S PXPXX| XXX PX X

SKIXXX XXX XXX, X XXX X
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D0340 [2D Cephalometric Radiographic Image-Acquisition, Measurement And Analysis X - X -
D0350 (2D Oral/Facial Photographic Image Obtained Intra-Orally Or Extra-Orally X - X -
D0351 [3D Photographic Image X - X -
D0364 |Cone Beam Ct Capture And Interpretation With Limited Field Of View-Less Than One Whole X i X i
Jaw
D0365 [Cone Beam Ct Capture And Interpretation With Field Of View Of One Dental Arch-Mandible X i X i
D0366 |Cone Beam Ct Capture And Interpretation With Field Of View Of One Full Dental Arch-Maxilla, X i X i
With Or Without Cranium
D0367 |Cone Beam Ct Capture And Interpretation With Field Of View Of Both Jaws, With Or Without X i X i
Cranium
D0368 |Cone Beam Ct Capture And Interpretation For Tmj Series Including Two Or More Exposures X i X i
D0369 |Maxillofacial Mri Capture And Interpretation X - X -
D0370 |Maxillofacial Ultrasound Capture And Interpretation X - X -
D0371 [Sialoendoscopy Capture And Interpretation X - X -
D0372 |intraoral tomosynthesis - comprehensive seris of rediographic images X - X -
D0373 [intraoral tomosynthesis - bitewing radiographic image X - X -
D0374 |intraoral tomosynthesis - periapical radiographic image X - X -
D0380 [Cone Beam Ct Image Capture With Limited Field Of View- Less Than One Whole Jaw X - X -
D0381 [Cone Beam Ct Image Capture With Field Of View Of One Full Dental Arch-Mandilbe X - X -
D0382 |Cone Beam Ct Image Capture With Field Of View Of One Full Dental Arch-Maxilla, With Or X i X i
Without Cranium
D0383 |Cone Beam Ct Image Capture With Field Of View Of Both Jaws, With Or Without Cranium X i X i
D0384 [Cone Beam Ct Image Capture For Tmj Series Including Two Or More Exposures X - X -
D0385 [Maxillofacial Mri Image Capture X - X -
D0386 [Maxillofacial Ultrasound Image Capture X - X -
D0387 |Intraoral tomosynthesis - comprehensive seris of rediographic images - image capture only X i X i
D0388 |Intraoral tomosynthesis - bitewing radiographic image - image capture only X - X -
D0389 |Intraoral tomosynthesis - periapical radiographic image- image capture only X - X -
D0391 |Interpretation Of Diagnostic Image By A Practitioner Not Associated With Capture Of The Image, X i X i
Including Report
D0393 [Treatment Simulation Using 3D Image Volume X - X -
D0394 [Digital Subtraction Of Two Or More Images Or Image Volumes Of The Same Modality X - X -
D0395 [Fusion Of Two Or More 3D Image Volumes Of One Or More Modalities X - X -

* These codes require preauthorization after a certain number of visits. Visits and limits are dependent on plan type and/or provider type.
© 2023 Select Health. All rights reserved. 2197751 9/23 140 of 260



% ﬁi'aeufrf Medicare codes not covered or requiring preauthorization - Nevada As of: 06/19/24

Description

Disclaimer: Please note that coverage may vary by plan type and may not follow the listed services. These codes are updated quarterly. Additionally, these coding lists do not reflect information regarding immunizations, injectable
drugs, or specialty medications and should be directed to the Pharmacy link option within the website.

D0396 3D printing of a 3D dental surface scan to obtain a physical model.

D0411 [HbalC In-Office Point Of Service Testing

D0412 [Blood Glucose Level Test-In-Office Using A Glucose Meter

D0414 |Laboratory Processing Of Microbial Specimen To Include Culture And Sensitivity Studies,
Preparation And Transmission Of Written Report

D0415 |Bacteriologic Studies For Determination Of Pathologic Agents

D0416 |Viral Culture

D0417 |Collection And Preparation Of Saliva Sample For Laboratory Diagnostic Testing

D0418 |Analysis Of Saliva Sample

D0419 |Assessment Of Salivary Flow By Measurement

D0422 |Collection And Preparation Of Genetic Sample Material For Laboratory Analysis And Report

D0423 [Genetic Test For Susceptibility To Diseases- Specimen Analysis

D0425 [Caries Susceptibility Tests

D0431 [Diag Tst Detect Mucos Abnorm

D0460 [Pulp Vitality Tests

D0470 [Diagnostic Casts

D0472 |Accession Of Tissue Gross Examination Prep/Transmission Of Written Report

D0473 |Accession Of Tissue Gross And Microscopic Examination Prep/Trans Of Report

D0474 |Accession Of Tissue Gross/Micro Exam Assess Of Surg Margins For Presence Of Disease
Prep/Trans Of Report

D0475 |Decalcification Procedure

D0476 |Spec Stains For Microorganis

D0477 |Spec Stains Not For Microorg

D0478 [Immunohistochemical Stains

D0479 |Tissue In-Situ Hybridization

D0480 [Processing And Interpretation Of Cytologic Smears Incl The Prep/Trans Of Written Report
D0481 [Electron Microscopy

D0482 |Direct Immunofluorescence

D0483 [Indirect Immunofluorescence

D0484 [Consult Slides Prep Elsewher

D0485 [Consult Inc Prep Of Slides

D0486 |Laboratory Accession Of Transepithelial Cytologic Sample, Microscopic Examination Preparation
And Transmission Of Written Report

D0502 |Other Oral Pathology Procedures, By Report

D0600 |Non-lonizing Diagnostic Procedure Capable Of Quantifying, Monitoring, And Recording Changes
In Structure Of Enamel, Dentin, And Cementum

XX XXX XXX XX X XXX XXX X X [XPXIXPX X XXX X
XX XXX XXX XX X XXX XXX X X [X}XPXIXPX X XXX X
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D0601 [Caries Risk Assessment And Documentation, With A Finding Of Low Risk X - X -
D0602 [Caries Risk Assessment And Documentation, With A Finding Of Moderate Risk X - X -
D0603 [Caries Risk Assessment And Documentation, With A Finding Of High Risk X - X -
D0636 |Cone Beam - Three-Dimensional Image Reconstruction Using Existing Data, Includes Multiple X i X i

Images
D0701 [|Panoramic Radiographic Image — Image Capture Only X - X -
D0702 |2-D Cephalometric Radiographic Image — Image Capture Only X - X -
D0703 |2-D Oral/Facial Photographic Image Obtained Intra-Orally Or Extra-Orally — Image Capture Only X i X i
D0704 [3-D Photographic Image — Image Capture Only X - X -
D0705 |Extra-Oral Posterior Dental Radiographic Image — Image Capture Only X - X -
D0706 [Intraoral — Occlusal Radiographic Image — Image Capture Only X - X -
D0707 [Intraoral — Periapical Radiographic Image — Image Capture Only X - X -
D0708 [Intraoral — Bitewing Radiographic Image — Image Capture Only X - X -
D0709 [Intraoral — Complete Series Of Radiographic Images — Image Capture Only X - X -
D0801 |3D dental surface scan -direct X - X -
D0802 |3D dental surface scan - indirect X - X -
D0803 |3D facial surface scan - direct X - X -
D0804 |3D facial surface scan - indirect X - X -
D0999 |Unspecified Diagnostic Procedure, By Report X - X -
D1110 [Prophylaxis-Adult X - X -
D1120 |Prophylaxis-Child X - X -
D1206 | Topical Application Of Fluoride Varnish X - X -
D1208 | Topical Application Of Fluoride- Excluding Varnish X - X -
D1301 |A review of a patient’s vaccine and medical history, and discussion of the vaccine benefits, risks,

and consequences of not obtaining the vaccine. Counseling also includes a discussion of X i X i

questions and concerns the patient, family, or caregiver may have and suggestions on where the

patient can obtain the vaccine.
D1310 [Nutritional Counseling For The Control Of Dental Disease X - X -
D1320 [Tobacco Counseling For The Control And Prevention Of Oral Disease X - X -
D1321 |Counseling For The Control And Prevention Of Adverse Oral, Behavioral, And Systemic Health X i X i

Effects Associated With High-Risk Substance Use
D1330 |Oral Hygiene Instruction X - X -
D1351 |Sealant-Per Tooth X - X -
D1352 [Prev Resin Rest, Perm Tooth X - X -
D1353 [Sealant Repair- Per Tooth X - X -
D1354 |Interim Caries Arresting Medicament Application-Per Tooth X - X -

* These codes require preauthorization after a certain number of visits. Visits and limits are dependent on plan type and/or provider type.
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D1355 [Caries Preventive Medicament Application — Per Tooth
D1510 [Space Maintainer-Fixed Unilateral

D1516 [Space Maintainer-Fixed-Bilateral, Maxillary

D1517 [Space Maintainer-Fixed-Bilateral, Mandibular

D1520 [Space Maintainer-Removable Unilateral

D1526 [Space Maintainer -Removable-Bilateral, Maxillary

D1527 [Space Maintainer -Removable-Bilateral, Mandibular

D1551 [Re-Cement Or Re-Bond Bilateral Space Maintainer-Maxillary
D1552 [Re-Cement Or Re-Bond Bilateral Space Maintainer-Mandibular
D1553 [Re-Cement Or Re-Bond Unilateral Space Maintainer-Per Quadrant
D1556 [Removal Of Fixed Unilateral Space Maintainer- Per Quadrant
D1557 [Removal Of Fixed Bilateral Space Maintainer- Maxillary
D1558 [Removal Of Fixed Bilateral Space Maintainer- Mandibular
D1575 [Distal Shoe Space Maintainer-Fixed-Unilateral

D1781 [Vaccine administration - human papillomavisrus - Dose 1
D1782 [Vaccine administration - human papillomavisrus - Dose 2
D1783 [Vaccine administration - human papillomavisrus - Dose 3
D1999 [Unspecified Preventive Procedure, By Report

D2140 [Amalgam-One Surface, Permanent

D2150 |[Amalgam-Two Surfaces, Permanent

D2160 |Amalgam-Three Surfaces, Permanent

D2161 |Amalgam-Fouror More Surfaces, Permanent

D2330 [Resin-One Surface, Anterior

D2331 |Resin-Two Surfaces, Anterior

D2332 |Resin-Three Surfaces, Anterior

D2335 [Resin-Fouror More Surfacesor Involving Incisal Angle (Anterior)
D2390 |Resin-Based Composite Crown, Anterior

D2391 |Resin-Based Composite - One Surface, Posterior

D2392 |Resin-Based Composite - Two Surfaces, Posterior

D2393 |Resin-Based Composite - Three Surfaces, Posterior

D2394 |Resin-Based Composite - Four Or More Surfaces, Posterior
D2410 |Gold Foil-One Surface

D2420 |Gold Foil-Two Surfaces

D2430 |Gold Foil-Three Surfaces

D2510 |Inlay-Metallic-One Surface

D2520 |Inlay-Metallic-Two Surfaces

D2530 [Inlay-Metallic-Three Surfaces

* These codes require preauthorization after a certain number of visits. Visits and limits are dependent on plan type and/or provider type.
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D2542 [Onlay - Metallic - Two Surfaces

D2543 [Onlay - Metallic - Three Surfaces

D2544 [Onlay - Metallic - Four Or More Surfaces

D2610 [Inlay-Porcelain/Ceramic-One Surface

D2620 [Inlay-Porcelain/Ceramic-Two Surfaces

D2630 [Inlay-Porcelain/Ceramic-Three Surfaces

D2642 [Onlay - Porcelain/Ceramic - Two Surfaces

D2643 [Onlay - Porcelain/Ceramic - Three Surfaces

D2644 [Onlay - Porcelain/Ceramic - Four Or More Surfaces

D2650 [Inlay-Composite/Resin-One Surface (Laboratory Processed)

D2651 [Inlay-Composite/Resin-Two Surfaces (Laboratory Processed)

D2652 [Inlay-Composite/Resin-Three Surfaces (Laboratory Processed)

D2662 [Onlay - Composite/Resin - Two Surfaces (Laboratory Processed)

D2663 [Onlay - Composite/Resin - Three Surfaces (Laboratory Processed)

D2664 [Onlay - Composite/Resin - Four Or More Surfaces (Laboratory Processed)
D2710 [Crown Resin (Laboratory)

D2712 [Crown 3/4 Resin-Based Compos

D2720 |Crown-Resin With High Noble Metal

D2721 |Crown-Resin With Predominantly Base Metal

D2722 |Crown-Resin With Noble Metal

D2740 |Crown-Porcelain/Ceramic

D2750 |Crown-Porcelain Fused To High Noble Metal

D2751 |Crown-Procelain Fused To Predominantly Base Metal

D2752 |Crown-Porcelain Fused To Noble Metal

D2753 |Crown-Porcelain Fused To Titanium And Titanium Alloys

D2780 |Crown - 3/4 Cast High Noble Metal

D2781 [Crown - 3/4 Cast Predominately Base Metal

D2782 |Crown - 3/4 Cast Noble Metal

D2783 |Crown - 3/4 Porcelain/Ceramic

D2790 |Crown-Full Cast High Noble Metal

D2791 |Crown-Full Cast Predominantly Base Metal

D2792 |Crown-Full Cast Noble Metal

D2794 |Crown-Titanium

D2799 |Provisional Crown- Further Treatment Or Completion Of Diagnosis Necessary Prior To Final
Impression

D2910 [Re-Cement Or Re-Bond Inlay, Onlay, Veneer Or Partial Coverage Restoration
D2915 [Re-Cement Or Re-Bond Indirectly Fabricated Or Prefabricated Post And Core

XUIXT X XXX XXX XXX XX IZ [ X[ XX X
XIXT XXX XXX XXX XL XXX I X[ X X
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© 2023 Select Health. All rights reserved. 2197751 9/23 144 of 260



% ﬁi'aeufrf Medicare codes not covered or requiring preauthorization - Nevada As of: 06/19/24

Description

Disclaimer: Please note that coverage may vary by plan type and may not follow the listed services. These codes are updated quarterly. Additionally, these coding lists do not reflect information regarding immunizations, injectable
drugs, or specialty medications and should be directed to the Pharmacy link option within the website.
D2920 |[Re-Cement Or Re-Bond Crown X - X -
D2921 [Reattachment Of Tooth Fragment, Incisal Edge Or Cusp X - X -
D2928 [Prefabricated Porcelain/Ceramic Crown — Permanent Tooth X - X -
D2929 [Prefabricated Porcelain/Ceramic Crown- Primary Tooth X - X -
D2930 [Prefabricated Stainless Steel Crown-Primary Tooth X - X -
D2931 |Prefabricated Stainless Steel Crown-Permanent Tooth X - X -
D2932 |Prefabricated Resin Crown X - X -
D2933 [Prefabricated Stainless Steel Crown With Resin Window X - X -
D2934 [Prefab Steel Crown Primary X - X -
D2940 [Protective Restoration X - X -
D2941 [Interim Therapeutic Restoration- Primary Dentition X - X -
D2949 [Restorative Foundation For An Indirect Restoration X - X -
D2950 [Core Buildup, Including Any Pins When Required X - X -
D2951 [Pin Retention-Per Tooth, In Addition To Restoration X - X -
D2952 [Cast Post And Core In Addition To Crown X - X -
D2953 [Each Additional Cast Post - Same Tooth X - X -
D2954 |Prefabricated Post And Core In Addition To Crown X - X -
D2955 [Post Removal X - X -
D2957 [Each Additional Prefabricated Post - Same Tooth X - X -
D2960 |[Labial Veneer (Laminate)-Chairside X - X -
D2961 |Labial Veneer (Resin Laminate)-Laboratory X - X -
D2962 |Labial Veneer (Porcelain Laminate)-Laboratory X - X -
D2971 [Add Proc Construct New Crown X - X -
D2975 |Coping X - X -
D2976 |A band, typically cemented around a molar tooth after a multi-surface restoration is placed, to

add support and resistance to fracture until a patient is ready for the full cuspal coverage X - X -

restoration.
D2980 |Crown Repair Necessitated By Restorative Material Failure X - X -
D2981 |Inlay Repair Necessitated By Restorative Material Failure X - X -
D2982 |Onlay Repair Necessitated By Restorative Material Failure X - X -
D2983 [|Veneer Repair Necessitated By Restorative Material Failure X - X -
D2989 |Excavation of a tooth resulting in the determination of non-restorability X - X -
D2990 |Placement Of An Infiltration Resin Restoration For Strengthening, Stabilizing, And/Or Limiting

. . X - X -

The Progression Of The Lesion
D2991 |Preparation of tooth surfaces and topical application of a scaffold to guide hydroxyapatite

regeneration. i i
D2999 |Unspecified Restorative Procedure, By Report X - X -

* These codes require preauthorization after a certain number of visits. Visits and limits are dependent on plan type and/or provider type.
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D3110 [Pulp Cap-Direct (Excluding Final Restoration) X - X -
D3120 [Pulp Cap-Indirect (Excluding Final Restoration) X - X -
D3220 [Therapeutic Pulpotomy (Excluding Final Restoration) X - X -
D3221 [Gross Pulpal Debridement Primary And Permanent Teeth X - X -
D3222 |Partial Pulpotomy For Apexogenesis - Permanent Tooth With Incomplete Root Development X i X i
D3230 |Pulpal Therapy (Resorbable Filling) - Anterior, Primary Tooth (Exclud X - X -
D3240 |Pulpal Therapy (Resorbable Filling) - Posterior, Primary Tooth (Exclu X - X -
D3310 |Anterior (Excluding Final Restoration) X - X -
D3320 |[Endodontic Therapy, Premolar Tooth (Excluding Final Restoration) X - X -
D3330 |Endodontic Therapy, Molar Tooth (Excluding Final Restoration) X - X -
D3331 [ Treatment Of Root Canal Obstruction; Non-Surgical Access X - X -
D3332 |Incomplete Endodontic Therapy; Inoperable Or Fractured Tooth X - X -
D3333 |Internal Root Repair Of Perforation Defects X - X -
D3346 |Retreatment-Anterior, By Report X - X -
D3347 |Retreatment Of Previous Root Canal Therapy-Premolar X - X -
D3348 |Retreatment-Molar, By Report X - X -
D3351 |Apexification/Recalcification- Initial Visit (Apical Closure/Calcific Repair Of Perforations, Root X i X i
Resorption, Etc.)
D3352 | Apexification/Recalcification Initial Visit (Apical Closure/Calcific Repair Of Perforations, Root
. - . X - X -
Resorption, Pulp Space Disinfection, Etc.)
D3353 [Apexification/Recalcification-Final Visit (Includes Completed Root Can X - X -
D3355 [Pulpal Regeneration- Initial Visit X - X -
D3356 [Pulpal Regeneration- Interim Medication Replacement X - X -
D3357 [Pulpal Regeneration- Completion Of Treatment X - X -
D3410 [Apicoectomy-Anterior X - X -
D3421 |Apicoectomy-Premolar (First Root) X - X -
D3425 [Apicoectomy - Molar (First Root) X - X -
D3426 [Apicoectomy - (Each Additional Root) X - X -
D3428 [Bone Graft In Conjunction With Periradicular Surgery- Per Tooth, Single Site X - X -
D3429 |Bone Graft In Conjunction With Periradicular Surgery- Each Additional Contiguous Tooth In The X i X i
Same Surgical Site
D3430 |Retrograde Filling-Per Root X - X -
D3431 |Biologic Materials To Aid In Soft And Osseous Tissue Regeneration In Conjunction With X i X i
Periradicular Surgery
D3432 |Guided Tissue Regeneration, Resorbable Barrier, Per Site, In Conjunction With Periradicular X i X i
Surgery

* These codes require preauthorization after a certain number of visits. Visits and limits are dependent on plan type and/or provider type.
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D3450 [Root Amputation-Per Root X - X -
D3460 [Endodontic Endosseous Implant X - X -
D3470 [Intentional Replantation (Including Necessary Splinting) X - X -
D3471 [Surgical Repair Of Root Resorption - Anterior X - X -
D3472 [Surgical Repair Of Root Resorption — Premolar X - X -
D3473 [Surgical Repair Of Root Resorption — Molar X - X -
D3501 |Surgical Exposure Of Root Surface Without Apicoectomy Or Repair Of Root Resorption — X i X i
Anterior
D3502 |Surgical Exposure Of Root Surface Without Apicoectomy Or Repair Of Root Resorption — X i X i
Premolar
D3503 |Surgical Exposure Of Root Surface Without Apicoectomy Or Repair Of Root Resorption — Molar X i X i
D3910 |Surgical Procedure For Isolation Of Tooth With Rubber Dam X - X -
D3911 |Intraorifice Barrier X - X -
D3920 [Hemisection (Including Any Root Removal), Not Including Root Canal The X - X -
D3921 [|Decoronation Or Submergence Of An Erupted Tooth X - X -
D3950 |Canal Preparation And Fitting Of Preformed Dowelor Post X - X -
D3999 [Unspecified Endodontic Procedure, By Report X - X -
D4210 |Gingivectomyor Gingivoplasty-Per Quadrant X - X -
D4211 |Gingivectomyor Gingivoplasty-Per Tooth X - X -
D4212 [Gingivectomy Or Gingivoplasty To Allow Access For Restorative Procedure, Per Tooth X - X -
D4230 |Anatomical Crown Exposure - Four Or More Contiguous Teeth Or Tooth Bounded Spaces Per X i X i
Quadrant
D4231 |Anatomical Crown Exposure - One To Three Teeth Or Tooth Bounded Spaces Per Quadrant X i X i
D4240 |Gingival Flap Procedure, Including Root Planing-Per Quadrant X - X -
D4241 |Gingival Flap Procedure, Including Root Planing - One To Three Teeth, Perqguadrant X - X -
D4245 |Apically Positioned Flap X - X -
D4249 |Crown Lengthening-Hard And Soft Tissue, By Report X - X -
D4260 |Osseous Surgery (Including Elevation Of A Full Thickness Flap And Closure)- Four Or More X i X i
Contiguous Teeth Or Tooth Bounded Spaces Per Quadrant
D4261 |Osseous Surgery (Including Elevation Of A Full Thickness Flap And Closure)- One To Three X i X i
Contiguous Teeth Or Tooth Bounded Spaces Per Quadrant
D4263 [Bone Replacement Graft - Retained Natural Tooth - First Site In Quadrant X - X -
D4264 [Bone Replacement Graft - Retained Natural Tooth - Each Additional Site In Quadrant X - X -
D4265 [Biologic Materials To Aid In Soft And Osseous Tissue Regeneration X - X -
D4266 [Guided Tissue Regeneration - Resorbable Barrier, Per Site, Per Tooth X - X -

* These codes require preauthorization after a certain number of visits. Visits and limits are dependent on plan type and/or provider type.
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D4267 [Guided Tissue Regeneration - Non-Resorbable Barrier, Per Site, Per Too X X -
D4268 |Surgical Revision Procedure Per Tooth X X -
D4270 |Pedicle Soft Tissue Graft Procedure X X -
D4273 |Autogenous Connective Tissue Graft Procedure (Including Donor And Recipient Surgical Sites) X X i
First Tooth, Implant, Or Edentulous Tooth Position In Graft
D4274 |Mesial/Distal Wedge Procedure, Single Tooth (When Not Performed In Conjunction With
) : X X -
Surgical Procedures In The Same Anatomical Area)
D4275 |Non-Autogenous Connective Tissue Graft (Including Recipient Site And Donor Material) First X X i
Tooth, Implant, Or Edentulous Tooth Position In Graft
D4276 |Combined Connective Tissue And Double Pedicle Graft X X -
D4277 |Free Soft Tissue Graft Procedure (Including Recipient And Donor Surgical Sites) First Tooth, X X i
Implant, Or Edentulous Tooth Position In Graft
D4278 |Free Soft Tissue Graft Procedure (Including Recipient And Donor Surgical Sites), Each X X i
Additional Contiguous Tooth, Implant Or Edentulous Tooth Position In Same Graft Site
D4283 |Autogenous Connective Tissue Graft Procedure (Including Donor And Recipient Surgical Sites)-
Each Additional Contiguous Tooth, Implant Or Edentulous Tooth Position In Same Gra X X -
D4285 |Non-Autogenous Connective Tissue Graft Procedure (Including Recipient Surgical Site And
Donor Material)- Each Additional Contiguous Tooth, Implant Or Edentulous Tooth Position X X -
D4286 |[Removal of non-resorbable barrier X X -
D4320 |Provisional Splinting-Intracoronal X X -
D4321 [Provisional Splinting-Extracoronal X X -
D4322 [Splint - Intra-Coronal; Natural Teeth Or Prosthetic Crowns X X -
D4323 [Splint - Extra-Coronal; Natural Teeth Or Prosthetic Crowns X X -
D4341 [Periodontal Scaling And Root Planing-Per Quadrant X X -
D4342 [Periodontal Scaling And Root Planing - One To Three Teeth, Per Quadrant X X -
D4346 |Scaling In Presence Of Generalized Moderate Or Severe Gingival Inflammation- Full Mouth, X X i
After Oral Evaluation
D4355 |Full Mouth Debridement To Enable Comprehensive Oral Evaluation And Diagnosis On A X X X
Subsequent Visit
D4381 |Localized Delivery Of Antimicrobial Agents Via A Controlled Release Vehicle Into Diseased X X i
Crevicular Tissue, Per Tooth
D4910 |Periodontal Maintenance Procedures (Following Active Therapy) X X -
D4920 |Unscheduled Dressing Change (By Someone Other Than Treating Dentist) X X -
D4921 |Gingival Irrigation- Per Quadrant X X -
D4999 |Unspecified Periodontal Procedure, By Report X X -

* These codes require preauthorization after a certain number of visits. Visits and limits are dependent on plan type and/or provider type.
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D5110 [Complete Upper X - X -

D5120 [Complete Lower X - X -

D5130 [Immediate Upper X - X -

D5140 |Immediate Lower X - X -

D5211 |Maxillary Partial Denture - Resin Base (Including Retentive/Clasping Materilas, Rest, And Teeth) X i X i

D5212 |Mandibular Partial Denture - Resin Base (Including Retentive/Clasping Materials, Rest, And X i X i
Teeth)

D5213 [Upper Partial-Cast Metal Base With Resin Saddles (Including Any Conven X - X -

D5214 [Lower Partial-Cast Metal Base With Resin Saddles (Including Any Conven X - X -

D5221 [Immediate Maxillary Partial Denture- Resin Base (Including Any Conventional Clasps, Rests And X i X i
Teeth)

D5222 |Immediate Mandibular Partial Denture- Resin Base (Including Any Conventional Clasps, Rests X i X i
And Teeth)

D5223 |[Immediate Maxillary Partial Denture- Cast Metal Framework With Resin Denture Bases X i X i
(Including Any Conventional Clasps, Rests And Teeth

D5224 |Immediate Mandibular Partial Denture- Cast Metal Framework With Resin Denture Bases X i X i
(Including Any Conventional Clasps, Rests And Teeth

D5225 [Maxillary Part Denture Flex X - X -

D5226 |Mandibular Part Denture Flex X - X -

D5227 |[Immediate Maxillary Partial Denture - Flexible Base (Including Any Clasps, Rests And Teeth) X i X i

D5228 |Immediate Mandibular Partial Denture - Flexible Base (Including Any Clasps, Rests And Teeth) X i X i

D5282 |Removable Unilateral Partial Denture-One Piece Cast Metal (Including Clasps And Teeth), X i X i
Maxillary

D5283 |Removable Unilateral Partial Denture-One Piece Cast Metal (Including Clasps And Teeth), X i X i
Mandibular

D5284 |Removable Unilateral Partial Denture-One Piece Flexible Base (Including Clasps And Teeth) — X i X i
Per Quadrant

D5286 |Removable Unilateral Partial Denture-One Piece Resin (Including Clasps And Teeth) — Per X i X i
Quadrant

D5410 |Adjust Complete Denture-Upper X - X -

D5411 |Adjust Complete Denture-Lower X - X -

D5421 |Adjust Partial Denture-Upper X - X -

D5422 |Adjust Partial Denture-Lower X - X -

D5511 |Repair Broken Complete Denture Base, Mandibular X - X -

* These codes require preauthorization after a certain number of visits. Visits and limits are dependent on plan type and/or provider type.
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D5512 [Repair Broken Complete Denture Base, Maxillary

D5520 [Replace Missingor Broken Teeth-Complete Denture (Each Tooth)
D5611 [Repair Resin Partial Denture Base, Mandibular

D5612 [Repair Resin Partial Denture Base, Maxillary

D5621 [Repair Cast Partial Framework, Mandibular

D5622 [Repair Cast Partial Framework, Maxillary

D5630 [Repair Or Replace Broken Retentive/Clasping Materials Per Tooth
D5640 [Replace Broken Teeth-Per Tooth

D5650 [Add Tooth To Existing Partial Denture

D5660 [Add Clasp To Existing Partial Denture- Per Tooth

D5670 [Replace All Teeth And Acrylic On Cast Metal Framework (Maxillary)
D5671 [Replace All Teeth And Acrylic On Cast Metal Framework (Mandibular)
D5710 [Rebase Complete Upper Denture

D5711 [Rebase Complete Lower Denture

D5720 [Rebase Upper Partial Denture

D5721 |[Rebase Lower Partial Denture

D5725 [Rebase Hybrid Prosthesis

D5730 |Reline Upper Complete Denture (Chairside)

D5731 [Reline Lower Complete Denture (Chairside)

D5740 |Reline Upper Partial Denture (Chairside)

D5741 |Reline Lower Partial Denture (Chairside)

D5750 |Reline Upper Complete Denture (Laboratory)

D5751 [Reline Lower Complete Denture (Laboratory)

D5760 |Reline Upper Partial Denture (Laboratory)

D5761 |Reline Lower Partial Denture (Laboratory)

D5765 |Soft Liner For Complete Or Partial Removable Denture - Indirect
D5810 [Interim Complete Denture (Upper)

D5811 |Interim Complete Denture (Lower)

D5820 |Interim Partial Denture (Upper)

D5821 |Interim Partial Denture (Lower)

D5850 | Tissue Conditioning, Upper-Per Denture Unit

D5851 |Tissue Conditioning, Lower-Per Denture Unit

D5862 |Precision Attachment, By Report

D5863 |Overdenture- Complete Maxillary

D5864 |Overdenture- Partial Maxillary

D5865 |Overdenture- Complete Mandibular

D5866 |Overdenture- Partial Mandibular
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D5867

Replacement Of Replaceable Part Of Semi-Precision/Attachment (M/F Component)

D5875

Modification Of Removable Prosthesis Following Implant Surgery

D5876

Add Metal Substructure To Acrylic Full Denture (Per Arch)

D5899

Unspecified Removable Prosthodontic Procedure, By Report

D5911

Facial Moulage (Sectional)

D5912

Facial Moulage (Complete)

D5913

Nasal Prosthesis

D5914

Auricular Prosthesis

D5915

Orbital Prosthesis

D5916

Ocular Prosthesis

D5919

Facial Prosthesis

D5922

Nasal Septal Prosthesis

D5923

Ocular Prosthesis, Interim

D5924

Cranial Prosthesis

D5925

Facial Augmentation Implant Prosthesis

D5926

Nasal Prosthesis, Replacement

D5927

Auricular Prosthesis, Replacement

D5928

Orbital Prosthesis, Replacement

D5929

Facial Prosthesis, Replacement

D5931

Obturator Prosthesis, Surgical

D5932

Obturator Prosthesis, Definitive

D5933

Obturator Prosthesis, Modification

D5934

Mandibular Resection Prosthesis With Guide Flange

D5935

Mandibular Resection Prosthesis Without Guide Flange

D5936

Obturator/Prosthesis, Interim

D5937

Trismus Appliance (Not For Tm Treatment)

D5951

Feeding Aid

D5952

Speech Aid Prosthesis, Pediatric

D5953

Speech Aid Prosthesis, Adult

D5954

Palatal Augmentation Prosthesis

D5955

Palatal Lift Prosthesis, Definitive

D5958

Palatal Lift Prosthesis, Interim

D5959

Palatal Lift Prosthesis, Modification

D5960

Speech Aid Prosthesis, Modification

D5982

Surgical Stent

D5983

Radiation Carrier

D5984

Radiation Shield
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D5985 |Radiation Cone Locator

D5986 |Fluoride Gel Carrier

D5987 [Commissure Splint

D5988 [Surgical Splint

D5991 [Vesiculobullous Disease Medicament Carrier

D5992 [Adjust Max Prost Appliance

D5993 |[Main/Clean Max Prosthesis

D5995 [Periodontal Medicament Carrier With Peripheral Seal — Laboratory Processed — Maxillary
D5996 |Periodontal Medicament Carrier With Peripheral Seal — Laboratory Processed — Mandibular

D5999 |Unspecified Maxillofacial Prosthesis, By Report

D6010 |Surgical Placement Of Implant Body: Endosteal Implant. See Also 21248

D6011 [Second Stage Implant Surgery

D6012 [Surgical Placement Of Interim Implant Body For Transitional Prosthesis: Endosteal Implant

D6013 [Surgical Placement Of Mini Implant

D6040 [Subperiosteal Implant

D6050 | Transosseous Implant

D6051 |Includes Placement And Removal. A Healing Cap Is Not An Interim Abutment

D6055 |Implant Connecting Bar

D6056 |Prefabricated Abutment- Includes Modification And Placement

D6057 |Custom Fabricated Abutment- Includes Placement

D6058 |Abutment Supported Porcelain/Ceramic Crown

D6059 |Abutment Supported Porcelain Fused To Metal Crown (High Noble Metal)

D6060 |Abutment Supported Porcelain Fused To Metal Crown (Predominantly Base Metal)
D6061 |Abutment Supported Porcelain Fused To Metal Crown (Noble Metal)

D6062 |Abutment Supported Cast Metal Crown (High Noble Metal)

D6063 |Abutment Supported Cast Metal Crown (Predominantly Base Metal)

D6064 |Abutment Supported Cast Metal Crown (Noble Metal)

D6065 |Implant Supported Porcelain/Ceramic Crown

D6066 |Implant Supported Porcelain Fused To Metal Crown (Titanium/Alloy High Noble Metal)
D6067 |Implant Supported Metal Crown (Titanium/Alloy High Noble Metal)

D6068 |Abutment Supported Retainer For Porcelain/Ceramic Fpd

D6069 |Abutment Supported Retainer For Porcelain Fused To Metal Fpd (High Noble Metal)
D6070 |Abutment Supported Retainer For Porcelain Fused To Metal Fpd (Predominately Base Metal)

XXX XX XX XXX XX X XXX XXX XXX X
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D6071 [Abutment Supported Retainer For Porcelain Fused To Metal Fpd (Noble Metal)
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D6072 [Abutment Supported Retainer For Cast Metal Fpd (High Noble Metal) X - X -
D6073 [Abutment Supported Retainer For Cast Metal Fpd (Predominately Base Metal) X - X -
D6074 [Abutment Supported Retainer For Cast Metal Fpd (Noble Metal) X - X -
D6075 [Implant Supported Retainer For Ceramic Fpd X - X -
D6076 |Implant Supported Retainer For Porcelain Fused To Metal Fpd (Titanium/Alloy Or High Noble X i X i
Metal)
D6077 |Implant Supported Retainer For Cast Metal Fpd (Titanium/Alloy Or High Noble Metal) X - X -
D6080 [Implant Maintenance Procedures, When Prostheses Are Removed And Reinserted, Including X i X i
Cleansing Of Prostheses And Abutments
D6081 |Scaling And Debridement In The Presence Of Inflammation Of Mucositis Of A Single Implant, X i X i
Including Cleaning Of The Implant Surfaces, Without Flap Entry And Closure
D6082 |Implant Supported Crown-Porcelain Fused To Predominantly Base Alloys X - X -
D6083 |Implant Supported Crown-Porcelain Fused To Noble Alloys X - X -
D6084 |Implant Supported Crown-Porcelain Fused To Titanium And Titanium Alloys X - X -
D6085 |Provisional Implant Crown X - X -
D6086 |Implant Supported Crown-Predominantly Base Alloys X - X -
D6087 |Implant Supported Crown-Noble Alloys X - X -
D6088 [Implant Supported Crown-Titanium And Titanium Alloys X - X -
D6089 [Accessing and retorquing loose implant screw - per screw X - X -
D6090 [Repair Implant, By Report X - X -
D6091 |Replacement Of Semi-Precision Or Precision Attachment (Male Or Female Component) Of
. X - X -
Implant/Abutment Supported Prosthesi
D6092 [Re-Cement Or Re-Bond Implant/Abutment Supported Crown X - X -
D6093 [Re-Cement Or Re-Bond Implant/Abutment Supported Fixed Partial Denture X - X -
D6094 |Abut Support Crown Titanium X - X -
D6095 [Repair Implant Abutment, By Report. See Also Code 21299 X - X -
D6096 |Remove Broken Implant Retaining Screw X - X -
D6097 |Abutment Supported Crown-Porcelain Fused To Titanium And Titanium Alloys X - X -
D6098 |Implant Supported Retainer-Porcelain Fused To Predominantly Base Alloys X - X -
D6099 |Implant Supported Retainer For Fpd-Porcelain Fused To Noble Alloys X - X -
D6100 |Implant Removal, By Report X - X -
D6101 |Debridement Of A Peri-Implant Defect Or Defects Surrounding A Single Implant, And Surface X i X i
Cleaning Of The Exposed Implant Surfaces, Including Flap Entry And Closure
D6102 |Debridement And Osseous Contouring Of A Peri-Implant Defect- Or Defects Surrounding A i X i
Single Implant And Includes Surface Cleaning Of The Exposed Implant Surfaces
D6103 [Bone Graft For Repair Of Peri-Implant Defect- Does Not Include Flap Entry And Closure. X - X -

* These codes require preauthorization after a certain number of visits. Visits and limits are dependent on plan type and/or provider type.
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D6104 |Placement Of A Barrier Membrane, Or Biologic Materials To Aid In Osseous Regeneration Are
Reported Separately

D6105 |Removal of implant body not requiring bone removal nor flap elevation

D6106 |Guided tissue regeneration - resorbable barrier, per implant

D6107 |Guided tissue regeneration - non-resorbable barrier, per implant

D6110 |Implant/Abutment Supported Removable Denture For Edentulous Arch-Maxillary

D6111 |Implant/ Abutment Supported Removable Denture For Edentulous Arch- Mandibular

D6112 |Implant/ Abutment Supported Removable Denture For Partially Edentulous Arch- Maxillary
D6113 [Implant/ Abutment Supported Removable Denture For Partially Edentulous Arch- Mandibular

D6114 [Implant/ Abutment Supported Fixed Denture For Edentulous Arch- Maxillary

D6115 [Implant/ Abutment Supported Fixed Denture For Edentulous Arch- Mandibular

D6116 [Implant/ Abutment Supported Fixed Denture For Partially Edentulous Arch- Maxillary
D6117 [Implant/ Abutment Supported Fixed Denture For Partially Edentulous Arch- Mandibular
D6118 [Implant/Abutment Supported Interim Fixed Denture For Edentulous Arch ¢ Mandibular
D6119 [Implant/Abutment Supported Interim Fixed Denture For Edentulous Arch ¢ Maxillary
D6120 [Implant Supported Retainer -Porcelain Fused To Titanium And Titanium Alloys

D6121 |Implant Supported Retainer For Metal Fpd -Predominantly Base Alloys

D6122 [Implant Supported Retainer For Metal Fpd -Noble Alloys

D6123 [Implant Supported Retainer For Metal Fpd -Titanium And Titanium Alloys

D6190 |Radio/Surgical Implant Index

D6191 [Semi-Precision Abutment — Placement

D6192 [|Semi-Precision Attachment — Placement

D6194 [Abut Support Retainer Titani

D6195 |Abutment Supported Retainer-Porcelain Fused To Titanium And Titanium Alloys
D6197 |Replacement of restorative material used to close an access opening of a screw-retained implant
supported prosthesis, per implant

D6198 [Remove Interim Implant Component

D6199 [Unspecified Implant Procedure, By Report

D6205 [Pontic-Indirect Resin Based

D6210 [Pontic-Cast High Noble Metal

D6211 [Pontic-Cast Predominantly Base Metal

D6212 [Pontic-Cast Noble Metal

D6214 [Pontic Titanium

D6240 [Pontic-Porcelain Fused To High Noble Metal

D6241 [Pontic-Porcelain Fused To Predominantly Base Metal

D6242 |Pontic-Porcelain Fused To Noble Metal

* These codes require preauthorization after a certain number of visits. Visits and limits are dependent on plan type and/or provider type.
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D6243 [Pontic-Porcelain Fused To Titanium And Titanium Alloys

D6245 [Pontic - Porcelain/Ceramic

D6250 [Pontic-Resin With High Noble Metal

D6251 [Pontic-Resin With Predominantly Base Metal

D6252 |Pontic-Resin With Noble Metal

D6253 |Provisional Pontic- Further Treatment Or Completion Of Diagnosis Necessary Prior To Final
Impression

D6545 |Retainer-Cast Metal For Acid Etched Fixed Prosthesis

D6548 |Retainer - Porcelain/Ceramic For Resin Bonded Fixed Prosthesis
D6549 |Resin Retainer- For Resin Bonded Fixed Prosthesis

D6600 |Retainer Inlay-Porcelain/Ceramic, Two Surfaces

D6601 |Retainer Inlay - Porcelain/Ceramic, Three Or More Surfaces
D6602 |Retainer Inlay - Cast High Noble Metal, Two Surfaces

D6603 |Retainer Inlay - Cast High Noble Metal, Three Or More Surfaces
D6604 |Retainer Inlay - Cast Predominantly Base Metal, Two Surfaces
D6605 |Retainer Inlay - Cast Predominantly Base Metal, Three Or More Surfaces
D6606 |Retainer Inlay - Cast Noble Metal, Two Surfaces

D6607 |Retainer Inlay - Cast Noble Metal, Three Or More Surfaces
D6608 [Retainer Onlay - Porcelain/Ceramic, Two Surfaces

D6609 |Retainer Onlay - Porcelain/Ceramic, Three Or More Surfaces
D6610 |Retainer Onlay - Cast High Noble Metal, Two Surfaces

D6611 |Retainer Onlay - Cast High Noble Metal, Three Or More Surfaces
D6612 |Retainer Onlay - Cast Predominantly Base Metal, Two Surfaces
D6613 [Retainer Onlay - Cast Predominantly Base Metal, Three Or More Surfaces
D6614 [Retainer Onlay - Cast Noble Metal, Two Surfaces

D6615 [Retainer Onlay - Cast Noble Metal, Three Or More Surfaces
D6624 |Retainer Inlay Titanium

D6634 [Retainer Onlay Titanium

D6710 [Retainer Crown-Indirect Resin Based Composite

D6720 [Retainer Crown-Resin With High Noble Metal

D6721 [Retainer Crown-Resin With Predominantly Base Metal

D6722 [Retainer Crown-Resin With Noble Metal

D6740 [Retainer Crown - Porcelain/Ceramic

D6750 [Retainer Crown-Porcelain Fused To High Noble Metal

D6751 [Retainer Crown-Porcelain Fused To Predominantly Base Metal
D6752 |Retainer Crown-Porcelain Fused To Noble Metal

D6753 [Retainer Crown-Porcelain Fused To Titanium And Titanium Alloys
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D6780 [Retainer Crown-3/4 Cast High Noble Metal

D6781 [Retainer Crown - 3/4 Cast Predominately Based Metal

D6782 |Retainer Crown - 3/4 Cast Noble Metal

D6783 |Retainer Crown - 3/4 Porcelain/Ceramic

D6784 [Retainer Crown 3/4-Titanium And Titanium Alloys

D6790 [Retainer Crown-Full Cast High Noble Metal

D6791 [Retainer Crown-Full Cast Predominantly Base Metal

D6792 |Retainer Crown-Full Cast Noble Metal

D6793 |Provisional Retainer Crown- Further Treatment Or Completion Of Diagnosis Necessary Prior To
Final Impression

D6794 |Retainer Crown Titanium

D6920 [Connector Bar

D6930 |Re-Cement Or Re-Bond Fixed Partial Denture

D6940 |Stress Breaker

D6950 |Precision Attachment

D6980 |Fixed Partial Denture Repair, Necessitated By Restorative Material Failure
D6985 |Pediatric Partial Denture, Fixed

D6999 [Unspecified Fixed Prosthodontic Procedure, By Report

D7111 [Extraction, Coronal Remnants - Primary Tooth

D7140 [Extraction, Erupted Tooth Or Exposed Root (Elevation And/Or Forceps Removal)
D7210 |Extraction, Erupted Tooth Requiring Removal Of Bone And/Or Sectioning Of Tooth, And
Including Elevation Of Mucoperiopsteal Flap If Indicated.

D7220 |Removal Of Impacted Tooth-Soft Tissue

D7230 |[Removal Of Impacted Tooth-Partially Bony

D7240 |Removal Of Impacted Tooth-Completely Bony

D7241 |[Removal Of Impacted Tooth-Completely Bony, With Unusual Surgical Compl
D7250 |[Removal Of Residual Tooth Roots (Cutting Procedure)

D7251 [Coronectomy

D7260 [Oral Antral Fistula Closure

D7261 |Primary Closure Of A Sinus Perforation

D7270 | Tooth Re-Implantation And/Or Stabilization Of Accidentally Evulsedor D
D7272 |Tooth Transplantation

D7280 |Exposure Of An Unerupted Tooth

D7282 [Mobilization Of Erupted Or Malpositioned Tooth To Aid Eruption

D7283 |Place Device Impacted Tooth

D7284 |Excisional biopsy of minor salivary glands

D7285 |Incisional Biopsy Of Oral Tissue-Hard (Bone, Tooth)

* These codes require preauthorization after a certain number of visits. Visits and limits are dependent on plan type and/or provider type.
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D7286 [Incisional Biopsy Of Oral Tissue-Soft

D7287 [Cytology Sample Collection

D7288 [Brush Biopsy

D7290 [Surgical Repositioning Of Teeth

D7291 [Transseptal Fiberotomy

D7292 |Placement Of Temporary Anchorage Device (Screw Retained Plate) Requiring Flap; Includes
Device Removal

D7293 |Placement Of Temporary Anchorage Device Requiring Flap; Includes Device Removal
D7294 |Placement Of Temporary Anchorage Device Without Flap; Includes Device Removal
D7295 |Bone Harvest,Auto Graft Proc

D7296 |Corticotomy ¢, One To Three Teeth Or Tooth Spaces, Per Quadrant

D7297 |Corticotomy ¢, Four Or More Teeth Or Tooth Spaces, Per Quadrant

D7298 |Removal Of Temporary Anchorage Device (Screw Retained Plate), Requiring Flap
D7299 |[Removal Of Temporary Anchorage Device, Requiring Flap

D7300 |Removal Of Temporary Anchorage Device Without Flap

D7310 |Alveoloplasty In Conjunction With Extractions - Per Quadrant

D7311 |Alveoloplasty W/Extract 1-3

D7320 |Alveoloplasty Not In Conjunction With Extractions - Per Quadrant

D7321 |Alveoloplasty Not W/Extracts

D7340 |Vestibuloplasty-Ridge Extension (Second Epithelialization)

D7350 |Vestibuloplasty-Ridge Extension (Including Soft Tissue Grafts, Muscle

D7410 [Radical Excision-Lesion Diameter Up To 1.25 Cm

D7411 |Excision Of Benign Lesion Greater Than 1.25 Cm

D7412 |Excision Of Benign Lesion, Complicated

D7413 [Excision Of Malignant Lesion Up To 1.25 Cm

D7414 |Excision Of Malignant Lesion Greater Than 1.25 Cm

D7415 |Excision Of Malignant Lesion, Complicated

D7440 |Excision Of Malignant Tumor-Lesion Diameter Up To 1.25 Cm

D7441 |Excision Of Malignant Tumor-Lesion Diameter Greater Than 1.25 Cm

D7450 [Removal Of Odontogenic Cystor Tumor-Lesion Diameter Up TO 1.25 Cm

D7451 [Removal Of Odontogenic Cystor Tumor-Lesion Diameter Greater Than 1.25
D7460 [Removal Of Nonodontogenic Cystor Tumor-Lesion Diameter Up To 1.25 Cm
D7461 [Removal Of Nonodontogenic Cystor Tumor-Lesion Diameter Greater Than 1.
D7465 [Destruction Of Lesion(S) By Physicalor Chemical Methods, By Report

D7471 [Removal Of Exostosis - Per Site

D7472 [Removal Of Torus Palatinus

D7473 |Removal Of Torus Mandibularis

* These codes require preauthorization after a certain number of visits. Visits and limits are dependent on plan type and/or provider type.
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D7485 [Reduction Of Osseous Tuberosity

D7490 |Radical Resection Of Mandible With Bone Graft

D7509 [Marsupialization of odontogenic cyst

D7510 [Incision And Drainage Of Abscess-Intraoral Soft Tissue

D7511 [Incision/Drain Abscess Intra

D7520 [Incision And Drainage Of Abscess-Extraoral Soft Tissue

D7521 |Incision/Drain Abscess Extra

D7530 [Removal Of Foreign Body, Skin,Or Subcutaneous Areolar Tissue
D7540 [Removal Of Reaction-Producing Foreign Bodies-Musculoskeletal System
D7550 [Sequestrectomy For Osteomyelitis

D7560 [Maxillary Sinusotomy For Removal Of Tooth Fragmentor Foreign Body
D7610 [Maxilla-Open Reduction (Teeth Immobilized If Present)

D7620 [Maxilla-Closed Reduction (Teeth Immobilized If Present)

D7630 [Mandible-Open Reduction (Teeth Immobilized If Present)

D7640 [Mandible-Closed Reduction (Teeth Immobilized If Present)

D7650 [Malar And/Or Zygomatic Arch-Open Reduction

D7660 [Malar And/Or Zygomatic Arch-Closed Reduction

D7670 |Alveolus-Stabilization Of Teeth, Open Reduction Splinting

D7671 |Alveolus - Open Reduction, May Include Stabilization Of Teeth

D7680 |Facial Bones-Complicated Reduction With Fixation And Mul- Tiple Surgic
D7710 [Maxilla-Open Reduction

D7720 [Maxilla-Closed Reduction

D7730 |[Mandible-Open Reduction

D7740 |[Mandible-Closed Reduction

D7750 [Malar And/Or Zygomatic Arch-Open Reduction

D7760 [Malar And/Or Zygomatic Arch-Closed Reduction

D7770 |Alveolus-Stabilization Of Teeth, Open Reduction Splinting

D7771 |Alveolus, Closed Reduction Stabilization Of Teeth

D7780 |Facial Bones - Complicated Reduction With Fixation And Multiple Approaches
D7810 |Open Reduction Of Dislocation

D7820 |Closed Reduction Of Dislocation

D7830 [Manipulation Under Anesthesia

D7840 |Condylectomy

D7850 |Surgical Discectomy; With/Without Implant

D7852 |Disc Repair

D7854 [Synovectomy

D7856 [Myotomy

* These codes require preauthorization after a certain number of visits. Visits and limits are dependent on plan type and/or provider type.
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D7858 |Joint Reconstruction X - X -
D7860 |Arthrotomy X - X -
D7865 [Arthroplasty X - X -
D7870 |Arthrocentesis X - X -
D7871 [Non-Arthroscopic Lysis And Lavage X - X -
D7872 |Arthroscopy-Diagnosis, Withor Without Biopsy X - X -
D7873 |Arthroscopy: Lavage And Lysis Of Adhesions X - X -
D7874 |Arthroscopy: Disc Repositioning And Stabilizationo X - X -
D7875 |Arthroscopy: Synovectomy X - X -
D7876 |Arthroscopy: Discectomy X - X -
D7877 |Arthroscopy: Debridement X - X -
D7880 [Occlusal Orthotic Appliance X - X -
D7881 [Oclussal Orthotic Device Adjustment X - X -
D7899 [Unspecified Tmd Therapy, By Report X - X -
D7910 [Suture Of Recent Small Wounds Up To 5 Cm X - X -
D7911 [Complicated Suture-Up To 5 Cm X - X -
D7912 [Complicated Suture-Greater Than 5 Cm X - X -
D7920 |Skin Grafts (Identify Defect Covered, Location, And Type Of Graft) X - X -
D7921 |Collection And Application Of Autologous Blood Concentrate Product X - X -
D7922 |Placement Of Intra-Socket Biological Dressing To Aid In Hemostasis Or Clot Stabilization, Per X i X i

Site
D7939 |A guide is stabilized to the teeth and/or the bone to allow for virtual guidance of osteotomy. X i X i
D7940 |Osteoplasty-For Orthognathic Deformities X - X -
D7941 |Osteotomy-Ramus, Closed X - X -
D7943 |Osteotomy-Ramus, Open With Bone Graft X - X -
D7944 |Osteotomy-Segmentedor Subapical-Per Sextantor Quadrant X - X -
D7945 |Osteotomy-Body Of Mandible X - X -
D7946 |Lefort | (Maxilla-Total) X - X -
D7947 |Lefort | (Maxilla-Segmented) X - X -
D7948 |Lefort lior Lefort lii (Osteoplasty Of Facial Bones For Midface Hypopl X - X -
D7949 [Lefort lior Lefort lii-With Bone Graft X - X -
D7950 |Osseous, Osteoperiosteal, Periosteal, Or Cartilage Graft Of The Mandibl X - X -
D7951 |Sinus Augmentation With Bone Or Bone Substitutes Via A Lateral Open Approach X - X -
D7952 | The Augmentation Of The Sinus To Increase Alveolar Height By Vertical Access Through The

Ridge Crest By Raising The Floor Of The Sinus And Grafting As Necessary. This Include X - X -

* These codes require preauthorization after a certain number of visits. Visits and limits are dependent on plan type and/or provider type.
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D7953 [Bone Replacement Graft

D7955 [Repair Of Maxillofacial Soft And Hard Tissue Defects

D7956 [|Guided tissue regeneration, edentulous area - resorbable barrier, per site
D7957 [Guided tissue regeneration, edentulous area - non-resorbable barrier, per site
D7961 [Buccal / Labial Frenectomy (Frenulectomy)

D7962 [Lingual Frenectomy (Frenulectomy)

D7963 [Frenuloplasty

D7970 [Excision Of Hyperplastic Tissue-Per Arch

D7971 [Excision Of Pericoronal Gingiva

D7972 [Surgical Reduction Of Fibrous Tuberosity

D7979 [Non Surgical Sialolithotomy

D7980 [Surgical Sialolithotomy

D7981 [Excision Of Salivary Gland

D7982 [Sialodochoplasty

D7983 [Closure Of Salivary Fistula

D7990 [Emergency Tracheotomy

D7991 [Coronoidectomy

D7993 |Surgical Placement Of Craniofacial Implant — Extra Oral

D7994 [Surgical Placement: Zygomatic Implant

D7995 |Synthetic Graft - Mandible Or Facial Bones, By Report. See Also 21299
D7996 |Implant - Mandible For Augmentation Purposes See Also Code 21299
D7997 |Appliance Removal (Not By Dentist Who Placed Appliance) Incl Removal Of Archbar
D7998 |Intraoral Placement Of A Fixation Device Not In Conjunction With A Fracture
D7999 |Unspecified Oral Surgery Procedure, By Report

D8010 |Limited Orthodontic Treatment Of The Primary Dentition

D8020 |Limited Orthodontic Treatment Of The Transitional Dentition

D8030 |Limited Orthodontic Treatment Of The Adolescent Dentition

D8040 |Limited Orthodontic Treatment Of The Adult Dentition

D8050 |Interceptive Orthodontic Treatment Of The Primary Dentition

D8060 |Interceptive Orthodontic Treatment Of The Transitional Dentition

D8070 |Comprehensive Orthodontic Treatment Of The Transitional Dentition

D8080 |Comprehensive Orthodontic Treatment Of The Adolescent Dentition

D8090 |Comprehensive Orthodontic Treatment Of The Adult Dentition

D8210 |Removable Appliance Therapy

D8220 |Fixed Appliance Therapy

D8660 |Pre-Orthodintic Treatment Examination To Monitor Growth And Development
D8670 |Periodic Orthodontic Treatment Visit (As Part Of Contract)

* These codes require preauthorization after a certain number of visits. Visits and limits are dependent on plan type and/or provider type.
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D8680 [Orthodontic Retention (Removal Of Appliances, Construction And Placem

D8681 [Removable Orthodontic Retainer Adjustment

D8690 [Orthodontic Treatment (Alternative Billing To A Contract Fee)

D8695 |[Removal Of Fixed Orthodontic Appliances For Reasons Other Than Completion Of Treatment

D8696 |Repair Of Orthodontic Appliance-Maxillary

D8697 |Repair Of Orthodontic Appliance-Mandibular

D8698 |[Re-Cement Or Re-Bond Fixed Retainer-Maxillary

D8699 |Re-Cement Or Re-Bond Fixed Retainer-Mandibular

D8701 |Repair Of Fixed Retainer, Includes Reattachment-Maxillary

D8702 |Repair Of Fixed Retainer, Includes Reattachment-Mandibular

D8703 |Replacement Of Lost Or Broken Retainer-Maxillary

D8704 |Replacement Of Lost Or Broken Retainer-Mandibular

D8999 |Unspecified Orthodontic Procedure, By Report

D9110 |Palliative (Emergency) Treatment Of Dental Pain-Minor Procedures
D9120 |Fixed Partial Denture Sectioning

D9130 |Temporomandibular Joint Dysfunction-Non-Invasive Physical Therapies
D9210 [Local Anesthesia NOT In Conjunction With Operativeor Surgical Procedu
D9211 [Regional Block Anesthesia

D9212 |Trigeminal Division Block Anesthesia

D9215 [Lcl Ansthsa W Oprtv Or Srgcl Prcdrs

D9219 [Evaluation For Moderate Sedation, Deep Sedation Or General Anesthesia
D9222 [Deep Sedation/General Anesthesia ¢, First 15 Minutes

D9223 [Deep Sedation/General Anesthesia-Each Subsequent 15 Minute Increment
D9230 [Inhltn Ntrs Oxd/Anlgsa, Anxlyss

D9239 [Intravenous Moderate (Conscious) Sedation/Analgesia ¢, First 15 Minutes
D9243 |Intravenous Moderate (Conscious) Sedation/Analgesia-Each Subsequent 15 Minute Increment

D9248 |Non-Intravenous Conscious Sedation

D9310 |Consultation (Diagnostic Service Provided By Dentistor Physician Other
D9311 |Consultation With A Medical Health Care Professional

D9410 |House Call

D9420 [Hsptl Or Asc Call

D9430 |Office Visit For Observation (During Regularly Scheduled Hours) No Oth
D9440 |Office Visit-After Regularly Scheduled Hours

D9450 |Case Presentation, Detailed And Extensive Treatment Planning

D9610 | Therapeutic Drug Injection, By Report

KPP X XXX XXX XXX XXX XX ) X XXX
DI XXX X X XXX XXX XXX P X IZ | X XXX

* These codes require preauthorization after a certain number of visits. Visits and limits are dependent on plan type and/or provider type.
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D9612 [Therapeutic Parenteral Drugs, Two Or More Administrations, Different Medications X - X -
D9613 [Infiltration Of Sustained Release Therapeutic Drug-Single Or Multiple Sites X - X -
D9630 [Drugs Or Medicaments Dispensed In The Office For Home Use X - X -
D9910 [Application Of Desensitizing Medicaments X - X -
D9911 [Application Of Desensitizing Resin For Cervical And/Or Root Surface Per Tooth X - X -
D9912 [Pre-Visit Patient Screening X - X -
D9920 [Behavior Management, By Report X - X -
D9930 [Treatment Of Complications (Postsurgical) - Unusual Circumstances, By X - X -
D9932 [Cleaning And Inspection Of Removable Complete Denture, Maxillary X - X -
D9933 [Cleaning And Inspection Of Removable Complete Denture, Mandibular X - X -
D9934 [Cleaning And Inspection Of Removable Partial Denture, Maxillary X - X -
D9935 [Cleaning And Inspection Of Removable Partial Denture, Mandibular X - X -
D9938 [Fabrication of a custom removable clear plastic temporary aesthetic appliance X - X -
D9939 [Placement of a custom removable clear plastic temporary aesthetic appliance X - X -
D9941 [Fabrication Of Athletic Mouthguards X - X -
D9942 [Repair/Reline Occlusal Guard X - X -
D9943 [Occlusal Guard Adjustment X - X -
D9944 |Occlusal Guard-Hard Appliance, Full Arch X - X -
D9945 |Occlusal Guard-Soft Appliance, Full Arch X - X -
D9946 |Occlusal Guard-Hard Appliance, Partial Arch X - X -
D9947 |Custom Sleep Apnea Appliance Fabrication And Placement X - X -
D9948 |Adjustment Of Custom Sleep Apnea Appliance X - X -
D9949 [Repair Of Custom Sleep Apnea Appliance X - X -
D9950 |Occlusion Analysis-Mounted Case X - X -
D9951 [Occlusal Adjustment-Limited X - X -
D9952 |Occlusal Adjustment-Complete X - X -
D9953 |reline custom sleep apnea appliance (indirect) X - X -
D9954 |Device for use immediately after removing a mandibular advancement device to aid in relieving X i X i

muscle/jaw pain and occlusal changes.
D9955 |Post-delivery visit for titration of a mandibular advancement device and to subsequently evaluate

the patient’s response to treatment, integrity of the device, and management of side effects. X - X -
D9956 |Sleep apnea test, for patients who are at risk for sleep related breathing disorders and

appropriate candidates, as allowed by applicable laws. Also, to help the dentist in defining the X - X -

optimal position of the mandible.
D9957 |Screening activities, performed alone or in conjunction with another evaluation, to identify signs X i X i

and symptoms of sleep-related breathing disorders.

* These codes require preauthorization after a certain number of visits. Visits and limits are dependent on plan type and/or provider type.
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D9961 [Duplicate/Copy Patient'S Records X - X -
D9970 |[Enamel Microabrasion X - X -
D9971 [Odontoplasty 1-2 Teeth; Includes Removal Of Enamel Projections X - X -
D9972 [External Bleaching- Per Arch- Perfmored In Offic X - X -
D9973 [External Bleaching - Per Tooth X - X -
D9974 [Internal Bleaching - Per Tooth X - X -
D9975 |External Bleaching For Home Application, Per Arch; Includes Materials And Fabrication Of X i X i
Custom Trays
D9985 |Sales Tax X - X -
D9986 |Missed Appointment X - X -
D9987 [Cancelled Appointment X - X -
D9990 |Certified Translation Or Sign-Certified Translation Or Sign-Language Services Per Visit X - X -
D9991 |Dental Case Management- Addressing Appointment Compliance Barriers X - X -
D9992 |Dental Case Management- Care Coordination X - X -
D9993 |Dental Case Management- Motivational Interviewing X - X -
D9994 |Dental Case Management- Patient Education To Improve Oral Health Literacy X - X -
D9995 | Teledentistry ¢, Synchronous; Real-Time Encounter X - X -
D9996 | Teledentistry Asynchronous; Information Stored And Forwarded To Dentist For Subsequent X i X i
Review
D9997 |Dental Case Management-Patients With Special Health Care Needs X - X -
D9999 [Unspecified Adjunctive Procedure, By Report X - X -
E0117 [Crutch, Underarm, Articulating, Spring Assisted, Each X - X -
E0144 [Enclosed Walker W Rear Seat X - X -
E0152 [Walker, battery power wheels X - X -
E0172 [Seat Lift Mechanism Placed Over Or On Top Of Toilet, Any Type X - X -
E0181 [Press Pad Alternating W/ Pum - X - X
E0182 [Pressure Pad Alternating Pum - X - X
E0183 [Press underlay alter w/pump - X - X
E0191 [Protector Heel Or Elbow X - X -
E0193 [Powered Air Flotation Bed - X - X
E0194 [Air Fluidized Bed - X - X
E0203 [Therapeutic Lightbox, Minimum 10,000 Lux, Table Top Model X - X -
E0217 [Water Circ Heat Pad W Pump X - X -
E0218 [Water Circ Cold Pad W Pump X - X -
E0221 [Infrared Heating Pad System X - X -
E0231 [Non-Contact Wound Warming Device (Temperature Control Unit, Ac Adapter And Power Cord) X i X i
For Use With Warming Card And Wou

* These codes require preauthorization after a certain number of visits. Visits and limits are dependent on plan type and/or provider type.
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E0232 [Warming Card For Use With The Non-Contact Wound Warming Device And Non-Contact

i X - X -

Wound Warming Wound Cover
E0239 [Hydrocollator Unit Portable X - X -
E0240 |Bath/Shower Chair, With Or Without Wheels, Any Size X - X -
E0241 [Bath Tub Wall Rail X - X -
E0242 [Bath Tub Rail Floor X - X -
E0243 [Toilet Rail X - X -
E0244 [Toilet Seat Raised X - X -
E0245 [Tub Stool Or Bench X - X -
E0246 [Transfer Tub Rail Attachment X - X -
E0247 [Transfer Bench For Tub Or Toilet With Or Without Commode Opening X - X -
E0248 | Transfer Bench, Heavy Duty, For Tub Or Toilet With Or Without Commode Opening X - X -
E0250 [Hosp Bed Fixed Ht W/ Mattres - X - X
E0251 [Hosp Bed Fixd Ht W/O Mattres - X - X
E0255 [Hospital Bed Var Ht W/ Mattr - X - X
E0256 [Hospital Bed Var Ht W/O Matt - X - X
E0260 [Hosp Bed Semi-Electr W/ Matt - X - X
E0261 |Hosp Bed Semi-Electr W/O Mat - X - X
E0265 |Hosp Bed Total Electr W/ Mat - X - X
E0266 |Hosp Bed Total Elec W/O Matt - X - X
E0270 |Hospital Bed Institutional T X - X -
E0273 |Bed Board X - X -
E0274 |Over-Bed Table X - X -
E0277 |Powered Pres-Redu Air Mattrs - X - X
E0280 |Bed Cradle - X - X
E0290 |Hosp Bed Fx Ht W/O Rails W/M - X - X
E0291 |Hosp Bed Fx Ht W/O Rail W/O - X - X
E0292 |Hosp Bed Var Ht W/O Rail W/O - X - X
E0293 |Hosp Bed Var Ht W/O Rail W/ - X - X
E0294 |Hosp Bed Semi-Elect W/ Mattr - X - X
E0295 |Hosp Bed Semi-Elect W/O Matt - X - X
E0296 |Hosp Bed Total Elect W/ Matt - X - X
E0297 |Hosp Bed Total Elect W/O Mat - X - X
E0300 |Pediatric Crib, Hospital Grade, Fully Enclosed - X - X
E0301 [Hospital Bed, Heavy Duty, Extra Wide, With Weight Capacity 350-600 Lbs W/Rails W/O i X i X
Mattress

* These codes require preauthorization after a certain number of visits. Visits and limits are dependent on plan type and/or provider type.
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E0302 [Hospital Bed, Extra Heavy Duty, Extra Wide, With Weight Capacity Greater Than 600 Lbs

W/Rails W/O Mattress i X i X

E0304 |Hospital Bed, Extra Heavy Duty, Extra Wide, With Weight Capacity Greater Than 600 Lbs
. . X i X

W/Rails W/Mattress
E0305 |Rails Bed Side Half Length - X - X
E0310 |Rails Bed Side Full Length - X - X
E0315 |Bed Accessory Brd/Tbl/Supprt - X - X
E0328 [Hospital Bed, Pediatric, Manual, 360 Degree Side Enclosures, Top Of Headboard, Footboard X i X

And Side Rails Up To 24 Inches
E0329 |Hospital Bed, Pediatric, Electric Or Semi-Electric, 360 Degree Side Enclosures, Top Of i X i X

Headboard, Footboard And Side Rai
E0350 |Control Unit Bowel System X X
E0352 |Disposable Pack W/Bowel Syst X - X -
E0370 [Air Elevator For Heel X - X -
E0371 |Nonpower Mattress Overlay - X X
E0372 |Powered Air Mattress Overlay - X - X
E0373 |[Nonpowered Pressure Mattress - X - X
E0445 [Oximeter Device For Measuring Blood Oxygen Levels Non-Invasively X X
E0446 [Topical Ox Deliver Sys, Nos X - X -
X X
X X

E0457 [Schest Shell
E0459 [Chest Wrap -
E0462 [Rocking Bed W/ Or W/O Side R - X
E0465 [Home Ventilator, Any Type, Used With Invasive Interface, (e.g., Tracheostomy Tube) - X -
X
X

E0466 [Home Ventilator, Any Type, Used With Non-Invasive Interface, (e.g., Mask, Chest Shell) -
E0467 [Home Vent Multi-Function -
E0470 [Respiratory Assist Device, Bi-Level Pressure Capability, Without Backup Rate - - -
E0471 [Respiratory Assist Device, Bi-Level Pressure Capability, With Back-Up Rate - - -
E0472 [Respiratory Assist Device, Bi-Level Pressure Capability, With Backup Rate - - -
E0481 [Intrapulmonary Percussive Ventilation System And Related Accessories X - X
E0482 [Cough Stimulating Device, Alternating Positive And Negative Airway Pressure - X -
E0483 [High Frequency Chest Wall Oscillation Air-Pulse Generator System, (Includeshoses And Vest),
Each

E0485 |Oral Device/Appliance Used To Reduce Upper Airway Collapsibility, Adjustable Or Non-
Adjustable, Prefabricated, Includes

E0486 (Oral Device/Appliance Used To Reduce Upper Airway Collapsibility, Adjustable Or Non-
Adjustable, Custom Fabricated, Inclu

XX XXX XX

>

>
>

* These codes require preauthorization after a certain number of visits. Visits and limits are dependent on plan type and/or provider type.
© 2023 Select Health. All rights reserved. 2197751 9/23 165 of 260



% ﬁi'aeufrf Medicare codes not covered or requiring preauthorization - Nevada As of: 06/19/24

Description

Disclaimer: Please note that coverage may vary by plan type and may not follow the listed services. These codes are updated quarterly. Additionally, these coding lists do not reflect information regarding immunizations, injectable
drugs, or specialty medications and should be directed to the Pharmacy link option within the website.
E0492 [Power source and control electronics unit for oral device/appliance for neuromuscular electrical X i X i
stimulation of the tongue muscle, controlled by phone application
E0493 |Oral device/appliance for neuromuscular electrical stimulation of the tongue muscle, used in
conjunction with the power source and control electronics unit, controlled by phone application, X - X -
90-day supply
EO0530 |Electronic positional obstructive sleep apnea treatment, with sensor, includes all components X X i
and accessories, any type
E0561 |Humidifier, Non-Heated, Used With Positive Airway Pressure Device - - - X
E0562 |Humidifier, Heated, Used With Positive Airway Pressure Device - - - X
E0601 |Cont Airway Pressure Device - X - X
E0635 [Patient Lift Electric - X - X
E0636 |Multipositional Patient Support System, With Integrated Lift, Patientaccessible Controls - X - X
E0637 [Combination Sit To Stand Frame/Table System, Any Size Including Pediatric, With Seat Lift X i X i
Feature, With Or Without Wheels
E0638 |Standing Frame/Table System, One Position (e.g. Upright, Supine Or Prone Stander), Any Size X i X i
Including Pediatric, With Or Without Wheels
E0641 [Standing Frame/Table System, Multi-Position (e.g. Three-Way Stander), Any Size Including X i X i
Pediatric, With Or Without Wheels
E0642 |Standing Frame/Table System, Mobile (Dynamic Stander), Any Size Including Pediatric X - X -
E0651 |Pneum Compressor Segmental - X - X
E0652 |Pneum Compres W/Cal Pressure - X - X
E0655 |Pneumatic Appliance Half Arm - X - X
E0656 |Segmental Pneumatic Appliance For Use With Pneumatic Compressor, Trunk - X - X
E0657 |Segmental Pneumatic Appliance For Use With Pneumatic Compressor, Chest - X - X
E0667 [Seg Pneumatic Appl Full Leg - X - X
E0668 [Seg Pneumatic Appl Full Arm - X - X
E0669 |Seg Pneumatic Appli Half Leg - X - X
E0670 |Segmental Pneumatic Appliance For Use With Pneumatic Compressor, Half - X - X
E0671 |Pressure Pneum Appl Full Leg - X - X
E0672 [Pressure Pneum Appl Full Arm - X - X
E0673 [Pressure Pneum Appl Half Leg - X - X
E0675 |Pneumatic Compression Device, High Pressure, Rapid Inflation/Deflation Cycle X - X -
E0676 [Intermittent Limb Compression Device (Includes All Accessories), Not Otherwise Specified X i X i
E0677 [Non-pneumatic sequential compression garment, trunk - X - X
E0678 [Non-pneumatic sequential compression garment, full leg - X - X
E0679 [Non-pneumatic sequential compression garment, half leg - X - X

* These codes require preauthorization after a certain number of visits. Visits and limits are dependent on plan type and/or provider type.
© 2023 Select Health. All rights reserved. 2197751 9/23 166 of 260



% ﬁi'aeufrf Medicare codes not covered or requiring preauthorization - Nevada As of: 06/19/24

Description

Disclaimer: Please note that coverage may vary by plan type and may not follow the listed services. These codes are updated quarterly. Additionally, these coding lists do not reflect information regarding immunizations, injectable
drugs, or specialty medications and should be directed to the Pharmacy link option within the website.

E0680 |Non-pneumatic compression controller with sequential calibrated gradient pressure -
E0681 |Non-pneumatic compression controller without calibrated gradient pressure -
E0682 |Non-pneumatic sequential compression garment, full arm -
E0693 [Ultraviolet Light Therapy System Panel, Includes Bulbs/Lamps, Timer And Eyeprotection, 6 Foot
Panel

E0700 [Safety Equipment, Device Or Accessory, Any Type

E0710 [Restraints Any Type

EO711 |Upper extremity medical tubing/lines enclosure or covering device, restricts elbow range of
motion

E0732 |Cranial electrotherapy stimulation (ces) system, any type

E0734 |External upper limb tremor stimulator of the peripheral nerves of the wrist

E0735 |Non-invasive vagus nerve stimulator

E0738 |Upper extremity rehab

E0739 |Rehab sys active assist rt

E0746 |Electromyograph Biofeedback

E0747 |Elec Osteogen Stim Not Spine -
E0748 |Elec Osteogen Stim Spinal -
E0749 [Elec Osteogen Stim Implanted
EQ755 [Electronic Salivary Reflex S
E0760 [Osteogen Ultrasound Stimltor -
EO0761 [Non-Thermal Pulsed High Frequency Radiowaves, High Peak Power Electromagneticenergy
Treatment Device

E0762 | Transcutaneous Electrical Joint Stimulation Device System, Includes All Accessories

E0764 [Functional Neuromuscular Stimulator, Transcutaneous Stimulation Of Muscles Of Ambulation
With Computer Control, Used For

EO0779 [Amb Infusion Pump Mechanical -
E0780 [Mech Amb Infusion Pump <8Hrs -
E0781 [External Ambulatory Infus Pu -
E0782 [Non-Programble Infusion Pump -
E0783 [Programmable Infusion Pump -
E0784 [Ext Amb Infusn Pump Insulin -
E0785 [Replacement Impl Pump Cathet -
E0786 [Implantable Pump Replacement -
EQ787 [Cgs Dose Adj Insulin Inf Pmp -
E0791 [Parenteral Infusion Pump Sta -
E0830 [Ambulatory Traction Device X
E0840 [Tract Frame Attach Headboard X

* These codes require preauthorization after a certain number of visits. Visits and limits are dependent on plan type and/or provider type.
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E0850 |Traction Stand Free Standing X - X -
E0856 [Cervical Traction Device, Cervical Collar With Inflatable Air Bladder X - X -
E0920 [Fracture Frame Attached To B - X - X
E0936 [Continuous Passive Motion Exercise Device For Use Other Than Knee X - X -
E0970 |Wheelchair No. 2 Footplates X - X -
E0983 [Manual Wheelchair Accessory, Power Add-On To Convert Manual Wheelchair To Motorized i X i X
E0984 |Manual Wheelchair Accessory, Power Add-On To Convert Manual Wheelchair To Motorized i X i X
E0985 |Wheelchair Accessory, Seat Lift Mechanism - X - X
E0988 |Manual Wheelchair Accessory, Lever-Activated, Wheel Drive, Pair - X - X
E1003 |Wheelchair Accessory, Power Seating System, Recline Only, Without Shear - X - X
E1004 |Wheelchair Accessory, Power Seating System, Recline Only, With Mechanical Shear - X - X
E1005 |Wheelchair Accessory, Power Seatng System, Recline Only, With Power Shear - X - X
E1006 [Wheelchair Accessory, Power Seating System, Combination Tilt And Recline, W/O Shear i X i X
Reduction
E1009 [Wheelchair Accessory, Addition To Power Seating System, Mechanically Linked Leg - X - X
E1011 [Modification To Pediatric Wheelchair, Width Adjustment Package (Not To Bedispensed With i X i X
Initial Chair)
E1017 [Heavy Duty Shock Absorber For Heavy Duty Or Extra Heavy Duty Manual Wheelchair,Each i X i X
E1018 [Heavy Duty Shock Absorber For Heavy Duty Or Extra Heavy Duty Power Wheelchair,Each i X i X
E1035 [Multi-Positional Patient Transfer System, With Integrated Seat, Operated By Care Giver, Patient
. . - X - X
Weight Capacity Up To An
E1036 [Multi-Positional Patient Transfer System, Extra-Wide, With Integrated Seat, Operated By
. . . . - X - X
Caregiver, Patient Weight Capaci
E1085 [Hemi-Wheelchair Fixed Arms X - X -
E1086 [Hemi-Wheelchair Detachable A X - X -
E1089 [Wheelchair Lightwt Fixed Arm X - X -
E1130 [Whichr Stand Fxd Arm Ft Rest X - X -
E1140 [Wheelchair Standard Detach A X - X -
E1220 [Whlichr Special Size/Constrc - X - X
E1230 [Power Operated Vehicle - X - X
E1239 [Ped Power Wheelchair Nos - X - X
E1250 [Wheelchair Lightwt Fixed Arm X - X -
E1260 [Wheelchair Lightwt Foot Rest X - X -

* These codes require preauthorization after a certain number of visits. Visits and limits are dependent on plan type and/or provider type.
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E1285 |Wheelchair Heavy Duty Fixed X - X -
E1290 |Wheelchair Hvy Duty Detach A X - X -
E1300 |Whirlpool Portable X - X -
E1301 |Whirlpool tub, walk-in, portable X - X -
E1310 |Whirlpool Non-Portable - X - X
E1399 |Durable Medical Equipment Mi - X - X
E1520 [Heparin Infusion Pump For Di - X - -
E1699 |Dialysis Equipment Unspecifi - X - X
E1802 |Dynamic Adjustable Forearm Pronation/Supination Device, Includes Soft Interfacematerial - X - X
E1840 [Dynamic Adjustable Shoulder Flexion/Abduction/Rotation Device, Includes Soft Interface i X i X
Material
E1841 [Static Str Shidr Dev Rom Adj - X - X
E1905 |Virtual reality cognitive behavioral therapy device (cbt), including pre-programmed therapy X i X i
software
E2102 |Adjunctive Continuous Glucose Monitor Or Receiver - X - X
E2103 [Non-adjunctive, non-implanted continuous glucose monitor or receiver - X - X
E2120 |Pulse Generator System For Tympanic Treatment Of Inner Ear Endolymphatic Fluid - X - X
E2298 [Pwr seat elev sys for crt - X - X
E2301 [Power Wheelchair Accessory, Power Standing System X - X -
E2322 [Power Wheelchair Accessory, Hand Control Interface, Multiple Mechanical Switches - X - X
E2324 [Power Wheelchair Accessory, Chin Cup For Chin Control Interface - X - X
E2325 [Power Wheelchair Accessory, Sip And Puff Interface, Nonproportional - X - X
E2329 [Power Wheelchair Accessory, Head Control Interface, Contact Switch Mechanism, i X i X
Nonproportional
E2330 |Power Wheelchair Accessory, Head Control Interface, Proximity Switch Mechanism, i X i X
Nonproportional
E2331 [Power Wheelchair Accessory, Attendant Control, Proportional, Including All Electronics And i X i X
Hardware
E2340 |Power Wheelchair Accessory, Nonstandard Seat Frame Width, 20-23 Inches - X - X
E2341 |Power Wheelchair Accessory, Nonstandard Seat Frame Width, 24-27 Inches - X - X
E2342 |Power Wheelchair Accessory, Nonstandard Seat Frame Depth, 20 Or 21 Inches - X - X
E2343 |Power Wheelchair Accessory, Nonstandard Seat Frame Depth, 22-25 Inches - X - X
E2351 |Power Wheelchair Accessory, Electronic Interface To Operate Speech Generating Device - X - X
E2371 [Power Wheelchair Accessory, Group 27 Sealed Lead Acid Battery, (e.g. Gel Cell, Absorbed i X i X
Glassmat), Each
E2381 [Power Wheelchair Accessory, Pneumatic Drive Wheel Tire, Any Size, Replacement Only, Each i X i X
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E2382 [Power Wheelchair Accessory, Tube For Pneumatic Drive Wheel Tire, Any Size, Replacement i X i X

Only, Each
E2383 |Power Wheelchair Accessory, Insert For Pneumatic Drive Wheel Tire (Removable), Any Type, i X i X
Any Size, Replacement Only, Eac

E2384 [Power Wheelchair Accessory, Pneumatic Caster Tire, Any Size, Replacement Only, Each i X i X
E2402 [Negative Pressure Wound Therapy Electrical Pump, Stationary Or Portable - X - X
E2502 [Speech Generating Device, Digitized Speech, Using Pre-Recorded Messages, 8-20 Min. - X - X
E2504 [Speech Generating Device, Digitized Speech, Using Pre-Recorded Messages, 20-40 Min. - X - X
E2506 |Speech Generating Device, Digitized Speech, Using Pre-Recorded Messages, Over 40 Min. i X i X
E2508 [Speech Generating Device, Synthesized Speech, Requiring Message Formulation By Spelling i X i X
E2510 [Speech Generating Device, Synthesized Speech, Permitting Multiple Methods - X - X
E2511 |Speech Generating Software Program, For Personal Computer Or Personal Digital Assistant i X i X
E2512 |Accessory For Speech Generating Device, Mounting System - X - X
E2599 [Accessory For Speech Generating Device, Not Otherwise Classified - X - X
E2610 [Powered W/C Cushion X - X -
E3000 [Speech volume modulation system, any type, including all components and accessories X - X -
EB000 [Posterior Gait Trainer X - X -
EB001 [Upright Gait Trainer X - X -
EB002 [Anterior Gait Trainer X - X -
G0028 [Doc Med Rsn No Scr Tob X - X -
G0029 [No Tob Scr/Cess Int X - X -
G0030 [Pt Scr Tob & Cess Int X - X -
G0031 [Pall Serv During Meas X - X -
G0032 [2+ Antipsy Schiz X - X -
G0033 [2+ Benzo Seiz X - X -
G0034 [Pall Serv During Meas X - X -
G0035 [Pt Ed Pos 23 X - X -