PRIOR AUTHORIZATION-EXPERIMENTAL/INVESTIGATIONAL-NONCOVERED SERVICES

This code listing does not certify benefits or authoirzation of benefits, which is designated by each individual policyholder terms,conditions, exclusions, and limitations contract. It does not constitute a
contract or guarantee regarding coverage or reimbursement/payment. Self-insured group specific policy will supersede this general policy when group supplementary plan document or individual plan
decision directs otherwise. *Effective 04/01/2024, Paramount
will no longer accept S-codes, for all product lines.*

Prior authorization requests may be submitted via fax, e-mail, or electronically. Electronic submission is preferred. Paramount prior authorization request forms are available to assist with requesting
services. https://www.paramounthealthcare.com/services/providers/tools-and-resources/documents-and-forms

Electronic prior authorization can be submitted at https://www.myparamount.org/
Fax prior authorization requests and supporting clinical documentation to the appropriate fax number. This will assist with your request arriving in the correct area for prompt review.

General- 567-661-0842

Mental Health, Chemical Dependency, and Partial Hospitalization Program (PHP)-567-661-0841

Home Health Care- 567-661-0843 Effective 08/01/2024 in-plan providers no longer require prior authorizations.
Imaging- 567-661-0844

Inpatient Acute Care- 567-661-0845

Med Surg/DME/Genetics- 567-661-0846

Out of Plan- 567-661-0847

SNF/Rehab/LTAC- 567-661-0848

Provider Clinical Appeals- 567-585-9500

Prior authorization is required for genetic testing unless otherwise noted in one of our policies. Refer to Medical Policy PG0041 Genetic Testing table for specific Coverage, Non-coverage, Medical Policy
specifics, and Prior Authorization Requirements.

Inpatient rehabilitation admissions require a prior authorization.
Effective 04/01/2024: Court Ordered/Legally Mandated Treatment requires prior authorization for all product lines. Modifier H9.
Prior authorizations and supporting clinical documentation can be emailed to Paramount's Utilization Management staff at PHCUCMClerical@medmutual.com

Prior authorization is required for imaging procedures performed in an elective outpatient setting. Prior authorization is NOT required for imaging procedures performed in emergency department, facility

NOTE: All products/benefit packages may not require prior authorization. Prior authorizations are required for payment for primary, secondary, or tertiary coverage. Non-participating providers are required to
obtain prior authorization for all nonemergent services before services are rendered. Paramount will not pay claims for services in which prior authorization is required, but not obtained by the provider. If an
in-plan provider fails to obtain a prior authorization before rendering services claims will be denied with NO PATIENT LIABILITY. If you have registered as a Paramount Portal user, you may also verify
Paramount eligibility on MyParamount.org. Paramount provides an easy hassle-free process to submit Prior Authorizations electronically. Please visit https://www.myparamount.org/. Call Paramount's
Utilization Management Department at 419-887-2520 or toll-free at 1-800-891-2520

Medical Policy PG0043 Experimental/Investigational Procedures/Services: Services that are experimental/investigational, as listed in this policy, are not eligible for reimbursement consideration. Paramount
does not cover experimental/investigational medical or surgical services/procedures that are not medically necessary and have not been strongly supported in research and for which there is a safe and
medically accepted alternative available. Is not an all-inclusive listing.

InterQual criteria - https://identity.onehealthcareid.com/oneapp/index.html#login Medical Policies - https://www.paramounthealthcare.com/providers/medical-policies/policy-library

UPDATED 04/8/2025

Codes Cale BEsaiisiE Paramount Commercial Elite (Medicare Advantage) Policy DETAILS/NOTES
Insurance Plans Plans
00170 rocadores, melocing omey: ot | _PRIOR AUTHORIZATION PRIOR AUTHORIZATION |  PGO536 Anesthesia Services for Dental |omtte 190020 ey & oree on = e ree for 7% outes
P othenise Spegcmeg Y: REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL POLICY Procedures in the Facility Setting setting ' p




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
Acne surgery (e.g., PRIOR AUTHORIZATION NOT | PRIOR AUTHORIZATION NOT .
10040 marsupialization, opening or | ge gy RED - MEDICAL POLICY - | REQUIRED - MEDICAL POLICY - | PG0348 Acne Surgery, Dermabrasion and | ¢, o for giagnosis 170.0-L70.9, L71.0-L71.9, L72.11-072.12
removal of multiple milia, Chemical Peels
SEE NOTES SEE NOTES
comedones, cysts, pustules)
Removal of skin tags, multiple PRIﬁEgSIEEODFfI'Z:gILOOI\‘WNOT PG0105 Benign Skin Lesion Removal.-
11200 fibrocutaneous tags, any area; up NON-COVERED Archived 3/1/2025 PG0104 Cosmetic and
to and including 15 lesions ISR GO SIS Reconstructive Surgery
CRITERIA
Removal of skin tags, multiple
fibrocutaneous tags, any area; PRIﬁEgSIEEODFfI'Z:gILOOI\‘WNOT PG0105 Benign Skin Lesion Removal.-
11201 each additional 10 lesions, or part NON-COVERED Archived 3/1/2025 PG0104 Cosmetic and
. . e MEDICARE COVERAGE X
thereof (List separately in addition Reconstructive Surgery
y CRITERIA
to code for primary procedure)
Prior Authorization is NOT required when reported with the pre-
Intradermal tattooing; 6sq cm o PRIOR AUTHORIZATION PRIOR AUTHORIZATION PG0144 Breast Rgconstruction Serviges. select cancer diagnosis, as listed in Medical Policy PG0144 Breast
11920 less ' REQUIRED - INTERQUAL (See | REQUIRED - MEDICAL POLICY PG0104 Cosmetic and Reconstructive Reconstruction. Prior authorizationis required for all other
Notes) (See Notes) Surgery indications. Addional coverage reference-PG0104 Cosmetic and
Reconstructive Surgery
Prior Authorization is NOT required when reported with the pre-
Intradermal tattooing; 6.1 to 20sq PRIOR AUTHORIZATION PRIOR AUTHORIZATION PGO0144 Breast Reconstruction Services. | select cancer diagnosis, as listed in Medical Policy PG0144 Breast
11921 om T REQUIRED - INTERQUAL (See | REQUIRED - MEDICAL POLICY PG0104 Cosmetic and Reconstructive Reconstruction. Prior authorizationis required for all other
Notes) (See Notes) Surgery indications. Addional coverage reference-PG0104 Cosmetic and
Reconstructive Surgery
Prior Authorization is NOT required when reported with the pre-
Intradermal tattooing; each PRIOR AUTHORIZATION PRIOR AUTHORIZATION PGO0144 Breast Reconstruction Services. | select cancer diagnosis, as listed in Medical Policy PG0144 Breast
11922 additional 20sg cm o pa{rt thereof REQUIRED - INTERQUAL (See | REQUIRED - MEDICAL POLICY PG0104 Cosmetic and Reconstructive Reconstruction. Prior authorizationis required for all other
Notes) (See Notes) Surgery indications. Addional coverage reference-PG0104 Cosmetic and
Reconstructive Surgery
Subcutaneous injection of filling BRIOMACINORIZANION . .
11950 material (e.g., collagen); 1 cc or PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0104 Cosmetic and Reconstructive
less REQUIRED - INTERQUAL MEDICARE COVERAGE Surgery
CRITERIA
Subcutaneous injection of filling BRORACINORIZIION . .
11951 material (e.g., collagen); 1.1 to PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0104 Cosmetic and Reconstructive
5.0cc REQUIRED - INTERQUAL MEDICARE COVERAGE Surgery
CRITERIA
Subcutaneous injection of filling BRIOREIIORI ZION . .
11952 material (e.g., collagen); 5.1 to PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0104 Cosmetic and Reconstructive
10.0cc REQUIRED - INTERQUAL MEDICARE COVERAGE Surgery
CRITERIA
Subcutaneous injection of filling BRIORLIIORI ZION . .
11954 mateial (e.g., collagen); over PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0104 Cosmetic and Reconstructive
! ! REQUIRED - INTERQUAL MEDICARE COVERAGE Surgery

10.0cc

CRITERIA




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
Prior Authorization is NOT required when reported with the pre-
Replacement of tissue expander PRIOR AUTHORIZATION PRIOR AUTHORIZATION PGO0144 Breast Reconstruction Services. | select cancer diagnosis, as listed in Medical Policy PG0144 Breast
11970 5vith crmanent rosthSSis REQUIRED - INTERQUAL (See | REQUIRED - MEDICAL POLICY PG0104 Cosmetic and Reconstructive Reconstruction. Prior authorizationis required for all other
P p Notes) (See Notes) Surgery indications. Addional coverage reference-PG0104 Cosmetic and
Reconstructive Surgery
Prior Authorization is NOT required when reported with the pre-
Removal of tissue expander(s) PRIOR AUTHORIZATION PRIOR AUTHORIZATION PG0144 Breast Reconstruction Services. | select cancer diagnosis, as listed in Medical Policy PG0144 Breast
11971 . X . p N REQUIRED - INTERQUAL (See | REQUIRED - MEDICAL POLICY PG0104 Cosmetic and Reconstructive Reconstruction. Prior authorizationis required for all other
without insertion of prosthesis Lo . -
Notes) (See Notes) Surgery indications. Addional coverage reference-PG0104 Cosmetic and
Reconstructive Surgery
Subcutaneous hormone pellet
11980 implantation (implantation of PRIOR AUTHORIZATION PRIOR AUTHORIZATION PG0225 Implantable Testosterone Pellets
Estradiol and/or testosterone REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL POLICY (Testopel®)
pellets beneath the skin)
Prior Authorization is NOT required when reported with the pre-
Grafting of autologous soft tissue, PRIOR AUTHORIZATION PRIOR AUTHORIZATION PGO0144 Breast Reconstruction Services. |select cancer diagnosis, as listed in Medical Policy PG0144 Breast
15769 other, harvested by direct excision | REQUIRED - MEDICAL POLICY [ REQUIRED - MEDICAL POLICY PG0104 Cosmetic and Reconstructive  |Reconstruction. Prior authorizationis required for all other
(eg, fat, dermis, fascia) (See Notes) (See Notes) Surgery indications. Addional coverage reference-PG0104 Cosmetic and
Reconstructive Surgery
. Prior Authorization is NOT required when reported with the pre-
Grafting of autologous fat ) ) . ; . : . X
harvested by linosuction technique PRIOR AUTHORIZATION PRIOR AUTHORIZATION PG0144 Breast Reconstruction Services. |select cancer diagnosis, as listed in Medical Policy PG0144 Breast
15771 to trunk byrezsts scalp armsq REQUIRED - INTERQUAL (See | REQUIRED - MEDICAL POLICY PG0104 Cosmetic and Reconstructive  |Reconstruction. Prior authorizationis required for all other
andior legs, 50cc or less injectate Notes) (See Notes) Surgery |nd|cat|ons: Addional coverage reference-PG0104 Cosmetic and
Reconstructive Surgery
The purpose of this policy is to supplement coverage guidance for
- surgical procedures with cosmetic aspects that may not be contained in a
Grafting of autologous fat L " . h X )
" X . separate clinical policy. If there is a discrepancy between this policy and
harvested by liposuction technique PG0104 Cosmetic and Reconstructive  |a member’s plan of benefits, then the provision of the benefits will govern
15773 to face, eyelids, mouth, neck, ears, NON-COVERED NON-COVERED P enetits, i P efits wi! go
N o ' Surgery and rule. Reconstructive Services are covered when medical indications
orbits, genitalia, hands, and/or feet; N : Ny )
S support medical necessity. Cosmetic Services performed solely to
25 cc or less injectate X : R
improve one’s appearance and/or self-esteem are considered not
medically necessary and therefore not covered.
Grafting of autologous fat The purpose of this policy is to supplement coverage guidance for
harvested by liposuction technique surgical procedures with cosmetic aspects that may not be contained in a
to face, eyelids, mouth, neck, ears, separate clinical policy. If there is a discrepancy between this policy and
15774 orbits, genitalia, hands, and/or feet; NON-COVERED NON-COVERED PG0104 Cosmetic and Reconstructive  [a member’s plan of benefits, then the provision of the benefits will govern

each additional 25 cc injectate, or
part thereof (List separately in
addition to code for primary
procedure)

Surgery

and rule. Reconstructive Services are covered when medical indications
support medical necessity. Cosmetic Services performed solely to
improve one’s appearance and/or self-esteem are considered not
medically necessary and therefore not covered.




Punch graft for hair transplant; 1 to

PG0104 Cosmetic and Reconstructive
Surgery

PG0104 Cosmetic and Reconstructive
Surgery

PG0348 Acne Surgery, Dermabrasion and
Chemical Peels

Covered for diagnosis L57.0 & C44.01, C44.111 - C44.1192, C44.211 -
C44.219, C44.310 - C44.319, C44.41, C44.510 - C44.519, C44.611 -
C44.619, C44.711 - C44.719, C44.81,C44.91,L71.0,L71.1,L71.8

15775 15 punch grafts
Punch graft for hair transplant;

15776 more than 15 punch grafts

Dermabrasion; total face (eg, for
15780 acne scarring, fine wrinkling,

rhytids, general keratosis)

15781 Dermabrasion; segmental, face
15782 Dermabrasion; regional, other than

face

PG0348 Acne Surgery, Dermabrasion and
Chemical Peels

Covered for diagnosis L57.0 & C44.01, C44.111 - C44.1192, C44.211 -
C44.219, C44.310 - C44.319, C44.41, C44.510 - C44.519, C44.611 -
C44.619, C44.711 - C44.719, C44.81, C44.91,1L71.0,L71.1,L71.8

PG0348 Acne Surgery, Dermabrasion and
Chemical Peels

Covered for diagnosis L57.0 & C44.01, C44.111 - C44.1192, C44.211 -
C44.219, C44.310 - C44.319, C44.41, C44.510 - C44.519, C44.611 -
C44.619, C44.711 - C44.719, C44.81, C44.91, L71.0, L71.1,L71.8




Dermabrasion; superficial, any site

PG0348 Acne Surgery, Dermabrasion and
Chemical Peels

Covered for diagnosis L57.0 & C44.01, C44.111 - C44.1192, C44.211 -
C44.219, C44.310 - C44.319, C44.41, C44.510 - C44.519, C44.611 -
C44.619, C44.711 - C44.719, C44.81, C44.91,1L71.0,L71.1,L71.8

PG0104 Cosmetic and Reconstructive
Surgery

PG0104 Cosmetic and Reconstructive
Surgery

15783 (eg, tattoo removal)
15786 Abrasion; smgle lesion (eg,
keratosis, scar)

Abrasion; each additional 4 lesions

15787 or less (List separately in addition

to code for primary procedure)
15788 Chemical peel, facial; epidermal
15789 Chemical peel, facial; dermal

PG0348 Acne Surgery, Dermabrasion and
Chemical Peels

Covered for diagnosis L57.0

PG0348 Acne Surgery, Dermabrasion and
Chemical Peels

Covered for diagnosis L57.0 & C44.01, C44.111 - C44.1192, C44.211 -
C44.219, C44.310 - C44.319, C44.41, C44.510 - C44.519, C44.611 -
C44.619, C44.711 - C44.719, C44.81, C44.91, L57.0




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
. L PRIOR AUTHORIZATION NOT .
15792 Chemical peel, nonfacial; NON-COVERED REQUIRED - MEDICAL POLICY - | PG0348 Acne Surgery, Dermabrasion and | o, o e for giagnosis L57.0
epidermal Chemical Peels
SEE NOTES
PRIOR AUTHORIZATION NOT PRIOR AUTHORIZATION NOT PG0348 Ache Surgery. Dermabrasion and
15793 Chemical peel, nonfacial; dermal | REQUIRED - MEDICAL POLICY - [ REQUIRED - MEDICAL POLICY - Chen?ic;/I'Peels Covered for diagnosis L57.0
SEE NOTES SEE NOTES
15819 Cervicoplasty NON-COVERED NON-COVERED PGO104 Cosmestfrgagisem”S““Ct"’e
Medical Policy PG0007 Blepharoplasty, Reconstructive Eyelid Surgery,
PRIOR AUTHORIZATION PGO0007 Blepharoplasty, Reconstructive |& Brow Lift-archived. The procedure codes 15820, 15821, 15822,
15820 Blepharoplasty. lower evelid PRIOR AUTHORIZATION REQUIRED - FOLLOW Eyelid Surgery, and Brow Lift - Archived 15823, 67900, 67901-67909, 67911 require a prior authorization, and will
p plasty, Y REQUIRED - INTERQUAL MEDICARE COVERAGE 06/01/2024. Maintain Prior Authorization per |maintain requiring a prior authorization. The coverage criteria will follow
CRITERIA InterQual Coverage Criteria the InterQual criteria. Additional review : PG0104 Cosmetic and
Reconstructive Surgery
. Medical Policy PG0007 Blepharoplasty, Reconstructive Eyelid Surgery,
PRIOR AUTHORIZATION F;Gg%o;ﬁ'eghag’nﬂaszw RS?IO_"T\;Z‘;‘:;T & Brow Lift-archived. The procedure codes 15820, 15821, 15822,
15821 Blepharoplasty, lower eyelid; with PRIOR AUTHORIZATION REQUIRED - FOLLOW Pollilc Archi\?edy£)6/01/2025 Maintain Prior 15823, 67900, 67901-67909, 67911 require a prior authorization, and will
extensive herniated fat pad REQUIRED - INTERQUAL MEDICARE COVERAGE Au);horization er ImerQu.aI Coverage maintain requiring a prior authorization. The coverage criteria will follow
CRITERIA P o %€ |the InterQual criteria. Additional review : PG0104 Cosmetic and
Reconstructive Surgery
. Medical Policy PG0O007 Blepharoplasty, Reconstructive Eyelid Surgery,
PRIOR AUTHORIZATION EGS%O;i'e;hag’nﬂa;%w Rl_eifct"_”?;r:gi‘é‘g & Brow Lift-archived. The procedure codes 15820, 15821, 15822,
15822 Blepharoplasty, upper eyelid PRIOR AUTHORIZATION REQUIRED - FOLLOW Pol\}/c Archisedy66/01/2025 Maintain Prior 15823, 67900, 67901-67909, 67911 require a prior authorization, and will
P P » Upper ey REQUIRED - INTERQUAL MEDICARE COVERAGE Au);horization or InterQu-aI Coverage maintain requiring a prior authorization. The coverage criteria will follow
CRITERIA P 9€  |the InterQual criteria. Additional review : PG0104 Cosmetic and

Criteria

Reconstructive Surgery




Codes Code Description Paramount Commercial Elite (Medicare Advantage) Bl DETAILS/NOTES
Insurance Plans Plans
. Medical Policy PG0007 Blepharoplasty, Reconstructive Eyelid Surgery,
PRIOR AUTHORIZATION F;Ge"lﬁf;ﬁ'ee"rhafﬂa;ﬁﬁw Rl_elfctonf\;r:gi‘;} & Brow Lift-archived. The procedure codes 15820, 15821, 15822,
15823 Blepharoplasty, upper eyelid; with PRIOR AUTHORIZATION REQUIRED - FOLLOW Pol\li/c Archi\?edy£)6/01/2025 Maintain Prior 15823, 67900, 67901-67909, 67911 require a prior authorization, and will
excessive skin weighting down lid REQUIRED - INTERQUAL MEDICARE COVERAGE Au)éhorization er InterQu.aI Coverage maintain requiring a prior authorization. The coverage criteria will follow
CRITERIA per ‘nte 9 the InterQual criteria. Additional review : PG0104 Cosmetic and
Criteria .
Reconstructive Surgery
PRIOR AUTHORIZATION
. i PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0104 Cosmetic and Reconstructive
15624 Rhytidectomy; forehead REQUIRED - INTERQUAL MEDICARE COVERAGE Surgery
CRITERIA
PRIOR AUTHORIZATION
15825 Rhytidectomy; neck with platysmal PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0104 Cosmetic and Reconstructive
tightening (platysmal flap, P-flap) REQUIRED - INTERQUAL MEDICARE COVERAGE Surgery
CRITERIA
PRIOR AUTHORIZATION
15826 Rhvtidectomy: alabellar frown lines PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0104 Cosmetic and Reconstructive
WA Y 9 REQUIRED - INTERQUAL MEDICARE COVERAGE Surgery
CRITERIA
PRIOR AUTHORIZATION
. . . PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0104 Cosmetic and Reconstructive
15828 Rhytidectomy; cheek, chin, neck REQUIRED - INTERQUAL MEDICARE COVERAGE Surgery
CRITERIA
Rhytidectomy; superficial BRORACINORIZIION
15829 must):,hloa oneyl;roti’:: system PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0104 Cosmetic and Reconstructive
(s'?w AS) fla 4 REQUIRED - INTERQUAL MEDICARE COVERAGE Surgery
p CRITERIA
Excision, excessive skin, and PRIOR AUTHORIZATION PG0104 Cosmetic and Reconstructive
15830 subcutaneous tissue (includes PRIOR AUTHORIZATION REQUIRED - FOLLOW Surgery. PG0299 Abdominoplasty,
lipectomy); abdomen, infraumbilical REQUIRED - INTERQUAL MEDICARE COVERAGE Panniculectomy and Liposuction-archived
panniculectomy CRITERIA 120124




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
Excision, excessive skin and . ;
15832 subcutaneous tissue (includes NON-COVERED NON-COVERED PG0104 Cosmetic and Reconstructive
. e Surgery
lipectomy); thigh
Excision, excessive skin and . .
15833 subcutaneous tissue (includes NON-COVERED NON-COVERED PGO104 Cosmest'lfragrd Reconstructive
lipectomy); leg gery
Excision, excessive skin and . ;
15834 subcutaneous tissue (includes NON-COVERED NON-COVERED PG0104 Cosmestfra(r;rd Reconstructive
lipectomy); hip gery
Excision, excessive skin and PG0104 Cosmetic and Reconstructive
15835 subcutaneous tissue (includes NON-COVERED NON-COVERED Surger
lipectomy); buttock gery
Excision, excessive skin and . .
15836 subcutaneous tissue (includes NON-COVERED NON-COVERED PG0104 Cosmest:jragrd Reconstructive
lipectomy); arm gery
Excision, excessive skin and PG0104 Cosmetic and Reconstructive
15837 subcutaneous tissue (includes NON-COVERED NON-COVERED
} i Surgery
lipectomy); forearm/hand
Excision, excessive skin and . .
15838 subcutaneous tissue (includes NON-COVERED NON-COVERED PG0104 Cosmetic and Reconstructive
" N Surgery
lipectomy); submental fat pad
Excision, excessive skin and PG0104 Cosmetic and Reconstructive
15839 subcutaneous tissue (includes NON-COVERED NON-COVERED Surger
lipectomy); other area gery
EXCISION, EXCESSIVE SKIN and
subcutaneous tissue (includes PRIOR AUTHORIZATION
lipectomy); abdomen (eg, U REQUIRED - FOLLOW PG0104 Cosmetic and Reconstructive
15847 abdominoplasty) (includes umbilical NONHER AR MEDICARE COVERAGE Surgery
transposition and fascial plication) CRITERIA

{1 ict canaratalvy in additinn tn cada




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
The purpose of this policy is to supplement coverage guidance for
surgical procedures with cosmetic aspects that may not be contained in a
separate clinical policy. If there is a discrepancy between this policy and
15876 Suction assisted lipectomy; NON-COVERED NON-COVERED PG0104 Cosmetic and Reconstructive  |a member’s plan of bgneflls, lhen the provision of the ben_eflts.wu.l govern
head/neck Surgery and rule. Reconstructive Services are covered when medical indications
support medical necessity. Cosmetic Services performed solely to
improve one’s appearance and/or self-esteem are considered not
medically necessary and therefore not covered.
PRIOR AUTHORIZATION
. . . . REQUIRED - FOLLOW PG0104 Cosmetic and Reconstructive
15877 Suction assisted lipectomy; trunk NON-COVERED MEDICARE COVERAGE Surgery
CRITERIA
The purpose of this policy is to supplement coverage guidance for
surgical procedures with cosmetic aspects that may not be contained in a
separate clinical policy. If there is a discrepancy between this policy and
15878 Suction assisted Ilp_ectomy; upper NON-COVERED NON-COVERED PG0104 Cosmetic and Reconstructive  |a member’s plan of bgneflts, tl_wen the provision of the ben_eflts.wu.l govern
extremity Surgery and rule. Reconstructive Services are covered when medical indications
support medical necessity. Cosmetic Services performed solely to
improve one’s appearance and/or self-esteem are considered not
medically necessary and therefore not covered.
The purpose of this policy is to supplement coverage guidance for
surgical procedures with cosmetic aspects that may not be contained in a
separate clinical policy. If there is a discrepancy between this policy and
15879 Suction assisted Ilpectomy; lower NON-COVERED NON-COVERED PG0104 Cosmetic and Reconstructive  [a member’s plan of bgneflts, then the provision of the ben9f|tle|I.I govern
extremity Surgery and rule. Reconstructive Services are covered when medical indications
support medical necessity. Cosmetic Services performed solely to
improve one’s appearance and/or self-esteem are considered not
medically necessary and therefore not covered.
Destruction (e.g., laser surgery,
electrosurgery, cryosurgery,
chemosurgery, surgical PRIOR AUTHORIZATION NOT PRIOR AUTHORIZATION NOT PG0348 Acne Surgery. Dermabrasion and
17110 curettement), of benign lesions | REQUIRED - MEDICAL POLICY - | REQUIRED - MEDICAL POLICY - Cherﬁic;{I‘Peels Not Covered for acne treatment — diagnosis L70.0 - L70.9
other than skin tags or cutaneous SEE NOTES SEE NOTES
vascular proliferative lesions; up to
14 lesions
Destruction (e.g., laser surgery,
electrosurgery, cryosurgery,
chemosurgery, surgical PRIOR AUTHORIZATION NOT PRIOR AUTHORIZATION NOT PG0348 Ache Surgery. Dermabrasion and
17111 curettement), of benign lesions | REQUIRED - MEDICAL POLICY - | REQUIRED - MEDICAL POLICY - gery, Not Covered for acne treatment — diagnosis L70.0 - L70.9

other than skin tags or cutaneous
vascular proliferative lesions; 15 or
more lesions

SEE NOTES

SEE NOTES

Chemical Peels




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
- PRIOR AUTHORIZATION NOT .
17340 Cryotherapy (€O, slush, liquid N) NON-COVERED REQUIRED - MEDICAL POLICY - | 70348 Acne Surgery, Dermabrasion and | o e for diagnosis L70.0
for acne Chemical Peels
SEE NOTES
17360 Chemical exfoliation for.acne (e.g., NON-COVERED NON-COVERED PG0348 Acne Surg_ery, Dermabrasion and
acne paste, acid) Chemical Peels
17380 Electrolysis e_p|lat|0n, each 30 NON-COVERED NON-COVERED PG0104 Cosmetic and Reconstructive
minutes Surgery
Ablation, cryosurgical, of PG0043 Experimental Investigational
19105 fibroadenoma, including ultrasound NON-COVERED NON-COVERED Procedures Services, PG0517 Cryoablation
guidance, each fibroadenoma of Solid Tumors
PRIOR AUTHORIZATION PG0221 Mastectomy for Gynecomastia . . . .
19300 Mastectomy for gynecomastia RRICRAUIORIZATON REUIRED = [ROILLOYY Archived 06/01/2024. Maintain Prior (';/l)e\/(tjalf: I: glrlifgri’:asvs)ilﬁjlIgﬂvﬁ;eecltr?gry()fsgl?r/i?::i:sm:ztcliii::;r::\ﬁ/tr; Ze
yTor gy REQUIRED - INTERQUAL MEDICARE COVERAGE Authorization per InterQual Coverage 9 . . 9
Lo reference at PG0104 Cosmetic and Reconstructive Surgery
CRITERIA Criteria
PRIOR AUTHORIZATION PG0251 Prophylactic Mastectomy- A Prior Authorization is requied for prophylactic mastectomy. Procedure
19303 Simple complete mastectom: PRIOR AUTHORIZATION REQUIRED - FOLLOW Archived. Prior Authorization- codes 19301, 19302, 19303, 19304, 19305, 19306, 19307 when
P P Y REQUIRED - INTERQUAL MEDICARE COVERAGE Experimental/Investigational-NonCovered |performed for diagnosis V50.41-Encouter for Prophylactic Removal of
CRITERIA excel spreadsheet Breast. PG0104 Cosmetic nd Reconstructive Surgery
A Prior Authorization is requied for prophylactic mastectomy. Procedure
codes 19301, 19302, 19303, 19304, 19305, 19306, 19307 when
030 SUbEUARCOUS oAy PRIOR AUTHORIZATION PRIOR AUTHORIZATION PG0251 Prophylactic Mastectomy performed for diagnosis V50.41-Encouter for Prophylactic Removal of

REQUIRED - MEDICAL POLICY

REQUIRED - MEDICAL POLICY

Breast.
PG0104 Cosmetic nd Reconstructive Surgery. Procedure 19304 deleted
01/01/2020




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
Prior Authorization is NOT required when reported with the pre-
PRIOR AUTHORIZATION PSEIEOQTJ:ARUET;-OS;T_ﬁQ\?VN select cancer diagnosis, as listed in Medical Policy PG0144 Breast
19316 Mastopexy REQUIRED - INTERQUAL (See MEDICARE COVERAGE PG0144 Breast Reconstruction Services [Reconstruction. Prior authorizationis required for all other
Notes) CRITERIA (See Notes) |nd|cat|ons: Addional coverage reference-PG0104 Cosmetic and
Reconstructive Surgery
Prior Authorization is NOT required when reported with the pre-
PRIOR AUTHORIZATION PsllonTJ%UET;?lfoliﬁg\?vN PGO0144 Breast Reconstruction Services; [select cancer diagnosis, as listed in Medical Policy PG0144 Breast
19318 Reduction mammoplasty REQUIRED - INTERQUAL (See MEDICARE COVERAGE PG0054 Reduction Mammoplasty-Archived [Reconstruction. Prior authorizationis required for all other
Notes) CRITERIA (See Notes) 06/01/2024. |nd|cat|ons: Addional coverage reference-PG0104 Cosmetic and
Reconstructive Surgery
Prior Authorization is NOT required when reported with the pre-
PRIOR AUTHORIZATION PFTIIEOQRL,J'IARUET;-OI?(.!){ngOVN select cancer diagnosis, as listed in Medical Policy PG0144 Breast
19325 Breast augmentation with implant | REQUIRED - INTERQUAL (See MEDICARE COVERAGE PG0144 Breast Reconstruction Services [Reconstruction. Prior authorizationis required for all other
Notes) CRITERIA (See Notes) |nd|cat|ons: Addional coverage reference-PG0104 Cosmetic and
Reconstructive Surgery
PG0012 Breast Implant Removal and Reimplantation Exception: breast
PRIOR AUTHORIZATION PRIOR AUTHORIZATION implant removal and reimplantation (19328, 19330, 19340, 19342,
19328 Removal of intact mammary REQUIRED - INTERQUAL (See REQUIRED - FOLLOW PG0012 Breast Implant Removal and 19370, and 19371) will be reimbursed WITHOUT PRIOR
implant Notes) MEDICARE COVERAGE Reimplantation AUTHORIZATION, when there is a predetermined cancer diagnosis, as
CRITERIA (See Notes) listed in the medical policy.
PG0104 Cosmetic and Reconstructive Surgery
PG0012 Breast Implant Removal and Reimplantation Exception: breast
PRIOR AUTHORIZATION implant removal and reimplantation (19328, 19330, 19340, 19342,
16330 - Ef]rt”?r:’calll;’:nr“‘i’ﬁr;‘:ﬂiif;nts REgﬁ'HORESE’LHT%F;gﬁES?‘SeE REQUIRED - FOLLOW PG0012 Breast Implant Removal and 19370, and 19371) will be reimbursed WITHOUT PRIOR
P (e' salineg siligone el) Notes) MEDICARE COVERAGE Reimplantation AUTHORIZATION, when there is a predetermined cancer diagnosis, as
9 ! 9 CRITERIA (See Notes) listed in the medical policy.
PG0104 Cosmetic and Reconstructive Surgery
PG0012 Breast Implant Removal and Reimplantation Exception: breast
S . PRIOR AUTHORIZATION implant removal and reimplantation (19328, 19330, 19340, 19342,
10340 :2’5’32‘1';‘?0';;5:20':“‘28?;6aeit REZﬁ'&ESPLﬁ%ﬁ%ﬁES E\'See REQUIRED - FOLLOW PG0012 Breast Implant Removal and ~ |19370, and 19371) will be reimbursed WITHOUT PRIOR
E1aslectom orin rgconstrlﬁ:tioﬁ Notes) MEDICARE COVERAGE Reimplantation AUTHORIZATION, when there is a predetermined cancer diagnosis, as
Y CRITERIA (See Notes) listed in the medical policy.
PG0104 Cosmetic and Reconstructive Surgery
PG0012 Breast Implant Removal and Reimplantation Exception: breast
. . PRIOR AUTHORIZATION implant removal and reimplantation (19328, 19330, 19340, 19342,
19342 mza?;?: f'onnssv'vti's” ;’fagzajx REZ?J'@ES‘?L'*T%RRL;GESE‘SEB REQUIRED - FOLLOW PG0012 Breast Implant Removal and ~ |19370, and 19371) will be reimbursed WITHOUT PRIOR
p ving PEXY, MEDICARE COVERAGE Reimplantation AUTHORIZATION, when there is a predetermined cancer diagnosis, as
mastectomy, or in reconstruction Notes)

CRITERIA (See Notes)

listed in the medical policy.
PG0104 Cosmetic and Reconstructive Surgery




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
Prior Authorization is NOT required when reported with the pre-
PRIOR AUTHORIZATION PsllioQTJ%UET;?lfoliﬁg\?vN select cancer diagnosis, as listed in Medical Policy PG0144 Breast
19350 Nipple/areola reconstruction REQUIRED - INTERQUAL (See MEDICARE COVERAGE PG0144 Breast Reconstruction Services [Reconstruction. Prior authorizationis required for all other
Notes) CRITERIA (See Notes) |nd|cat|ons: Addional coverage reference-PG0104 Cosmetic and
Reconstructive Surgery
Prior Authorization is NOT required when reported with the pre-
PRIOR AUTHORIZATION PSEIEOQTJ:ARUET;-OS;T_ﬁQ\?VN select cancer diagnosis, as listed in Medical Policy PG0144 Breast
19355 Correction of inverted nipples REQUIRED - INTERQUAL (See MEDICARE COVERAGE PG0144 Breast Reconstruction Services [Reconstruction. Prior authorizationis required for all other
Notes) CRITERIA (See Notes) |nd|cat|ons: Addional coverage reference-PG0104 Cosmetic and
Reconstructive Surgery
Prior Authorization is NOT required when reported with the pre-
Tissue expander placement in PRIOR AUTHORIZATION PsIIE%TJIIL\RUET;?EOIZLﬁS\?VN select cancer diagnosis, as listed in Medical Policy PG0144 Breast
19357 breast reconstruction, including REQUIRED - INTERQUAL (See MEDICARE COVERAGE PG0144 Breast Reconstruction Services [Reconstruction. Prior authorizationis required for all other
subsequent expansions(s) Notes) CRITERIA (See Notes) |nd|cat|ons: Addional coverage reference-PG0104 Cosmetic and
Reconstructive Surgery
Prior Authorization is NOT required when reported with the pre-
Breast reconstruction: with PRIOR AUTHORIZATION PSIIEOQRL,J]ARUET;-OS_I){ﬁg\?VN select cancer diagnosis, as listed in Medical Policy PG0144 Breast
19361 A A REQUIRED - INTERQUAL (See PG0144 Breast Reconstruction Services [Reconstruction. Prior authorizationis required for all other
latissimus dorsi flap Notes) MEDICARE COVERAGE indicati Addional f PG0104 C i d
CRITERIA (See Notes) indications. ional coverage reference- osmetic an
Reconstructive Surgery
Prior Authorization is NOT required when reported with the pre-
Breast reconstruction with free flap PRIOR AUTHORIZATION PEIIEOQTJIILI\RUETI;PE(I)ZLﬁg\(I)VN select cancer diagnosis, as listed in Medical Policy PG0144 Breast
19364 (e.g., fTRAM, DIEP, SIEA, GAP | REQUIRED - INTERQUAL (See MEDICARE COVERAGE PG0144 Breast Reconstruction Services [Reconstruction. Prior authorizationis required for all other
flap) Notes) CRITERIA (See Notes) |nd|cat|ons: Addional coverage reference-PG0104 Cosmetic and
Reconstructive Surgery
. I Prior Authorization is NOT required when reported with the pre-
Brea:;irgggr;f;r:;t]l;r;:/;té\;:ggle- PRIOR AUTHORIZATION PSE%TJ%UET;OECI;fg\?VN select cancer diagnosis, as listed in Medical Policy PG0144 Breast
19367 pedic REQUIRED - INTERQUAL (See PG0144 Breast Reconstruction Services [Reconstruction. Prior authorizationis required for all other
abdominis myocutaneous (TRAM) Notes) MEDICARE COVERAGE indicati Addional f PGO104 C i d
flap CRITERIA (See Notes) indications. ional coverage reference- osmetic an
Reconstructive Surgery
Breast reconstruction with single- . T . .
. Prior Authorization is NOT required when reported with the pre-
pedicled transverse rectus PRIOR AUTHORIZATION . . ; . . .
L PRIOR AUTHORIZATION select cancer diagnosis, as listed in Medical Policy PG0144 Breast
abdominis myocutaneous (TRAM) REQUIRED - FOLLOW - - . . R .
19368 . REQUIRED - INTERQUAL (See PGO0144 Breast Reconstruction Services |Reconstruction. Prior authorizationis required for all other
flap, requiring separate MEDICARE COVERAGE N . .
Notes) indications. Addional coverage reference-PG0104 Cosmetic and

microvascular anastomosis
(supercharging)

CRITERIA (See Notes)

Reconstructive Surgery




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
. . Prior Authorization is NOT required when reported with the pre-
b?f;jersl;?;:st\r/frtslznrxizs PRIOR AUTHORIZATION PsllioQTJ%UET;?lfoliﬁg\?vN select cancer diagnosis, as listed in Medical Policy PG0144 Breast
19369 P L REQUIRED - INTERQUAL (See PG0144 Breast Reconstruction Services [Reconstruction. Prior authorizationis required for all other
abdominis myocutaneous (TRM) Notes) MEDICARE COVERAGE indicati Addional f PG0104 C i d
flap CRITERIA (See Notes) indications. ional coverage reference- osmetic an
Reconstructive Surgery
PG0012 Breast Implant Removal and Reimplantation Exception: breast
- . PRIOR AUTHORIZATION implant removal and reimplantation (19328, 19330, 19340, 19342,
16570 R;‘Q:'S"t”iﬁilzz::'mcﬂaztﬁig;”'e' REZTJIII?QEIIDM-JI-II—\IF':'?ERRISGELO'(\‘See REQUIRED - FOLLOW PG0012 Breast Implant Removal and 19370, and 19371) will be reimbursed WITHOUT PRIOR
ca suiorrha h 9 ansmr arti:l’ Notes) MEDICARE COVERAGE Reimplantation AUTHORIZATION, when there is a predetermined cancer diagnosis, as
p phy, P CRITERIA (See Notes) listed in the medical policy.
PG0104 Cosmetic and Reconstructive Surgery
PG0012 Breast Implant Removal and Reimplantation Exception: breast
- PRIOR AUTHORIZATION implant removal and reimplantation (19328, 19330, 19340, 19342,
10371 I::zrrlnlTgl:r}tnziﬁslefé?nn;)ca?ﬁa;tl, REZTJI&ES\EJIE:}OEF;ISGESFSGG REQUIRED - FOLLOW PG0012 Breast Implant Removal and 19370, and 19371) will be reimbursed WITHOUT PRIOR
pintra’ma sulargcontents Notes) MEDICARE COVERAGE Reimplantation AUTHORIZATION, when there is a predetermined cancer diagnosis, as
p CRITERIA (See Notes) listed in the medical policy.
PG0104 Cosmetic and Reconstructive Surgery
Revision of reconstructed breast
(eg, significant removal of tissue, re; Prior Authorization is NOT required when reported with the pre-
advancement and/or re-inset of PRIOR AUTHORIZATION PFTIIEOQF\:J'IARUET;-OI?(:I){?(QVOVN select cancer diagnosis, as listed in Medical Policy PG0144 Breast
19380 flaps in autologous reconstruction | REQUIRED - INTERQUAL (See MEDICARE COVERAGE PG0144 Breast Reconstruction Services [Reconstruction. Prior authorizationis required for all other
or significant capsular revision Notes) indications. Addional coverage reference-PG0104 Cosmetic and
X N ) - CRITERIA (See Notes) N
combined with soft tissue excision Reconstructive Surgery
in implant-based reconstruction).
Prior Authorization is NOT required when reported with the pre-
Preparation of moulage for custom PRIOR AUTHORIZATION PEIIEOQTJIILI\RUETI;PE(I)ZLﬁg\(I)VN select cancer diagnosis, as listed in Medical Policy PG0144 Breast
19396 p breast implgant REQUIRED - INTERQUAL (See MEDICARE COVERAGE PG0144 Breast Reconstruction Services [Reconstruction. Prior authorizationis required for all other
Notes) CRITERIA (See Notes) |nd|cat|ons: Addional coverage reference-PG0104 Cosmetic and
Reconstructive Surgery
NON-COVERED - Dry needling,
also known as intramuscular
stimulation, involves the use of y
I ) Paramount will cover acupuncture
solid ‘noninjection’ needles which . .
. dry needling for Medicare
are used to penetrate the skin and . .
Needle insertion(s) without stimulate specific triggerpoints. (ASVENIEGR (MEWS Wil @i
20560 ! lower back pain within specific PG0382 Acupuncture

injection(s); 1 or 2 muscle(s)

muscles and connective tissue.
Dry needling is intended to reduce
pain and improve range of motion,
however more studies are needed
to demonstrate its safety and
effectiveness.

guidelines in accordance with CMS
as documented in Medical Policy
PG0382 Acupuncture




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
NON-COVERED - Dry needling,
also known as intramuscular
stimulation, involves the use of ;
L ) Paramount will cover acupuncture
solid ‘noninjection’ needles which . h
. dry needling for Medicare
are used to penetrate the skin and | ith chroni
Needle insertion(s) without stimulate specific triggerpoints. RSUENIEES (AENS WD Cleile
20561 L X S ! lower back pain within specific PG0382 Acupuncture
injection(s); 3 or more muscle(s) muscles and connective tissue. P " .
L guidelines in accordance with CMS
Dry needling is intended to reduce . X .
: . " as documented in Medical Policy
pain and improve range of motion,
. PG0382 Acupuncture
however more studies are needed
to demonstrate its safety and
effectiveness.
i When unlisted procedure-musculoskeletal (20999), unlisted procedure
N eaomomanes e o e e ot s o s
20930 spine surgery only (List separately QEI%TRAELIJDTng?IIEZQT&’\I{ l\/FIQEESIgLiEEDC-g\?IIE_;iéVE PG0365 Bone Graft Substitutes (26989), unlisted procedure-femur or knee (27599), or unlisted procedure-leg
in addition to code for primal Q . Q or ankle (27899) and 20930, Allograft, is determined to be recombinant
primary CRITERIA
procedure) human bone morphogenetic protein-2 and protein-7, see medical policy
PG0365 Bone Graft Substitutes for coverage detail.
When unlisted procedure-musculoskeletal (20999), unlisted procedure
Allograt, structural, for spine orocedure-forearm o it 25998), unisted procedure.nand or ngers
20931 surgg{y Ontly (Lljt sfepar.l’:\tely in PRIORREUTUTSER&ZATION PRIOR::TS%I;ISATION PG0365 Bone Graft Substitutes (26989), unlisted procedure-femur or knee (27599), or unlisted procedure-leg
addition to code for primary Q . Q or ankle (27899) and 20930, Allograft, is determined to be recombinant
procedure) human bone morphogenetic protein-2 and protein-7, see medical policy
PG0365 Bone Graft Substitutes for coverage detail.
Computer-assisted surgical PG0128 Robotic & Computer Assisted
navigational procedure for Surgery/Navigation-archived-Medical Policy . ) h
20985 musculoskeletal procedures; image-| NON-COVERED NON-COVERED PG0128 Robotic & Computer Assisted Ef;::;\r;eerl\tzésii\/\fgsztﬁggtr%[r:gliu;z:ﬁiisr elz ?gp;ﬁ;:ggu ctlines
less (List separately in addition to Surgery/Navigation is being converted to
code for primary procedure) Reimbursement Policy RM031
When unlisted procedure-musculoskeletal (20999), unlisted procedure
—spine (22899), unlisted procedure-humerus or elbow (24999), unlisted
. procedure-forearm or wrist (25999), unlisted procedure-hands or fingers
Unlisted procedure, PRIOR AUTHORIZATION PRIOR AUTHORIZATION 3 X y
20998 musculoskeletal system, general | REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL POLICY PGO36S Bone Graft Substitutes gggﬁg&}gﬁgﬁ? g;i:f?;;g;g;n:rzdogggzg (iﬁggg%toirsugggfnciined to be
recombinant human bone morphogenetic protein-2 and protein-7, see
medical policy PG0365 Bone Graft Substitutes for coverage detail.
Manipulation of temporomandibular
21073 foini(s) (TMY), therapeutic, requiring NON-COVERED NON-COVERED PG0422 Manipulation Under Anesthesia

an anesthesia service (i.e., general
or monitored anesthesia care)




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
PRIOR AUTHORIZATION
. . ) PRIOR AUTHORIZATION REQUIRED - FOLLOW . . .
21120 Genioplasty; Augmentation REQUIRED - INTERQUAL MEDICARE COVERAGE PG0226 Orthognathic Surgery PG0104 Cosmetic and Reconstructive Surgery
CRITERIA
PRIOR AUTHORIZATION
. ol PRIOR AUTHORIZATION REQUIRED - FOLLOW . . .
21121 Genioplasty; Sliding Osteotomy REQUIRED - INTERQUAL MEDICARE COVERAGE PG0226 Orthognathic Surgery PG0104 Cosmetic and Reconstructive Surgery
CRITERIA
PRIOR AUTHORIZATION
) o . PRIOR AUTHORIZATION REQUIRED - FOLLOW . . .
21122 Genioplasty; Sliding Osteotomies REQUIRED - INTERQUAL MEDICARE COVERAGE PG0226 Orthognathic Surgery PG0104 Cosmetic and Reconstructive Surgery
CRITERIA
PRIOR AUTHORIZATION
. PR . PRIOR AUTHORIZATION REQUIRED - FOLLOW . . .
21123 Genioplasty; Sliding Augmentation REQUIRED - INTERQUAL MEDICARE COVERAGE PG0226 Orthognathic Surgery PG0104 Cosmetic and Reconstructive Surgery
CRITERIA
PRIOR AUTHORIZATION
Augmentation Mandibular Body; PRIOR AUTHORIZATION REQUIRED - FOLLOW . . .
21125 Prosthetic Mat REQUIRED - INTERQUAL MEDICARE COVERAGE PG0226 Orthognathic Surgery PG0104 Cosmetic and Reconstructive Surgery
CRITERIA
PRIOR AUTHORIZATION
Augmentation Mandibular Body; PRIOR AUTHORIZATION REQUIRED - FOLLOW . . .
21127 with bone graft REQUIRED - INTERQUAL MEDICARE COVERAGE PG0226 Orthognathic Surgery PG0104 Cosmetic and Reconstructive Surgery
CRITERIA
21137 Reduction forehead; contouring NON-COVERED NON-COVERED PG0104 Cosmetic and Reconstructive
only Surgery
Reduction forehead; contouring
21138 and application of prosthetic NON-COVERED NON-COVERED PG0104 Cosmetic and Reconstructive

material or bone graft (includes
obtaining autograft)

Surgery




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
Reduction forehead; contouring ) ;
21139 and setback of anterior frontal NON-COVERED NON-COVERED PGO104 Cosmestfra(r;rd Reconstructive
sinus wall gery
Reconstruction midface, LeFort I; PRIOR AUTHORIZATION PG0056 Surgical Treatments for
single piece, segment movement in PRIOR AUTHORIZATION REQUIRED - FOLLOW . - . . .
21141 any direction (e.g., for long face REQUIRED - INTERQUAL MEDICARE COVERAGE Obstructive Slequgfgj (OSA)-Archived [PG0104 Cosmetic and Reconstructive Surgery
syndrome), without bone graft CRITERIA
Reconstruction midface. LeFort -2 PRIOR AUTHORIZATION PG0226 Orthognathic Surgery. and
21142 ieces, segment movenllent in ar; R O I ORIZ SO REJUIRED - [ROLLOLY PGO0SE Surgical Treatments for PG0104 Cosmetic and Reconstructive Surger
p dire'ctio-% e hout oo Y| REQUIRED - INTERQUAL MEDICARE COVERAGE Obstructive Sleep Apnea (OSA)-Archived gery
! 9 CRITERIA 120124
Reconstruction midface, LeFort I; 3 PRIOR AUTHORIZATION PG0226 Orthognathic Surgery. and
or more pieces, segment PRIOR AUTHORIZATION REQUIRED - FOLLOW PGO0056 Surgical Treatments for . .
21143 movement in any direction, without | REQUIRED - INTERQUAL MEDICARE COVERAGE Obstructive Sleep Apnea (OSA)-Archived |~ G0104 Cosmetic and Reconstructive Surgery
bone graft CRITERIA 120124
Reconstruction midface, LeFort I; PRIOR AUTHORIZATION PG0226 Orthognathic Surgery. and
single piece, segment movement in PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0056 Surgical Treatments for . .
21145 any direction, requiring bone grafts REQUIRED - INTERQUAL MEDICARE COVERAGE Obstructive Sleep Apnea (OSA)-Archived PG0104 Cosmetic and Reconstructive Surgery
(includes obtaining autografts) CRITERIA 120124
PRIOR AUTHORIZATION PG0226 Orthognathic Surgery. and
Lefort | Recon; two pieces with PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0056 Surgical Treatments for . .
21146 bone graft REQUIRED - INTERQUAL MEDICARE COVERAGE Obstructive Sleep Apnea (OSA)-Archived |~ G0104 Cosmetic and Reconstructive Surgery
CRITERIA 120124
PRIOR AUTHORIZATION PG0226 Orthognathic Surgery. and
21147 Lefort | Recon,; three or more PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0056 Surgical Treatments for PG0104 Cosmetic and Reconstructive Surgery

pieces with bone graft

REQUIRED - INTERQUAL

MEDICARE COVERAGE
CRITERIA

Obstructive Sleep Apnea (OSA)-Archived
120124




PG0226 Orthognathic Surgery

PG0104 Cosmetic and Reconstructive Surgery

PG0226 Orthognathic Surgery

PG0104 Cosmetic and Reconstructive Surgery

PG0226 Orthognathic Surgery

PG0104 Cosmetic and Reconstructive Surgery

PG0226 Orthognathic Surgery

PG0104 Cosmetic and Reconstructive Surgery

PG0226 Orthognathic Surgery

PG0104 Cosmetic and Reconstructive Surgery

21150 Lefort Il Recon; anterior intrustion
21151 Lefort Il Recon; any direction with
grafts
Lefort Ill Recon; with bone grafts
21154 without Lefort |
Lefort Ill Recon; with bone grafts
21155 with Lefort
Lefort Il Recon; with forhead adv
21159 without Lefort |
Lefort Il Recon; with forhead adv
21160 without Lefort |
Reconstruction superior-lateral
orbital rim and lower forehead,
21172 advancement or alteration, with or

without grafts (includes obtaining
autografts)

PG0226 Orthognathic Surgery

PG0104 Cosmetic and Reconstructive Surgery

PG0104 Cosmetic and Reconstructive
Surgery




21175

Reconstruction, bifrontal, superior-
lateral orbital rims and lower
forehead, advancement or
alteration (eg, plagiocephaly,
trigonocephaly, brachycephaly),
with or without grafts (includes
obtaining autografts)

21179

Reconstruction, entire or majority of

forehead and/or supraorbital rims;

with grafts (allograft or prosthetic
material)

PG0104 Cosmetic and Reconstructive
Surgery

21180

Reconstruction, entire or majority of
forehead and/or supraorbital rims;
with autograft (includes obtaining

grafts)

PG0104 Cosmetic and Reconstructive
Surgery

21181

Recon by contouring of cranioal
bones

21182

Recon orbital rims/forehead/with
grafts less 40 cm

21183

Recon orbital rims/forehead/with
grafts 40-80 cm

21184

Recon orbital rims/forehead/with
grafts 80 cm or more

PG0104 Cosmetic and Reconstructive
Surgery

PG0226 Orthognathic Surgery

PG0104 Cosmetic and Reconstructive Surgery

PG0226 Orthognathic Surgery

PG0104 Cosmetic and Reconstructive Surgery

PG0226 Orthognathic Surgery

PG0104 Cosmetic and Reconstructive Surgery

PG0226 Orthognathic Surgery

PG0104 Cosmetic and Reconstructive Surgery




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
PRIOR AUTHORIZATION
Recon midface osteotomies and PRIOR AUTHORIZATION REQUIRED - FOLLOW . . .
21188 bone grafts REQUIRED - INTERQUAL MEDICARE COVERAGE PG0226 Orthognathic Surgery PG0104 Cosmetic and Reconstructive Surgery
CRITERIA
Reconstruction of mandibular rami PRIOR AUTHORIZATION PG0226 Orthognathic Surgery. and
21193 horizontal, vertical, C or L ’ RRICRIACUILORIZATION REQUIRIED = [FOILLOYY PGO056 Surgical Treatments for PG0104 Cosmetic and Reconstructive Surger:
osteotomy: \’Nithout k;one raft REQUIRED - INTERQUAL MEDICARE COVERAGE Obstructive Sleep Apnea (OSA)-Archived gery
Y 9 CRITERIA 120124
Reconstruction of mandibular rami PRIOR AUTHORIZATION PG0226 Orthognathic Surgery. and
21194 horizontal, vertical, C or L Y R O I ORIZ SO REJUIRED - [ROLLOLY PGO0SE Surgical Treatments for PG0104 Cosmetic and Reconstructive Surger
osteotom N with bo’ne raft REQUIRED - INTERQUAL MEDICARE COVERAGE Obstructive Sleep Apnea (OSA)-Archived gery
Y: g CRITERIA 120124
Reconstruction of mandibular rami PRIOR AUTHORIZATION PG0226 Orthognathic Surgery. and
21195 and/or body, sagittal split; without ARG R P2-UTOR REQUIRED = [AOLLOLY PGO056 Surgical Treatments for PG0104 Cosmetic and Reconstructive Surger
imer‘é’al rig ” ﬂxgﬂo'n REQUIRED - INTERQUAL MEDICARE COVERAGE Obstructive Sleep Apnea (OSA)-Archived gery
9 CRITERIA 120124
Reconstruction of mandibular rami PRIOR AUTHORIZATION PG0226 Orthognathic Surgery. and
21196 and/or body, sagittal split; with ARIOTR AU 2T REJUIRED = [ROLULGLY PGO0SG Surgical Treatments for PG0104 Cosmetic and Reconstructive Surgern
imem;’; : i% ﬁxati'f)n’ REQUIRED - INTERQUAL MEDICARE COVERAGE Obstructive Sleep Apnea (OSA)-Archived gery
9 CRITERIA 120124
PRIOR AUTHORIZATION PG0226 Orthognathic Surgery. and
Lo PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0056 Surgical Treatments for . .
21198 Osteotomy mandible; segmental REQUIRED - INTERQUAL MEDICARE COVERAGE Obstructive Sleep Apnea (OSA)-Archived PG0104 Cosmetic and Reconstructive Surgery
CRITERIA 120124
PRIOR AUTHORIZATION PG0226 Orthognathic Surgery. and
Osteotomy, mandible, segmental; PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0056 Surgical Treatments for . .
21199 with genioglossus advancement REQUIRED - INTERQUAL MEDICARE COVERAGE Obstructive Sleep Apnea (OSA)-Archived |- G004 Cosmetic and Reconstructive Surgery

CRITERIA

120124




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
PRIOR AUTHORIZATION
PRIOR AUTHORIZATION REQUIRED - FOLLOW . . .
21206 Segmental Osteotomy REQUIRED - INTERQUAL MEDICARE COVERAGE PG0226 Orthognathic Surgery PG0104 Cosmetic and Reconstructive Surgery
CRITERIA
PRIOR AUTHORIZATION
. PRIOR AUTHORIZATION REQUIRED - FOLLOW . . .
21208 Facial Osteoplasty REQUIRED - INTERQUAL MEDICARE COVERAGE PG0226 Orthognathic Surgery PG0104 Cosmetic and Reconstructive Surgery
CRITERIA
. . PRIOR AUTHORIZATION PRIOR AUTHORIZATION . . .
21209 Facial Osteoplasty reduction REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL POLICY PG0226 Orthognathic Surgery PG0104 Cosmetic and Reconstructive Surgery
PRIOR AUTHORIZATION
PRIOR AUTHORIZATION REQUIRED - FOLLOW . . .
21210 Nasal bone graft REQUIRED - INTERQUAL MEDICARE COVERAGE PG0226 Orthognathic Surgery PG0104 Cosmetic and Reconstructive Surgery
CRITERIA
PRIOR AUTHORIZATION
PRIOR AUTHORIZATION REQUIRED - FOLLOW . . .
21215 Nasal bone graft REQUIRED - INTERQUAL MEDICARE COVERAGE PG0226 Orthognathic Surgery PG0104 Cosmetic and Reconstructive Surgery
CRITERIA
PRIOR AUTHORIZATION
. PRIOR AUTHORIZATION REQUIRED - FOLLOW . . .
21230 Autogenous graft rib to face REQUIRED - INTERQUAL MEDICARE COVERAGE PG0226 Orthognathic Surgery PG0104 Cosmetic and Reconstructive Surgery
CRITERIA
PRIOR AUTHORIZATION
Arthroplasty, temporomandibular PRIOR AUTHORIZATION REQUIRED - FOLLOW . . .
21240 joint REQUIRED - INTERQUAL MEDICARE COVERAGE PG0226 Orthognathic Surgery PG0104 Cosmetic and Reconstructive Surgery

CRITERIA




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
PRIOR AUTHORIZATION
Reconstruction of mandible PRIOR AUTHORIZATION REQUIRED - FOLLOW . . .
21244 extraoral REQUIRED - INTERQUAL MEDICARE COVERAGE PG0226 Orthognathic Surgery PG0104 Cosmetic and Reconstructive Surgery
CRITERIA
PRIOR AUTHORIZATION
) " ) PRIOR AUTHORIZATION REQUIRED - FOLLOW . . .
21245 Reconstruction of mandible partial REQUIRED - INTERQUAL MEDICARE COVERAGE PG0226 Orthognathic Surgery PG0104 Cosmetic and Reconstructive Surgery
CRITERIA
PRIOR AUTHORIZATION
Reconstruction of mandible PRIOR AUTHORIZATION REQUIRED - FOLLOW . . .
21246 complete REQUIRED - INTERQUAL MEDICARE COVERAGE PG0226 Orthognathic Surgery PG0104 Cosmetic and Reconstructive Surgery
CRITERIA
PRIOR AUTHORIZATION
Reconstruction of mandibular PRIOR AUTHORIZATION REQUIRED - FOLLOW . . .
21247 condyle REQUIRED - INTERQUAL MEDICARE COVERAGE PG0226 Orthognathic Surgery PG0104 Cosmetic and Reconstructive Surgery
CRITERIA
PRIOR AUTHORIZATION
Reconstruction of mandible with PRIOR AUTHORIZATION REQUIRED - FOLLOW . . .
21248 implant partial REQUIRED - INTERQUAL MEDICARE COVERAGE PG0226 Orthognathic Surgery PG0104 Cosmetic and Reconstructive Surgery
CRITERIA
PRIOR AUTHORIZATION
Reconstruction of mandible with PRIOR AUTHORIZATION REQUIRED - FOLLOW . . .
21249 implant complete REQUIRED - INTERQUAL MEDICARE COVERAGE PG0226 Orthognathic Surgery PG0104 Cosmetic and Reconstructive Surgery
CRITERIA
PRIOR AUTHORIZATION
) . PRIOR AUTHORIZATION REQUIRED - FOLLOW . ) .
21255 Reconstruction of zygomatic arch REQUIRED - INTERQUAL MEDICARE COVERAGE PG0226 Orthognathic Surgery PG0104 Cosmetic and Reconstructive Surgery

CRITERIA




21256

Reconstruction of orbit with
osteotomies (extracranial) and with
bone grafts (includes obtaining
autografts) (eg, micro-ophthalmia)

21260

Periorbital osteotomies for orbital
hypertelorism, with bone grafts;
extracranial approach

PG0104 Cosmetic and Reconstructive
Surgery

21261

Periorbital osteotomies for orbital
hypertelorism, with bone grafts;
combined intra- and extracranial
approach

PG0104 Cosmetic and Reconstructive
Surgery

21263

Periorbital osteotomies for orbital
hypertelorism, with bone grafts;
with forehead advancement

PG0104 Cosmetic and Reconstructive
Surgery

21267

Orbital repositioning, periorbital
osteotomies, unilateral, with bone
grafts; extracranial approach

PG0104 Cosmetic and Reconstructive
Surgery

21268

Orbital repositioning, periorbital
osteotomies, unilateral, with bone
grafts; combined intra- and
extracranial approach

PG0104 Cosmetic and Reconstructive
Surgery

21270

Malar augmentation, prosthetic
material

PG0104 Cosmetic and Reconstructive
Surgery

PG0226 Orthognathic Surgery

PG0104 Cosmetic and Reconstructive Surgery




Secondary revision of orbital PG0226 Orthognathic Surgery. PG0104

Cosmetic and Reconstructive Surgery

PG0104 Cosmetic and Reconstructive
Surgery

PG0104 Cosmetic and Reconstructive
Surgery

PG0226 Orthognathic Surgery. PG0104
Cosmetic and Reconstructive Surgery

PG0226 Orthognathic Surgery. PG0104
Cosmetic and Reconstructive Surgery

PG0226 Orthognathic Surgery. and
PG0056 Surgical Treatments for
Obstructive Sleep Apnea (OSA)-Archived
120124

21215 cranifacial Recon
21280 Medial canthopexy (separate
procedure)

21282 Lateral canthopexy

21205 Reduction of.masseter
muscle/bone; extraoral

21296 Reduction of rr_lasseter
muscle/bone; intraoral

21685 Hyoid myotomy and suspension

Open treatment of rib fracture(s)
21811 with internal fixation, includes

thoracoscopic visualization when
performed, unilateral; 1-3 ribs

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL. «CPT 21811
is non-covered, as in most instances fractures involving 1-3 ribs do not
require internal fixation.




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
PG0043 Experimental Investigational
22526 Percutaneous intradiscal NON-COVERED NON-COVERED Procedures Services. PG0026 Discogenic |[NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
electrothermal annuloplasty, Pain Treatment-Archived 120124.
unilateral or bilateral including
fluoroscopic guidance; single level
Percutaneous intradiscal
electrothermal annuloplasty,
unilateral or bilateral including PG0043 Experimental Investigational
22527 fluoroscopic guidance; 1 or more NON-COVERED NON-COVERED Procedures Services. PG0026 Discogenic [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
additional levels (List separately in Pain Treatment-Archived 120124.
addition to code for primary
procedure)
. . PRIORAUTHORIZAHON-
PRIOGR-AUTHORIZAHON- . .
Ar:s:;‘:]?qsz ';tfl[ﬂiﬁgt::;?r‘:;?ry REQUIRED - FOLLOW- Cervical Fusion: 22548, 22551, 22552, 22554, 22585, 22590, 22595,
. . MEDBICARE-COVERAGE- . . . 22600, 22614. Thoracic Fusion: 22532, 22534, 22556, 22585, 22610
PG0O463-Spinal-Fusion-Archived-020125 ! y . ! ’ ! !
s d(lstcr?ecrt fﬁ;ﬁt%f Lipcirri ":teirssi';if Er':l:E)CRT 2/5%2(/)0;{;%'50,},\‘0 CRIFERIA EFFECTUVE 22614. Lumbar Fusion: 22533, 22534, 22558, 22612, 22614, 22630,
thoracic P ’ REQUIRED 02/01/2025 NO PRIOR 22632, 22633, 22634
AUTHORIZATION REQUIRED
A':Z;i‘:"fsl:se' '{‘;‘f;ﬁﬁ“?;?;’}'ﬁw PRIOR AUTHORIZATION Cervical Fusion: 22548, 22551, 22552, 22554, 22585, 22590, 22595,
22533 discector(’]n t'o re arg interspace PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0463-SpinalFusi . 020425 22600, 22614. Thoracic Fusion: 22532, 22534, 22556, 22585, 22610,
(other tha)rll fofdert):om ressign)' REQUIRED - INTERQUAL MEDICARE COVERAGE 22614. Lumbar Fusion: 22533, 22534, 22558, 22612, 22614, 22630,
P ’ CRITERIA 22632, 22633, 22634
lumbar
Arthrodesis, lateral extracavitary
_ technique, including minimal PRIOR AUTHORIZATION Cervical Fusion: 22548, 22551, 22552, 22554, 22585, 22590, 22595,
discectomy to prepare interspace; - o
29534 thoracic or lumbar. each additional PRIOR AUTHORIZATION REQUIRED - FOLLOW . . . 22600, 22614. Thoracic Fusion: 22532, 22534, 22556, 22585, 22610,
f PG0463-Spinal-Fusion-Archived-020126 .
vertebral segment (List separatel REQUIRED - INTERQUAL MEDICARE COVERAGE 22614. Lumbar Fusion: 22533, 22534, 22558, 22612, 22614, 22630,
rebral seg parately CRITERIA 22632, 22633, 22634
in addition to code for primary
procedure)
PRIOR-AUTHORIZATHON-
Arthrodesis, anterior transoral or REQUIRED—FOLLOW- Cervical Fusion: 22548, 22551, 22552, 22554, 22585, 22590, 22595,
extraoral technique, clivus-C1-C2, 2 2 MEDBICARE COVERAGE- . . . 22600, 22614. Thoracic Fusion: 22532, 22534, 22556, 22585, 22610,
22548 with or without E;;:EOCF:L\\/UET?_'Z(/)(S{;(&_ZHSO'\:\‘O CRIFERIA EFFECTUVE 22614. Lumbar Fusion: 22533, 22534, 22558, 22612, 22614, 22630,
excision of odontoid process REQUIRED 02/01/2025 NO PRIOR 22632, 22633, 22634
AUTHORIZATION REQUIRED
Arthrodesis, anterior interbody,
including disc space preparation, PRIOR AUTHORIZATION Cervical Fusion: 22548, 22551, 22552, 22554, 22585, 22590, 22595,
29551 discectomy, osteophytectomy and PRIOR AUTHORIZATION REQUIRED - FOLLOW . . . 22600, 22614. Thoracic Fusion: 22532, 22534, 22556, 22585, 22610,
decompression of spinal cord REQUIRED - INTERQUAL MEDICARE COVERAGE 22614. Lumbar Fusion: 22533, 22534, 22558, 22612, 22614, 22630,
and/or nerve roots; cervical below CRITERIA 22632, 22633, 22634
c2
Arthrodesis, anterior interbody,
including disc space preparation, PRIOR AUTHORIZATION Cervical Fusion: 22548, 22551, 22552, 22554, 22585, 22590, 22595,
22552 disectomy, osteophytectomy, and PRIOR AUTHORIZATION REQUIRED - FOLLOW . . . 22600, 22614. Thoracic Fusion: 22532, 22534, 22556, 22585, 22610,
decompression of spinal cord REQUIRED - INTERQUAL MEDICARE COVERAGE 22614. Lumbar Fusion: 22533, 22534, 22558, 22612, 22614, 22630,
and/or nerve roots; cervical below CRITERIA 22632, 22633, 22634

C2, each additional space (List




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
ﬁgm‘f‘*j:ls;fé:z’ 'gﬁ;ﬁ:’;y PRIOR AUTHORIZATION Cervical Fusion: 22548, 22551, 22552, 22554, 22585, 22590, 22595,
29554 disgect’om to ?e are PRIOR AUTHORIZATION REQUIRED - FOLLOW . . . 22600, 22614. Thoracic Fusion: 22532, 22534, 22556, 22585, 22610,
PG0463-Spinal-Fusien-Archived-020130 .
interspace ()c/)the’r)th’;n for REQUIRED - INTERQUAL MEDICARE COVERAGE 22614. Lumbar Fusion: 22533, 22534, 22558, 22612, 22614, 22630,
P . . CRITERIA 22632, 22633, 22634
decompression); cervical below C2
PRIORAUTHORIZAHON- . .
A”ggg;;'jéf’i‘:c"l"l:‘;%o:n'ﬁi:z?dy REQUIRED—FOLLOW- Cervical Fusion: 22548, 22551, 22552, 22554, 22585, 22590, 22505,
REQUIRED—INTERQUAL- X .
' . MEDICARE COVERAGE- . . . 22600, 22614. Thoracic Fusion: 22532, 22534, 22556, 22585, 22610
22556 d'Sceirclizgyggep[g&agft::ntroorrac'° Egg:zocg 2’5&?;{;2%50":\‘0 CRIFERIA EFFECTUVE 0463 SpinatFusion-Archived-020331 |61 4 | | imbar Fusion: 22533, 22534, 22558, 22612, 22614, 22630,
d’;com ression) REQUIRED 02/01/2025 NO PRIOR 22632, 22633, 22634
p AUTHORIZATION REQUIRED
Arthrodesis, an anterior interbody
technique including minimal PRIOR AUTHORIZATION Cervical Fusion: 22548, 22551, 22552, 22554, 22585, 22590, 22595,
20558 discectomy to prepare the PRIOR AUTHORIZATION REQUIRED - FOLLOW . . . 22600, 22614. Thoracic Fusion: 22532, 22534, 22556, 22585, 22610,
- PG0463-Spinal-Fusion-Archived-020132 .
interspace (other than for REQUIRED - INTERQUAL MEDICARE COVERAGE 22614. Lumbar Fusion: 22533, 22534, 22558, 22612, 22614, 22630,
decompression) in the lumbar CRITERIA 22632, 22633, 22634
region
Arthrodesis, anterior interbody
dis‘fg;g'gj“et'o'”crgd;?g m:g'r:"aalce PRIOR AUTHORIZATION Cervical Fusion: 22548, 22551, 22552, 22554, 22585, 22590, 22595,
29585 (other tha)r/1 fo:)de'ztom ressi'())n)' PRIOR AUTHORIZATION REQUIRED - FOLLOW . . . 22600, 22614. Thoracic Fusion: 22532, 22534, 22556, 22585, 22610,
each additional interspace (Listy REQUIRED - INTERQUAL MEDICARE COVERAGE 22614. Lumbar Fusion: 22533, 22534, 22558, 22612, 22614, 22630,
X L p CRITERIA 22632, 22633, 22634
separately in addition to code for
primary procedure)
Arthrodesis, pre-sacral interbody
technique, including disc space
preparation, discectomy, with . -
22586 posterior instrumentation, with NON-COVERED NON-COVERED PG0043PE;‘EZQ$ZZ}ZERI‘;§:29a"ona'
image guidance, includes bone
graft when performed, L5-S1
interspace
PRIOR-AUTHORIZATHON-
PRIORAUTHORIZAHON- . .
REQUIRED—FOLLOW- Cervical Fusion: 22548, 22551, 22552, 22554, 22585, 22590, 22595,
Arthrodesis, posterior technique, MEDBICARE COVERAGE- . . . 22600, 22614. Thoracic Fusion: 22532, 22534, 22556, 22585, 22610,
22590 craniocervical (Occiput - C2) E;;:EC)CF;FL\\/lJET%Z(/)OFiI/;g'ZF?O'\:\JO CRIFERIA EFFECTUVE 22614. Lumbar Fusion: 22533, 22534, 22558, 22612, 22614, 22630,
REQUIRED 02/01/2025 NO PRIOR 22632, 22633, 22634
AUTHORIZATION REQUIRED
PRIORAUTHORIZAHON-
PRIOR-AUTHORIZATION- . .
REQUIRED-—FOLLOW- Cervical Fusion: 22548, 22551, 22552, 22554, 22585, 22590, 22595,
Arthrodesis, posterior technique, MEDICARE-COVERAGE- . . . 22600, 22614. Thoracic Fusion: 22532, 22534, 22556, 22585, 22610,
) PG0463-Spinal-Fusion-Archived-620134 .
22595 atlas-axis (C1-C2) EFRFRECTVE QAT MO ERFERIA EFFECTUVE 22614. Lumbar Fusion: 22533, 22534, 22558, 22612, 22614, 22630,

PRIOR AUTHORIZATION
REQUIRED

02/01/2025 NO PRIOR
AUTHORIZATION REQUIRED

22632, 22633, 22634




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
. . - PRIORAUTHORIZAHON-
Artodesis poseroror | REQUIREB-INTERQUAL: |l B ournnce 22600, 22614, Thoracis Fusion: 22535, 22554, 22566, 22585, 22610
’ . . MEDBICARE-COVERAGE- . . . § . Thoracic Fusion: s , s , §
22600 |:\?:|tecr2:3.t§;?|b§gwg;Zezrr:?;it Eg;:;c; 2’&?%’;{;%50“:\‘0 CRITERIA EFFECTUVE 0463 Spinal-Fusion-Archived-020435 1,514, | umbar Fusion: 22533, 22534, 22558, 22612, 22614, 22630,
REQUIRED 02/01/2025 NO PRIOR 22632, 22633, 22634
AUTHORIZATION REQUIRED
pongrtzlr;’t‘ifz;stéi’szitgﬂg;Lgle PRIOR AUTHORIZATION Cervical Fusion: 22548, 22551, 22552, 22554, 22585, 22590, 22595,
22610 level; thoracic (with lateral PRIOR AUTHORIZATION REQUIRED - FOLLOW PCO463-SpinalFusi . 020136 22600, 22614. Thor§0|c Fusion: 22532, 22534, 22556, 22585, 22610,
transverse technique, when REQUIRED - INTERQUAL MEDICARE COVERAGE 22614. Lumbar Fusion: 22533, 22534, 22558, 22612, 22614, 22630,
’ CRITERIA 22632, 22633, 22634
performed)
pong:glr;’tif;ﬁégﬁiitgﬂgSoi:]gle PRIOR AUTHORIZATION Cervical Fusion: 22548, 22551, 22552, 22554, 22585, 22590, 22595,
22612 level: lumbar (with lateral PRIOR AUTHORIZATION REQUIRED - FOLLOW . . . 22600, 22614. Thor_amc Fusion: 22532, 22534, 22556, 22585, 22610,
transverse technique, when REQUIRED - INTERQUAL MEDICARE COVERAGE 22614. Lumbar Fusion: 22533, 22534, 22558, 22612, 22614, 22630,
’ CRITERIA 22632, 22633, 22634
performed)
Arthrodesis, posterior or
posterolateral technique, single PRIOR AUTHORIZATION Cervical Fusion: 22548, 22551, 22552, 22554, 22585, 22590, 22595,
20614 level; each additional vertebral PRIOR AUTHORIZATION REQUIRED - FOLLOW PC0463 SpinalFusi . 620138 22600, 22614. Thoracic Fusion: 22532, 22534, 22556, 22585, 22610,
segment. (List separately in REQUIRED - INTERQUAL MEDICARE COVERAGE 22614. Lumbar Fusion: 22533, 22534, 22558, 22612, 22614, 22630,
addition to code for primary CRITERIA 22632, 22633, 22634
procedure)
teACr:'::\ric;?J:SIi?l’c?ftfifgrlgr;qairgz?xy PRIOR AUTHORIZATION Cervical Fusion: 2254§, 22551, 22552, 22554, 22585, 22590, 22595,
22630 and/or discectomy to prepare PRIOR AUTHORIZATION REQUIRED - FOLLOW . . . 22600, 22614. Thor_acm Fusion: 22532, 22534, 22556, 22585, 22610,
interspace, single interspace (other REQUIRED - INTERQUAL MEDICARE COVERAGE 22614. Lumbar Fusion: 22533, 22534, 22558, 22612, 22614, 22630,
! . CRITERIA 22632, 22633, 22634
than for decompression); lumbar
ATTNrodesis, posterior nterpoady
technique, including laminectomy
and/or discectomy to prepare PRIOR AUTHORIZATION Cervical Fusion: 22548, 22551, 22552, 22554, 22585, 22590, 22595,
22632 interspace, single interspace (other PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0463 Spinal-Fusi . 62014 22600, 22614. Thoracic Fusion: 22532, 22534, 22556, 22585, 22610,
than for decompression); each REQUIRED - INTERQUAL MEDICARE COVERAGE 22614. Lumbar Fusion: 22533, 22534, 22558, 22612, 22614, 22630,
additional interspace. (List CRITERIA 22632, 22633, 22634
separately in addition to code for
ATTTOTES S S RTEs PoStenior or
posterolateral technique with
posterior interbody technique PRIOR AUTHORIZATION Cervical Fusion: 22548, 22551, 22552, 22554, 22585, 22590, 22595,
22634 including laminectomy and/or PRIOR AUTHORIZATION REQUIRED - FOLLOW . . . 22600, 22614. Thoracic Fusion: 22532, 22534, 22556, 22585, 22610,
discectomy sufficient to prepare REQUIRED - INTERQUAL MEDICARE COVERAGE 22614. Lumbar Fusion: 22533, 22534, 22558, 22612, 22614, 22630,
interspace, single interspace and CRITERIA 22632, 22633, 22634

segment (other than for

dacnmnraccinn): aach additinnal




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
s ey
20857 discéctom to F:g are i'nters acg PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0027 Artificial Intervertebral Disc
Y 10 prep P REQUIRED - INTERQUAL MEDICARE COVERAGE Replacement
(other than for decompression),
. . CRITERIA
single interspace, lumbar
TOtar aisc arthroplasty (aremciar
disc), anterior approach, including
discectomy with end plate PRIOR AUTHORIZATION
220858 preparation (includes PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0027 Artificial Intervertebral Disc
osteophytectomy for nerve root or REQUIRED - INTERQUAL MEDICARE COVERAGE Replacement
spinal cord decompression and CRITERIA
microdissection), second level,
nonsinal {1 ict canaratahs in additinn
Total disc arthroplasty (artificial
disc), anterior approach, including
discectomy to prepare interspace s .
S PRIOR AUTHORIZATION PG0027 Artificial Intervertebral Disc
22860 (other than for decompressmrj), REQUIRED - INTERQUAL NON-COVERED Replacement
second interspace, lumbar (List
separately in addition to code for
primary procedure)
Insertion of
interlaminar/interspinous process
I ) X . PRIOR AUTHORIZATION . .
o | st | PROR AUTHORIZATON | REQURED-FoLLOW | PO s e et
) i 9 Imag REQUIRED - INTERQUAL MEDICARE COVERAGE ! p
guidance when performed, with Archived
. CRITERIA
open decompression, lumbar;
single level
TRSerton or
interlaminar/interspinous process
stabilization/distraction device, PRIOR AUTHORIZATION PGO213 Interspinous and Interlaminar
22868 without fusion, including image PRIOR AUTHORIZATION REQUIRED - FOLLOW StabiIization/Distrgction Devices (Spacers)-
guidance when performed, with REQUIRED - INTERQUAL MEDICARE COVERAGE ) p
1 Archived
open decompression, lumbar; CRITERIA
second level (List separately in
additinn tn cndao far nrimans
Insertion of
interlaminar/interspinous process
I ) N . PRIOR AUTHORIZATION . .
s | s | eRoRamiomzaTon | REQURED - Fouow | F07 Hes s e
hout open decompress REQUIRED - INTERQUAL MEDICARE COVERAGE ! p
fusion, including image guidance Archived
) CRITERIA
when performed, lumbar; single
level
TRSErton or
interlaminar/interspinous process
stabilization/distraction device, PRIOR AUTHORIZATION PG0213 Interspinous and Interlaminar
22870 without open decompression or PRIOR AUTHORIZATION REQUIRED - FOLLOW StabiIization/Distrgction Devices (Spacers)-
fusion, including image guidance REQUIRED - INTERQUAL MEDICARE COVERAGE Archived p
when performed, lumbar; second CRITERIA

level (List separately in addition to

cado far nrimans nrocadira)




Codes

Code Description

Paramount Commercial
Insurance Plans

Elite (Medicare Advantage)
Plans

Policy

DETAILS/NOTES

22899

Unlisted procedure —spine

PRIOR AUTHORIZATION
REQUIRED - MEDICAL POLICY

PRIOR AUTHORIZATION
REQUIRED - MEDICAL POLICY

PG0365 Bone Graft Substitutes

When unlisted procedure-musculoskeletal (20999), unlisted procedure
—spine (22899), unlisted procedure-humerus or elbow (24999), unlisted
procedure-forearm or wrist (25999), unlisted procedure-hands or fingers
(26989), unlisted procedure-femur or knee (27599), or unlisted
procedure-leg or ankle (27899) and 20930, Allograft, is determined to be
recombinant human bone morphogenetic protein-2 and protein-7, see
medical policy PG0365 Bone Graft Substitutes for coverage detail.

24999

Unlisted procedure-humerus or
elbow

PRIOR AUTHORIZATION
REQUIRED - MEDICAL POLICY

PRIOR AUTHORIZATION
REQUIRED - MEDICAL POLICY

PG0365 Bone Graft Substitutes

When unlisted procedure-musculoskeletal (20999), unlisted procedure
—spine (22899), unlisted procedure-humerus or elbow (24999), unlisted
procedure-forearm or wrist (25999), unlisted procedure-hands or fingers
(26989), unlisted procedure-femur or knee (27599), or unlisted
procedure-leg or ankle (27899) and 20930, Allograft, is determined to be
recombinant human bone morphogenetic protein-2 and protein-7, see
medical policy PG0365 Bone Graft Substitutes for coverage detail.

25999

Unlisted procedure-forearm or wrist

PRIOR AUTHORIZATION
REQUIRED - MEDICAL POLICY

PRIOR AUTHORIZATION
REQUIRED - MEDICAL POLICY

PG0365 Bone Graft Substitutes

When unlisted procedure-musculoskeletal (20999), unlisted procedure
—spine (22899), unlisted procedure-humerus or elbow (24999), unlisted
procedure-forearm or wrist (25999), unlisted procedure-hands or fingers
(26989), unlisted procedure-femur or knee (27599), or unlisted
procedure-leg or ankle (27899) and 20930, Allograft, is determined to be
recombinant human bone morphogenetic protein-2 and protein-7, see
medical policy PG0365 Bone Graft Substitutes for coverage detail.

26989

Unlisted procedure-hands or
fingers

PRIOR AUTHORIZATION
REQUIRED - MEDICAL POLICY

PRIOR AUTHORIZATION
REQUIRED - MEDICAL POLICY

PG0365 Bone Graft Substitutes

When unlisted procedure-musculoskeletal (20999), unlisted procedure
—spine (22899), unlisted procedure-humerus or elbow (24999), unlisted
procedure-forearm or wrist (25999), unlisted procedure-hands or fingers
(26989), unlisted procedure-femur or knee (27599), or unlisted
procedure-leg or ankle (27899) and 20930, Allograft, is determined to be
recombinant human bone morphogenetic protein-2 and protein-7, see
medical policy PG0365 Bone Graft Substitutes for coverage detail.

27125

Hemiarthroplasty, hip, partial (e.g.,
femoral stem prosthesis, bipolar
arthroplasty)

ProMedica Employee Health Plans
Administered by Paramount
PRIOR AUTHORIZATION
REQUIRED - INTERQUAL

PRIOR AUTHORIZATION NOT
REQUIRED

PG0454 Hip Replacement and Resurfacing

Surgery (Arthroplasty) - Archived

06/01/2024. Maintain Prior Authorization per

InterQual Coverage Criteria

Medical Policy PG0454 Hip Replacement and Resurfacing Surgery
(Arthroplasty) is going to be archived. The procedure codes 27125,
27130. 27132, 27134, 27137, 27138 will remain to require a prior
authorization, ONLY for the ProMedica Employee Health Plans
Administered by Paramount and will maintain requiring a prior
authorization. The coverage criteria will follow the InterQual criteria, as is
indicated on the prior authorization excel spreadsheet.

27130

Arthroplasty, acetabular and
proximal femoral prosthetic
replacement (total hip arthroplasty),
with or without autograft or allograft

ProMedica Employee Health Plans
Administered by Paramount
PRIOR AUTHORIZATION
REQUIRED - INTERQUAL

PRIOR AUTHORIZATION NOT
REQUIRED

PG0454 Hip Replacement and Resurfacing

Surgery (Arthroplasty) - Archived

06/01/2024. Maintain Prior Authorization per

InterQual Coverage Criteria

Medical Policy PG0454 Hip Replacement and Resurfacing Surgery
(Arthroplasty) is going to be archived. The procedure codes 27125,
27130. 27132, 27134, 27137, 27138 will remain to require a prior
authorization, ONLY for the ProMedica Employee Health Plans
Administered by Paramount and will maintain requiring a prior
authorization. The coverage criteria will follow the InterQual criteria, as is
indicated on the prior authorization excel spreadsheet.




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
Medical Policy PG0454 Hip Replacement and Resurfacing Surgery
. . . |(Arthroplasty) is going to be archived. The procedure codes 27125,
Conversion of previous hip surgery ProMedlgg EwAEYER (HEE FEws PGO454 Hip Replacement and Rgsurfacmg 27130. 27132, 27134, 27137, 27138 will remain to require a prior
27132 to total hip arthroplasty, with or RIS o (PEEEI FRICIR AGIEIRIZ-UTEh) RSy Surgery (Arthroplasty) - Archived authorization, ONLY for the ProMedica Employee Health Plans
3 . PRIOR AUTHORIZATION REQUIRED 06/01/2024. Maintain Prior Authorization per - ! . o -, X
without autograft or allograft - Administered by Paramount and will maintain requiring a prior
REQUIRED - INTERQUAL InterQual Coverage Criteria o Lo - .
authorization. The coverage criteria will follow the InterQual criteria, as is
indicated on the prior authorization excel spreadsheet.
Medical Policy PG0454 Hip Replacement and Resurfacing Surgery
. . . |(Arthroplasty) is going to be archived. The procedure codes 27125,
Revision of total hip arthroplasty; ProMedlgg EwAEYER (HEE FEws PGO454 Hip Replacement and Rgsurfacmg 27130. 27132, 27134, 27137, 27138 will remain to require a prior
27134 both components, with or without RIS o (PEEEI FRICIR AGIBIRIZ-UTEh RSy Surgery (Arthroplasty) - Archived authorization, ONLY for the ProMedica Employee Health Plans
’ PRIOR AUTHORIZATION REQUIRED 06/01/2024. Maintain Prior Authorization per . ! p o - -
autograft or allograft - Administered by Paramount and will maintain requiring a prior
REQUIRED - INTERQUAL InterQual Coverage Criteria o Lo - .
authorization. The coverage criteria will follow the InterQual criteria, as is
indicated on the prior authorization excel spreadsheet.
Medical Policy PG0454 Hip Replacement and Resurfacing Surgery
. . . |(Arthroplasty) is going to be archived. The procedure codes 27125,
Revision of total hip arthroplasty; PrOMEd'.C? ST R (Pl PGO0454 Hip Replacement and Rgsurfacmg 27130. 27132, 27134, 27137, 27138 will remain to require a prior
27137 acetabular component only, with or AEIMITESEEE) (5 [ REETeUiS ARSI ADUGSIRIZ ) (MOIr Surgery (Arthroplasty) - Archived authorization, ONLY for the ProMedica Employee Health Plans
) p Y, PRIOR AUTHORIZATION REQUIRED 06/01/2024. Maintain Prior Authorization per| 240 ohzaton. dica Employee H )
without autograft or allograft - Administered by Paramount and will maintain requiring a prior
REQUIRED - INTERQUAL InterQual Coverage Criteria o . - .
authorization. The coverage criteria will follow the InterQual criteria, as is
indicated on the prior authorization excel spreadsheet.
Medical Policy PG0454 Hip Replacement and Resurfacing Surgery
. . . |ProMedica Employee Health Plans PG0454 Hip Replacement and Resurfacing (Arthroplasty) is going to be archived. The pro_cedure ches 27.125'
Revision of total hip arthroplasty; L : 27130. 27132, 27134, 27137, 27138 will remain to require a prior
27138 femoral component only, with or A CR! (6 PRGN ARICIRATUCIRZ el Mo Surgery (Arthroplasty) - Archived authorization, ONLY for the ProMedica Employee Health Plans
N ! PRIOR AUTHORIZATION REQUIRED 06/01/2024. Maintain Prior Authorization per o ! . o . .
without allograft - Administered by Paramount and will maintain requiring a prior
REQUIRED - INTERQUAL InterQual Coverage Criteria R o - .
authorization. The coverage criteria will follow the InterQual criteria, as is
indicated on the prior authorization excel spreadsheet.
27275 Manipulation, hip joint, requiring NON-COVERED NON-COVERED PG0422 Manipulation Under Anesthesia
general anesthesi
PG0043 . -
27278 Experimental/investigational NON-COVERED NON-COVERED PG0043 Experimental/investigational
: Procedures/Services
Procedures/Services
PRIOR AUTHORIZATION
27412 Autologous chondrocyte PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0190 Focal Articular Cartilage of the
implantation, knee REQUIRED - INTERQUAL MEDICARE COVERAGE Knee
CRITERIA
PRIOR AUTHORIZATION
27415 Osteochondral allograft, knee, PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0190 Focal Articular Cartilage of the  [As of 1/1/2020 procedures 27415, 27416, 29866, 29867, 27599 also
open REQUIRED - INTERQUAL MEDICARE COVERAGE Knee require a prior authorization
CRITERIA
Osteochondral autograft(s), knee,
open (e.g., mosaicplasty)(includes PRIOR AUTHORIZATION
27416 harvesting of autograft(s))[except to PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0190 Focal Articular Cartilage of the | As of 1/1/2020 procedures 27415, 27416, 29866, 29867, 27599 also
repair chondral defects of the REQUIRED - INTERQUAL MEDICARE COVERAGE Knee require a prior authorization
patella] [excludes synthetic CRITERIA

resorbable polymers]




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
Medical Policy PG0452 Knee Replacement Surgery (Arthroplasty) is
ProMedica Employee Health Plans PG0452 Knee Replacement Surgery 23T§6t02t;ig;cgvﬁﬁé -arherig:O:Ligg:iez:':i)g:sozsiisfﬁZ::%riz/lﬁji(’:a
27445 Arthroplasty, knee, hinge prosthesis Administered by Paramount PRIOR AUTHORIZATION NOT (Arthroplasty) - Archived 06/01/2024. Em on ce Healtr?Plans idministered b P’aramount and will maintain
(e.g., Walldius type) PRIOR AUTHORIZATION REQUIRED Maintain Prior Authorization per InterQual ploy ! - Y P
L requiring a prior authorization. The coverage criteria will follow the
REQUIRED - INTERQUAL Coverage Criteria - o ; -
InterQual criteria, as is indicated on the prior authorization excel
spreadsheet.
Medical Policy PG0452 Knee Replacement Surgery (Arthroplasty) is
. going to be archived. The procedure codes 27445, 27446, 27447,
ProMedica Employee Health Plans PG0452 Knee Replacement Surgery h . N ;
7446 A”hrlgfisut}”r::;; 2??;‘(;';:"”" Administered by Paramount | PRIOR AUTHORIZATION NOT |  (Arthroplasty) - Archived 06/01/2024. gjglﬁ' s;“:zaﬁ?;'gn: ir('j?:]iﬁﬁgﬁgéa;'oga?;\'rﬁguﬁ::s Sﬂfmzﬁgn
P : PRIOR AUTHORIZATION REQUIRED Maintain Prior Authorization per InterQual |- F.0Ye€ He 5 AG Y nount ar
compartment o requiring a prior authorization. The coverage criteria will follow the
REQUIRED - INTERQUAL Coverage Criteria . s ; A
InterQual criteria, as is indicated on the prior authorization excel
spreadsheet.
Medical Policy PG0452 Knee Replacement Surgery (Arthroplasty) is
Arthroplasty, knge, condyle and ProMedica Employee Health Plans PG0452 Knee Replacement Surgery going to be arch|veq. The_procedur_e ches 27445, 27446, 2744?,
plateau; medial and lateral L - 27486, 27487 require a prior authorization, ONLY for the ProMedica
X . Administered by Paramount PRIOR AUTHORIZATION NOT (Arthroplasty) - Archived 06/01/2024. s ) .
27447 compartments with or without AT - Employee Health Plans Administered by Paramount and will maintain
. PRIOR AUTHORIZATION REQUIRED Maintain Prior Authorization per InterQual L R e L
patella resurfacing (total knee L requiring a prior authorization. The coverage criteria will follow the
REQUIRED - INTERQUAL Coverage Criteria - o ; A
arthroplasty) InterQual criteria, as is indicated on the prior authorization excel
spreadsheet.
Medical Policy PG0452 Knee Replacement Surgery (Arthroplasty) is
Revision of total knee arthroplasty, PREIMIEEIER EMETEE (i (FEmS PG0452 Knee Replacement Surgery gg?&?ﬁtOZgig;cgvﬁidré ;hiigi(:tiﬁg:isﬁgr? Scfliiiibﬁt?: %ri::;jiéa
27486 with or without allo raft'pl ’ AGITIHIEENEGE B PRENTE BRICRLEUILORIZATION ] (Arthroplasty) - Archived 06/01/2024. Em Io’ ee HeaItP?PIans idministered b F;aramount and will maintain
gratt PRIOR AUTHORIZATION REQUIRED Maintain Prior Authorization per InterQual |- P.0Y € "€ S AC Y nount ar
component L requiring a prior authorization. The coverage criteria will follow the
REQUIRED - INTERQUAL Coverage Criteria . U N o
InterQual criteria, as is indicated on the prior authorization excel
spreadsheet.
Medical Policy PG0452 Knee Replacement Surgery (Arthroplasty) is
Revision of total knee arthroplasty, PHEIIEEIER e (i (FEmS PG0452 Knee Replacement Surgery gngﬁtozgig;cgvﬁidré ;h?’igﬁiﬁg:iez;ggr? scflzlﬁisfbﬁ;: GF’Yri:/I“;;it':a
X ! tropiasty. | - a gministered by Paramount PRIOR AUTHORIZATION NOT (Arthroplasty) - Archived 06/01/2024. ' q prior a ' rovedica
27487 with or without allograft; femoral . . o Employee Health Plans Administered by Paramount and will maintain
L PRIOR AUTHORIZATION REQUIRED Maintain Prior Authorization per InterQual L ! . L
and entire tibial component L requiring a prior authorization. The coverage criteria will follow the
REQUIRED - INTERQUAL Coverage Criteria . U N o
InterQual criteria, as is indicated on the prior authorization excel
spreadsheet.
Unlisted procedure, femur or knee BRIORACINORIZION
27599 when rzlated t© léocal Articular ! PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0190 Focal Articular Cartilage of the | As of 1/1/2020 procedures 27415, 27416, 29866, 29867, 27599 also
) . REQUIRED - INTERQUAL MEDICARE COVERAGE Knee require a prior authorization
Cartilage Repair of the Knee
CRITERIA
When unlisted procedure-musculoskeletal (20999), unlisted procedure
PELOR ORI TN procecire Torearm or rik (26399), inised procedure hande o fngers
27599 Unlisted procedure-femur or knee RRICRIACUILORIZATION RFGUIRED = [FOILLOYY PG0365 Bone Graft Substitutes (26989), unlisted procedure-femur or knee (27599), or unlisted
REQUIRED - INTERQUAL MEDICARE COVERAGE . .
CRITERIA procedure-leg or ankle (27899) and 20930, Allograft, is determined to be

recombinant human bone morphogenetic protein-2 and protein-7, see
medical policy PG0365 Bone Graft Substitutes for coverage detail.




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
PRIOR AUTHORIZATION
Arthroplasty, ankle; with implant PRIOR AUTHORIZATION REQUIRED - FOLLOW
21702 (total ankle) REQUIRED - INTERQUAL MEDICARE COVERAGE PGO151 Total Ankle Arthroplasty
CRITERIA
Arthroplasty, ankle; revision, total PRIOR AUTHORIZATION PRIOR AUTHORIZATION
27708 ankle REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL POLICY PGO151 Total Ankle Arthroplasy
When unlisted procedure-musculoskeletal (20999), unlisted procedure
—spine (22899), unlisted procedure-humerus or elbow (24999), unlisted
PRIOR AUTHORIZATION PRIOR AUTHORIZATION procedure-forearm or wrist (25999), unlisted procedure-hands or fingers
27899 Unlisted procedure, leg or ankle REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL POLICY PG0365 Bone Graft Substitutes (26989), unlisted procedure-femur or knee (27599), or unlisted
procedure-leg or ankle (27899) and 20930, Allograft, is determined to be
recombinant human bone morphogenetic protein-2 and protein-7, see
medical policy PG0365 Bone Graft Substitutes for coverage detail.
) PG0004 Extracorporeal Shock Wave
Extracorporeal shock wave,_h!gh Therapy for Musculoskeletal Conditions and
28890 energy, performed by a physician, NON-COVERED NON-COVERED Soft Tissue Wounds-Archived 090124; |NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
requmng. anest_hesm other than PG0043 Experimental Investigationals
local, including ultrasound Procedures Services
guidance, involving the plantar
fascia
Arthroscopy, knee, surgical;
aLTOp'f;‘ftt"(‘;')o?e‘)f O;fsaﬁzogg ) PRIOR AUTHORIZATION
20866 (includges harvesl?ilr"n of aut't)) rai,ts) PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0190 Focal Articular Cartilage of the |As of 1/1/2020 procedures 27415, 27416, 29866, 29867, 27599 also
) 9 9 REQUIRED - INTERQUAL MEDICARE COVERAGE Knee require a prior authorization
[except to repair chondral defects CRITERIA
of the patella] [excludes synthetic
resorbable polymers]
Arthroscopy, knee, surgical; IFIRIGIR AUUAIGIPAUIIGIY
20867 osteochonz);;’zll allov raftg(e ! PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0190 Focal Articular Cartilage of the |As of 1/1/2020 procedures 27415, 27416, 29866, 29867, 27599 also
N 9 G- REQUIRED - INTERQUAL MEDICARE COVERAGE Knee require a prior authorization
mosaicplasty CRITERIA
30120 Excision or surglcal.plannmg of skin NON-COVERED NON-COVERED PG0104 Cosmetic and Reconstructive
of nose for rhinophyma Surgery
Rhinoplasty, primary; lateral and PRIOR AUTHORIZATION PSIIEC’QTJT‘I;{UET[')-'-O;CI){ﬁg\?\IN PGO0009 Rhinoplasty and Septoplasty-
30400 alar cartilages and/or elevation of Archived 080124. PG0104 Cosmetic and

nasal tip

REQUIRED - INTERQUAL

MEDICARE COVERAGE
CRITERIA

Reconstructive Surgery




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
Rhinoplasty, primary; complete, PRIOR AUTHORIZATION ) .
20410 external parts including bony PRIOR AUTHORIZATION REQUIRED - FOLLOW Aiﬁg{gzgogg'{‘;fliiﬁgg zz‘;‘r?gfgn |
pyramid, lateral and alar cartilages, REQUIRED - INTERQUAL MEDICARE COVERAGE Reconstlructive Surger
and/or elevation of nasal tip CRITERIA gery
PRIOR AUTHORIZATION .
30420 Rhinoplasty, primary; including PRIOR AUTHORIZATION REQUIRED - FOLLOW Aiﬁgﬁ?&:g'{fi"?&ﬁgi (S:Z’;trz‘:t?:gn J
major septal repair REQUIRED - INTERQUAL MEDICARE COVERAGE Reconst.ructive Surger
CRITERIA gery
. . PRIOR AUTHORIZATION .
20430 | reusion(smal amount o nasalp | PRIOR AUTHORIZATION REQURED -FoLLow | e Coamete and
work) p REQUIRED - INTERQUAL MEDICARE COVERAGE Reconst.ructive Surger
CRITERIA gery
Rhinoplasty, secondary; BRIONACINORIZAON PGO0009 Rhinoplasty and Septoplasty-
30435 intermediate revision (bony work ARG AYUAICIRPZIICIY REQUINED - [FOLLOY Archived 080124. PG0104 Cosmetic and
with osteotomies) Y REYUINED = INTERQUAL MIEBIEANE COVERACE Reconst.ructive Surgern
CRITERIA gery
Rhinoplasty, secondary; major PRSI UGB PZLTOR PG0009 Rhinoplasty and Septoplasty-
30450 revision (nasal tip work and RRICRAUIORIZATON REUIRED = [ROILLOYY Archived 080124. PG0104 Cosmetic and
osteotomlijes) REQUIRED - INTERQUAL MEDICARE COVERAGE Reconstlructive Surger
CRITERIA gery
Repair of nasal valve collapse with . I
30468 subcutaneous/submucosal lateral NON-COVERED NON-COVERED PG0043 Experimental Investigational |\ coVERED - EXPERIMENTAL, INVESTIGATIONAL
- Procedures Services
wall implant(s)
Repair of nasal valve collapse with
low energy, temperature-controlled . I ~ R . ]
30469 (ie., radiofrequency) NON-COVERED NON-COVERED PG0043 Experimental Inyesugauonal NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL {i.e., ViVaer
Procedures Services (30469)}
subcutaneous/submucosal
remodeling
Septoplasty or submucous PRIOR AUTHORIZATION
30520 resection, with or without cartilage PRIORI AUTHORIZATION REQUIRED - FOLLOW
scoring, contouring or replacement REQUIRED - INTERQUAL MEDICARE COVERAGE
with graft CRITERIA




Codes

Code Description

Paramount Commercial
Insurance Plans

Elite (Medicare Advantage)
Plans

Policy

DETAILS/NOTES

31660

Bronchoscopy, rigid or flexible,

including fluoroscopic guidance,

when performed; with bronchial
thermoplasty, 1 lobe

NON-COVERED

NON-COVERED

PG0316 Bronchial Thermoplasty; PG0043
Experimental Investigational Procedures
Services. Archived,080124. PG0043
Experimental/Investigational
Procedures/Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

31661

Bronchoscopy, rigid or flexible,
including fluoroscopic guidance,
when performed; with bronchial
thermoplasty, 2 or more lobes

NON-COVERED

NON-COVERED

PG0316 Bronchial Thermoplasty; PG0043
Experimental Investigational Procedures
Services. Archived,080124. PG0043
Experimental/lnvestigational
Procedures/Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

32664

Thoracoscopy, surgical; with
thoracic sympathectomy

PRIOR AUTHORIZATION
REQUIRED - INTERQUAL

PRIOR AUTHORIZATION
REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA

PG0466 Hyperhidrosis Treatment
(excluding Botox) - Archived Policy

Endoscopic transthoracic sympathectomy (ETS), procedure 32664,
requires a prior authorization for the treatment of hyperhidrosis, diagnosis
codes L74.510-L74.519, L74.52, R61. Procedure 97033 is noncovered
with diagnosis codes L74.510-L74.519, L74.52, R61.

33269

Exclusion of left atrial appendage,
thoracoscopic, any method (e.g.,
excision, isolation via stapling,
oversewing, ligation, plication, clip)

NON-COVERED

NON-COVERED

PGO0366 Left Atrial Appendage Closure
(LAAC) (Occlusion)-Archived 090124;
PG0043 Experimental Investigational

Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

33274

Transcatheter insertion or
replacement of permanent leadless
pacemaker, right ventricular,
including imaging guidance (eg,
fluoroscopy, venous ultrasound,
ventriculography, femoral
venography) and device evaluation
(eg, interrogation or programming),
when performed

NON-COVERED

PRIOR AUTHORIZATION NOT
REQUIRED - Approval only
permitted when the member is
participating in an FDA approved
post approval trial that is
registered.

PG0395 Leadless Cardiac Pacemakers-
Archived; PG0043 Experimental
Investigational Procedures Services

Paramount Medicare Advantage Plans - Leadless Cardiac Pacemaker
Systems (i.e., MicraTM Transcatheter Pacemaker System, Aveir VR
Leadless System). Leadless cardiac pacemaker systems are
miniaturized, full featured single or dual chamber pacemakers that are
implanted directly in the right ventricle and right atrium in the case of dual
chamber pacemakers. They are thought to provide treatment options for
patients with Class | or Class Il indication for bradycardia pacing therapy
without the increased risk for infection. For Medicare Advantage
members only: approval if the member is participating in an FDA
approved post approval trial that is registered.

33275

Trancatheter removal of permanent
leadless pacemaker, right
ventricular

NON-COVERED

PRIOR AUTHORIZATION NOT
REQUIRED - Approval only
permitted when the member is
participating in an FDA approved
post approval trial that is
registered.

PG0395 Leadless Cardiac Pacemakers-
Archived; PG0043 Experimental
Investigational Procedures Services

Paramount Medicare Advantage Plans - Leadless Cardiac Pacemaker
Systems (i.e., MicraTM Transcatheter Pacemaker System, Aveir VR
Leadless System). Leadless cardiac pacemaker systems are
miniaturized, full featured single or dual chamber pacemakers that are
implanted directly in the right ventricle and right atrium in the case of dual
chamber pacemakers. They are thought to provide treatment options for
patients with Class | or Class Il indication for bradycardia pacing therapy
without the increased risk for infection. For Medicare Advantage
members only: approval if the member is participating in an FDA
approved post approval trial that is registered.




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
PRIGR-AUTHORIZATHON-
. . PRIOR-AUTHORIZAHON- REQUIRED—OLLOW-
Insertion, subcutaneous cardiac - ~C . PG0039 Ambulatory External and ) )
33285 rhythm monitor, includin GRICR Implantable Electrocardiographic Monitoringf| - Effective
WA roarammin 9 AUTHORIZATION NOT CRITERIA PRIOR p Ao 1 18 A 2‘2 9111/01/2024 procedure 33285 does not require a prior authorization.
prog 9 REQUIRED AUTHORIZATION NOT
REQUIRED
TTansCameter TMprantauon or
wireless pulmonary artery pressure
sensor for longterm hemodynamic PG0377 Pulmonary Artery Pressure
monitoring, including deployment Monitoring (CardioMEMS)-Archived
33289 and calibration of the sensor, right NON-COVERED NON-COVERED 090124; PG0043 NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
heart catheterization, selective Experimental/lnvestigational
pulmonary catheterization, Procedures/Services
radiological supervision and
RS RReter pracament and-—
subsequent removal of cerebral
embolic protection device(s), PG0108 Transcatheter Heart Valve
33370 _ including NON-COVERED NON-COVERED Procedures-Archived; PG0043 NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
arterial access, catheterization, Experimental Investigational Procedures
imaging, and radiological Services
supervision and interpretation,
narciitananiic
36468 Injfecnon(s) 0)‘ sclerloslalr]t for spider NON-COVERED NON-COVERED PG0043 Experimental In\{estlgatlonal
veins (telangiectasia); limb or trunk Procedures Services
Miechanical occlusion chemicar apiation (MOCA) Of the sapnenous Ve
. is a nonthermal technique that combines mechanical epithelial injury via
Endovenous ablation therapy of N R N . ! X ¢ .
X ) X a catheter-directed rotating wire with concomitant chemical ablation via
incompetent vein, extremity PG0043 Experimental Investigational simultaneous administration of a sclerosing agent (e.g., sodium
36473 inclusive of all imaging guidance NON-COVERED NON-COVERED p estig " g agent (€.9., .
o Procedures Services tetradecyl sulfate, polidocanol) over the rotating wire. Ultrasonography is
and monitoring, percutaneous, ; - X
Lo - used to continuously guide the procedure. For saphenous vein
mechanochemical; first vein treated ) : . . -
incompetence, evidence is insufficient, conflicting, or poor and
Endovenous aplation merapy of ANl_h_l_l_h_l_WUmUCK)_rrn_h—oe“S"gﬁféamcchﬁéTSﬁ RS caT SBTSoRT Of the sapnenous vem
incompetent vein, extremity is a nonthermal technique that combines mechanical epithelial injury via
inclusive of all imaging guidance a catheter-directed rotating wire with concomitant chemical ablation via
36474 and momtonng_, percutaneous, NON-COVERED NON-COVERED PG0043 Experimental In\{estlgatlonal simultaneous adm|n|s_trat|on of a sclerosing ggent.(e.g., sodium )
mechanochemical; subsequent Procedures Services tetradecyl sulfate, polidocanol) over the rotating wire. Ultrasonography is
vein(s) treated in a single extremity, used to continuously guide the procedure. For saphenous vein
each through separate access sites incompetence, evidence is insufficient, conflicting, or poor and
[l ict canaratalsin additinn tn cada damanctratac an incamnl
40806 Incision of labial frenum NON-COVERED NON-COVERED PG0043 Experimental Investigational |\ 5\ coVERED - EXPERIMENTAL, INVESTIGATIONAL
(frenotomy) Procedures Services
Bxcision of frenum, labial or buccal PG0043 Experimental Investigational
40819 (frenumectomy, frenulectomy, NON-COVERED NON-COVERED p 9 NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

frenectomy)

Procedures Services




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
Tonaue base suspension REQUIRED—FOLLOW- Pf;g%ﬁ’e'i"gsr’\'/im;gaégggZggsaﬂf”S;l NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL. Effective
41512 g pension, NON-COVERED MEDICARE- COVERAGE- . 9 02/01/2025 procedure 41512 is Non-Covered for the Medicare
permanent suture technique Treatments for Obstructive Sleep Apnea
CERIERIA EAAZCIYE (OSA)-Archived 120124 plans.
02/01/2025 NON-COVERED ’
Submucosal ablation of the tongue PRIOR AUTHORIZATION PG0056 Surgical Treatments for
N ¥ REQUIRED - FOLLOW Obstructive Sleep Apnea (OSA); PG0043 ~ R
41530 base, rzciitlssfrecg:esr;c;;iinor more NON-COVERED MEDICARE COVERAGE Experimental Investigational Procedures NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
P CRITERIA Services
PRIOR AUTHORIZATION A Dental Provider prior authorization for medical services utilized under
41899 Unlisted procedure, dentoalveolar PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0536 Anesthesia Services for Dental |anesthesia in the outpatient setting, is required. The CPT code requiring
structures REQUIRED - MEDICAL POLICY MEDICARE COVERAGE Procedures in the Facility Setting the Prior Authorization is the unlisted procedure 41899. Pediatric dental
CRITERIA care requiring general anesthesia in an outpatient setting (over age 6).
Upper gastrointestinal endoscopy
|nc|ut_1|ng esophagus, stomach, and PG0166 Endoscopic Therapies for
either the duodenum and/or Gastroesophageal Reflux Disease (GERD)-
43236 jejunum as appropriate; with NON-COVERED NON-COVERED . phag X . NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
. P Archived 090124; PG0043 Experimental
directed submucosal injection(s), L. .
Investigational Procedures Services
any substance (not covered for
GERD procedure) (Bulking agent)
Esophagogastroduodenoscopy, . -
43252 flexible, transoral; with optical NON-COVERED NON-COVERED PG0043 Experimental Investigational |\ coVERED - EXPERIMENTAL, INVESTIGATIONAL
) Procedures Services
endomicroscopy
Esophagogastroduodenoscopy, PG0163 Metabolic and Bariatric Surgery;
43290 flexible, transoral; with deployment NON-COVERED NON-COVERED PG0043 Experimental Investigational NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
of intragastric bariatric balloon Procedures Services
Esophagogastroduodenoscopy, PG0163 Metabolic and Bariatric Surgery;
43291 flexible, transoral; with removal of NON-COVERED NON-COVERED PG0043 Experimental Investigational NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

intragastric bariatric balloon(s)

Procedures Services




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
PRIOR AUTHORIZATION ) Prior author_|zat|on required eff_ectlve May 1, 2022. NOTE: The Company
Lower esophageal myotomy, PG0379 Peroral Endoscopic Myotomy  |has determined that the following peroral endoscopic myotomy (POEM)
N . PRIOR AUTHORIZATION REQUIRED - FOLLOW . K M L
43497 transoral (ie, peroral endoscopic REQUIRED - INTERQUAL MEDICARE COVERAGE (POEM) for Treatment of Esophageal procedures are considered investigational and not eligible for
myotomy [POEM]) Achalasia-Archived 08/01/2024 reimbursement: « Diverticular peroral endoscopic myotomy (D-POEM) «
CRITERIA )
Zenker peroral endoscopic myotomy (Z-POEM)
resticive protedurs: it gast BRIDRERINERIZAON
’ PRIOR AUTHORIZATION REQUIRED - FOLLOW . o . .
43644 bypass and Roux—en—Y REQUIRED - INTERQUAL MEDICARE COVERAGE PG0163 Metabolic and Bariatric Surgery |PG0104 Cosmetic and Reconstructive Surgery
gastroenterostomy (roux limb 150
CRITERIA
cm or less)
Laparoscopy, surgical, gastric PRIOR AUTHORIZATION
restrictive procedure; with gastric PRIOR AUTHORIZATION REQUIRED - FOLLOW ) - - ;
43645 bypass and small intestine REQUIRED - INTERQUAL MEDICARE COVERAGE PG0163 Metabolic and Bariatric Surgery [PG0104 Cosmetic and Reconstructive Surgery
reconstruction to limit absorption CRITERIA
Laparoscopy, surgical; implantation BRIORICINORIZSION
23647 p e ﬁ’;"cemgm o a'zmc PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0235 Gastric Electrical Stimulation
. p 9 REQUIRED - INTERQUAL MEDICARE COVERAGE (GES)
neurostimulator electrodes, antrum
CRITERIA
43648 r'f{ﬁ?:f;?%‘?p’;;:Lg:]i}alfr;g’i:i'glgtzrr PRIOR AUTHORIZATION PRIOR AUTHORIZATION PG0235 Gastric Electrical Stimulation
9 REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL POLICY (GES)
electrodes, antrum
resioe procedure, placament o PRIOR AUTHORIZATION
X X - ) PRIOR AUTHORIZATION REQUIRED - FOLLOW ) - . .
43770 adjustable gastnc_ restrictive device REQUIRED - INTERQUAL MEDICARE COVERAGE PG0163 Metabolic and Bariatric Surgery |PG0104 Cosmetic and Reconstructive Surgery
(e.g., gastric band and
CRITERIA
subcutaneous port components)
Laparoscopy, surgical, gastric PRIOR AUTHORIZATION
restrictive procedure; revision of PRIOR AUTHORIZATION REQUIRED - FOLLOW ' . . .
43771 adjustable gastric restrictive device REQUIRED - INTERQUAL MEDICARE COVERAGE PG0163 Metabolic and Bariatric Surgery [PG0104 Cosmetic and Reconstructive Surgery
component only CRITERIA




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
Laparoscopy, surgical, gastric PRIOR AUTHORIZATION
restrictive procedure; removal of PRIOR AUTHORIZATION REQUIRED - FOLLOW ) - - .
43772 adjustable gastric restrictive device REQUIRED - INTERQUAL MEDICARE COVERAGE PG0163 Metabolic and Bariatric Surgery [PG0104 Cosmetic and Reconstructive Surgery
component only CRITERIA
Laparoscopy, surgical, gastric PRIOR AUTHORIZATION
restrictive procedure; removal and PRIOR AUTHORIZATION REQUIRED - FOLLOW ' . . .
43773 replacement of adjustable gastric REQUIRED - INTERQUAL MEDICARE COVERAGE PG0163 Metabolic and Bariatric Surgery |PG0104 Cosmetic and Reconstructive Surgery
restrictive device component only CRITERIA
remtitve pococure. removal o PO A ORI B
N . o . PRIOR AUTHORIZATION REQUIRED - FOLLOW . - . .
43774 adjustable gastric restrictive device REQUIRED - INTERQUAL MEDICARE COVERAGE PG0163 Metabolic and Bariatric Surgery [PG0104 Cosmetic and Reconstructive Surgery
and subcutaneous port
CRITERIA
components
Laparoscopy, surgical, gastric PRIOR AUTHORIZATION
restrictive procedure; longitudinal PRIOR AUTHORIZATION REQUIRED - FOLLOW ' . . .
43775 gastrectomy (i.e., sleeve REQUIRED - INTERQUAL MEDICARE COVERAGE PG0163 Metabolic and Bariatric Surgery |PG0104 Cosmetic and Reconstructive Surgery
gastrectomy) CRITERIA
Gastric restrictive procedure,
without gastric bypass, for morbid PRIOR AUTHORIZATION PRIOR AUTHORIZATION . - . .
43842 obesity: vertical banded REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL POLICY PG0163 Metabolic and Bariatric Surgery [PG0104 Cosmetic and Reconstructive Surgery
gastroplasty
Gastric restrictive procedure,
without gastric bypass, for morbid PRIOR AUTHORIZATION PRIOR AUTHORIZATION ’ . . .
43843 obesity; other than vertical banded | REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL POLICY PG0163 Metabolic and Bariatric Surgery |PG0104 Cosmetic and Reconstructive Surgery
gastroplasty
Gastric restrictive procedure with
procenving duodencliecsiomy and CELER U ey
. PRIOR AUTHORIZATION REQUIRED - FOLLOW ) - ) .
43845 ileoileostomy (50 to 109 cm REQUIRED - INTERQUAL MEDICARE COVERAGE PG0163 Metabolic and Bariatric Surgery [PG0104 Cosmetic and Reconstructive Surgery
common channel) to limit CRITERIA

absorption (biliopancreatic
diversion with duodenal switch)




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
Gastric restrictive procedure, with PRIOR AUTHORIZATION
gastric bypass for morbid obesity; PRIOR AUTHORIZATION REQUIRED - FOLLOW ) - - .
43846 with short limb (150cm or less) REQUIRED - INTERQUAL MEDICARE COVERAGE PG0163 Metabolic and Bariatric Surgery [PG0104 Cosmetic and Reconstructive Surgery
Roux-en-Y gastroenterostomy CRITERIA
Gastric restrictive procedure, with PRIOR AUTHORIZATION
gastric bypass for morbid obesity; PRIOR AUTHORIZATION REQUIRED - FOLLOW ' . . .
43847 with small intestine reconstruction REQUIRED - INTERQUAL MEDICARE COVERAGE PG0163 Metabolic and Bariatric Surgery |PG0104 Cosmetic and Reconstructive Surgery
to limit absorption CRITERIA
s . PRIOR AUTHORIZATION REQUIRED - FOLLOW . - . .
43848 obfesny, rJ_thgr than .ad]ustable REQUIRED - INTERQUAL MEDICARE COVERAGE PG0163 Metabolic and Bariatric Surgery |PG0104 Cosmetic and Reconstructive Surgery
gastric restrictive device (separate
CRITERIA
procedure)
Revision of gastroduodenal
anastomosis PRIOR AUTHORIZATION PRIOR AUTHORIZATION . -
43850 (gastroduodenostomy) with REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL PoLICY | " G0163 Metabolic and Bariatric Surgery
reconstruction; without vagotomy
Implantation or replacement of IFIRIGIR AUUAIGIPAUIIGIY
43881 astr'i)c neurostimula’ior electrodes, PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0235 Gastric Electrical Stimulation
9 antrum, open ’ REQUIRED - INTERQUAL MEDICARE COVERAGE (GES)
+op CRITERIA
23882 neﬁﬁ‘g’;m;L:eelc’c‘:::;;sg?r:zim PRIOR AUTHORIZATION PRIOR AUTHORIZATION PG0235 Gastric Electrical Stimulation
open ’ 'l REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL POLICY (GES)
Gastric restrictive procedure, open; BRORACINORIZIION
o ’ ’ PRIOR AUTHORIZATION REQUIRED - FOLLOW ) - ) .
43886 reV|5|or;§r;sztrJ](;l:{agﬁlous port REQUIRED - INTERQUAL MEDICARE COVERAGE PG0163 Metabolic and Bariatric Surgery [PG0104 Cosmetic and Reconstructive Surgery
P Y CRITERIA
Gastric restrictive procedure, open; BRIORECINORIZAION
’ ’ PRIOR AUTHORIZATION REQUIRED - FOLLOW ) - . .
43887 removal of subcutaneous port REQUIRED - INTERQUAL MEDICARE COVERAGE PG0163 Metabolic and Bariatric Surgery [PG0104 Cosmetic and Reconstructive Surgery

component only

CRITERIA




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
Gastric restrictive procedure, open; ERIORIATNORIZLTION
’ ’ PRIOR AUTHORIZATION REQUIRED - FOLLOW . - . .
43888 Subrcirg:]\ga;;ndor;;:!;cnergsgsgnl REQUIRED - INTERQUAL MEDICARE COVERAGE PG0163 Metabolic and Bariatric Surgery [PG0104 Cosmetic and Reconstructive Surgery
P P Y CRITERIA
Hemorrhoidectomy, internal, by
transanal hemorrhoidal PG0O329-Hemorrhoidal-Bearterialization- NON-COVERED - EXPE -
dearterialization, 2 or more I ’ Effective
46948 ) ! NON-COVERED NON-COVERED X X vl . 10/01/2024 procedure 46948 is covered, without a prior
hemorrhoid columns/groups, Experimentalr ral-Procedures thorization. f I duct li
including ultrasound guidance, with Services authorization, for all product lines.
mucopexy, when performed
Pancreatectomy, total or subtotal, .
48160 with autologous transplantation of PRIOR AUTHORIZATION PRIOR AUTHORIZATION PG0415 Pancreatic Islet Cell
9 p . REQUIRED - MEDICAL POLICY | REQUIIRED - MEDICAL POLICY Transplantation
pancreas or pancreatic islet cells
Cystourethroscopy, with
mechanical urethral dilation and
urethral therapeutic drug delivery . I
52284 by drug-coated balloon catheter for NON-COVERED NON-COVERED PG0043 Experimental Investigational |\ 5\ coVERED - EXPERIMENTAL, INVESTIGATIONAL
- . Procedures Services
urethral stricture or stenosis, male,
including fluoroscopy, when
performed
O manen achisable yans. | EFFECTIVE 04/01/2025 PRIOR || EFFECTIVE 0410112028 PRIOR | 15 11caments for Berigh Prostati
52441 r%static im Ian]t' single implant AUTHORIZATION REQUIRED - [ AUTHORIZATION REQUIRED - Hypertroph (BPHg);
P pant, sing’e imp MEDICAL POLICY MEDICAL POLICY vpertrophy
(Urolift System)
Cystourethroscopy, with insertion of
permanent adjustable trans-
prostatic implant; each additional | EFFECTIVE 04/01/2025 PRIOR | EFFECTIVE 04/01/2025 PRIOR PGO534 Treatments for Benigh Prostatic
52442 permanent adjustable trans- AUTHORIZATION REQUIRED - | AUTHORIZATION REQUIRED - Hypertroph (BPHg)J
prostatic implant (List separately in MEDICAL POLICY MEDICAL POLICY P phy
addition to code for primary
procedure) (Urolift System)
Eenurethral transpermeal PG0043 Experimental Investigational
adjustable balloon continence Procedures Services; PG0497 Urina
53451 device; bilateral insertion, including NON-COVERED NON-COVERED ! 2 NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

cystourethroscopy and imaging
guidance

Incontinence/ Voiding Dysfunction
Treatments and Devices-archived 120124.




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
I_Denurethral transpen_neal PG0043 Experimental Investigational
adjustable balloon continence Procedures Services; PG0497 Urina
53452 device; unilateral insertion, NON-COVERED NON-COVERED B . B 24 NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
including cystourethroscony and Incontinence/ Voiding Dysfunction
'g oS . Py Treatments and Devices-archived 120124.
imaging guidance
. . PG0043 Experimental Investigational
Periurethral transperineal Procedures Services; PG0497 Urina
53453 adjustable balloon continence NON-COVERED NON-COVERED ) . ) i NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
device: removal. each balloon Incontinence/ Voiding Dysfunction
! ’ Treatments and Devices-archived 120124.
Periurethral transperineal PG0043 Experimental Investigational
53454 adjustable balloon continence NON-COVERED NON-COVERED Procedures Services; PG0497 Urinary |\ «6vERED - EXPERIMENTAL, INVESTIGATIONAL
device; percutaneous adjustment Incontinence/ Voiding Dysfunction
of balloon(s) fluid volume Treatments and Devices-archived 120124.
roltr:tr:js;ztuheﬁjd?:g:i)?rsnuzfnc SEREANVE AW (RAOIR | [EHAZCTIVE OH0NATES PRIGHR PG0534 Treatments for Benigh Prostatic
53854 s cnorated m‘/'ater v JUENSY | AUTHORIZATION REQUIRED - | AUTHORIZATION REQUIRED - Hoerronh (BPH’;’
g f vap MEDICAL POLICY MEDICAL POLICY ypertropny
thermotherapy (Rezim System)
Insertion of a temporary prostatic ) N Use of a temporary prostatic stent (53855) is considered experimental or
53855 urethral stent, including urethral NON-COVERED NON-COVERED PGO0043 Experimental Inyestlgatlonal investigational, for the treatment of benign prostatic hyperplasia, for all
Procedures Services S
measurement indications.
Transurethral radiofrequency micro-|
53860 remodeling of thle female bladder NON-COVERED NON-COVERED PG0043 Experimental Inyestlgaﬂonal
neck and proximal urethra for Procedures Services
stress urinary incontinence
Ablation of malignant prostate
) o PRIOR AUTHORIZATION . .
imenciy focseen uirasound | FRIORAUTHORIZATION | REQURED -FOLLOW | PGO504 Highnensity Focused Uivasound o 0 0 20C B SE L COTEn e S Samom
Y > REQUIRED - INTERQUAL MEDICARE COVERAGE (HIFU)-archived 110124 P ' p P
(HIFU), including ultrasound CRITERIA coverage critieria

guidance




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
PRIOR AUTHORIZATION
. PRIOR AUTHORIZATION REQUIRED - FOLLOW .
55970 Intersex surgery; male to female REQUIRED - INTERQUAL MEDICARE COVERAGE PG0311 Gender Reassignment Surgery
CRITERIA
55970, 55980, and all additional services when performed for gender
reassignment surgery.
PRIOR AUTHORIZATION
PRIOR AUTHORIZATION REQUIRED - FOLLOW .
55980 Intersex surgery, female to male REQUIRED - INTERQUAL MEDQICARE COVERAGE PG0311 Gender Reassignment Surgery
CRITERIA
55970, 55980, and all additional services when performed for gender
reassignment surgery.
Hysteroscopy, surgical; with
endometrial ablation (e.g., PRIOR AUTHORIZATION PSIIE%TJ];UET; -0 r?claﬁg\?vN
58563 endometrlgl resectlgn, REQUIRED - INTERQUAL MEDICARE COVERAGE PG0388 Endometrial Ablation
electrosurgical ablation,
X CRITERIA
thermoablation)
Laser interstitial thermal therapy
(LITT) of lesion, intracranial, Coverage changed from noncovered to covered with a prior
61736 including burr hole(s), with PRIOR AUTHORIZATION PRIOR AUTHORIZATION PGO0206 Laser Interstitial Thermal Therapy |authorization for all product lines. Effective 07/01/2024 procedures
magnetic resonance imaging REQUIRED - MEDICAL POLICY | REQUIRED -MEDICAL POLICY (LITT) 61736 and 61737, and unlisted procedures used to report laser
guidance, when performed; single interstitial thermal therapy, to require a prior authorization.
trajectory for 1 simple lesion
Laser interstitial thermal therapy
(Il'r:;-[l )dic;fglebsL:cr)rnr’\;Tuter(z (;r’w;ﬁl, N Coverggelchanged from nor?covered tolcovered with a prior
61737 magnetic resonance inymaging PRIOR AUTHORIZATION PRIOR AUTHORIZATION PG0206 Laser Interstitial Thermal Therapy |authorization for all produc_t lines. Effective 07/01/2024 procedures
. . . REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL POLICY (LITT) 61736 and 61737, and unlisted procedures used to report laser
guidance, when performed; multiple ) " N - .
- . . interstitial thermal therapy, to require a prior authorization.
trajectories for multiple or complex
lesion(s)
Decompression procedure,
percutaneous, of nucleus pulposus
of intervertebral disc, any method
utilizing needle-based technique to
remove disc material under PG0043 Experimental Investigational
62287 fluoroscopic imaging or other form NON-COVERED NON-COVERED Procedures Services. PG0026 Discogenic |[NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
of indirect visualization, with Pain Treatment-Archived 120124.
discography and/or epidural
injection(s) at the treated level(s),
when performed, single or multiple
levels, lumbar
Percutaneous implantation of PRIOR AUTHORIZATION PG0253 Neurostimulation, Spinal
63650 neurostimulator electrode array PRIOR AUTHORIZATION REQUIRED - FOLLOW Cord/Dorsal quumn )
epidural ’ REQUIRED - INTERQUAL MEDICARE COVERAGE and Dorsal Root Ganglion-Archived
CRITERIA 120124.




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
Laminectomy for implantation of PRIOR AUTHORIZATION PG0253 Neurostimulation, Spinal
63655 neurostim)ljlator elrzectrodes PRIOR AUTHORIZATION REQUIRED - FOLLOW Cord/Dorsal Column
late/oaddle. enidural ’ REQUIRED - INTERQUAL MEDICARE COVERAGE and Dorsal Root Ganglion-Archived
plate/paddie, ep CRITERIA 120124
Re:,’v'ﬁ':: 'Zcr:‘;‘:::g dreg’f'f?g?m’ PRIOR AUTHORIZATION PG0253 Neurostimulation, Spinal
63663 neurogtimulator électfode PRIOR AUTHORIZATION REQUIRED - FOLLOW Cord/Dorsal Column
. . REQUIRED - INTERQUAL MEDICARE COVERAGE and Dorsal Root Ganglion-Archived
percutaneous array(s), including
CRITERIA 120124.
fluoroscopy, when performed
Revision including replacement,
‘:]Vsﬁfogﬁgﬁgﬁfégftm:' PRIOR AUTHORIZATION PG0253 Neurostimulation, Spinal
63664 late/paddle(s) placed via PRIOR AUTHORIZATION REQUIRED - FOLLOW Cord/Dorsal Column
plate/p: ple REQUIRED - INTERQUAL MEDICARE COVERAGE and Dorsal Root Ganglion-Archived
laminotomy or laminectomy,
X " CRITERIA 120124.
including fluoroscopy, when
performed
Insertion or replacement of spinal PRIOR AUTHORIZATION PG0253 Neurostimulation, Spinal
63685 neurostimulator pulse generator or PRIOR AUTHORIZATION REQUIRED - FOLLOW Cord/Dorsal Column
receiver, direct or inductive REQUIRED - INTERQUAL MEDICARE COVERAGE and Dorsal Root Ganglion-Archived
coupling CRITERIA 120124.
Injection, anesthetic agent; greater O S LIORIZAT IO RRIORILIORIZATION PG0389 Occipital Nerve Block Therapy for Prior authorization is required for seven (7) injections or more per
64405 jection, anesthetic agent; g REQUIRED - MEDICAL POLICY- | REQUIRED - MEDICAL POLICY- | the Treatment of Headache and Occipital a ) P
occipital nerve ; . X calendar year
See Details/Notes See Details/Notes Neuralgia
Injection(s), anesthetic agent(s) PRIOR AUTHORIZATION
64454 and/or steroid nerves innervating PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0471 Genicular Nerve Blocks and
the genicular nerve branches, REQUIRED - INTERQUAL MEDICARE COVERAGE Ablation for Chronic Knee Pain
including imaging guidance CRITERIA
Destruction by neurolytic agent BRIORACINORIZION
64624 enicular nerveybranchgs incﬂudiﬁ PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0471 Genicular Nerve Blocks and
9 9 REQUIRED - INTERQUAL MEDICARE COVERAGE Ablation for Chronic Knee Pain

imaging guidance, when performed

CRITERIA




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
Radiofrequency ablation, nerves PG0361 Radiofrequency Methods of
64625 innervating the sacroiliac joint, with NON-COVERED NON-COVERED Denervation for Chronic Spinal Pain; |\ )\ o\ ERED - EXPERIMENTAL, INVESTIGATIONAL
image guidance (fluoroscopy or PG0043 Experimental Investigational
CT) Procedures Services
Thermal destruction of .
intraosseous basivertebral nerve, BRORACLORIZAION PG0512 Ther_mal Destruction of the Effective 11/01/2022 procedure codes 64628, 64629REQUIRES A
64628 including all imaging guidance; first ARG R P2 IO REQUIRED = [AOILLOLY Intraosseous Basivertebral Nerve (BVN) for PRIOR AUTHORIZATION. Coverage went from non-covered to
9 & Imaging g : REQUIRED - INTERQUAL MEDICARE COVERAGE Vertebrogenic Lower Back Pain-Archived g : 9
2 vertebral bodies, lumbar or sacral CRITERIA 110124 covered with a PA
(eff. 01/01/2022)
Thermal destruction of
intraosseous basivertebral nerve, .
including all imaging guidance; PRSI AURI PO PG0512 The(mal Destruction of the Effective 11/01/2022 procedure codes 64628, 64629REQUIRES A
64629 each additional vertebral bod R O I ORIZ SO REJUIRED - [ROLLOLY Intraosseous Basivertebral Nerve (BVN) for PRIOR AUTHORIZATION. Coverage went from non-covered to
N Y. REQUIRED - INTERQUAL MEDICARE COVERAGE Vertebrogenic Lower Back Pain-Archived . : 9
lumbar or sacral (List separately in covered with a PA
L N CRITERIA 110124
addition to code for primary
procedure) (eff. 01/01/2022)
PRIOR AUTHORIZATION
) . PRIOR AUTHORIZATION REQUIRED - FOLLOW .
65760 Keratomileusis REQUIRED - INTERQUAL MEDICARE COVERAGE PG0289 Refractive Surgery
CRITERIA
PRIOR AUTHORIZATION
. PRIOR AUTHORIZATION REQUIRED - FOLLOW .
65765 Keratophakia REQUIRED - INTERQUAL MEDICARE COVERAGE PG0289 Refractive Surgery
CRITERIA
PRIOR AUTHORIZATION
. PRIOR AUTHORIZATION REQUIRED - FOLLOW .
65771 Radial keratotomy (RK) REQUIRED - INTERQUAL MEDICARE COVERAGE PG0289 Refractive Surgery
CRITERIA
65785 Implantation of intrastromal corneal PRIOR AUTHORIZATION PRIOR AUTHORIZATION PG0289 Refractive Surgery

ring segments

REQUIRED - MEDICAL POLICY

REQUIRED - MEDICAL POLICY




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
Suprachoroidal space injection of . i
67516 phparmacologic apgent (s]eparate NON-COVERED NON-COVERED PG0043 Experimental Investigational |\ | oVERED - EXPERIMENTAL, INVESTIGATIONAL
Procedures Services
procedure)-
Medical Policy PG0007 Blepharoplasty, Reconstructive Eyelid Surgery,
PRIOR AUTHORIZATION PG0007 Blepharoplasty, Reconstructive |& Brow Lift-archived. The procedure codes 15820, 15821, 15822,
67900 Repair of brow ptosis (supraciliary, PRIOR AUTHORIZATION REQUIRED - FOLLOW Eyelid Surgery, and Brow Lift - Archived 15823, 67900, 67901-67909, 67911 require a prior authorization, and will
mid-forehead or coronal approach) REQUIRED - INTERQUAL MEDICARE COVERAGE 06/01/2024. Maintain Prior Authorization per |maintain requiring a prior authorization. The coverage criteria will follow
CRITERIA InterQual Coverage Criteria the InterQual criteria. Additional review : PG0104 Cosmetic and
Reconstructive Surgery
Medical Policy PG0007 Blepharoplasty, Reconstructive Eyelid Surgery,
Repair of blepharoptosis; frontalis PRIOR AUTHORIZATION PGOQO? Blepharoplasty, Rgconstrugtive & Brow Lift-archived. The procedure codgs 158?0, 15821., 15822, ]
67901 muscle technique with éuture or PRIOR AUTHORIZATION REQUIRED - FOLLOW Eyelid Surgery, aljd Brow Lift - Archlved 15323,. 6790Q, _67901-57909, 6?91_1 require a prior auth.onz_atlo.n, and will
other material (eg, banked fascia) REQUIRED - INTERQUAL MEDICARE COVERAGE 06/01/2024. Maintain Prior Authorization per |maintain requiring a prior authorization. The coverage criteria will follow
! CRITERIA InterQual Coverage Criteria the InterQual criteria. Additional review : PG0104 Cosmetic and
Reconstructive Surgery
Medical Policy PG0007 Blepharoplasty, Reconstructive Eyelid Surgery,
Repair of blepharoptosis; frontalis PRIOR AUTHORIZATION PG0007 Blepharoplasty, Reconstructive  |& Brow Lift-archived. The procedure codes 15820, 15821, 15822,
67902 muscle technique with autologous PRIOR AUTHORIZATION REQUIRED - FOLLOW Eyelid Surgery, and Brow Lift - Archived [15823, 67900, 67901-67909, 67911 require a prior authorization, and will
fascial sling (includes obtaining REQUIRED - INTERQUAL MEDICARE COVERAGE 06/01/2024. Maintain Prior Authorization per [maintain requiring a prior authorization. The coverage criteria will follow
fascia) CRITERIA InterQual Coverage Criteria the InterQual criteria. Additional review : PG0104 Cosmetic and
Reconstructive Surgery
Medical Policy PG0007 Blepharoplasty, Reconstructive Eyelid Surgery,
Repair of blepharoptosis: (tarso) PRIOR AUTHORIZATION PGOQO7 Blepharoplasty, Re_construqtive & Brow Lift-archived. The procedure codt_es 158_20, 15821_, 15_822, )
67903 levator resection or advar;cement PRIOR AUTHORIZATION REQUIRED - FOLLOW Eyelid Surger){, apd BI;OW Lift - Archlved 15§23,. 6790Q, AG7901_.67909’ 6?91; require a prior authpr|;at|oln, and will
internal approach ' REQUIRED - INTERQUAL MEDICARE COVERAGE 06/01/2024. Maintain Prior Authon_zanon per|maintain requiring a prior g.uthonzatl_on The coverage cr|teﬁa will follow
CRITERIA InterQual Coverage Criteria the InterQual criteria. Additional review : PG0104 Cosmetic and
Reconstructive Surgery
Medical Policy PG0007 Blepharoplasty, Reconstructive Eyelid Surgery,
Repair of blepharoptosis; (tarso) PRIOR AUTHORIZATION PGOQO7 Blepharoplasty, Rte_constru;tive & Brow Lift-archived. The procedure cod_es 158_20, 15821_, 15_822, )
67904 levator resection or advar;cement PRIOR AUTHORIZATION REQUIRED - FOLLOW Eyelid Surgery, ahd Brow Lift - Archlved 15323,. 6790Q, -67901-.67909, 67.91_jl. require a prior auth.onz-atlo.n, and will
external approach ! REQUIRED - INTERQUAL MEDICARE COVERAGE 06/01/2024. Maintain Prior Authorl_zatlon per|maintain requiring a prior z_aythonzatn_on. The coverage crm_erla will follow
CRITERIA InterQual Coverage Criteria the InterQual criteria. Additional review : PG0104 Cosmetic and
Reconstructive Surgery
Medical Policy PG0007 Blepharoplasty, Reconstructive Eyelid Surgery,
Repair of blepharoptosis; superior PRIOR AUTHORIZATION PGOQO7 Blepharoplasty, Re_construgtive & Brow Lift-archived. The procedure cod_es 158_20, 15821_, 15_822, )
67906 rectus technique with faslcial sling PRIOR AUTHORIZATION REQUIRED - FOLLOW Eyelid Surgery, apd Brow Lift - Archlved 15823,. 6790Q, A67901_.67909’ 6?91;1. require a prior authpr|;at|oln, and will
(includes obtaining fascia) REQUIRED - INTERQUAL MEDICARE COVERAGE 06/01/2024. Maintain Prior Aulhorl_zatlon per|maintain requiring a prior ggthonzan_on. The coverage crltgrla will follow
CRITERIA InterQual Coverage Criteria the InterQual criteria. Additional review : PG0104 Cosmetic and

Reconstructive Surgery




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
Medical Policy PG0O007 Blepharoplasty, Reconstructive Eyelid Surgery,
Repair of blepharoptosis; PRIOR AUTHORIZATION PG0007 Blepharoplasty, Reconstructive |& Brow Lift-archived. The procedure codes 15820, 15821, 15822,
67908 conjunctivo-tarso-Muller's muscle- PRIOR AUTHORIZATION REQUIRED - FOLLOW Eyelid Surgery, and Brow Lift - Archived [15823, 67900, 67901-67909, 67911 require a prior authorization, and will
levator resection (eg, Fasanella- REQUIRED - INTERQUAL MEDICARE COVERAGE 06/01/2024. Maintain Prior Authorization per (maintain requiring a prior authorization. The coverage criteria will follow
Servat type) CRITERIA InterQual Coverage Criteria the InterQual criteria. Additional review : PG0104 Cosmetic and
Reconstructive Surgery
Medical Policy PG0007 Blepharoplasty, Reconstructive Eyelid Surgery,
PRIOR AUTHORIZATION PGO0007 Blepharoplasty, Reconstructive |& Brow Lift-archived. The procedure codes 15820, 15821, 15822,
67909 Reduction of overcorrection of PRIOR AUTHORIZATION REQUIRED - FOLLOW Eyelid Surgery, and Brow Lift - Archived 15823, 67900, 67901-67909, 67911 require a prior authorization, and will
ptosis REQUIRED - INTERQUAL MEDICARE COVERAGE 06/01/2024. Maintain Prior Authorization per |maintain requiring a prior authorization. The coverage criteria will follow
CRITERIA InterQual Coverage Criteria the InterQual criteria. Additional review : PG0104 Cosmetic and
Reconstructive Surgery
Medical Policy PG0007 Blepharoplasty, Reconstructive Eyelid Surgery,
PRIOR AUTHORIZATION PG0007 Blepharoplasty, Reconstructive  |& Brow Lift, archived. The procedure codes 15820, 15821, 15822,
67911 Correction of lid retraction PRIOR AUTHORIZATION REQUIRED - FOLLOW Eyelid Surgery, and Brow Lift - Archived [15823, 67900, 67901-67909, 67911 require a prior authorization, and will
REQUIRED - INTERQUAL MEDICARE COVERAGE 06/01/2024. Maintain Prior Authorization per (maintain requiring a prior authorization. The coverage criteria will follow
CRITERIA InterQual Coverage Criteria the InterQual criteria. Additional review : PG0104 Cosmetic and
Reconstructive Surgery
Insertion of drug-eluting implant,
68841 including punctal dilation when NON-COVERED NON-COVERED PGO043 Experimental Investigational |\ o\ ~6vERED - EXPERIMENTAL, INVESTIGATIONAL
performed, into lacrimal Procedures Services
canaliculus, each
69090 Ear piercing NON-COVERED NON-COVERED PG0104 Cosmetic and Reconstructive
Surgery
Otoplasty, protruding ear, with or PRIOR AUTHORIZATION PRIOR AUTHORIZATION . .
69300 without size reduction REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL POLICY PGO376 Otoplasty PG0104 Cosmetic and Reconstructive Surgery
Implantation or replacement of PG0218 Implantable Bone Conduction and . -
69710 electromagnetic bone conduction RRICRIACUILORIZATION NON-COVERED Bone-Anchored Hearing Aids-Archived Effective 01/01/2023 CMS has indicated procedure 69710 as

hearing device in temporal bone

REQUIRED - INTERQUAL

11/01/2024

reimbursement Status N-noncovered




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
Removal or repair of = PRIOR AUTHORIZATION NOT | PRIOR AUTHORIZATION NOT | PC0228 Implantable Bone Conduction and | &co e 11/01/2024 procedure 69711 does not reqire a prior
69711 electromagnetic bone conduction REQUIRED REQUIRED Bone-Anchored Hearing Aids-Archived authorization for all product lines
hearing device in temporal bone 11/01/2024 p
Implantation, osseointegrated PRIOR AUTHORIZATION .
o714 implant, skull; with percutaneous PRIOR AUTHORIZATION REQUIRED - FOLLOW P%gii?/inmcﬂi:'ézb#eeigge /Sizgfj:rcctﬁ’ice%”d
attachment to external speech REQUIRED - INTERQUAL MEDICARE COVERAGE 9
11/01/2024
processor CRITERIA
Tmprantation, osseomntegrated
implant, skull; with magnetic
transcutaneous attachment to PRIOR AUTHORIZATION PG0218 Implantable Bone Conduction and
69716 external speech processor, within PRIOR AUTHORIZATION REQUIRED - FOLLOW Bone—Anc?wored Hearing Aids-Archived Effective 04/01/2023 procedures 69716, 69719, 69729 and 69730
the mastoid and/or resulting in REQUIRED - INTERQUAL MEDICARE COVERAGE 9 require a prior authorization.
11/01/2024
removal of less than 100 sqg mm CRITERIA
service area of bone deep to the
nutar cranial cartav.
Replacement (including removal of
. . X PRIOR AUTHORIZATION .
e | el peeoneont | eRoR AUTHORZATION | REQURED-FoLLow | 75070 nentate S Coreon
plant, skul, with p REQUIRED - INTERQUAL MEDICARE COVERAGE 9
attachment to external speech 11/01/2024
CRITERIA
processor
Repracement (nciuamng removar or
existing device), osseointegrated
implant, skull; with magnetic PRIOR AUTHORIZATION .
69719 transcutaneous attachment to PRIOR AUTHORIZATION REQUIRED - FOLLOW PGB%ﬁfAnmc'?:i:‘;zbfeggze ;Z:f‘:rcct;:’ice?d Effective 04/01/2023 procedures 69716, 69719, 69729 and 69730
external speech process, within the REQUIRED - INTERQUAL MEDICARE COVERAGE 9 require a prior authorization.
. . . 11/01/2024
mastoid and/or involving a bony CRITERIA
defect less than 100 sq mm
crirfara araa nf hana doan tn tho
Tmprantation, osseointegrated
implant, skull; with magnetic
transcutaneous attachment to PRIOR AUTHORIZATION PG0218 Implantable Bone Conduction and
69729 external speech processor, outside PRIOR AUTHORIZATION REQUIRED - FOLLOW Bone-AncF;wred Hearing Aids-Archived Effective 04/01/2023 procedures 69716, 69719, 69729 and 69730
of the mastoid and resulting in REQUIRED - INTERQUAL MEDICARE COVERAGE 9 require a prior authorization.
11/01/2024
removal of greater than or equal to CRITERIA
100 sq mm surface area of bone
doan tn tha nutar cranial cartav
Replacement (INCIUding removar or
existing device), osseointegrated
implant, skull; with magnetic PRIOR AUTHORIZATION .
69730 transcutaneous attachment to PRIOR AUTHORIZATION REQUIRED - FOLLOW. PGB%ifAnmc’:s:‘ézbl'feggr’:e ;zzt’:rcc‘;ﬁcead”d Effective 04/01/2023 procedures 69716, 69719, 69729 and 69730
external speech processor, outside REQUIRED - INTERQUAL MEDICARE COVERAGE 9 require a prior authorization.
) . N 11/01/2024
the mastoid and involving a bony CRITERIA

defect greater than or equal to 100

cn mm ciirfaca araa nf hana doon




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description e CES o Policy DETAILS/NOTES
PRIOR AUTHORIZATION | PG0281 Cochiear and Auditory Brainstem |Mcic2! Policy PGO281 Cochlear and Audiory Brainsiem implams & |
69930 Cochlear device implantation, with PRIOR AUTHORIZATION REQUIRED - FOLLOW Implants - Archived 06/01/2024. Maintain 886299 and L8625 re. uire ap rior authorization andeill maintain ré Lirin
or without mastoidectomy REQUIRED - INTERQUAL MEDICARE COVERAGE Prior Authorization per InterQual Coverage - 025 req P S quining
- a prior authorization. The coverage criteria will follow the InterQual
CRITERIA Criteria Lo L . R
criteria, as is indicated on the prior authorization excel spreadsheet.
. . Medical Policy PG0487 Magnetic Resonance Imaging (MRI) and
Magnetic resonance angiography, PRIOR AUTHORIZATION PG?&i?I)l\gzlgthalc r?gfg:zzs};:fegmg Magnetic Resonance Angiography (MRA) to be archived. The present
70546 head; without contrast material(s), PRIOR AUTHORIZATION REQUIRED - FOLLOW Angiogranh (MRA?Archived 06/01/2024 procedure codes on the medical policy, 70546, 70552, 72142, 72157,
followed by contrast material(s) and REQUIRED - INTERQUAL MEDICARE COVERAGE glograpny - ' [72158, 72196, 73723, will continue to require a prior authorization, they
Maintain Prior Authorization per InterQual . - .
further sequences CRITERIA Coverage Criteria will follow the InterQual coverage criteria and are listed as such on the
9 prior authorization excel spreadsheet.
. . Medical Policy PG0487 Magnetic Resonance Imaging (MRI) and
Magnetic resonance (e roton) PRIOR AUTHORIZATION PG(()&?Q?I)I\:zgn’;gc r?e(iiiogaezgi;:ﬁegmg Magnetic Resonance Angiography (MRA) to be archived. The present
70552 ing1a ing. brain (includlia” 't)Jrain PRIOR AUTHORIZATION REQUIRED - FOLLOW Angiogranh (MRA? Archived 06/01/2024. procedure codes on the medical policy, 70546, 70552, 72142, 72157,
ging. 90 REQUIRED - INTERQUAL MEDICARE COVERAGE glograpny ren! | 72158, 72196, 73723, will continue to require a prior authorization, they
stem); with contrast material(s) Maintain Prior Authorization per InterQual | - A
CRITERIA L will follow the InterQual coverage criteria and are listed as such on the
Coverage Criteria . .
prior authorization excel spreadsheet.
. . Medical Policy PG0487 Magnetic Resonance Imaging (MRI) and
Magnetic resonance (e roton) PRIOR AUTHORIZATION PG?&iz)hgign’\jgc f;iogzzzi::;gmg Magnetic Resonance Angiography (MRA) to be archived. The present
19142 imagin ol ca an'g"cgmems PRIOR AUTHORIZATION REQUIRED - FOLLOW Angiography (MR A? Archived 08/01/2024. |Procedure codes on the medical policy, 70546, 70552, 72142, 72157,
ging, sp "eNS, | REQUIRED - INTERQUAL MEDICARE COVERAGE glography ren! * |72158, 72196, 73723, will continue to require a prior authorization, they
cervical; with contrast material(s) Maintain Prior Authorization per InterQual - - )
CRITERIA o will follow the InterQual coverage criteria and are listed as such on the
Coverage Criteria X o
prior authorization excel spreadsheet.
- . . Medical Policy PG0487 Magnetic Resonance Imaging (MRI) and
im:g;enir?:;ngnﬁ ;igcg:t):r)'n?s) PRIOR AUTHORIZATION PG?&%?I)I\gzgn’at;c r?e?iiogaezzlr?\;r:egmg Magnetic Resonance Angiography (MRA) to be archived. The present
79157 Witﬁou?'co‘;trast ol folowed | PRIOR AUTHORIZATION REQUIRED - FOLLOW Angiography (MR A? rchived 0610112024, |Procedure codes on the medical policy, 70546, 70552, 72142, 72157,
! ' REQUIRED - INTERQUAL MEDICARE COVERAGE glography rent - 172158, 72196, 73723, will continue to require a prior authorization, they
by contrast material(s) and further Maintain Prior Authorization per InterQual | - )
N CRITERIA - will follow the InterQual coverage criteria and are listed as such on the
sequences; thoracic Coverage Criteria y .
prior authorization excel spreadsheet.
. . . Medical Policy PG0487 Magnetic Resonance Imaging (MRI) and
ing;emsr?:;nf;nﬁ ;ig‘ég:]‘:éi?s) PRIOR AUTHORIZATION PG?&%“;?%”JZC f;iogzzzia':f'”g Magnetic Resonance Angiography (MRA) to be archived. The present
72158 Wnﬁouﬁ"co‘?mast e iolowed | PRIOR AUTHORIZATION REQUIRED - FOLLOW Angiography (MR A? Archived 08/01/2024. |Procedure codes on the medical policy, 70546, 70552, 72142, 72157,
! . REQUIRED - INTERQUAL MEDICARE COVERAGE glograpny rent * 172158, 72196, 73723, will continue to require a prior authorization, they
by contrast material(s) and further Maintain Prior Authorization per InterQual - - )
X CRITERIA - will follow the InterQual coverage criteria and are listed as such on the
sequences; lumbar Coverage Criteria X -
prior authorization excel spreadsheet.
. . Medical Policy PG0487 Magnetic Resonance Imaging (MRI) and
Magnetic resonance (e roton) PRIOR AUTHORIZATION PG?&:)I\Q:gn&g‘c f;;ogizz‘f]al:]:egmg Magnetic Resonance Angiography (MRA) to be archived. The present
79196 "gna nesseloi fc}}] ’t’rast PRIOR AUTHORIZATION REQUIRED - FOLLOW. Angiography (MR A? rchive 080312024, |Procedure codes on the medical policy, 70546, 70552, 72142, 72157,
ging, Ewaterial(s) REQUIRED - INTERQUAL MEDICARE COVERAGE Mgmgm%rﬁ'w Authorization per Interual | /2158 72196, 73723, will continue to require a prior authorization, they
CRITERIA p will follow the InterQual coverage criteria and are listed as such on the

Coverage Criteria

prior authorization excel spreadsheet.




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description e CES o Policy DETAILS/NOTES
. . . Medical Policy PG0487 Magnetic Resonance Imaging (MRI) and
Maginme:cir:est;:l]ar}gs]t(i}gla\z;?ton) PRIOR AUTHORIZATION PG(()&%)I\:ign’;gc 5;202222?]:::3"9 Magnetic Resonance Angiography (MRA) to be archived. The present
73723 extrgm?' _Wﬁout oot PRIOR AUTHORIZATION REQUIRED - FOLLOW Angiography (MR A? nchived 0610112024, |Procedure codes on the medical policy, 70546, 70552, 72142, 72157,
remity; REQUIRED - INTERQUAL MEDICARE COVERAGE glograpny ren! * |72158, 72196, 73723, will continue to require a prior authorization, they
material(s), followed by contrast Maintain Prior Authorization per InterQual | - )
X CRITERIA L will follow the InterQual coverage criteria and are listed as such on the
material(s) and further sequences Coverage Criteria . -
prior authorization excel spreadsheet.
Computed tomagraphic (CT) PRIOR AUTHORIZATION ) . Medical Policy PG0182 Vlrtugl Colo_noscopy to be archlv_ed. Th_e present
. L . PG0182 Virtual Colonoscopy Archived  [procedure codes on the medical policy, 74261-74263, will continue to
74261 colonography, diagnostic, including RRICRIACUILORIZATION REQUIRIED = [FOILLOYY 06/01/2024. Maintain Prior Authorization per |require a prior authorization, they will follow the InterQual coverage
image postprocessing; without REQUIRED - INTERQUAL MEDICARE COVERAGE : rorization per|require a prior a - they wit1o er g
- InterQual Coverage Criteria criteria and are listed as such on the prior authorization excel
contrast material CRITERIA spreadsheet
Computed tomographic (CT) . . - .
colonography, diagnostic, including PRIOR AUTHORIZATION ) . Medical Policy PG0182 Vlrtugl Colonoscopy to be archl\{ed. The present
. S PG0182 Virtual Colonoscopy Archived  |procedure codes on the medical policy, 74261-74263, will continue to
74262 image postprocessing; with RRICRACUIORIZATION REUINED = [ROILLGHY 06/01/2024. Maintain Prior Authorization per |require a prior authorization, they will follow the InterQual coverage
contrast REQUIRED - INTERQUAL MEDICARE COVERAGE N - L N ' . -
. ) . InterQual Coverage Criteria criteria and are listed as such on the prior authorization excel
material(s) including non-contrast CRITERIA spreadsheet
images, if performed p ’
) PRIOR AUTHORIZATION ] ) Medical Policy PG0182 Vlrtugl Colo_noscopy to be archlv_ed. Th_e present
Computed tomographic (CT) PG0182 Virtual Colonoscopy Archived  [procedure codes on the medical policy, 74261-74263, will continue to
P . PRIOR AUTHORIZATION REQUIRED - FOLLOW o . - h ! o .
74263 colonography, screening, including REQUIRED - INTERQUAL MEDICARE COVERAGE 06/01/2024. Maintain Prior Authorization per require a prior authorization, they will follow the InterQual coverage
image postprocessing CRITERIA InterQual Coverage Criteria criteria and are listed as such on the prior authorization excel
spreadsheet.
PG0482 Computed Tomography and
Computed Tomography Angiography
CT, heart, without contrast with PRSI UGB PZLTOR Scans; PG0043 Experimental NON-COVERED—EXPERIMENTALANVESHGATHONAL-NOW-
I . PRIOR AUTHORIZATION REQUIRED - FOLLOW R . ) . - .
75571 quantitative evaluation of coronary REQUIRED - INTERQUAL MEDICARE COVERAGE Investigational Procedures Services. Covered with a prior authorization effective 06/01/2024, for all product
calcium Archived 06/01/2024. Maintain Prior lines, following InterQual criteria coverage review.
CRITERIA R
Authorization per InterQual Coverage
Criteria
Trabecurar bone score (1B8S),
structural condition of the bone
microarchlitecture; using dual X ray PG0320 Bone Density Measurements;
77089 absorptiometry (DXA) or other NON-COVERED NON-COVERED PG0043 Experimental Investigational ~|NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
imaging data on gray scale Procedures Services
variogram, calculation, with
interpretation and report on fracture
ricle
Trabecular bone score (TBS),
structural condition of the bone PG0320 Bone Density Measurements;
77090 microarchitecture; technical NON-COVERED NON-COVERED PG0043 Experimental Investigational | NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

preparation and transmission of
data for analysis to be performed
elsewhere

Procedures Services




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
s-lt—rrigti ?;:a;o?]ijril(ieoicgfrfhggfgé PG0320 Bone Density Measurements;
77091 X s . . NON-COVERED NON-COVERED PG0043 Experimental Investigational NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
microarchitecture; technical .
. Procedures Services
calculation only
Trabecular bone score (TBS),
r?]tircurzrrrsai?g;ﬂfé??n?;:hfett)a[iir:)i PG0320 Bone Density Measurements;
77092 ’ »p NON-COVERED NON-COVERED PG0043 Experimental Investigational NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
and report on fracture risk only by .
. Procedures Services
other qualified health care
professional
. ) NON-COVERED PRIOR . .
Bone density (bone mineral AUTHORIZATION REQUIRED - PG0320 Bone Density Measurements; [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL Effective
78350 content) study, 1 or more sites; NON-COVERED FOLLOW MEDICARE PG0043 Experimental Investigational 11/01/2024 covered with a prior authorization for the Elite (Medicare
single photon absorptiometry COVERAGE CRITERIA Procedures Services Advantage) Plans per InterQual coverage criteria
Bone density (bone mineral - BRIOR PG0320 Bone Density Measurements; |NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL Effective
content) study, 1 or more sites; AUTHORIZATION REQUIRED - - L . ) - N !
78351 ) NON-COVERED PG0043 Experimental Investigational 11/01/2024 covered with a prior authorization for the Elite (Medicare
dual photon absorptiometry, 1 or BOLE AN DICARE Procedures Services Advantage) Plans per InterQual coverage criteria
more sites COVERAGE CRITERIA 9 per InterQ 9
Effective 08/01/2021, an additional option for outpatient imaging prior
authorization requests from Paramount participating in-plan providers;
Paramount is recognizing the Protecting Access to Medicare Act (PAMA)
scores greater than or equal to a score of 8, for administrative approvals
. - across all product lines. The request form can be located at:
Brain imaging. positron emission PRIOR AUTHORIZATION Pe(gg; gﬂz‘;ﬁgn E;'Ziﬁz;ﬁ:?gﬁshy https://www.paramounthealthcare.com/assets/documents/provider/Fax-
78608 tmo raghg’(lgET)‘ motaboic PRIOR AUTHORIZATION REQUIRED - FOLLOW Aoplications Amhfv’i 4060112024 Maintain |Request-Form-imaging.pdf = 01/06/2024 - Medical Policy PG0450
9 pezaluatb'n REQUIRED - INTERQUAL MEDICARE COVERAGE P?i%r Authorization per InterQual éovera e Positron Emission Tomography (PET) Oncology and Miscellaneous
CRITERIA P 9 Applications to be archived. The procedure codes 78608, 78609, 78811,

Criteria

78812, 78813, 78814, 78815, 78816, G0235, G0252 require a prior
authorization, and will maintain requiring a prior authorization. The
coverage criteria will follow the InterQual criteria, as is indicated on the
prior authorization excel spreadsheet. The procedure codes will align
with the prior authorization excel spreadsheet and not the medical policy.




Codes

Code Description

Paramount Commercial
Insurance Plans

Elite (Medicare Advantage)
Plans

Policy

DETAILS/NOTES

78609

Brain imaging, positron emission
tomography (PET); perfusion
evaluation

PRIOR AUTHORIZATION
REQUIRED - INTERQUAL

PRIOR AUTHORIZATION
REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA

PG0450 Positron Emission Tomography
(PET) Oncology and Miscellaneous
Applications Archived 06/01/2024. Maintain
Prior Authorization per InterQual Coverage
Criteria

Effective 08/01/2021, an additional option for outpatient imaging prior
authorization requests from Paramount participating in-plan providers;
Paramount is recognizing the Protecting Access to Medicare Act (PAMA)
scores greater than or equal to a score of 8, for administrative approvals
across all product lines. The request form can be located at:
https://www.paramounthealthcare.com/assets/documents/provider/Fax-
Request-Form-imaging.pdf + 01/06/2024 - Medical Policy PG0450
Positron Emission Tomography (PET) Oncology and Miscellaneous
Applications to be archived. The procedure codes 78608, 78609, 78811,
78812, 78813, 78814, 78815, 78816, G0235, G0252 require a prior
authorization, and will maintain requiring a prior authorization. The
coverage criteria will follow the InterQual criteria, as is indicated on the
prior authorization excel spreadsheet. The procedure codes will align
with the prior authorization excel spreadsheet and not the medical policy.

78811

Positron emission tomography
(PET) imaging; limited area (e.g.,
chest, head/neck)

PRIOR AUTHORIZATION
REQUIRED - INTERQUAL

PRIOR AUTHORIZATION
REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA

PG0450 Positron Emission Tomography
(PET) Oncology and Miscellaneous
Applications Archived 06/01/2024. Maintain
Prior Authorization per InterQual Coverage
Criteria

Effective 08/01/2021, an additional option for outpatient imaging prior
authorization requests from Paramount participating in-plan providers;
Paramount is recognizing the Protecting Access to Medicare Act (PAMA)
scores greater than or equal to a score of 8, for administrative approvals
across all product lines. The request form can be located at:
https:/iwww.paramounthealthcare.com/assets/documents/provider/Fax-
Request-Form-imaging.pdf < 01/06/2024 - Medical Policy PG0450
Positron Emission Tomography (PET) Oncology and Miscellaneous
Applications to be archived. The procedure codes 78608, 78609, 78811,
78812, 78813, 78814, 78815, 78816, G0235, G0252 require a prior
authorization, and will maintain requiring a prior authorization. The
coverage criteria will follow the InterQual criteria, as is indicated on the
prior authorization excel spreadsheet. The procedure codes will align
with the prior authorization excel spreadsheet and not the medical policy.

78812

Positron emission tomography
(PET) imaging; skull base to mid-
thigh

PRIOR AUTHORIZATION
REQUIRED - INTERQUAL

PRIOR AUTHORIZATION
REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA

PG0450 Positron Emission Tomography
(PET) Oncology and Miscellaneous
Applications Archived 06/01/2024. Maintain
Prior Authorization per InterQual Coverage
Criteria

Effective 08/01/2021, an additional option for outpatient imaging prior
authorization requests from Paramount participating in-plan providers;
Paramount is recognizing the Protecting Access to Medicare Act (PAMA)
scores greater than or equal to a score of 8, for administrative approvals
across all product lines. The request form can be located at:
https://www.paramounthealthcare.com/assets/documents/provider/Fax-
Request-Form-imaging.pdf + 01/06/2024 - Medical Policy PG0450
Positron Emission Tomography (PET) Oncology and Miscellaneous
Applications to be archived. The procedure codes 78608, 78609, 78811,
78812, 78813, 78814, 78815, 78816, G0235, G0252 require a prior
authorization, and will maintain requiring a prior authorization. The
coverage criteria will follow the InterQual criteria, as is indicated on the
prior authorization excel spreadsheet. The procedure codes will align
with the prior authorization excel spreadsheet and not the medical policy.




Codes

Code Description

Paramount Commercial
Insurance Plans

Elite (Medicare Advantage)
Plans

Policy

DETAILS/NOTES

78813

Positron emission tomography
(PET) imaging; whole body

PRIOR AUTHORIZATION
REQUIRED - INTERQUAL

PRIOR AUTHORIZATION
REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA

PG0450 Positron Emission Tomography
(PET) Oncology and Miscellaneous
Applications Archived 06/01/2024. Maintain
Prior Authorization per InterQual Coverage
Criteria

Effective 08/01/2021, an additional option for outpatient imaging prior
authorization requests from Paramount participating in-plan providers;
Paramount is recognizing the Protecting Access to Medicare Act (PAMA)
scores greater than or equal to a score of 8, for administrative approvals
across all product lines. The request form can be located at:
https://iwww.paramounthealthcare.com/assets/documents/provider/Fax-
Request-Form-imaging.pdf < 01/06/2024 - Medical Policy PG0450
Positron Emission Tomography (PET) Oncology and Miscellaneous
Applications to be archived. The procedure codes 78608, 78609, 78811,
78812, 78813, 78814, 78815, 78816, G0235, G0252 require a prior
authorization, and will maintain requiring a prior authorization. The
coverage criteria will follow the InterQual criteria, as is indicated on the
prior authorization excel spreadsheet. The procedure codes will align
with the prior authorization excel spreadsheet and not the medical policy.

78814

Positron emission tomography
(PET) with concurrently acquired
computed tomography (CT) for
attenuation correction and
anatomical localization imaging;
limited area (e.g., chest,
head/neck)

PRIOR AUTHORIZATION
REQUIRED - INTERQUAL

PRIOR AUTHORIZATION
REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA

PG0450 Positron Emission Tomography
(PET) Oncology and Miscellaneous
Applications Archived 06/01/2024. Maintain
Prior Authorization per InterQual Coverage
Criteria

Effective 08/01/2021, an additional option for outpatient imaging prior
authorization requests from Paramount participating in-plan providers;
Paramount is recognizing the Protecting Access to Medicare Act (PAMA)
scores greater than or equal to a score of 8, for administrative approvals
across all product lines. The request form can be located at:
https://www.paramounthealthcare.com/assets/documents/provider/Fax-
Request-Form-imaging.pdf < 01/06/2024 - Medical Policy PG0450
Positron Emission Tomography (PET) Oncology and Miscellaneous
Applications to be archived. The procedure codes 78608, 78609, 78811,
78812, 78813, 78814, 78815, 78816, G0235, G0252 require a prior
authorization, and will maintain requiring a prior authorization. The
coverage criteria will follow the InterQual criteria, as is indicated on the
prior authorization excel spreadsheet. The procedure codes will align
with the prior authorization excel spreadsheet and not the medical policy.

78815

Positron emission tomography
(PET) with concurrently acquired
computed tomography (CT) for
attenuation correction and
anatomical localization imaging;
skull base to mid-thigh

PRIOR AUTHORIZATION
REQUIRED - INTERQUAL

PRIOR AUTHORIZATION
REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA

PG0450 Positron Emission Tomography
(PET) Oncology and Miscellaneous
Applications Archived 06/01/2024. Maintain
Prior Authorization per InterQual Coverage
Criteria

Effective 08/01/2021, an additional option for outpatient imaging prior
authorization requests from Paramount participating in-plan providers;
Paramount is recognizing the Protecting Access to Medicare Act (PAMA)
scores greater than or equal to a score of 8, for administrative approvals
across all product lines. The request form can be located at:
https://lwww.paramounthealthcare.com/assets/documents/provider/Fax-
Request-Form-imaging.pdf < 01/06/2024 - Medical Policy PG0450
Positron Emission Tomography (PET) Oncology and Miscellaneous
Applications to be archived. The procedure codes 78608, 78609, 78811,
78812, 78813, 78814, 78815, 78816, G0235, G0252 require a prior
authorization, and will maintain requiring a prior authorization. The
coverage criteria will follow the InterQual criteria, as is indicated on the
prior authorization excel spreadsheet. The procedure codes will align
with the prior authorization excel spreadsheet and not the medical policy.




Paramount Commercial

Elite (Medicare Advantage)

Policy

DETAILS/NOTES

PG0450 Positron Emission Tomography
(PET) Oncology and Miscellaneous
Applications Archived 06/01/2024. Maintain
Prior Authorization per InterQual Coverage
Criteria

Effective 08/01/2021, an additional option for outpatient imaging prior
authorization requests from Paramount participating in-plan providers;
Paramount is recognizing the Protecting Access to Medicare Act (PAMA)
scores greater than or equal to a score of 8, for administrative approvals
across all product lines. The request form can be located at:
https:/iwww.paramounthealthcare.com/assets/documents/provider/Fax-
Request-Form-imaging.pdf < 01/06/2024 - Medical Policy PG0450
Positron Emission Tomography (PET) Oncology and Miscellaneous
Applications to be archived. The procedure codes 78608, 78609, 78811,
78812, 78813, 78814, 78815, 78816, G0235, G0252 require a prior
authorization, and will maintain requiring a prior authorization. The
coverage criteria will follow the InterQual criteria, as is indicated on the
prior authorization excel spreadsheet. The procedure codes will align
with the prior authorization excel spreadsheet and not the medical policy.

PG0341 Immunopharmacologic Monitoring
of Therapeutic Serum Antibodies. Effective
12/01/2024 reimbursement is allowed for
drug and/or antibody concentration testing
for anti-tumor necrosis factor (anti-TNF)
therapies and for vedolizumab or
ustekinumab therapies in individuals with
inflammatory bowel disease (IBD) with a
prior authorization.

PGU34T Immunopharmacologic Montorng
of Therapeutic Serum Antibodies. Effective
12/01/2024 reimbursement is allowed for
drug and/or antibody concentration testing
for anti-tumor necrosis factor (anti-TNF)
therapies and for vedolizumab or

ustekinumab therapies in individuals with
i 1R wiith o

Coiles Codle Besai e Insurance Plans Plans
Positron emission tomography
(PET) with concurrently acquired PRIOR AUTHORIZATION
78816 computed tomography (CT) for PRIOR AUTHORIZATION REQUIRED - FOLLOW
attenuation correction and REQUIRED - INTERQUAL MEDICARE COVERAGE
anatomical localization imaging; CRITERIA
whole body
NON-COVERED PRIOR NON-COVERED PRIOR
80145 Adalimumab AUTHORIZATION REQUIRED - | AUTHORIZATION REQUIRED -
MEDICAL POLICY MEDICAL POLICY
NON-COVERED PRIOR NON-COVERED PRIOR
80230 Infliximab AUTHORIZATION REQUIRED - [ AUTHORIZATION REQUIRED -
MEDICAL POLICY MEDICAL POLICY
bl + howial di
NON-COVERED PRIOR NON-COVERED PRIOR
80280 Vedolizumab AUTHORIZATION REQUIRED - [ AUTHORIZATION REQUIRED -
MEDICAL POLICY MEDICAL POLICY
DTUg 1€51(5), presumptve, any
number of drug classes, any
number of devn_ces or procegures; PRIOR AUTHORIZATION PRIOR AUTHORIZATION
80305 capable of being read by direct REQUIRED - INTERQUAL - See REQUIRED - FOLLOW
optical observation only (e.g., MEDICARE COVERAGE

PG0341 Immunopharmacologic Monitoring
of Therapeutic Serum Antibodies. Effective
12/01/2024 reimbursement is allowed for
drug and/or antibody concentration testing
for anti-tumor necrosis factor (anti-TNF)
therapies and for vedolizumab or
ustekinumab therapies in individuals with
inflammatory bowel disease (IBD) with a
prior authorization.

utilizing immunoassay [e.g.,
dipsticks, cups, cards, or

cartridnac _inchidac camnla

Details/Notes

CRITERIA - See Details/Notes

PG0069 Drug Testing

Effective 01/01/2024: Presumptive drug screening (CPT code 80305,
80306 or 80307) and Definitive drug testing (HCPCs code G0480,
G0481, G0482, G0483, or G0659) ARE ONLY REIMBURSABLE 45
times total every 365 days [any combination of procedures 80305,
80306, 80307, G0480, G0481, G0483, or G0659], when the coverage
criteria, Medical Policy PG0069 Drug Testing, are met.




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
DTUg t€51(S), presumptive, any
number of drug classes, any Effective 01/01/2024: Presumptive drug screening (CPT code 80305,
number of devices or procedures; PRIOR AUTHORIZATION PRIOR AUTHORIZATION 80306 or 80307) and Definitive drug testing (HCPCs code G0480,
80306 read by instrument assisted direct REQUIRED - INTERQUAL - See REQUIRED - FOLLOW PGO069 Drug Testin G0481, G0482, G0483, or G0659) ARE ONLY REIMBURSABLE 45
optical observation (e.g., utilizing Details/Notes MEDICARE COVERAGE 9 9 times total every 365 days [any combination of procedures 80305,
immunoassay [e.g., dipsticks, cups, CRITERIA - See Details/Notes 80306, 80307, G0480, G0481, G0483, or G0659], when the coverage
cards, or cartridges]), includes criteria, Medical Policy PG0069 Drug Testing, are met.
BRI tEeT S restmptve “any
number of drug classes, any Effective 01/01/2024: Presumptive drug screening (CPT code 80305,
number of devices or procedures; PRIOR AUTHORIZATION PRIOR AUTHORIZATION 80306 or 80307) and Definitive drug testing (HCPCs code G0480,
80307 by instrument chemistry analyzers REQUIRED - INTERQUAL - See REQUIRED - FOLLOW PGO069 Drua Testin G0481, G0482, G0483, or G0659) ARE ONLY REIMBURSABLE 45
(e.g., utilizing immunoassay [e.g., Details/Notes MEDICARE COVERAGE 9 9 times total every 365 days [any combination of procedures 80305,
EIA, ELISA, EMIT, FPIA, IA, KIMS, CRITERIA - See Details/Notes 80306, 80307, G0480, G0481, G0483, or G0659], when the coverage
RIA]), chromatography (e.g., GC, criteria, Medical Policy PG0069 Drug Testing, are met.
LIDI O\ _and mace cnantramatng
PRIOR AUTHORIZATION
PRIOR AUTHORIZATION REQUIRED - FOLLOW .
80320 Alcohols REQUIRED - INTERQUAL MEDICARE COVERAGE PG0069 Drug Testing
CRITERIA
PRIOR AUTHORIZATION
. X PRIOR AUTHORIZATION REQUIRED - FOLLOW )
80321 Alcohol biomarkers; 1 or 2 REQUIRED - INTERQUAL MEDICARE COVERAGE PG0069 Drug Testing
CRITERIA
PRIOR AUTHORIZATION
. . PRIOR AUTHORIZATION REQUIRED - FOLLOW .
80322 Alcohol biomarkers; 3 or more REQUIRED - INTERQUAL MEDICARE COVERAGE PG0069 Drug Testing
CRITERIA
PRIOR AUTHORIZATION
) . - PRIOR AUTHORIZATION REQUIRED - FOLLOW )
80323 Alkaloids, not otherwise specified REQUIRED - INTERQUAL MEDICARE COVERAGE PG0069 Drug Testing
CRITERIA
PRIOR AUTHORIZATION
N PRIOR AUTHORIZATION REQUIRED - FOLLOW )
80324 Amphetamines; 1 or 2 REQUIRED - INTERQUAL MEDICARE COVERAGE PG0069 Drug Testing

CRITERIA




PG0069 Drug Testing

PG0069 Drug Testing

PG0069 Drug Testing

PG0069 Drug Testing

PG0069 Drug Testing

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

PG0069 Drug Testing

PG0069 Drug Testing




Antidepressants, serotonergic

PG0069 Drug Testing

PG0069 Drug Testing

PG0069 Drug Testing

PG0069 Drug Testing

PG0069 Drug Testing

80332 class, 1 or2
80333 Anndepressant; serotonergic
class; 3-5
80334 Antidepressants, serotonergic
class; 6 or more
80335 Anndepressan}s, t.ncycllc and other
cyclical; 1 or 2

80336 Antldepressants_, tricyclic and other
cyclical; 3-5

80337 Antldepressgntst, tricyclic and other

cyclical; 6 or more
80338 Antidepressants, not otherwise

PG0069 Drug Testing

classified

PG0069 Drug Testing




Antiepileptics, not otherwise

PG0069 Drug Testing

PG0069 Drug Testing

PG0069 Drug Testing

PG0069 Drug Testing

PG0069 Drug Testing

80339 specified; 1-3
Antiepileptics, not otherwise
80340 specified; 4-6
80341 Antlepllep?lcs, not otherwise
specified; 7 or more
80342 Antlpsychotlc_s_, n.ot otherwise
specified; 1-3
80343 Antlpsychotl(_:s_, not otherwise
specified; 4-6
80344 Antlpsychqtlcs?, not otherwise
specified; 7 or more
80345 Barbiturates

PG0069 Drug Testing

PG0069 Drug Testing




PG0069 Drug Testing

PG0069 Drug Testing

PG0069 Drug Testing

PG0069 Drug Testing

PG0069 Drug Testing

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

PG0069 Drug Testing

PG0069 Drug Testing




PG0069 Drug Testing

PG0069 Drug Testing

PG0069 Drug Testing

PG0069 Drug Testing

PG0069 Drug Testing

80353 Cocaine

80354 Fentanyl

80355 Gabapentin, non-blood
80356 Heroin metabolite
80357 Ketamine and norketamine
80358 Methadone

80359 Methylenedioxyamphetamines

(MDA, MDEA, MDMA)

PG0069 Drug Testing

PG0069 Drug Testing




PG0069 Drug Testing

PG0069 Drug Testing

PG0069 Drug Testing

PG0069 Drug Testing

PG0069 Drug Testing

80360 Methyphenidate

80361 Opiates, 1 or more

80362 Opioids and opiate analogs; 1 or 2

80363 Opioids and opiate analogs; 3 or 4

80364 Opioids and opiate analogs; 5 or
more

80365 Oxycodone

80366 Pregabalin

PG0069 Drug Testing

PG0069 Drug Testing




PG0069 Drug Testing

PG0069 Drug Testing

PGO0069 Drug Testing

PG0069 Drug Testing

PG0069 Drug Testing

80367 Propoxyphene

80368 e pemmoazepies)

80369 Skeletal muscle relaxants; 1 0 2

80370 Skeletal muscle relaxants; 3 or
more

80371 Stimulants, synthetic

80372 Tapentadol

80373 Tramadol

PG0069 Drug Testing

PG0069 Drug Testing




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
PRIOR AUTHORIZATION
Stereoisomer (enantiomer) PRIOR AUTHORIZATION REQUIRED - FOLLOW )
80374 analysis, single drug class REQUIRED - INTERQUAL MEDICARE COVERAGE PG0069 Drug Testing
CRITERIA
Drug(s) or substance(s), definitive BRIORIACINORIZANON
80375 ?Jalitative or uantita’tive not Y RRICRIACUILORIZATION REQUIRIED = [FOILLOYY PG0069 Drug Testin
a otherwisesq o fiod 1.3 REQUIRED - INTERQUAL MEDICARE COVERAGE 9 9
s : CRITERIA
Drug(s) or substance(s), definitive PRSI AURI PO
80376 ?Jalitative or uantita{tive not Y RRICRACUIORIZATION REUINED = [ROILLGHY PG0069 Drug Testin
a Otherwisesq et 4.6 REQUIRED - INTERQUAL MEDICARE COVERAGE 9 9
P ’ CRITERIA
Drug(s) or substance(s), definitive BRIORICINORIZSION
80377 gualitative or uantita{tive not ’ ARG R P2-UTOR REQUIRED = [AOLLOLY PGO0069 Drug Testin
(’;{herwise A egiﬂed, 7 or e REQUIRED - INTERQUAL MEDICARE COVERAGE 9 9
P ’ CRITERIA
Human Platelet Antigen 1
genotyping (HPA-1), ITGB3
(integrin, beta 3 [platelet PRIOR AUTHORIZATION
glycoprotein llla], antigen CD61 PRIOR AUTHORIZATION REQUIRED - FOLLOW . . . AT . . . .
81105 [GPllia]) (eg, neonatal alloimmune | REQUIRED - MEDICAL POLICY MEDICARE COVERAGE PG0041 Genetic Testing Prior authorization is required for ALL genetic testing unless otherwise noted.
thrombocytopenia [NAIT], post- CRITERIA
transfusion purpura), gene analysis,
common variant, HPA-1a/b (L33P)
HUman Platelet Antgen 2
genotyping (HPA-2), GP1BA
(glycoprotein Ib [platelet], alpha PRIOR AUTHORIZATION
polypeptide [GPIba]) (eg, neonatal PRIOR AUTHORIZATION REQUIRED - FOLLOW ) ) ) A ! o )
X . P h for ALL I h .
81106 alloimmune thrombocytopenia REQUIRED - MEDICAL POLICY MEDICARE COVERAGE PG0041 Genetic Testing rior authorization is required for genetic testing unless otherwise noted
[NAIT], posttransfusion purpura), CRITERIA
gene analysis, common variant,
LIDA_2a/h (T1AGK)
HAUMan Platelet Antgen 3
genotyping (HPA-3), ITGA2B
(integrin, alpha 2b [platelet PRIOR AUTHORIZATION
glycoprotein Iib of llb/llla complex], PRIOR AUTHORIZATION REQUIRED - FOLLOW . . . T . . . )
81107 antigen CD41 [GPIIb]) (eg, REQUIRED - MEDICAL POLICY MEDICARE COVERAGE PG0041 Genetic Testing Prior authorization is required for ALL genetic testing unless otherwise noted.
neonatal alloimmune CRITERIA

thrombocytopenia [NAIT], post-

trancfiicinn niirniira) _nana analhicic




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
Human Platelet Antigen 4
genotyping (HPA-4), ITGB3
(integrin, beta 3 [platelet PRIOR AUTHORIZATION
glycoprotein llla], antigen CD61 PRIOR AUTHORIZATION REQUIRED - FOLLOW . . . R I . . )
81108 [GPIlla)) (eg, neonatal alloimmune | REQUIRED - MEDICAL POLICY MEDICARE COVERAGE PG0041 Genetic Testing Prior authorization is required for ALL genetic testing unless otherwise noted.
thrombocytopenia [NAIT], post- CRITERIA
transfusion purpura), gene analysis,
commanavariant HIDA _Aalh
Human Platelet Antugen 5
genotyping (HPA-5), ITGA2
(integrin, alpha 2 [CD49B, alpha 2 PRIOR AUTHORIZATION
subunit of VLA-2 receptor] [GPla]) PRIOR AUTHORIZATION REQUIRED - FOLLOW ) . . R i ) ) ]
81109 (eg, neonatal alloimmune REQUIRED - MEDICAL POLICY MEDICARE COVERAGE PG0041 Genetic Testing Prior authorization is required for ALL genetic testing unless otherwise noted.
thrombocytopenia [NAIT], post- CRITERIA
transfusion purpura), gene analysis,
nommanvariant (an LIDA Ealh
Human Platelet Antigen 6
genotyping (HPA-6w), ITGB3
(integrin, beta 3 [platelet PRIOR AUTHORIZATION
glycoprotein llla, antigen CD61] PRIOR AUTHORIZATION REQUIRED - FOLLOW . . . R ) . . )
81110 [GPIlla]) (eg, neonatal alloimmune | REQUIRED - MEDICAL POLICY MEDICARE COVERAGE PGO0041 Genetic Testing Prior authorization is required for ALL genetic testing unless otherwise noted.
thrombocytopenia [NAIT], post- CRITERIA
transfusion purpura), gene analysis,
commanavariant HIDA _Ralh
Human Platelet Antigen 9
genotyping (HPA-9w), ITGA2B
(integrin, alpha 2b [platelet PRIOR AUTHORIZATION
glycoprotein b of lIb/llla complex, PRIOR AUTHORIZATION REQUIRED - FOLLOW ’ . . R . - - ]
81111 antigen CD41] [GPIIb]) (eg, REQUIRED - MEDICAL POLICY MEDICARE COVERAGE PG0041 Genetic Testing Prior authorization is required for ALL genetic testing unless otherwise noted.
neonatal alloimmune CRITERIA
thrombocytopenia [NAIT], post-
trancfiician nurnira) nona analueic
Human Platelet Antigen 15
s it Couce
; ! . PRIOR AUTHORIZATION REQUIRED - FOLLOW ) . . R " - ) ]
81112 alloimmune thrombpcytopenla REQUIRED - MEDICAL POLICY MEDICARE COVERAGE PG0041 Genetic Testing Prior authorization is required for ALL genetic testing unless otherwise noted.
[NAIT], post-transfusion purpura),
- ; CRITERIA
gene analysis, common variant,
HPA-15a/b
IDH1 (isocitrate dehydrogenase 1
[NADP+], soluble) (eg, glioma), PRIOR AUTHORIZATION NOT PRIOR AUTHORIZATION NOT . .
81120 common variants (eg, R132H, REQUIRED REQUIRED PG0041 Genetic Testing
R132C)
IDH2 (isocitrate dehydrogenase 2
81121 [NADP+], mitochondrial) (eg, PRIOR AUTHORIZATION NOT PRIOR AUTHORIZATION NOT PG0041 Genetic Testing

glioma), common variants (eg,
R140W, R172M)

REQUIRED

REQUIRED




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
DMD (dystrophin) (e.g., PRIOR AUTHORIZATION PG0041 Genetic Testing and PG0411
Duchenne/Becker muscular PRIOR AUTHORIZATION REQUIRED - FOLLOW Genetic Testing for Dystrophinopathies . R . . . )
81161 dystrophy) deletion analysis, and REQUIRED - INTERQUAL MEDICARE COVERAGE (Duchenne and Becker Muscular Prior authorization s required for ALL genetic testing unless otherwise noted.
duplication analysis, if performed CRITERIA Dystrophy)-Archived 06/01/2024
BRTAT (BRCAL, DNA repair
associated), BRCA2 (BRCA2,
DNA repair associated) (e.g., PRIOR AUTHORIZATION . . .
81162 hereditary breast and ovarian RRIORIAUORIZATCN REQUIRED = [AOILLOLY Fé?e(iﬁgr?deg?;i;—ﬁsgzg;s: gerzzfcl)trirg Prior authorization is required for ALL genetic testing unless otherwise noted
cancer) gene analysis; full REQUIRED - INTERQUAL MEDICARE COVERAGE | Y! q 9 9 :
- (HBOC)-Archived 090124
sequence analysis and full CRITERIA
duplication/deletion analysis (i.e.,
datantinn of larna nana
BRCA1 (BRCAL, DNA repair
associated), BRCA2 (BRCA2, PRIOR AUTHORIZATION PG0041 Genetic Testing and PG0067
DNA repair associated) (eg, PRIOR AUTHORIZATION REQUIRED - FOLLOW Genetic Testing for Hereditary Breast and . R ’ - ) ]
81163 hereditary breast and ovarian REQUIRED - INTERQUAL MEDICARE COVERAGE Ovarian Cancer Syndrome (HBOC)- | "o" autherization is required for ALL genetic testing unless otherwise noted.
cancer) gene analysis; full CRITERIA Archived 090124
sequence analysis
BRTAT (BRCAL, DNA repair
associated), BRCA2 (BRCA2,
DNA repair associated) (e.g., PRIOR AUTHORIZATION PG0041 Genetic Testing and PG0067
hereditary breast and ovarian PRIOR AUTHORIZATION REQUIRED - FOLLOW Genetic Testing for Hereditary Breast and . R h - ) )
81164 cancer) gene analysis; full REQUIRED - INTERQUAL MEDICARE COVERAGE Ovarian Cancer Syndrome (HBOC)- Prior authorization is required for ALL genetic testing unless otherwise noted.
duplication/deletion analysis (i.e., CRITERIA Archived 090124
detection of large gene
roaarrannamante)
BRCAL1 (BRCA1, DNA repair PRIOR AUTHORIZATION PG0041 Genetic Testing and PG0067
associated) (eg, hereditary breast PRIOR AUTHORIZATION REQUIRED - FOLLOW Genetic Testing for Hereditary Breast and . N h ) ) )
81165 and ovarian cancer) gene analysis;|  REQUIRED - INTERQUAL MEDICARE COVERAGE Ovarian Cancer Syndrome (HBOC)- | "o" autherization is required for ALL genetic testing unless otherwise noted.
full sequence analysis CRITERIA Archived 090124
BRCA1 (BRCA1, DNA repair
associated) (eg, hereditary breast PRIOR AUTHORIZATION PG0041 Genetic Testing and PG0067
81166 and ovarian cancer) gene analysis; PRIOR AUTHORIZATION REQUIRED - FOLLOW Genetic Testing for Hereditary Breast and Prior authorization is required for ALL genetic testing unless otherwise noted
full duplication/deletion analysis (ie, REQUIRED - INTERQUAL MEDICARE COVERAGE Ovarian Cancer Syndrome (HBOC)- q 9 9 ’
detection of large gene CRITERIA Archived 090124
rearrangements)
BRCA2 (BRCA2, DNA repair
associated) (eg, hereditary breast PRIOR AUTHORIZATION PG0041 Genetic Testing and PG0067
and ovarian cancer) gene analysis; PRIOR AUTHORIZATION REQUIRED - FOLLOW Genetic Testing for Hereditary Breast and . R ) ) ; ]
81167 full duplication/deletion analysis (ie.|  REQUIRED - INTERQUAL MEDICARE COVERAGE Ovarian Cancer Syndrome (HBOC)- | "o" autherization is required for ALL genetic testing unless otherwise noted.
detection of large gene CRITERIA Archived 090124

rearrangements)




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
CCND1/IGH (t(11;14)) (eg, mantle
cell ymphoma) translocation
N - - PRIOR AUTHORIZATION PRIOR AUTHORIZATION . . . R . . ’ ]
81168 an;lysls, major bregkpglnt,. REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL POLICY PG0041 Genetic Testing Prior authorization is required for ALL genetic testing unless otherwise noted.
qualitative and quantitative, if
performed
ABL1 (ABL proto-oncogene 1, non-
receptor tyrosine kinase) (eg,
81170 acquired imatinib tyrosine kinase (ARG ARG AR MO FRICIR AGIEIRIZ-UTEh) RSy PG0041 Genetic Testing Prior authorization is required for ALL genetic testing unless otherwise noted.
A . ¥ REQUIRED REQUIRED
inhibitor resistance), gene analysis,
variants in the kinase domain
AFF2 (AF4/FMR2 family, member PRIOR AUTHORIZATION
2 [FMR2]) gene analysis; PRIOR AUTHORIZATION REQUIRED - FOLLOW . . . R ’ - ) ]
81171 evaluation to detect abnormal (eg, REQUIRED - INTERQUAL MEDICARE COVERAGE PG0041 Genetic Testing Prior authorization is required for ALL genetic testing unless otherwise noted.
expanded) alleles CRITERIA
AFF2 (AF4/FMR2 family, member
2 [FMR2]) (eg, fragile X mental PRIOR AUTHORIZATION
retardation 2 [FRAXE]) gene PRIOR AUTHORIZATION REQUIRED - FOLLOW . . . R . - - ]
81172 analysis; characterization of alleles REQUIRED - INTERQUAL MEDICARE COVERAGE PG0041 Genetic Testing Prior authorization is required for ALL genetic testing unless otherwise noted.
(eg, expanded size and methylation CRITERIA
status)
o5 g et e s
: ! PRIOR AUTHORIZATION REQUIRED - FOLLOW - . . R " - ) ]
81173 Kgnneldy rjilsease, X Chron'!ol'some REQUIRED - MEDICAL POLICY MEDICARE COVERAGE PG0041 Genetic Testing Prior authorization is required for ALL genetic testing unless otherwise noted.
inactivation) gene analysis; full
CRITERIA
gene sequence
i
) i PRIOR AUTHORIZATION REQUIRED - FOLLOW . . . R : ) : ]
81174 _Kenr?ed)_/ disease, X chro_mosome REQUIRED - INTERQUAL MEDICARE COVERAGE PG0041 Genetic Testing Prior authorization is required for ALL genetic testing unless otherwise noted.
inactivation) gene analysis; known
- ) CRITERIA
familial variant
ASXL1 (additional sex combs like
1, transcriptional regulator) (eg, PRIOR AUTHORIZATION
myelodysplastic syndrome, PRIOR AUTHORIZATION REQUIRED - FOLLOW } . . R ) ) ) )
81175 myeloproliferative neoplasms, REQUIRED - INTERQUAL MEDICARE COVERAGE PG0041 Genetic Testing Prior authorization is required for ALL genetic testing unless otherwise noted.
chronic myelomonocytic leukemia), CRITERIA

gene analysis; full gene sequence




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
ASXL1 (additional sex combs like
L ;:;gi)cgggzgi;esgyﬁ:g&fg' PRIOR AUTHORIZATION
: X ’ PRIOR AUTHORIZATION REQUIRED - FOLLOW . . . R . . ’ ]
81176 mygloprollferatlve n(.eoplasmsf REQUIRED - INTERQUAL MEDICARE COVERAGE PG0041 Genetic Testing Prior authorization is required for ALL genetic testing unless otherwise noted.
chronic myelomonocytic leukemia),
N CRITERIA
gene analysis; targeted sequence
analysis (eg, exon 12)
dertatoruralpalidolysian BRIDRERINERIZAON
e . PRIOR AUTHORIZATION REQUIRED - FOLLOW ) . . R i ) ) ]
81177 atrophy) gene analysis, evaluation REQUIRED - INTERQUAL MEDICARE COVERAGE PG0041 Genetic Testing Prior authorization is required for ALL genetic testing unless otherwise noted.
to detect abnormal (eg, expanded)
CRITERIA
alleles
ATXN1 (ataxin 1) (eg, PRIOR AUTHORIZATION
spinocerebellar ataxia) gene PRIOR AUTHORIZATION REQUIRED - FOLLOW - . . R ) ) ) ]
81178 analysis, evaluation to detect REQUIRED - INTERQUAL MEDICARE COVERAGE PG0041 Genetic Testing Prior authorization is required for ALL genetic testing unless otherwise noted.
abnormal (eg, expanded) alleles CRITERIA
ATXN2 (ataxin 2) (eg, PRIOR AUTHORIZATION
spinocerebellar ataxia) gene PRIOR AUTHORIZATION REQUIRED - FOLLOW . . . R h - ) )
81179 analysis, evaluation to detect REQUIRED - INTERQUAL MEDICARE COVERAGE PG0041 Genetic Testing Prior authorization is required for ALL genetic testing unless otherwise noted.
abnormal (eg, expanded) alleles CRITERIA
spinocerabelar i, Mathade- PRIOR AUTHORIZATION
N i - PRIOR AUTHORIZATION REQUIRED - FOLLOW - . . R " - ) ]
81180 Joseph disease) gene analysis, REQUIRED - INTERQUAL MEDICARE COVERAGE PG0041 Genetic Testing Prior authorization is required for ALL genetic testing unless otherwise noted.
evaluation to detect abnormal (eg,
CRITERIA
expanded)
ATXN7 (ataxin 7) (eg, PRIOR AUTHORIZATION
spinocerebellar ataxia) gene PRIOR AUTHORIZATION REQUIRED - FOLLOW . . . R I - - )
81181 analysis, evaluation to detect REQUIRED - INTERQUAL MEDICARE COVERAGE PG0041 Genetic Testing Prior authorization is required for ALL genetic testing unless otherwise noted.
abnormal (eg, expanded) alleles CRITERIA
ATX“E:&?%E::‘SQZ?&;?'Eggs“a”d PRIOR AUTHORIZATION
; ; i PRIOR AUTHORIZATION REQUIRED - FOLLOW } . . R ) ) ) )
81182 splnogerebellar §taX|a) gene REQUIRED - INTERQUAL MEDICARE COVERAGE PG0041 Genetic Testing Prior authorization is required for ALL genetic testing unless otherwise noted.
analysis, evaluation to detect CRITERIA

abnormal (eg, expanded) alleles




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
ATXN10 (ataxin 10) (eg, PRIOR AUTHORIZATION
spinocerebellar ataxia) gene PRIOR AUTHORIZATION REQUIRED - FOLLOW - . . R ] ) ) )
81183 analysis, evaluation to detect REQUIRED - INTERQUAL MEDICARE COVERAGE PG0041 Genetic Testing Prior authorization is required for ALL genetic testing unless otherwise noted.
abnormal (eg, expanded) alleles CRITERIA
A G ot
X X ’ PRIOR AUTHORIZATION REQUIRED - FOLLOW ) . . R i ) ) ]
81184 splnoc_erebellar ffltaxm) gene REQUIRED - INTERQUAL MEDICARE COVERAGE PG0041 Genetic Testing Prior authorization is required for ALL genetic testing unless otherwise noted.
analysis; evaluation to detect
CRITERIA
abnormal (eg, expanded) alleles
CACNAL1A (calcium voltage-gated PRIOR AUTHORIZATION
channel subunit alphal A) (eg, PRIOR AUTHORIZATION REQUIRED - FOLLOW - . . R ) ) ) ]
81185 spinocerebellar ataxia) gene REQUIRED - INTERQUAL MEDICARE COVERAGE PG0041 Genetic Testing Prior authorization is required for ALL genetic testing unless otherwise noted.
analysis; full gene sequence CRITERIA
CACNA1A (calcium voltage-gated PRIOR AUTHORIZATION
channel subunit alphal A) (eg, PRIOR AUTHORIZATION REQUIRED - FOLLOW . . . R h - ) )
81186 spinocerebellar ataxia) gene REQUIRED - INTERQUAL MEDICARE COVERAGE PG0041 Genetic Testing Prior authorization is required for ALL genetic testing unless otherwise noted.
analysis; known familial variant CRITERIA
nﬁgfzs ;gg;'iﬁé%‘;epzrg‘;i:;‘%gé PRIOR AUTHORIZATION
h ! PRIOR AUTHORIZATION REQUIRED - FOLLOW - . . R " - ) ]
81187 myotonlt? dystrophy type 2) gene REQUIRED - INTERQUAL MEDICARE COVERAGE PG0041 Genetic Testing Prior authorization is required for ALL genetic testing unless otherwise noted.
analysis, evaluation to detect
CRITERIA
abnormal (eg, expanded) alleles
CSTB (cystatin B) (eg, Unverricht- PRIOR AUTHORIZATION
Lundborg disease) gene analysis; PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0041 Genetic Testing and PG0467 . R I - - )
61188 evaluation to detect abnormal (eg, | REQUIRED - INTERQUAL MEDICARE COVERAGE Genetic Testing for Epilepsy Prior authorization is fequired for ALL genetic testing unless otherwise noted.
expanded) alleles CRITERIA
. . PRIOR AUTHORIZATION
81189 fl?rL?)c()(lfysc;iasfzaSg)(egngI;\:glnzg'- RRICRIACUILORIZATION RFGUIRED = [FOILLOYY PG0041 Genetic Testing and PG0467 Prior authorization is required for ALL genetic testing unless otherwise noted
9 9 YSIS: REQUIRED - INTERQUAL MEDICARE COVERAGE Genetic Testing for Epilepsy q 9 9 :

full gene sequence

CRITERIA




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
. . PRIOR AUTHORIZATION
81190 (L:Sr;l;ﬁ)(gfyst;?g:ai)(e%ngnavnearlng]st'- PRICIR ARSI UGCH FAUINED = [OILLEEY PGO041 Genetic Tesfing and PG0467 Prior authorization is required for ALL genetic testing unless otherwise noted
9 S€) gene analysis, REQUIRED - INTERQUAL MEDICARE COVERAGE Genetic Testing for Epilepsy q 9 9 :
known familial variant(s)
CRITERIA
. PRIOR AUTHORIZATION
NTRK1 (neurotrophic receptor
. . N PRIOR AUTHORIZATION REQUIRED - FOLLOW ) . . R . . . .
81191 tyr05|neir;:\se}(s)(cealii)o(s%nz?Ilsistumors) REQUIRED - INTERQUAL MEDICARE COVERAGE PG0041 Genetic Testing Prior authorization is required for ALL genetic testing unless otherwise noted.
v CRITERIA
. PRIOR AUTHORIZATION
NTRK2 (neurotrophic receptor
. . X PRIOR AUTHORIZATION REQUIRED - FOLLOW . . . RV . . . .
81192 terS|n(irzl:gztzE‘Zti)o(:gnsa?lgstumors) REQUIRED - INTERQUAL MEDICARE COVERAGE PG0041 Genetic Testing Prior authorization is required for ALL genetic testing unless otherwise noted.
4 CRITERIA
. PRIOR AUTHORIZATION
NTRK3 (neurotrophic receptor
) . - PRIOR AUTHORIZATION REQUIRED - FOLLOW . . . R ’ ) ) ]
81193 tyrosine kl.nase 3) (eg, solid tumors) REQUIRED - INTERQUAL MEDICARE COVERAGE PG0041 Genetic Testing Prior authorization is required for ALL genetic testing unless otherwise noted.
translocation analysis
CRITERIA
NTRK (neurotrophic-tropomyosin PRIOR AUTHORIZATION
receptor tyrosine kinase 1, 2, and PRIOR AUTHORIZATION REQUIRED - FOLLOW . . . R . . . .
81194 3) (eg, solid tumors) translocation REQUIRED - INTERQUAL MEDICARE COVERAGE PG0041 Genetic Testing Prior authorization is required for ALL genetic testing unless otherwise noted.
analysis CRITERIA
ASPA (aspartoacylase) (e.g., PRIOR AUTHORIZATION
81200 Canavan disease) gene analysis, PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0041 Genetic Testing and PG0442 Prior authorization is required for ALL genetic testing unless otherwise noted
common variants (e.g., E285A, REQUIRED - INTERQUAL MEDICARE COVERAGE Carrier Screening for Genetic Diseases q g 9 ’
Y231X) CRITERIA
APC (adenomatous polyposis coli) PRIOR AUTHORIZATION . .
81201 (e.g., familial adenomatosis ARIOIR UGS PZAUICN REQUIRED = [AOLLGLY Gz(sgtoi:'ll';(tei:e“fz;rfsrl:sﬁ gngd;?n?gr?d Prior authorization is required for ALL genetic testing unless otherwise noted
polyposis [FAP], attenuated FAP) REQUIRED - INTERQUAL MEDICARE COVERAGE esting forLynch Sy q 9 9 :
. Polyposis Syndromes Archived 08/01/24
gene analysis; full gene sequence CRITERIA




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
APC (adenomatous polyposis coli)
(e.g., familial adenomatosis ERIORIATNORIZLTION PG0041 Genetic Testing and PG0302
. PRIOR AUTHORIZATION REQUIRED - FOLLOW X . . R . . . .
81202 polyposis [FAP], attenuated FAP) Genetic Testing for Lynch Syndrome and |Prior authorization is required for ALL genetic testing unless otherwise noted.
L - REQUIRED - INTERQUAL MEDICARE COVERAGE . .
gene analysis; known familial CRITERIA Polyposis Syndromes Archived 08/01/24
variants
APC (adenomatous polyposis coli)
(e.g., familial adenomatosis BRORACLORIZAION PG0041 Genetic Testing and PG0302
’ PRIOR AUTHORIZATION REQUIRED - FOLLOW - . . N ) . . .
81203 polyposis [FAP], attenuated FAP) Genetic Testing for Lynch Syndrome and |Prior authorization is required for ALL genetic testing unless otherwise noted.
. - . REQUIRED - INTERQUAL MEDICARE COVERAGE . .
gene analysis; duplication/deletion Polyposis Syndromes Archived 08/01/24
N CRITERIA
variants
AR (androgen receptor) (eg, spinal
. o ! . PRIOR AUTHORIZATION REQUIRED - FOLLOW . . . RV . . . .
81204 |nactlvat.|0n? gene analysis; REQUIRED - MEDICAL POLICY MEDICARE COVERAGE PG0041 Genetic Testing Prior authorization is required for ALL genetic testing unless otherwise noted.
characterization of alleles (eg,
3 ) CRITERIA
expanded size or methylation
status)
BCKDHB (branched-chain keto
acid dehydrogenase E1, beta PRIOR AUTHORIZATION
polypeptide) (e.g., Maple syrup PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0041 Genetic Testing and PG0442 . R h - ) )
81205 urine disease) gene analysis, REQUIRED - INTERQUAL MEDICARE COVERAGE Carrier Screening for Genetic Diseases Prior authorization is required for AL genetic testing unless otherwise noted.
common variants (e.g., R183P, CRITERIA
G278S, E422X)
BCR/ABL1 (1(9;22)) (e.g., chronic
myelogenous leukemia)
81206 translocation analysis; major PRICIR AUUCIKIF TSN N BRICELUILORIZATIGAC] PG0041 Genetic Testing Prior authorization is required for ALL genetic testing unless otherwise noted.
. o REQUIRED REQUIRED
breakpoint, qualitative or
quantitative
BCR/ABL1 ((9;22)) (e.g., chronic
myelogenous leukemia)
81207 translocation analysis; minor FRICIR AVUTCBIRIPZIITE (MO SRICREUIHORIZATICA S PG0041 Genetic Testing Prior authorization is required for ALL genetic testing unless otherwise noted.
. . REQUIRED REQUIRED
breakpoint, qualitative or
quantitative
BCR/ABL1 (1(9;22)) (e.g., chronic
myelogenous leukemia)
81208 translocation analysis; other RRICRUUILORIZATIONNC] FIRICSIR AUUHEIRIPZSUTEh) Ner PG0041 Genetic Testing Prior authorization is required for ALL genetic testing unless otherwise noted.

breakpoint, qualitative or
quantitative

REQUIRED

REQUIRED




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
BLM (Bloom syndrome, RecQ PRIOR AUTHORIZATION
helicase-like) (e.g., Bloom PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0041 Genetic Testing and PG0442 . R ] ) ) )
81209 syndrome) gene analysis, REQUIRED - INTERQUAL MEDICARE COVERAGE Carrier Screening for Genetic Diseases Prior authorization s required for ALL genefic testing unless otherwise noted.
2281del6ins7 variant CRITERIA
BRAF (B-Raf proto-oncogene, PG0302 Genetic Testing for Lynch
81210 serine/threonine kinase) (eg, colon | PRIOR AUTHORIZATION NOT PRIOR AUTHORIZATION NOT Syndrome and Polyposis Syndromes
cancer, melanoma), gene analysis, REQUIRED REQUIRED Archived 08/01/24, PG0041 Genetic
V600 variant(s) Testing
aBrchzﬁéBRieAééifasgr‘;';f;z PRIOR AUTHORIZATION PG0041 Genetic Testing and PG0067
81212 ovarianlg;ncer) er?é analysis; R O I ORIZ SO REJUIRED - [ROLLOLY Genetic Testing for Hereditary Breast and Prior authorization is required for ALL genetic testing unless otherwise noted
1BodeIAG 5385i?1sc 6174yde|+ REQUIRED - INTERQUAL MEDICARE COVERAGE Ovarian Cancer Syndrome -Archived q 9 9 :
’ . ! CRITERIA 090124
variants
BRCAL1 (breast cancer 1) (e.g., PRIOR AUTHORIZATION PG0041 Genetic Testing and PG0067
hereditary breast and ovarian PRIOR AUTHORIZATION REQUIRED - FOLLOW Genetic Testing for Hereditary Breast and . R h - ) )
81215 cancer) gene analysis; known REQUIRED - INTERQUAL MEDICARE COVERAGE Ovarian Cancer Syndrome-Archived Prior authorization is required for AL genetic testing unless otherwise noted.
familial variant CRITERIA 090124
BRCAZ2 (breast cancer 2) (e.g., PRIOR AUTHORIZATION PG0041 Genetic Testing and PG0067
81216 hereditary breast and ovarian PRIOR AUTHORIZATION REQUIRED - FOLLOW Genetic Testing for Hereditary Breast and Prior authorization is required for ALL genetic testing unless otherwise noted
cancer) gene analysis; full REQUIRED - INTERQUAL MEDICARE COVERAGE Ovarian Cancer Syndrome-Archived q 9 9 ’
sequence analysis CRITERIA 090124
BRCA?2 (breast cancer 2) (e.g., PRIOR AUTHORIZATION PG0041 Genetic Testing and PG0067
hereditary breast and ovarian PRIOR AUTHORIZATION REQUIRED - FOLLOW Genetic Testing for Hereditary Breast and . R I - - )
81217 cancer) gene analysis; known REQUIRED - INTERQUAL MEDICARE COVERAGE Ovarian Cancer Syndrome-Archived Prior authorization is required for ALL genetic testing unless otherwise noted.
familial variant CRITERIA 090124
CEBPA (CCAAT/enhancer binding
81218 protein [C/EBP], alpha) (eg, acute | FIRICSIR AUUHEIRIPZSUTEh) Ner PG0041 Genetic Testing Prior authorization is required for ALL genetic testing unless otherwise noted.

myeloid leukemia), gene analysis,
full gene sequence

REQUIRED

REQUIRED




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
CALR (calreticulin) (eg,
myeloproliferative disorders), gene | PRIOR AUTHORIZATION NOT PRIOR AUTHORIZATION NOT - . . R ] ) ) )
81219 analysis, common variants in exon REQUIRED REQUIRED PG0041 Genetic Testing Prior authorization is required for ALL genetic testing unless otherwise noted.
9
tranf;;ﬁé:;{f:i;‘:;ﬂiiﬂCe PRIOR AUTHORIZATION | PG0041 Genetic Testing, PG0387 Genetic
81220 regulator) (e.g., cystic fibrosis) ARG R P2 IO REQUIRED = [AOILLOLY Testing for Cystic Fibrosis-archived Prior authorization is required for ALL genetic testing unless otherwise noted
9 €.0- oy : REQUIRED - INTERQUAL MEDICARE COVERAGE 07/01/2024, and PG0442 Carrier Screening d 9 9 :
gene analysis; common variants CRITERIA for Genetic Diseases
(e.g., ACMG/ACOG guidelines)
CFTR (cystic fibrosis
transmembrane conductance IFIRIGIR AUUAICIRPIUIIOLY PG0041 Genetic Testing and PG0387
81221 regulator) (e.g., cystic fibrosis) RRICRACUIORIZATION REUINED = [ROILLGHY Genetic Testing for Cystic Fibrosis-archived |Prior authorization is required for ALL genetic testing unless otherwise noted
9 9. ¢y S| REQUIRED - INTERQUAL MEDICARE COVERAGE g Tor -y q 9 9
gene analysis; known familial 07/01/2024
! CRITERIA
variants
CFTR (cystic fibrosis
transmembrane conductance BRIONACINORIZAON PG0041 Genetic Testing and PG0387
81222 regulator) (e.g., cystic fibrosis) ARG R P2-UTOR REQUIRED = [AOLLOLY Genetic Testing for Cystic Fibrosis-archived |Prior authorization is required for ALL genetic testing unless otherwise noted
9 (€.9., cysiic / REQUIRED - INTERQUAL MEDICARE COVERAGE g for &y: q g 9
gene analysis; duplication/deletion 07/01/2024
N CRITERIA
variants
CFTR (cystic fibrosis PRIOR AUTHORIZATION . .
81223 transmembrane conductance ARIOTR AU 2T REUIRED = [ROILLOYY Geﬁgi(f:oﬁésﬁsnigfge;??:ingsss—eaorgﬁirled Prior authorization is required for ALL genetic testing unless otherwise noted
regulator) (e.g., cystic fibrosis) REQUIRED - INTERQUAL MEDICARE COVERAGE g Tor Y q 9 9 :
e 07/01/2024
gene analysis; full gene sequence CRITERIA
CFTR (cystic fibrosis
transmembrane conductance BRIONACINORIZAION PG0041 Genetic Testing and PG0387
81224 regulator) (e.g., cystic fibrosis) IFRIGIR AUUIAICIRPUIGIE REQUINED - [FOLLONY Genetic Testing for Cystic Fibrosis-archived |Prior authorization is required for ALL genetic testing unless otherwise noted
9 9. OY; REQUIRED - INTERQUAL MEDICARE COVERAGE g for &y q g 9
gene analysis; intron 8 poly-T 07/01/2024
X N P CRITERIA
analysis (e.g., male infertility)
CYP2C19 (cytochrome P450,
family 2, subfamily C, polypeptide BRIORACINORIZION PG0041 Genetic Testing and PG0436
81225 19) (e.g., drug metabolism), gene RRICRIACUILORIZATION RFGUIRED = [FOILLOYY CYP2C19 & CYP2D6 Pharmacogenetic |Prior authorization is required for ALL genetic testing unless otherwise noted
9., arug ism). 9 REQUIRED - INTERQUAL MEDICARE COVERAGE > : 9 q 9 9
analysis, common variants (e.g., CRITERIA Testing Archived 09/01/24

%2, %3, *4,*8, ¥17)




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
CYP2D6 (cytochrome P450, family
2, subfamily D, polypeptide 6) (e.g.,
drug metabolism), gene analysis, ERIORIATNORIZLTION PG0041 Genetic Testing and PG0436
. PRIOR AUTHORIZATION REQUIRED - FOLLOW - . R . . ’ ]
81226 common variants (e.g., *2, *3, *4, CYP2C19 & CYP2D6 Pharmacogenetic |Prior authorization is required for ALL genetic testing unless otherwise noted.
REQUIRED - INTERQUAL MEDICARE COVERAGE . )
*5, *6, *9, CRITERIA Testing Archived 09/01/24
*10, *17, *19, *29, *35, *41, *1XN,
*2XN, *4XN)
CYP2C9 (cytochrome P450, family
2, subfamily C, polypeptide 9) (e.g., PRIOR AUTHORIZATION PRIOR AUTHORIZATION PG0041 Genetic Testing and PG0390
81227 drug metabolism), gene analysis, REQUIRED - INTERQUAL REQUIRED - MEDICARE Genetic Testing for Warfarin Dose Archived |Prior authorization is required for ALL genetic testing unless otherwise noted.
common variants (e.g., *2, *3, *5, : COVERAGE CRITERIA 09/01/24
*6)
Cytogenomic constitutional
(genome-wide) microarray PRIOR AUTHORIZATION PG0041 Genetic Testing and PG0296
analysis; interrogation of genomic PRIOR AUTHORIZATION REQUIRED - FOLLOW Comparative Genomic Hybridization . R ) ) ) ]
81228 regions for copy number variants, REQUIRED - INTERQUAL MEDICARE COVERAGE (CGH)/Chromosomal Microarray Analysis Prior authorization s required for ALL genefic testing unless otherwise noted.
comparative genomic hybridization CRITERIA (CMA)-Archived 090124
[CGH] microarray analysis)
Cytogenomic consutatonar
(genome-wide) microarray
analysis; interrogation of genomic PRIOR AUTHORIZATION PG0041 Genetic Testing and PG0296
regions for copy number and single PRIOR AUTHORIZATION REQUIRED - FOLLOW Comparative Genomic Hybridization . R . - - ]
81229 nucleotide polymorphism (SNP) REQUIRED - INTERQUAL MEDICARE COVERAGE (CGH)/Chromosomal Microarray Analysis Prior authorization is required for AL genetic testing unless otherwise noted.
variants, comparative genomic CRITERIA (CMA)-Archived 090124
hybridization [CGH] microarray
analveic
CYP3A4 (cytochrome P450 family PRIOR AUTHORIZATION
3 subfamily A member 4) (eg, drug REQUIRED - FOLLOW - . . R h ) ) )
81230 metabolism), gene analysis, NON-COVERED MEDICARE COVERAGE PG0041 Genetic Testing Prior authorization is required for ALL genetic testing unless otherwise noted.
common variant(s) (eg, *2, *22) CRITERIA
CYP3A5 _(Cytochrome P450 family PRIOR AUTHORIZATION
3 subfamily A member 5) (eg, drug REQUIRED - FOLLOW
81231 metabolism), gene analysis, NON-COVERED PG0041 Genetic Testing Prior authorization is required for ALL genetic testing unless otherwise noted.
. MEDICARE COVERAGE
common variants (eg, *2, *3, *4, *5
CRITERIA
*6,*7)
DPYD (dihydropyrimidine
dehydrogenase) (eg, 5- PRIOR AUTHORIZATION
fluorouracil/5-FU and capecitabine REQUIRED - FOLLOW . . . R ) ) ) )
81232 drug metabolism), gene analysis, NON-COVERED MEDICARE COVERAGE PG0041 Genetic Testing Prior authorization is required for ALL genetic testing unless otherwise noted.
common variant(s) (eg, *2A, *4, *5, CRITERIA

*6)




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
BTK (Bruton's tyrosine kinase) (eg,
chronic lymphocytic leukemia) gene| PRIOR AUTHORIZATION NOT PRIOR AUTHORIZATION NOT - . . R ] ) ) )
81233 analysis, common variants (eg, REQUIRED REQUIRED PG0041 Genetic Testing Prior authorization is required for ALL genetic testing unless otherwise noted.
C481S, C481R, C481F)
DMPK (DM1 protein kinase) (eg, PRIOR AUTHORIZATION
myotonic dystrophy type 1) gene PRIOR AUTHORIZATION REQUIRED - FOLLOW . . . AT h . . )
81234 analysis; evaluation to detect REQUIRED - INTERQUAL MEDICARE COVERAGE PG0041 Genetic Testing Prior authorization is required for ALL genetic testing unless otherwise noted.
abnormal (expanded) alleles CRITERIA
EGFR (epidermal growth factor
receptor) (e.g., non- small cell lung PRIOR AUTHORIZATION
cancer) gene analysis, common PRIOR AUTHORIZATION REQUIRED - FOLLOW - . . R ) ) ) ]
81235 variants (e.g., exon 19 LREA REQUIRED - INTERQUAL MEDICARE COVERAGE PG0041 Genetic Testing Prior authorization is required for ALL genetic testing unless otherwise noted.
deletion, L858R, T790M, G719A, CRITERIA
G719S, L861Q) (LCD L32288)
EZH2 (enhancer of zeste 2
polycomb repressive complex 2
subunit) (eg, myelodysplastic PRIOR AUTHORIZATION NOT PRIOR AUTHORIZATION NOT . . Prior authorization is required for ALL genetic testing unless otherwise
81236 syndrome, myeloproliferative REQUIRED REQUIRED PGO041 Genetic Testing noted.
neoplasms) gene analysis, full
gene sequence
EZH2 (enhancer of zeste 2
polycomb repressive complex 2 . RV ) . . .
81237 subunit) (eg, diffuse large B-cell PRIOR AUTHORIZATION NOT PRIOR AUTHORIZATION NOT PGO041 Genetic Testing Prior authorization is required for ALL genetic testing unless otherwise
. REQUIRED REQUIRED noted.
lymphoma) gene analysis, common
variant(s) (eg, codon 646)
PRIOR AUTHORIZATION
F9 (coagulation factor IX) (eg, PRIOR AUTHORIZATION REQUIRED - FOLLOW . . Prior authorization is required for ALL genetic testing unless otherwise
81238 hemophilia B), full gene sequence |  REQUIRED - INTERQUAL MEDICARE COVERAGE PGO041 Genetic Testing noted.
CRITERIA
DMPK (DM1 protein kinase) (eg, PRIOR AUTHORIZATION
myotonic dystrophy type 1) gene PRIOR AUTHORIZATION REQUIRED - FOLLOW } . Prior authorization is required for ALL genetic testing unless otherwise
81239 analysis; characterization of alleles [ REQUIRED - INTERQUAL MEDICARE COVERAGE PG0041 Genetic Testing noted.
(eg, expanded size) CRITERIA




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
F2 (prothrombin, coagulation factor PRIOR AUTHORIZATION . .
81240 1) (e.g., hereditary PRIOR AUTHORIZATION REQUIRED - FOLLOW PGOgilr.]giinfélscﬁ';esft(l;gHir:sdil:aGOSSS Prior authorization is required for ALL genetic testing unless otherwise
hypercoagulability) gene analysis, REQUIRED - INTERQUAL MEDICARE COVERAGE Thrombo hilia—,grchived 0901r2y4 noted.
20210G>A variant CRITERIA P
. PRIOR AUTHORIZATION . .
81241 he':rzd(i(;sfgrl:la?rgoiaigb\ifi) ()El%he PRIOR AUTHORIZATION REQUIRED - FOLLOW PGOgilnsiin_?s;i;esfg?gHa;gd:;‘0355 Prior authorization is required for ALL genetic testing unless otherwise
¥ hypercoagulability) g REQUIRED - INTERQUAL MEDICARE COVERAGE -sting for y noted.
analysis, Leiden variant Thrombophilia-Archived 090124
CRITERIA
FANCC (Fanconi anemia, PRIOR AUTHORIZATION
complementation group C) (e.g., . B ’ ST ] ’ ’ .
81242 Fanconi anemia e C) gene PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0041 Genetic Testing and PG0442  [Prior authorization is required for ALL genetic testing unless otherwise
;  yp A REQUIRED - INTERQUAL MEDICARE COVERAGE Carrier Screening for Genetic Diseases |noted.
analysis, common variant (e.g., CRITERIA
IVS4+4A>T)
FMRllgF(:eagllefr).:l rﬁsr;arimfrtzldamn BRIONACINORIZAON PG0041 Genetic Testing. PG0360 Genetic
81243 retard.agti;m) gene analysis: PRIOR AUTHORIZATION REQUIRED - FOLLOW Testing for Fragile X—R%Iated Disorders- Prior authorization is required for ALL genetic testing unless otherwise
j 9 ysis, REQUIRED - INTERQUAL MEDICARE COVERAGE 9 9 noted.
evaluation to detect abnormal (e.g., Archived 06/01/2024
CRITERIA
expanded) alleles
FMR1 (Fragile X mental retardation
1) (e.g., fragile X mental PRIOR AUTHORIZATION . ) .
81244 retardation) gene analysis; PRIOR AUTHORIZATION REQUIRED - FOLLOW P%E)S(iil (f.‘:)ern';ert;c J:;tlg%;gga;go?;;?c Prior authorization is required for ALL genetic testing unless otherwise
characterization of alleles (e.g., REQUIRED - INTERQUAL MEDICARE COVERAGE 9 ~ noted.
. : Archived 06/01/2024
expanded size and methylation CRITERIA
status)
FLT3 (fms-related tyrosine kinase
3) (eg, acute myeloid leukemia), | oy 0 A\ THORIZATION NOT | PRIOR AUTHORIZATION NOT . )
81245 gene analysis; internal tandem PG0041 Genetic Testing
. Ny X REQUIRED REQUIRED
duplication (ITD) variants (i.e.,
exons 14, 15)
FLT3 (fms-related tyrosine kinase
3) (eg, acute myeloid leukemia),
81246 gene analysis; tyrosine kinase (ARSI ADIICIRZTCR] NOU FRIEIR ARSI (NOr PG0041 Genetic Testing

domain (TKD) variants (eg, D835,
1836)

REQUIRED

REQUIRED




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
G6PD (glucose-6-phosphate PRIOR AUTHORIZATION
dehydrogenase) (eg,hemolytic PRIOR AUTHORIZATION REQUIRED - FOLLOW - . Prior authorization is required for ALL genetic testing unless otherwise
81247 anemia, jaundice), gene analysis; |  REQUIRED - INTERQUAL MEDICARE COVERAGE PG0041 Genetic Testing noted.
common variant(s) (eg, A, A-) CRITERIA
G6PD (glucose-6-phosphate PRIOR AUTHORIZATION
dehydrogenase) (eg,hemolytic PRIOR AUTHORIZATION REQUIRED - FOLLOW . . Prior authorization is required for ALL genetic testing unless otherwise
81248 anemia, jaundice), gene analysis; |  REQUIRED - INTERQUAL MEDICARE COVERAGE PGO041 Genetic Testing noted.
known familial variant(s) CRITERIA
G6PD (glucose-6-phosphate PRIOR AUTHORIZATION
dehydrogenase) (eg,hemolytic PRIOR AUTHORIZATION REQUIRED - FOLLOW - . Prior authorization is required for ALL genetic testing unless otherwise
81249 anemia, jaundice), gene analysis; |  REQUIRED - INTERQUAL MEDICARE COVERAGE PG0041 Genetic Testing noted.
full gene sequence CRITERIA
G6PC (glucose-6-phosphatase,
catalytic subunit) (e.g., Glycogen PRIOR AUTHORIZATION
81250 storage disease, Type 1a, von PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0041 Genetic Testing and PG0442 Prior authorization is required for ALL genetic testing unless otherwise
Gierke disease) gene analysis, REQUIRED - INTERQUAL MEDICARE COVERAGE Carrier Screening for Genetic Diseases  |noted.
common variants (e.g., R83C, CRITERIA
Q347X)
GBA (glucosidase, beta, acid) (e.g., PRIOR AUTHORIZATION
81251 Gaucher disease) gene analysis, PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0041 Genetic Testing and PG0442 | Prior authorization is required for ALL genetic testing unless otherwise
common variants (e.g., N370S, REQUIRED - INTERQUAL MEDICARE COVERAGE Carrier Screening for Genetic Diseases |noted.
84GG, L444P, IVS2+1G>A) CRITERIA
GJB2 (gap junction protein, beta 2, PRIOR AUTHORIZATION
81252 26kDa, connexin 26) (e.g., PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0041 Genetic Testing and PG0442 Prior authorization is required for ALL genetic testing unless otherwise
nonsyndromic hearing loss) gene REQUIRED - INTERQUAL MEDICARE COVERAGE Carrier Screening for Genetic Diseases  |noted.
analysis; full gene sequence CRITERIA
GJB2 (gap junction protein, beta 2, PRIOR AUTHORIZATION
81253 26kDa; connexin 26) (e.g., PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0041 Genetic Testing and PG0442 Prior authorization is required for ALL genetic testing unless otherwise
nonsyndromic hearing loss) gene REQUIRED - INTERQUAL MEDICARE COVERAGE Carrier Screening for Genetic Diseases |noted.
analysis; known familial variants CRITERIA




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
GJB6 (gap junction protein, beta 6,
30kDa, connexin 30) (e.g., PRIOR AUTHORIZATION
81254 nonsyndromic hearing loss) gene PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0041 Genetic Testing and PG0442 | Prior authorization is required for ALL genetic testing unless otherwise
analysis, common variants (e.g., | REQUIRED - MEDICAL POLICY MEDICARE COVERAGE Carrier Screening for Genetic Diseases |noted.
309kb [del(GJB6- D1351830)] and CRITERIA
232kb [del(GIB6-D13S1854)])
HEXA (hexosaminidase A [alpha
polyp((eptide]) (e.g., Tay-Schs BRORACLORIZAION . . . R . . . .
81255 disease) gene analysis, common PRIOR AUTHORIZATION REQUIRED - FOLLOW PGQO41 Gene_nc Testing ar_ld P»GO442 Prior authorization is required for ALL genetic testing unless otherwise
N L REQUIRED - INTERQUAL MEDICARE COVERAGE Carrier Screening for Genetic Diseases |noted.
variants(e.g., 1278insTATC, CRITERIA
1421+1G>C, G269S)
HFE (hemochromatosis) (e.g.,
hereditary hemochromatosis) gene | PRIOR AUTHORIZATION NOT PRIOR AUTHORIZATION NOT . . Prior authorization is required for ALL genetic testing unless otherwise
81256 analysis% common variants ieg.g., REQUIRED REQUIRED PG0041 Genetic Testing noted. K ’ ‘
C282Y, H63D)
HABAT/HBAZ (alpha globin T and
alpha globin 2) (e.g., alpha
thalassemia, Hb Bart hydrops PRIOR AUTHORIZATION
81257 fetalis syndrome, HbH disease), PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0041 Genetic Testing and PG0442 Prior authorization is required for ALL genetic testing unless otherwise
gene analysis; common deletions REQUIRED - INTERQUAL MEDICARE COVERAGE Carrier Screening for Genetic Diseases |noted.
or variant (e.g., Southeast Asian, CRITERIA
Thai, Filipino, Mediterranean,
2alnha? 7 alnhad 2 alnha20 & and
HBA1/HBA2 (alpha globin 1 and
alpha globin 2) (e.g., alpha PRIOR AUTHORIZATION
81258 thalassemia, Hb Bart hydrops PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0041 Genetic Testing and PG0442 | Prior authorization is required for ALL genetic testing unless otherwise
fetalis syndrome, HbH disease), REQUIRED - INTERQUAL MEDICARE COVERAGE Carrier Screening for Genetic Diseases |noted.
gene analysis; known familial CRITERIA
variant
HBA1/HBAZ2 (alpha globin 1 and
alpha globi(n g) (e?g., alpha BRIONACINORIZAION - . . AT . . . .
81259 thalassemia, Hb Bart hydrops PRIOR AUTHORIZATION REQUIRED - FOLLOW PGQO41 Genepc Testing arl1d P.GO442 Prior authorization is required for ALL genetic testing unless otherwise
. ’ ’ REQUIRED - INTERQUAL MEDICARE COVERAGE Carrier Screening for Genetic Diseases |noted.
fetalis syndrome, HbH disease),
. CRITERIA
gene analysis; full gene sequence
IKBKAP (inhibitor of kappa light
olypeptide gene enhancer in B-
Eell)s/?ki':1asegcomplex-associated BRIOREIIORI ZION . . . T . . . .
81260 protein) (e.g., familial PRIOR AUTHORIZATION REQUIRED - FOLLOW PG(_)O41 Gene_tlc Testing ar_1d P_G0442 Prior authorization is required for ALL genetic testing unless otherwise
A X . REQUIRED - INTERQUAL MEDICARE COVERAGE Carrier Screening for Genetic Diseases |noted.
dysautonomia) gene analysis, CRITERIA

common variants (e.g.,
2507+6T>C, R696P)




Codes

Code Description

Paramount Commercial
Insurance Plans

Elite (Medicare Advantage)
Plans

Policy

DETAILS/NOTES

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.,
polymerase chain reaction)

PRIOR AUTHORIZATION NOT
REQUIRED

PRIOR AUTHORIZATION NOT
REQUIRED

PG0041 Genetic Testing

Prior authorization is required for ALL genetic testing unless otherwise
noted.

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.g.,
Southern blot)

PRIOR AUTHORIZATION NOT
REQUIRED

PRIOR AUTHORIZATION NOT
REQUIRED

PG0041 Genetic Testing

Prior authorization is required for ALL genetic testing unless otherwise
noted.

81263

IGH@ (Immunoglobulin heavy
chain locus) (e.g., leukemia and
lymphoma, B-cell), variable region
somatic mutation analysis

PRIOR AUTHORIZATION NOT
REQUIRED

PRIOR AUTHORIZATION NOT
REQUIRED

PG0041 Genetic Testing

Prior authorization is required for ALL genetic testing unless otherwise
noted.

81264

IGK@ (Immunoglobulin kappa light
chain locus) (e.g., leukemia and
lymphoma, B-cell), gene
rearrangement analysis, evaluation
to detect abnormal clonal
population(s)

PRIOR AUTHORIZATION NOT
REQUIRED

PRIOR AUTHORIZATION NOT
REQUIRED

PG0041 Genetic Testing

Prior authorization is required for ALL genetic testing unless otherwise
noted.

81265

Comparatve analysis Using Snort
Tandem Repeat (STR) markers;
patient and comparative specimen
(e.g., pre-transplant recipient and
donor germline testing, post-
transplant non-hematopoietic
recipient germline [e.g., buccal

PRIOR AUTHORIZATION NOT
REQUIRED

PRIOR AUTHORIZATION NOT
REQUIRED

PG0041 Genetic Testing

Prior authorization is required for ALL genetic testing unless otherwise
noted.

81266

COHBATatve BATSR Hamg SHof
Tandem Repeat (STR) markers;
each additional specimen (e.g.,

additional cord blood donor,
additional fetal samples from
different cultures, or additional
zygosity in multiple birth

nrannanciac) (| ict canaratahsin

PRIOR AUTHORIZATION NOT
REQUIRED

PRIOR AUTHORIZATION NOT
REQUIRED

PG0041 Genetic Testing

Prior authorization is required for ALL genetic testing unless otherwise
noted.

81267

Chimerism (engraftment) analysis,
post transplantation specimen (e.g.,
hematopoietic stem cell), includes
comparison to previously
performed baseline analyses;
without cell selection

PRIOR AUTHORIZATION NOT
REQUIRED

PRIOR AUTHORIZATION NOT
REQUIRED

PG0041 Genetic Testing

Prior authorization is required for ALL genetic testing unless otherwise
noted.




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
Chimerism (engraftment) analysis,
post transplantation specimen (e.g.,
hematopoietic stem cell), includes | - oy AUTHORIZATION NOT | PRIOR AUTHORIZATION NOT . ) Prior authorization is required for ALL genetic testing unless otherwise
81268 comparison to previously PG0041 Genetic Testing
) . REQUIRED REQUIRED noted.
performed baseline analyses; with
cell selection (e.g., CD3, CD33),
each cell type
HBA1/HBA2 (alpha globin 1 and
alpha globin 2) (eg, alpha PRIOR AUTHORIZATION
81269 thalassemia, Hb Bart hydrops PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0041 Genetic Testing and PG0442  |Prior authorization is required for ALL genetic testing unless otherwise
fetalis syndrome, HbH disease), REQUIRED - INTERQUAL MEDICARE COVERAGE Carrier Screening for Genetic Diseases  |noted.
gene analysis duplication/deletion CRITERIA
variants
JAK2 (Janus kinase 2) (e.g.,
myeloproliferative disorder) gene [ PRIOR AUTHORIZATION NOT PRIOR AUTHORIZATION NOT - . Prior authorization is required for ALL genetic testing unless otherwise
81270 analysis, p.val617Phe (V617F) REQUIRED REQUIRED PG0041 Genetic Testing noted.
variant
.HTT (huntingtin) (eg,. Huntlngtqn BRIONACINORIZAON PG0041 Genetic Testing. PG0533 Genetic [New Medical Policy, PG0533 Genetic Testing for Neurodegenerative
disease) gene analysis; evaluation PRIOR AUTHORIZATION REQUIRED - FOLLOW : X - . ]
81271 Testing for Neurodegenerative Disorders- |Disorders, procedure codes went from noncovered to covered with a
to detect abnormal (eg, expanded) REQUIRED - INTERQUAL MEDICARE COVERAGE ; N - :
Archived 020125 prior authorization, effective 02/01/2024
alleles CRITERIA
KIT (v-kit Hardy-Zuckerman 4 feline
sarcoma viral oncogene homolog)
(eg, gastrointestinal stromal tumor . RV ) ) ) .
81272 [GIST], acute myeloid leukemia, PRIOR AUTHORIZATION NOT PRIOR AUTHORIZATION NOT PGO041 Genetic Testing Prior authorization is required for ALL genetic testing unless otherwise
8 REQUIRED REQUIRED noted.
melanoma), gene analysis,
targeted sequence analysis (eg,
exons 8, 11, 13, 17, 18)
KIT (v-kit Hardy-Zuckerman 4 feline
sarcoma viral oncogene homolog) | PRIOR AUTHORIZATION NOT PRIOR AUTHORIZATION NOT . . Prior authorization is required for ALL genetic testing unless otherwise
81273 (eg, mastocytosis), gene analysis, REQUIRED REQUIRED PG0041 Genetic Testing noted.
D816 variant(s)
HTT (huntingtin) (eg, Huntington PRIOR AUTHORIZATION . . . . . . . .
disease) gene analysis; PRIOR AUTHORIZATION REQUIRED - FOLLOW PGOQAl Genetic Testing. P(_5053:_3 Genetic N_ew Medical Policy, PG0533 Genetic Testing for Neurodegeneratlve_
81274 s Testing for Neurodegenerative Disorders- |Disorders, procedure codes went from noncovered to covered effective
characterization of alleles (eg, REQUIRED - INTERQUAL MEDICARE COVERAGE ;
. Archived 020125 02/01/2024
expanded size) CRITERIA




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
KRAS (Kirsten rat sarcoma viral
oncogene homolog) (e.g., PRIOR AUTHORIZATION NOT PRIOR AUTHORIZATION NOT - . Prior authorization is required for ALL genetic testing unless otherwise
81275 carcinoma) gene analysis, variants REQUIRED REQUIRED PG0041 Genetic Testing noted.
in exon 2 (eg, codons 12 and 13)
(KRAS (Kirsten rat sarcoma viral
oncogene homolog) (eg_,- PRIOR AUTHORIZATION NOT PRIOR AUTHORIZATION NOT . . Prior authorization is required for ALL genetic testing unless otherwise
81276 carcinoma) gene analysis; PG0041 Genetic Testing
L X REQUIRED REQUIRED noted.
additional variant(s) (eg, codon 61,
codon 146)
Cytogenomic neoplasia (genome-
wide) microarray analysis, PRIOR AUTHORIZATION
interrogation of genomic regions for PRIOR AUTHORIZATION REQUIRED - FOLLOW - . Prior authorization is required for ALL genetic testing unless otherwise
81277 copy number and loss-of- REQUIRED - INTERQUAL MEDICARE COVERAGE PG0041 Genetic Testing noted.
heterozygosity variants for CRITERIA
chromosomal abnormalities
IGH@/BCL2 (t(14:18)) (eg,
follicular lymphoma) translocation
analysis, major breakpoint region | PRIOR AUTHORIZATION NOT PRIOR AUTHORIZATION NOT . . Prior authorization is required for ALL genetic testing unless otherwise
81278 (MBR) and minor cluster region REQUIRED REQUIRED PGO041 Genetic Testing noted.
(mcr) breakpoints, qualitative or
quantitative
JAK2 (Janus kinase 2) (eg,
myeloproliferative disorder) PRIOR AUTHORIZATION NOT PRIOR AUTHORIZATION NOT ) . Prior authorization is required for ALL genetic testing unless otherwise
81279 targeted sequence analysis (eg, REQUIRED REQUIRED PG0041 Genetic Testing noted.
exons 12 and 13)
IFNL3 (interferon, lambda 3) (eg, PEIIEOQTJIILI\RUETI;PE(I)ZLﬁg\(I)VN Prior authorization is required for ALL genetic testing unless otherwise
81283 drug response), gene analysis, NON-COVERED PG0041 Genetic Testing noted. Changed Commercial plans from covered with a prior
. MEDICARE COVERAGE . X
rs12979860 variant authorization to noncovered, effective 11/01/2024
CRITERIA
FXN (frataxin) (eg, Friedreich BRIORACINORIZION
81284 ataxia) gene anal Sg evaluation to PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0041 Genetic Testin Prior authorization is required for ALL genetic testing unless otherwise
g ySIS: REQUIRED - INTERQUAL MEDICARE COVERAGE 9 noted.

detect abnormal (expanded) alleles

CRITERIA




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
FXN (frataxin) (eg, Friedreich PRIOR AUTHORIZATION
ataxia) gene analysis; PRIOR AUTHORIZATION REQUIRED - FOLLOW - . Prior authorization is required for ALL genetic testing unless otherwise
81285 characterization of alleles (eg, REQUIRED - INTERQUAL MEDICARE COVERAGE PG0041 Genetic Testing noted.
expanded size) CRITERIA
FXN (frataxin) (eg, Friedreich BRIORIACINORIZANON
81286 ataxia) gene analgéiS' full gene PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0041 Genetic Testin Prior authorization is required for ALL genetic testing unless otherwise
9 - uer?’ce o REQUIRED - INTERQUAL MEDICARE COVERAGE 9 noted.
q CRITERIA
MGMT (O-6-methylguanine-DNA PRIOR AUTHORIZATION
methyltransferase) (e.g., PRIOR AUTHORIZATION REQUIRED - FOLLOW - . Prior authorization is required for ALL genetic testing unless otherwise
81287 glioblastoma multiforme), REQUIRED - INTERQUAL MEDICARE COVERAGE PG0041 Genetic Testing noted.
methylation analysis CRITERIA
LH1 (mutL homolog 1, colon
cancer, nonpolyposis type 2) (eg, PRIOR AUTHORIZATION - .
81288 hereditary non-polyposis colorectal PRIOR AUTHORIZATION REQUIRED - FOLLOW GZﬁgSj.lr;izetl&:—fs::gg gn:d:jo(r;’rfgr?d Prior authorization is required for ALL genetic testing unless otherwise
cancer, Lynch syndrome) gene REQUIRED - INTERQUAL MEDICARE COVERAGE resting for Lynch Sy noted.
. - Polyposis Syndromes Archived 08/01/24
analysis; promoter methylation CRITERIA
analysis
FXN (frataxin) (eg, Friedreich IFIRIGIR AUUAIGIPAUIIGIY
81289 ataxia) gene ana?'siS' known PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0041 Genetic Testin Prior authorization is required for ALL genetic testing unless otherwise
fa?ni“al Varigm('s) REQUIRED - INTERQUAL MEDICARE COVERAGE 9 noted.
CRITERIA
MCOLN1 (mucolipin 1) (e.g., PRIOR AUTHORIZATION
81290 Mucolipidosis, type 1V) gene PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0041 Genetic Testing and PG0442 Prior authorization is required for ALL genetic testing unless otherwise
analysis, common variants (e.g., REQUIRED - INTERQUAL MEDICARE COVERAGE Carrier Screening for Genetic Diseases |noted.
IVS3-2A>G, del6.4kb) CRITERIA
MTHFR (5, 10-
methylenetetrahydrofolate PRIOR AUTHORIZATION . . .
reductase)(e.qg., hereditary REQUIRED - FOLLOW PG0355 G_(_eneuc T_estmg for Hereditary Prior authorization is required for ALL genetic testing unless otherwise
81291 - ) NON-COVERED Thrombophilia-Archived 090124, PG0041
hypercoagulability) gene analysis, MEDICARE COVERAGE Genetic Testin noted.
common variants (e.g., 677T, CRITERIA 9

1298C)




Codes

Code Description

Paramount Commercial
Insurance Plans

Elite (Medicare Advantage)
Plans

Policy

DETAILS/NOTES

81292

MLH1 (mutL homolog 1, colon
cancer, nonpolyposis type 2) (e.g.,
hereditary non-polyposis colorectal

cancer, Lynch syndrome) gene

analysis; full sequence analysis

PRIOR AUTHORIZATION
REQUIRED - INTERQUAL

PRIOR AUTHORIZATION
REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA

PG0041 Genetic Testing and PG0302
Genetic Testing for Lynch Syndrome and
Polyposis Syndromes Archived 08/01/24

Prior authorization is required for ALL genetic testing unless otherwise
noted.

81293

MLH1 (mutL homolog 1, colon
cancer, nonpolyposis type 2) (e.g.,
hereditary non-polyposis colorectal

cancer, Lynch syndrome) gene

analysis; known familial variants

PRIOR AUTHORIZATION
REQUIRED - INTERQUAL

PRIOR AUTHORIZATION
REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA

PG0041 Genetic Testing and PG0302
Genetic Testing for Lynch Syndrome and
Polyposis Syndromes Archived 08/01/25

Prior authorization is required for ALL genetic testing unless otherwise
noted.

81294

MLH1 (mutL homolog 1, colon
cancer, nonpolyposis type 2) (e.g.,
hereditary non-polyposis colorectal

cancer, Lynch syndrome) gene

analysis; duplication/deletion
variants

PRIOR AUTHORIZATION
REQUIRED - INTERQUAL

PRIOR AUTHORIZATION
REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA

PG0041 Genetic Testing and PG0302
Genetic Testing for Lynch Syndrome and
Polyposis Syndromes Archived 08/01/26

Prior authorization is required for ALL genetic testing unless otherwise
noted.

81295

MSH2 (mutS homolog 2, colon
cancer, nonpolyposis type 1) (e.g.,
hereditary non-polyposis colorectal

cancer, Lynch syndrome) gene

analysis; full sequence analysis

PRIOR AUTHORIZATION
REQUIRED - INTERQUAL

PRIOR AUTHORIZATION
REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA

PG0041 Genetic Testing and PG0302
Genetic Testing for Lynch Syndrome and
Polyposis Syndromes Archived 08/01/27

Prior authorization is required for ALL genetic testing unless otherwise
noted.

81296

MSH2 (mutS homolog 2, colon
cancer, nonpolyposis type 1) (e.g.,
hereditary non-polyposis colorectal

cancer, Lynch syndrome) gene

analysis; known familial variants

PRIOR AUTHORIZATION
REQUIRED - INTERQUAL

PRIOR AUTHORIZATION
REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA

PG0041 Genetic Testing and PG0302
Genetic Testing for Lynch Syndrome and
Polyposis Syndromes Archived 08/01/28

Prior authorization is required for ALL genetic testing unless otherwise
noted.

81297

MSH2 (mutS homolog 2, colon
cancer, nonpolyposis type 1) (e.g.,
hereditary non-polyposis colorectal

cancer, Lynch syndrome) gene

analysis; duplication/deletion
variants

PRIOR AUTHORIZATION
REQUIRED - INTERQUAL

PRIOR AUTHORIZATION
REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA

PG0041 Genetic Testing and PG0302
Genetic Testing for Lynch Syndrome and
Polyposis Syndromes Archived 08/01/29

Prior authorization is required for ALL genetic testing unless otherwise
noted.

81298

MSH6 (mutS homolog 6 [E. coli])
(e.g. hereditary non-polyposis
colorectal cancer, Lynch syndrome)
gene analysis; full sequence
analysis

PRIOR AUTHORIZATION
REQUIRED - INTERQUAL

PRIOR AUTHORIZATION
REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA

PG0041 Genetic Testing and PG0302
Genetic Testing for Lynch Syndrome and
Polyposis Syndromes Archived 08/01/30

Prior authorization is required for ALL genetic testing unless otherwise
noted.




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description e CES o Policy DETAILS/NOTES
M(zHG g:iitgomr?cl)? ?)I[Elotgg]) ERIORIATNORIZLTION PG0041 Genetic Testing and PG0302
81299 colorgcl’tal cancerryL ncl?s yr?drome) PRIOR AUTHORIZATION REQUIRED - FOLLOW Genetic Testing for L ncr?s ndrome and Prior authorization is required for ALL genetic testing unless otherwise
1, Lynch synar REQUIRED - INTERQUAL MEDICARE COVERAGE esting forLynch Sy noted.
gene analysis; known familial CRITERIA Polyposis Syndromes Archived 08/01/31
variants
M(EHG (hn;:jéiitgom:é%? iI[EloCs[i]) BRIORIACINORIZANON PG0041 Genetic Testing and PG0302
81300 colorgtl:i[al cancerryL ncr’:s yr?drome) PRIOR AUTHORIZATION REQUIRED - FOLLOW Genetic Testing for L ncth ndrome and Prior authorization is required for ALL genetic testing unless otherwise
. o - - . ] noted.
» Yneh sy REQUIRED - INTERQUAL MEDICARE COVERAGE g for Lynch Sy d
gene analysis; duplication/deletion CRITERIA Polyposis Syndromes Archived 08/01/32
variants
Microsatellite instability analysis
(e.g., hereditary non-polyposis
PRIOR AUTHORIZATION . .
- - - - . rior authorization is required for enetic testing unless otherwise
oot | e harron)| | BRIGRAUTHOREATION | REQUIRED-FOLLOW. | 7°00% S7ee Tt 3 P60302 |ororsorzaton s equr for AL pnet st s tvr
m p REQUIRED - INTERQUAL MEDICARE COVERAGE esting forLynch Sy noted.
deficiency (e.g., BAT25, BAT26), CRITERIA Polyposis Syndromes Archived 08/01/33
includes comparison of neoplastic
and normal tissue, if performed
MECP2 (methyl CpG binding PRIOR AUTHORIZATION
protein 2) (e.g., Rett syndrome) PRIOR AUTHORIZATION REQUIRED - FOLLOW . . Prior authorization is required for ALL genetic testing unless otherwise
81302 gene analysis; full sequence REQUIRED - INTERQUAL MEDICARE COVERAGE PGO041 Genetic Testing noted.
analysis CRITERIA
MECP2 (methyl CpG binding PRIOR AUTHORIZATION
protein 2) (e.g., Rett syndrome) PRIOR AUTHORIZATION REQUIRED - FOLLOW ) . Prior authorization is required for ALL genetic testing unless otherwise
81303 gene analysis: known familial REQUIRED - INTERQUAL MEDICARE COVERAGE PG0041 Genetic Testing noted.
variant CRITERIA
MECP2 (methyl CpG binding PRIOR AUTHORIZATION
protein 2) (e.g., Rett syndrome) PRIOR AUTHORIZATION REQUIRED - FOLLOW . . Prior authorization is required for ALL genetic testing unless otherwise
81304 gene analysis; duplication/ deletion |  REQUIRED - INTERQUAL MEDICARE COVERAGE PGO041 Genetic Testing noted.
variants CRITERIA
MYD88 (myeloid differentiation
primary response 88) (eg,
81305 Waldenstrom's macroglobulinemia, PRIOR AUTHORIZATION PRIOR AUTHORIZATION PG0041 Genetic Testing Prior authorization is required for ALL genetic testing unless otherwise

lymphoplasmacytic leukemia) gene
analysis, p.Leu265Pro (L265P)
variant

REQUIRED - MEDICAL POLICY

REQUIRED - MEDICAL POLICY

noted.




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
NUDT15 (nudix hydrolase 15) (eg, PRIOR AUTHORIZATION
drug metabolism) gene analysis, PRIOR AUTHORIZATION REQUIRED - FOLLOW - . Prior authorization is required for ALL genetic testing unless otherwise
81306 common variant(s) (eg, *2, *3, *4, | REQUIRED - INTERQUAL MEDICARE COVERAGE PG0041 Genetic Testing noted.
*5, *6) CRITERIA
PALB2 (partner and localizer of PRIOR AUTHORIZATION
BRCAZ2) (eg, breast and pancreatic PRIOR AUTHORIZATION REQUIRED - FOLLOW . . Prior authorization is required for ALL genetic testing unless otherwise
81307 cancer) gene analysis; full gene REQUIRED - INTERQUAL MEDICARE COVERAGE PGO041 Genetic Testing noted.
sequence CRITERIA
PALB2 (partner and localizer of PRIOR AUTHORIZATION
BRCA?2) (eg, breast and pancreatic PRIOR AUTHORIZATION REQUIRED - FOLLOW - . Prior authorization is required for ALL genetic testing unless otherwise
81308 cancer) gene analysis: known REQUIRED - INTERQUAL MEDICARE COVERAGE PG0041 Genetic Testing noted.
familial variant CRITERIA
PIK3CA (phosphatidylinositol-4, 5-
biphosphate 3-kinase, catalytic PRIOR AUTHORIZATION
subunit alpha) (eg, colorectal and PRIOR AUTHORIZATION REQUIRED - FOLLOW . . Prior authorization is required for ALL genetic testing unless otherwise
81309 breast cancer) gene analysis, REQUIRED - INTERQUAL MEDICARE COVERAGE PGO041 Genetic Testing noted.
targeted sequence analysis (eg, CRITERIA
exons 7, 9, 20)
NPM1 (nucleophosmin) (e.g., acute| oo AUTHORIZATION NOT | PRIOR AUTHORIZATION NOT . ) Prior authorization is required for ALL genetic testing unless otherwise
81310 myeloid leukemia) gene analysis, PG0041 Genetic Testing
) REQUIRED REQUIRED noted.
exon 12 variants
NRAS (neuroblastoma RAS viral [v-
ras] oncogene homolog) (eg,
colorectal carcinoma), gene PRIOR AUTHORIZATION NOT PRIOR AUTHORIZATION NOT . . Prior authorization is required for ALL genetic testing unless otherwise
81311 analysis, variants in exon 2 (eg, REQUIRED REQUIRED PGO041 Genetic Testing noted.
codons 12 and 13) and exon 3 (eg,
codon 61)
Fr:ﬁ‘g:;llgp(zly[ﬁ]cﬁ'lgdrg pf:‘":;? PRIOR AUTHORIZATION
81312 e o ) e eais | PRIOR AUTHORIZATION REQUIRED - FOLLOW G041 Genetic Testin Prior authorization is required for ALL genetic testing unless otherwise
r dystropny) 9 YSIS. | REQUIRED - MEDICAL POLICY MEDICARE COVERAGE 9 noted.
evaluation to detect abnormal (eg, CRITERIA

expanded) alleles




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
Pciilt:(';ﬁ?’s(ggifa:zéince' PRIOR AUTHORIZATION PG0041 Genetic Testing. and PG0367
81313 codin ]/kaﬁikrein-relatzd entidase PRIOR AUTHORIZATION REQUIRED - FOLLOW Genetic and Protein Biomarkers for Prior authorization is required for ALL genetic testing unless otherwise
" rgstate oouific ant Zn?) oo REQUIRED - INTERQUAL MEDICARE COVERAGE | Diagnosis and Risk Assessment of Prostate |noted.
p p g CRITERIA Cancer-archived 020425.
(eg, prostate cancer)
PDGFRA (platelet-derived growth
factor receptor, alpha polypeptide)
(eg, gastrointestinal stromal tumor [ PRIOR AUTHORIZATION NOT PRIOR AUTHORIZATION NOT . . Prior authorization is required for ALL genetic testing unless otherwise
81314 [GIST]), gene analysis, targeted REQUIRED REQUIRED PGO041 Genetic Testing noted.
sequence analysis (eg, exons 12,
18)
PML/RARalpha, (t(15;17)),
(promyelocytic leukemia/retinoic
acid receptor alpha) (e.g., PRIOR AUTHORIZATION NOT | PRIOR AUTHORIZATION NOT . ) Prior authorization is required for ALL genetic testing unless otherwise
81315 promyelocytic leukemia) PG0041 Genetic Testing
) o REQUIRED REQUIRED noted.
translocation analysis; common
breakpoints (e.g., intron 3 and
intron 6), qualitative or quantitative
PML/RARalpha, (t(15;17)),
(promyelocytic leukemia/retinoic
acid receptor. alpha) (e..g., PRIOR AUTHORIZATION NOT PRIOR AUTHORIZATION NOT . . Prior authorization is required for ALL genetic testing unless otherwise
81316 promyelocytic leukemia) PG0041 Genetic Testing
. P REQUIRED REQUIRED noted.
translocation analysis; single
breakpoint (e.g., intron 3, intron 6 or
exon 6), qualitative or quantitative
PMS2 (postmeiotic segregation
. L PRIOR AUTHORIZATION . .
81317 r}'gngt‘zs"dnzof' ;Ierec:/sl,isslacecll)o(reégél PRIOR AUTHORIZATION REQUIRED - FOLLOW G';f;%‘%eig:e‘f'g:fs;g}? Sa”: dt’fn?:gi 4 |Prior authorization is required for ALL genetic testing unless otherwise
Ty non-polyp REQUIRED - INTERQUAL MEDICARE COVERAGE g forLynch Sy noted.
cancer, Lynch syndrome) gene Polyposis Syndromes
. . CRITERIA
analysis; full sequence analysis
PMS2 (postmeiotic segregation
. L PRIOR AUTHORIZATION . .
81318 r:ggz;:ednif gle rec:Islissla::ecRo(;gt.a PRIOR AUTHORIZATION REQUIRED - FOLLOW GZS&?:‘.%;E:‘;?;TS Sr:g? Sa n: dffrr?:gi d Prior authorization is required for ALL genetic testing unless otherwise
Ty non-polyp REQUIRED - INTERQUAL MEDICARE COVERAGE g for Lynch Sy noted.
cancer, Lynch syndrome) gene Polyposis Syndromes
. L f CRITERIA
analysis; known familial variants
PMS2 (postmeiotic segregation
increased 2 [S. cerevisiae]) (e.g., PRIOR AUTHORIZATION . .
81319 hereditary non-polyposis colorectal PRIOR AUTHORIZATION REQUIRED - FOLLOW GZ?S%A%GGSE:&;;TS sr:g]g Sa n: dffr::gi d Prior authorization is required for ALL genetic testing unless otherwise
cancer, Lynch syndrome) gene REQUIRED - INTERQUAL MEDICARE COVERAGE pol gosis Sy . dron{es noted.
analysis; duplication/deletion CRITERIA YPOSis Sy

variants




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
PLCG2 (phospholipase C gamma
2) (eg, chronic lymphocytic PRIOR AUTHORIZATION NOT | PRIOR AUTHORIZATION NOT . ) Prior authorization is required for ALL genetic testing unless otherwise
81320 leukemia) gene analysis, common REQUIRED REQUIRED PG0041 Genetic Testing noted
variants (eg, R665W, S707F, !
L845F)
PTEN (phosphatase and tensin Medical Policy PG0336 PTEN Genetic Testing is going to be archived.
homolo )p(e pCowden syndrome PRIOR AUTHORIZATION PG0041 Genetic Testing and PG0336  |Procedures 81321-81323, require a prior authorizaiton for Commercial
81321 P'IgEN .r?;martoma tu)r/nor ! PRIOR AUTHORIZATION REQUIRED - FOLLOW PTEN Genetic Testing. PG0336 Archived [and Medicare plans. And procedure 0235U is noncovered for
. REQUIRED - INTERQUAL MEDICARE COVERAGE 06/01/2024. Maintain Prior Authorization per|Commercial plans and requires a prior authorization for Medicare plans.
syndrome) gene analysis; full - - - . L
N CRITERIA InterQual Coverage Criteria These prior authorizations and noncoverage will be maintained. The
sequence analysis N o
coverage criteria will follow the InterQual criteria.
PTEN (phosphatase and tensin Medical Policy PG0336 PTEN Genetic Testing is going to be archived.
homolo )p(e pCowden syndrome PRIOR AUTHORIZATION PG0041 Genetic Testing and PG0336  [Procedures 81321-81323, require a prior authorizaiton for Commercial
81322 P'IgEN ‘hga‘lvmartoma tu)r/nor ! PRIOR AUTHORIZATION REQUIRED - FOLLOW PTEN Genetic Testing. PG0336 Archived |and Medicare plans. And procedure 0235U is noncovered for
. REQUIRED - INTERQUAL MEDICARE COVERAGE 06/01/2024. Maintain Prior Authorization per|Commercial plans and requires a prior authorization for Medicare plans.
syndrome) gene analysis; known - - R y I
- : CRITERIA InterQual Coverage Criteria These prior authorizations and noncoverage will be maintained. The
familial variant Lo o
coverage criteria will follow the InterQual criteria.
PTEN (phosphatase and tensin Medical Policy PG0336 PTEN Genetic Testing is going to be archived.
homolo )p(e pCowden syndrome PRIOR AUTHORIZATION PG0041 Genetic Testing and PG0336  |Procedures 81321-81323, require a prior authorizaiton for Commercial
81323 P'?EN .r?a;martoma tu)rlnor ! PRIOR AUTHORIZATION REQUIRED - FOLLOW PTEN Genetic Testing. PG0336 Archived [and Medicare plans. And procedure 0235U is noncovered for
- REQUIRED - INTERQUAL MEDICARE COVERAGE 06/01/2024. Maintain Prior Authorization per(Commercial plans and requires a prior authorization for Medicare plans.
syndrome) gene analysis; - - - . L
- ! N CRITERIA InterQual Coverage Criteria These prior authorizations and noncoverage will be maintained. The
duplication/deletion variant L o
coverage criteria will follow the InterQual criteria.
le\g)P (zez (peé'r‘]’ahrecﬁ TA);:';?;%‘;'” PRIOR AUTHORIZATION
81324 heredit.agr” neuropathy with Iiabili' PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0041 Genetic Testin Prior authorization is required for ALL genetic testing unless otherwise
¥ neuropathy Y | REQUIRED - INTERQUAL MEDICARE COVERAGE 9 noted.
to pressure palsies) gene analysis;
L . B CRITERIA
duplication/deletion analysis
Pz'\g)P (262 (pegr?:riﬁl- Tﬂﬁ:gﬁ;‘c’)ﬁm PRIOR AUTHORIZATION
81325 heredit.e?r” neuropathy with Iiabili{ PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0041 Genetic Testin Prior authorization is required for ALL genetic testing unless otherwise
Y neuropathy Y1 REQUIRED - INTERQUAL MEDICARE COVERAGE 9 noted.
to pressure palsies) gene analysis;
) CRITERIA
full sequence analysis
Pz'\g;: (zez (pecr:f:rigl- Tﬂﬁ:::_?g:;'” PRIOR AUTHORIZATION
81326 hereditfr.’ neuropathy with Iiabili£ PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0041 Genetic Testin Prior authorization is required for ALL genetic testing unless otherwise
Y neuropathy Y]  REQUIRED - INTERQUAL MEDICARE COVERAGE 9 noted.
to pressure palsies) gene analysis; CRITERIA

known familial variant




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
PRIOR AUTHORIZATION
81327 SEPT9 (Septin9) (eg, colorectal NON-COVERED REQUIRED - FOLLOW PG0065 Colorectal Cancer Screening | Prior authorization is required for ALL genetic testing unless otherwise
cancer) methylation analysis MEDICARE COVERAGE PG0041 Genetic Testing noted.
CRITERIA
s o e
81328 1B1) (e azverse dru y}eaction) PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0041 Genetic Testin Prior authorization is required for ALL genetic testing unless otherwise
9. ad greaction), | pEQUIRED - MEDICAL POLICY MEDICARE COVERAGE 9 noted.
gene analysis, common variant(s)
CRITERIA
(eg,*5)
SMN1(survival of motor neuron 1,
telomeric) (eg, spinal muscular
. PRIOR AUTHORIZATION . . )
81329 dosa;r?er;ggegts)r;eai??:(’e PRIOR AUTHORIZATION REQUIRED - FOLLOW Peggiéneigftslc ;Zmigﬁﬁffﬁ n_etlc Prior authorization is required for ALL genetic testing unless otherwise
age/deletion analysis (€g, REQUIRED - INTERQUAL MEDICARE COVERAGE g for >pl PY- [ noted.
carrier testing), includes SMN2 archived 020125
. CRITERIA
(survival of motor neuron 2,
centromeric) analysis , if performed
SMPD1(sphingomyelin
phosphodiesterase 1, acid PRIOR AUTHORIZATION
81330 lysosomal) (e.g., Niemann-Pick PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0041 Genetic Testing and PG0442 Prior authorization is required for ALL genetic testing unless otherwise
disease, Type A) gene analysis, REQUIRED - INTERQUAL MEDICARE COVERAGE Carrier Screening for Genetic Diseases  |noted.
common variants (e.g., R496L, CRITERIA
L302P, fsP330)
SNRPN/UBE3A (small nuclear
ribonucleoprotein polypeptide N PRIOR AUTHORIZATION
and ubiquitin protein ligase E3A) PRIOR AUTHORIZATION REQUIRED - FOLLOW ) . Prior authorization is required for ALL genetic testing unless otherwise
81331 (e.g., Prader-Willi syndrome and/or| ~ REQUIRED - INTERQUAL MEDICARE COVERAGE PG0041 Genetic Testing noted.
Angelman syndrome), methylation CRITERIA
analysis
SERPINAL1 (serpin peptidase
inhibitor, clade A, alpha-1 PRIOR AUTHORIZATION
antiproteinase, antitrypsin, member PRIOR AUTHORIZATION REQUIRED - FOLLOW . . Prior authorization is required for ALL genetic testing unless otherwise
81332 1) (e.g., alpha-1-antitrypsin REQUIRED - INTERQUAL MEDICARE COVERAGE PGO041 Genetic Testing noted.
deficiency), gene analysis, CRITERIA
common variants (e.g., *S and *Z)
TGFbBe'IS_ri:zzfé’ég”(‘g grgml;al‘cmr PRIOR AUTHORIZATION
81333 dystrophy) gene analg’sis common PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0041 Genetic Testin Prior authorization is required for ALL genetic testing unless otherwise
ystrophy) g YSIS, REQUIRED - MEDICAL POLICY MEDICARE COVERAGE 9 noted.
variants (eg, R124H, R124C, CRITERIA

R124L, R555W, R555Q)




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
RUNX1 (runt related transcription
e
81334 with’associatgd mveloid PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0041 Genetic Testin Prior authorization is required for ALL genetic testing unless otherwise
. Y . REQUIRED - INTERQUAL MEDICARE COVERAGE 9 noted.
malignancy), gene analysis,
g CRITERIA
targeted sequence analysis (eg,
exons 3-8)
TPMT (thiopurine S- PRIOR AUTHORIZATION
methyltransferase) (eg, drug PRIOR AUTHORIZATION REQUIRED - FOLLOW . . Prior authorization is required for ALL genetic testing unless otherwise
81335 metabolism), gene analysis, REQUIRED - INTERQUAL MEDICARE COVERAGE PGO041 Genetic Testing noted.
common variants (eg,*2, *3) CRITERIA
SMN1(survival of motor neuron 1, PRIOR AUTHORIZATION . . .
81336 telomeric) (eg, spinal muscular PRIOR AUTHORIZATION REQUIRED - FOLLOW Peggiéneigftslc ;th,:;igi?ﬁfoesn_em Prior authorization is required for ALL genetic testing unless otherwise
atrophy) gene analysis; full gene REQUIRED - INTERQUAL MEDICARE COVERAGE g for >pl PY- [ noted.
archived 020125
sequence CRITERIA
SMN1(survival of motor neuron 1, PRIOR AUTHORIZATION . . .
81337 telomeric) (eg, spinal muscular PRIOR AUTHORIZATION REQUIRED - FOLLOW Peggi;neigftslc ;lewgé;ﬁi?ﬁ?oeﬁn_em Prior authorization is required for ALL genetic testing unless otherwise
atrophy) gene analysis; known REQUIRED - INTERQUAL MEDICARE COVERAGE g for >pl P |noted.
I : archived 020125
familial sequence variant(s) CRITERIA
MPL (MPL proto-oncogene ,
thrombopoietin receptor) (eg, PRIOR AUTHORIZATION NOT | PRIOR AUTHORIZATION NOT . ) Prior authorization is required for ALL genetic testing unless otherwise
81338 myeloproliferative disorder ) gene PG0041 Genetic Testing
S h REQUIRED REQUIRED noted.
analysis; common variants (eg,
W515A, W515K, W515L, W515R)
MPL (MPL proto-oncogene ,
81339 mt:TngﬁfZ?;}:/lrSiZiegr) )(e%ne PRIOR AUTHORIZATION NOT PRIOR AUTHORIZATION NOT PG0041 Genetic Testin Prior authorization is required for ALL genetic testing unless otherwise
velop )9 REQUIRED REQUIRED 9 noted.
analysis; sequence analysis, exon
10
TRB@ (T cell antigen receptor,
beta) (e.g., leukemia and
lymphoma), gene rearrangement ] TR ] ) . .
81340 analysis to detect abnormal clonal PRIOR AUTHORIZATION NOT PRIOR AUTHORIZATION NOT PG0041 Genetic Testing Prior authorization is required for ALL genetic testing unless otherwise

population(s); using amplification
methodology (e.g., polymerase
chain reaction

REQUIRED

REQUIRED

noted.




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
TRB@ (T cell antigen receptor,
beta) (e.g., leukemia and
lymphoma), gene rearrangement | PRIOR AUTHORIZATION NOT PRIOR AUTHORIZATION NOT - . Prior authorization is required for ALL genetic testing unless otherwise
81341 analysis to detect abnormal clonal REQUIRED REQUIRED PG0041 Genetic Testing noted.
population(s); using direct probe
methodology (e.g., Southern blot)
TRG@ (T cell antigen receptor,
gamma) (€.g., leukemia and PRIOR AUTHORIZATION NOT PRIOR AUTHORIZATION NOT . . Prior authorization is required for ALL genetic testing unless otherwise
81342 lymphoma), gene rearrangement PG0041 Genetic Testing
. . REQUIRED REQUIRED noted.
analysis, evaluation to detect
abnormal clonal population(s)
e ?
81343 sginocer)(/ebellar ataxia) eng PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0041 Genetic Testin Prior authorization is required for ALL genetic testing unless otherwise
pinoc 3 g REQUIRED - INTERQUAL MEDICARE COVERAGE 9 noted.
analysis, evaluation to detect
CRITERIA
abnormal (eg, expanded) alleles
TBP (TATA box binding protein) PRIOR AUTHORIZATION
(eg, spinocerebellar ataxia) gene PRIOR AUTHORIZATION REQUIRED - FOLLOW . . Prior authorization is required for ALL genetic testing unless otherwise
81344 analysis, evaluation to detect REQUIRED - INTERQUAL MEDICARE COVERAGE PG0041 Genetic Testing noted.
abnormal (eg, expanded) alleles CRITERIA
TERT (telomerase reverse
transcriptase) (eg, thyroid PRIOR AUTHORIZATION
carcinoma, glioblastoma PRIOR AUTHORIZATION REQUIRED - FOLLOW - . Prior authorization is required for ALL genetic testing unless otherwise
81345 multiforme) gene analysis, targeted | REQUIRED - INTERQUAL MEDICARE COVERAGE PG0041 Genetic Testing noted.
sequence analysis (eg, promoter CRITERIA
region)
TYMS (thymidylate synthetase) PRIOR AUTHORIZATION . o o )
(eg, 5-fluorouracil/5- FU drug REQUIRED - FOLLOW Prior authorization is required for ALL genetic testing unless otherwise
81346 metabolism), gene analysis, NON-COVERED PG0041 Genetic Testing noted. Changed Commercial coverage from covered with a prior
X MEDICARE COVERAGE . R
common variant(s) (eg,tandem authorization to noncovered, effective 11/01/2024.
f CRITERIA
repeat variant)
SF3B1 (splicing factor [3b] subunit
B1) (eg, myelodysplastic
81347 syndrome/acute myeloid leukemia) | PRIOR AUTHORIZATION NOT PRIOR AUTHORIZATION NOT PG0041 Genetic Testing Prior authorization is required for ALL genetic testing unless otherwise

gene analysis, common variants
(eg, A672T, E622D, L833F,
R625C, R625L)

REQUIRED

REQUIRED

noted.




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
SRSF2 (serine and arginine-rich
splicing factor 2) (eg, ) N ] ; } .
. PRIOR AUTHORIZATION NOT PRIOR AUTHORIZATION NOT . . Prior authorization is required for ALL genetic testing unless otherwise
81348 myelodysplastic syndrome, acute PG0041 Genetic Testing
) . . REQUIRED REQUIRED noted.
myeloid leukemia) gene analysis,
common variants (eg, P95H, P95L)
Cytogenomic constitutional
(genome-wide) microarray PRIOR AUTHORIZATION
analysis; Interrogation of genomic ¥ REQUIRED - FOLLOW . . Prior authorization is required for ALL genetic testing unless otherwise
81349 regions for copy number loss-of- RN COMERED MEDICARE COVERAGE PGO041 Genetic Testing noted.
heterozygosity variants, low-pass CRITERIA
sequencing
UGT1A1 (UDP
glucuronosyitransferase 1 family, PRIOR AUTHORIZATION 1,041 Genetic Testing PG0391 UGT1AL |Effective 05/01/2024, procedure 81350, is covered with a prior
81350 polypeptide Al) (€.g., irinotecan ORI IORIZ O REJUIRED - [ROLLOLY Targeted Mutation Analysis for Irinotecan |authorization for all product lines. (Procedure 81350 went from
metabolism), gene analysis, REQUIRED- INTERQUAL MEDICARE COVERAGE 9 Ros on;'e P onenvared 6 Cove’:e dwitha prior authorization)
common variants (e.g., *28, *36, CRITERIA P p
*37)
TP53 (tumor protein 53) (eg, Li- BRIORICINORIZSION
81351 Fraumeni Sp ndrome) eg’e PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0041 Genetic Testin Prior authorization is required for ALL genetic testing unless otherwise
i fu"y i Sence REQUIRED - INTERQUAL MEDICARE COVERAGE 9 noted.
ysis: il g d CRITERIA
TP53 (tumor protein 53) (eg, Li-
Fraumeni syndrome) gene PRIOR AUTHORIZATION NOT PRIOR AUTHORIZATION NOT ) . Prior authorization is required for ALL genetic testing unless otherwise
81352 analysis; targeted sequence REQUIRED REQUIRED PG0041 Genetic Testing noted.
analysis (eg, 4 oncology)
TP53 (tumor protein 53) (eg, Li- BRIORICTNORIZSION
81353 Fraumeni sp ndrome) egé PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0041 Genetic Testin Prior authorization is required for ALL genetic testing unless otherwise
. Y - 9 . REQUIRED - INTERQUAL MEDICARE COVERAGE 9 noted.
analysis; known familial variant
CRITERIA
VKORCL1 (vitamin K epoxide
. PRIOR AUTHORIZATION . .
81355 (e'eduvcv‘:r‘;'zncnomzi’éb ﬁ:g;”" elrie PRIOR AUTHORIZATION REQUIRED - FOLLOW Ge:ftioﬁésﬁf”f;'rcvrlzsr;;?naggspei?iﬁs oq | Prior authorization s required for ALL genetic testing unless otherwise
9 olsm). g REQUIRED - INTERQUAL MEDICARE COVERAGE 9 noted.
analysis, common variant(s) (e.g., - CRITERIA 09/01/24

1639G>A, ¢.173+1000C>T)




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
U2AF1 (U2 small nuclear RNA
auxiliary factor 1) (eg,
myelodysplastic syndrome, acute | PRIOR AUTHORIZATION NOT PRIOR AUTHORIZATION NOT - . Prior authorization is required for ALL genetic testing unless otherwise
81357 myeloid leukemia) gene analysis, REQUIRED REQUIRED PG0041 Genetic Testing noted.
common variants (eg, S34F, S34Y,
Q157R, Q157P)
ZRSR2 (zinc finger CCCH-type,
RNA binding motif and
senne/arglr_une-nch 2) (eg, PRIOR AUTHORIZATION NOT PRIOR AUTHORIZATION NOT . . Prior authorization is required for ALL genetic testing unless otherwise
81360 myelodysplastic syndrome, acute PG0041 Genetic Testing
) R . REQUIRED REQUIRED noted.
myeloid leukemia) gene analysis,
common variant(s) (eg, E65fs,
E122fs, R448fs)
HE(’E (Z?C";fag'c‘:l’l";nzlﬁ;"'ggff) PRIOR AUTHORIZATION
81361 thalags’semia hemo Iobin(’J athy): PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0041 Genetic Testing and PG0442 Prior authorization is required for ALL genetic testing unless otherwise
i globinopathy); REQUIRED - INTERQUAL MEDICARE COVERAGE Carrier Screening for Genetic Diseases  |noted.
common variant(s) (eg, HbS, HbC,
CRITERIA
HbE)
HBB (hemoglobin, subunit beta) PRIOR AUTHORIZATION
81362 (eg, sickle cell anemia, beta PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0041 Genetic Testing and PG0442 Prior authorization is required for ALL genetic testing unless otherwise
thalassemia hemoglobinopathy); REQUIRED - INTERQUAL MEDICARE COVERAGE Carrier Screening for Genetic Diseases  |noted.
known familial variant(s) CRITERIA
HBB (hemoglobin, subunit beta) PRIOR AUTHORIZATION
81363 (eg, sickle cell anemia, beta PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0041 Genetic Testing and PG0442  |Prior authorization is required for ALL genetic testing unless otherwise
thalassemia hemoglobinopathy); REQUIRED - INTERQUAL MEDICARE COVERAGE Carrier Screening for Genetic Diseases |noted.
duplication/deletion variant(s) CRITERIA
HBB (hemoglobin, subunit beta) PRIOR AUTHORIZATION
81364 (eg, sickle cell anemia, beta PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0041 Genetic Testing and PG0442 Prior authorization is required for ALL genetic testing unless otherwise
thalassemia hemoglobinopathy); REQUIRED - INTERQUAL MEDICARE COVERAGE Carrier Screening for Genetic Diseases  |noted.
full gene sequence CRITERIA
HLA Class | and Il typing, low
81370 resolution (e.g., antigen PRIOR AUTHORIZATION NOT PRIOR AUTHORIZATION NOT PG0041 Genetic Testing Prior authorization is required for ALL genetic testing unless otherwise

equivalents); HLA-A, -B, -C, -
DRB1/3/4/5, and -DQB1

REQUIRED

REQUIRED

noted.




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
HLA Class | and Il typing, low
resolution (e.g., antigen ) N ] ; } .
81371 equivalents); HLA-A, -B, and - PRIOR Al.é‘l;—iQ%lTllQZé-\D'l'ION NOT PRIOR AL'J?TEl-iQOUFIQ;(Zé-\D'I'ION NOT PG0041 Genetic Testing s;c;rdauthonzatlon is required for ALL genetic testing unless otherwise
DRB1/3/4/5 (e.qg., verification !
typing)
HLA Class Iﬁyp|ng, IO.W resolu‘tlon PRIOR AUTHORIZATION NOT PRIOR AUTHORIZATION NOT . . Prior authorization is required for ALL genetic testing unless otherwise
81372 (e.g., antigen equivalents); REQUIRED REQUIRED PG0041 Genetic Testing noted
complete (i.e., HLA-A, -B, and -C) :
HLA Class | typing, low resolution | o0, o0 AUTHORIZATION NOT | PRIOR AUTHORIZATION NOT . ) Prior authorization is required for ALL genetic testing unless otherwise
81373 (e.g., antigen equivalents); one REQUIRED REQUIRED PG0041 Genetic Testing noted
locus (e.g., HLA-A, -B, or -C), each :
HLA Class | typing, low resolution
(e.g., antigen equivalents); one PRIOR AUTHORIZATION NOT PRIOR AUTHORIZATION NOT . . Prior authorization is required for ALL genetic testing unless otherwise
81374 antigen equivalent (e.g., B*27), REQUIRED REQUIRED PGO041 Genetic Testing noted.
each
HLA Class Il typing, low resolution | o2 AUTHORIZATION NOT | PRIOR AUTHORIZATION NOT . ) Prior authorization is required for ALL genetic testing unless otherwise
81375 (e.g., antigen equivalents); HLA- REQUIRED REQUIRED PG0041 Genetic Testing noted
DRB1/3/4/5 and -DQB1 !
HLA Class Il typing, low resolution
(e.g., antigen equivalents); one . AT . - - .
81376 locus (e.g., HLA-DRBL/3/4/5, - PRIOR AL'J?'II'EI-:)%FI{AZEAD'I'ION NOT PRIOR AUR'II'EI-é%IT'I?ZéAD'I'ION NOT PGO041 Genetic Testing E;Zrdauthonzatlon is required for ALL genetic testing unless otherwise
DQB1, -DQAL, -DPB1, or -DPAL), ’
each
HLA Class Il typing, low resolution ’ RESTS ] B . .
81377 (e.g., antigen equivalents); one PRIOR AUTHORIZATION NOT PRIOR AUTHORIZATION NOT PG0041 Genetic Testing Prior authorization is required for ALL genetic testing unless otherwise

antigen equivalent, each

REQUIRED

REQUIRED

noted.




DETAILS/NOTES

Codes Code Description Paramount Commercial Elite (Medicare Advantage) Bl
Insurance Plans Plans
HLA Class I typing, high resolution | o0 o0 AUTHORIZATION NOT | PRIOR AUTHORIZATION NOT . ) Prior authorization is required for ALL genetic testing unless otherwise
81378 (i.e., alleles or allele groups); REQUIRED REQUIRED PG0041 Genetic Testing noted
complete (i.e., HLA-A, -B, and -C) !
HLA Class | typing, high resolutllon PRIOR AUTHORIZATION NOT PRIOR AUTHORIZATION NOT . . Prior authorization is required for ALL genetic testing unless otherwise
81379 (i.e., alleles or allele groups); REQUIRED REQUIRED PG0041 Genetic Testing noted
complete (i.e., HLA-A, -B, and -C) :
HLA Class | typing, high resolution | o0, 0 AUTHORIZATION NOT | PRIOR AUTHORIZATION NOT . ) Prior authorization is required for ALL genetic testing unless otherwise
81380 (i.e., alleles or allele groups); one REQUIRED REQUIRED PG0041 Genetic Testing noted
locus (e.g., HLA-A, -B, or -C), each '
BRIORICINORIZSION PG0041 Genetic Testing and PG0437 HLA-|_ . R . . . X
REQUIRED - FOLLOW - Prior authorization is required for ALL genetic testing unless otherwise
MEDICARE COVERAGE B1502 & HLA-B5701 Pharmacogenetic noted
Testing Archived 09/01/24 :

HLA Class | typing, high resolution
(i.e., alleles or allele groups); one

allele or allele group (e.g.,

PRIOR AUTHORIZATION
REQUIRED - INTERQUAL

CRITERIA

Prior authorization is required for ALL genetic testing unless otherwise

restriction enzyme digestion or melt
curve analysis)

81381
B*57:01P), each
HLA Class Il typing, high resolution
(i.e., alleles or allele groups); one
81382 locus (e.g., HLA-DRB1, -DRB3, - BRIOR AUR-II-E%%T;{ZQDTDN Rl BRIO AL;L%%‘T;ZEAJION Neir PG0041 Genetic Testing noted
DRB4, -DRBS5, -DQBL1, -DQAL, - :
DPB1, or -DPA1), each
HLA Class Il typing, high resolution
(i.e., alleles or allele groups); one | PRIOR AUTHORIZATION NOT PRIOR AUTHORIZATION NOT . . Prior authorization is required for ALL genetic testing unless otherwise
81383 allele or allele group (e.g., HLA- REQUIRED REQUIRED PGO041 Genetic Testing noted.
DQB1*06:02P), each
Molecular pathology procedure,
Level 1 analysis)(e.g., identification PRIOR AUTHORIZATION
81400 of single germline variant [e.g., PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0041 Genetic Testing and PG0442 Prior authorization is required for ALL genetic testing unless otherwise
SNP] by techniques such as REQUIRED - INTERQUAL MEDICARE COVERAGE Carrier Screening for Genetic Diseases |noted.
CRITERIA




Codes Code Description Paramount Commercial Elite (Medicare Advantage) Bl DETAILS/NOTES
Insurance Plans Plans
PG0041 Genetic Testing, PG0119 Gene
Molecular pathology procedure, Expression Profiling of Melanomas-
plplzes 20 L PRIOR AUTHORZATION | A TG POz St
81401 iariant It ica{II usin PRIOR AUTHORIZATION REQUIRED - FOLLOW S nd?omesyArchivyed 08/01/24 PGggAZ Prior authorization is required for ALL genetic testing unless otherwise
ypically using REQUIRED - INTERQUAL MEDICARE COVERAGE yna C o4 noted.
nonsequencing target variant CRITERIA Carrier Screening for Genetic Diseases,
analysis], or detection of a dynamic PG0467 Genetic Testing for Epilepsy,
mutation disorder/triplet repeat) PG0412 Genetic Testing Age-Related
Macular Degeneration
VIoTECUTar patnology procedure,
Level 3 (eg, >10 SNPs, 2-10
methylated variants, or 2-10 PRIOR AUTHORIZATION
somatic variants [typically using PRIOR AUTHORIZATION REQUIRED - FOLLOW - . Prior authorization is required for ALL genetic testing unless otherwise
81402 non-sequencing target variant REQUIRED - INTERQUAL MEDICARE COVERAGE PG0041 Genetic Testing noted.
analysis], immunoglobulin and T- CRITERIA
cell receptor gene rearrangements,
Aunlicatinn/dalatinn viariante nf 1
Molecular pathology procedure,
Level 4 (eg, analysis of single exon . . .
by DNA sequence analysis, PRIOR AUTHORIZATION $eesfﬁ4lf§i“it; Tsesntg‘r%m Peefsfige”;t:‘;
81403 analysis of >10 amplicons using PRIOR AUTHORIZATION REQUIRED - FOLLOW S ndgromesyArchiv{ad 08/01/24 PGgfmz Prior authorization is required for ALL genetic testing unless otherwise
multiplex PCR in 2 or more REQUIRED - INTERQUAL MEDICARE COVERAGE yne X S noted.
. - ; Carrier Screening for Genetic Diseases,
independent reactions, mutation CRITERIA Ny - 8
; - N PG0467 Genetic Testing for Epilepsy
scanning or duplication/deletion
variants of 2-5 exons)
MoTecurar patnology procedure,
Level 5 (eg, analysis of 2-5 exons
by DNA sequence analysis, PRIOR AUTHORIZATION ) . .
81404 mutation scanning or PRIOR AUTHORIZATION REQUIRED - FOLLOW Z(car%(::\ilne?gfgl:e:s:(?rgézfs%i4igg:g‘j Prior authorization is required for ALL genetic testing unless otherwise
duplication/deletion variants of 6-10 REQUIRED - INTERQUAL MEDICARE COVERAGE Gegnetic Testing for Enile ’S noted.
exons, or characterization of a CRITERIA 9 plepsy
dynamic mutation disorder/triplet
ranaat hv Santharn hilat anahseic)
Molecular pathology procedure,
Levz' 60(5% s:azsn'i;’;g;osgons PRIOR AUTHORIZATION
81405 Y mutatiog scannin 0); ! PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0041 Genetic Testing, PG0412 Genetic |Prior authorization is required for ALL genetic testing unless otherwise
o N 9 REQUIRED - INTERQUAL MEDICARE COVERAGE Testing Age-Related Macular Degeneration [noted.
duplication/deletion variants of 11-
. CRITERIA
25 exons, regionally targeted
cytogenomic array analysis)




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
'\If':\'zcl‘;'?;pat?ﬂ'g?igg?i‘i“; PG0041 Genetic Testing, PG0302 Genetic
exons b DN?A se u):,ance analysis PRIOR AUTHORIZATION Testing for Lynch Syndrome and Polyposis
81406 myutation S(?annin or ysis, PRIOR AUTHORIZATION REQUIRED - FOLLOW Syndromes Archived 08/01/24, PG0442 |Prior authorization is required for ALL genetic testing unless otherwise
dunlication/deletion varignts of 26- REQUIRED - INTERQUAL MEDICARE COVERAGE Carrier Screening for Genetic noted.
P A CRITERIA Diseases,PG0467 Genetic Testing for
50 exons, cytogenomic array .
; . Epilepsy
analysis for neoplasia)
Molecular pathology procedure
e
81407 r’rilutation scqannin or ySIS, PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0041 Genetic Testing and PG0467  |Prior authorization is required for ALL genetic testing unless otherwise
- N 9 REQUIRED - INTERQUAL MEDICARE COVERAGE Genetic Testing for Epilepsy noted.
duplication/deletion variants of >50
. CRITERIA
exons, sequence analysis of
multiple genes on the one platform)
VIOTECUTAr patrnorogy proceuure;
Level 9 (e.g., analysis of >50 exons
" relyes) FENL (il ) o0, PRIORAUTHORIZATION | (2 0l e ot opates
Y 9 PRIOR AUTHORIZATION REQUIRED - FOLLOW 9 ystrop P Prior authorization is required for ALL genetic testing unless otherwise
81408 Marfan syndrome), full gene REQUIRED - INTERQUAL MEDICARE COVERAGE (Duchenne and Becker Muscular Dystrophy- noted
sequence NF1 (neurofibromin 1) CRITERIA Archived 06/01/2024, PG0412 Genetic :
(e.g., neurofibromatosis, type 1), Testing Age-Related Macular Degeneration
full gene sequence RYR1
Aortic dySTmction or ANAtion (80,
Marfan syndrome, Loeys Dietz
syndrome, Ehler Danlos syndrome PRIOR AUTHORIZATION . )
81410 type IV, arterial tortuosity PRIOR AUTHORIZATION REQUIRED - FOLLOW ngrorr‘lllingi/InlJeI::?GTt-eerfélrll’%szroZSt?:5-3 Prior authorization is required for ALL genetic testing unless otherwise
syndrome); duplication/deletion REQUIRED - INTERQUAL MEDICARE COVERAGE . 9 noted.
" ) Archived 080124
analysis panel, must include CRITERIA
analyses for TGFBR1, TGFBR2,
MVYHI11 _and COI 241
AOTTIC dysTunction of anaton (€d,
Marfan syndrome, Loeys Dietz
syndrome, Ehler Danlos syndrome PRIOR AUTHORIZATION . .
81411 type IV, arterial tortuosity PRIOR AUTHORIZATION REQUIRED - FOLLOW. ngf:;‘”lngi/rl’j:;_ceze:;'g@’a:gﬁzg?:‘r’_3 Prior authorization is required for ALL genetic testing unless otherwise
syndrome); duplication/deletion REQUIRED - INTERQUAL MEDICARE COVERAGE . 9 noted.
. - Archived 080124
analysis panel, must include CRITERIA
analyses for TGFBR1, TGFBR2,
AMVII11 _and COI 2A1
AShKenazr Jewish associated
disorders (eg, Bloom syndrome,
Canavan disease, cystic fibrosis, PRIOR AUTHORIZATION PG0041 Genetic Testing, PG0453
81412 familial dysautonomia, Fanconi PRIOR AUTHORIZATION REQUIRED - FOLLOW Germline Multi-Gene Panel Testing- Prior authorization is required for ALL genetic testing unless otherwise
anemia group C, Gaucher disease, REQUIRED - INTERQUAL MEDICARE COVERAGE Archived 080124, and PG0442 Carrier  |noted.
Tay-Sachs disease), genomic CRITERIA Screening for Genetic Diseases
sequence analysis panel, must
incliida caniancina af at laact Q
Tardiac 1on channelopatnies (€g,
Brugada syndrome, long QT
syndrome, short QT syndrome, PRIOR AUTHORIZATION PG0041 Genetic Testing, PG0453 Germline
81413 catecholaminergic polymorphic PRIOR AUTHORIZATION REQUIRED - FOLLOW Multi-Gene Panel Testing-Archived 080124, | Prior authorization is required for ALL genetic testing unless otherwise
ventricular tachycardia); genomic REQUIRED - INTERQUAL MEDICARE COVERAGE and PG0280 Genetic Testing for Cardiac |noted.
sequence analysis panel, must CRITERIA Conditions

include sequencing of at least 10
nanac_includina ARNKD CACND




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
Tardiac 1on channelopatnies (€9,
Brugada syndrome, long QT
syndrome, short QT syndrome, PRIOR AUTHORIZATION PG0041 Genetic Testing, PG0453 Germline
81414 catecholaminergic polymorphic PRIOR AUTHORIZATION REQUIRED - FOLLOW Multi-Gene Panel Testing-Archived 080124, [ Prior authorization is required for ALL genetic testing unless otherwise
ventricular tachycardia); REQUIRED - INTERQUAL MEDICARE COVERAGE and PG0280 Genetic Testing for Cardiac |noted.
duplication/deletion gene analysis CRITERIA Conditions
panel, must include analysis of at
laact 2 nanac _includina KONBD
Exome (eg, unexplained BRORACLORIZAION T\’/IGuI(t)i(—)é:(Leriegztr:ZITf;st?r? _Z(i%?f:d%gronlhzrle
81415 constitutional ogr'herita’t))le disorder PRIOR AUTHORIZATION REQUIRED - FOLLOW and PG0468 Whole ESome Sequencin " |Prior authorization is required for ALL genetic testing unless otherwise
. REQUIRED - INTERQUAL MEDICARE COVERAGE d . 9 noted.
or syndrome); sequence analysis (WES) and Whole Genome Sequencing
CRITERIA
(WGS)
Exome (eg, unexplained
or Sndrome) seauence analysie PRIOR AUTHORIZATION | e, e 030124,
81416 eZch com :alrat((])r exome (ey ! PRIOR AUTHORIZATION REQUIRED - FOLLOW and PG0468 Whole Egome Sequencin ' |Prior authorization is required for ALL genetic testing unless otherwise
omparator 9 REQUIRED - INTERQUAL MEDICARE COVERAGE quUencing | - ted.
parents, siblings) (List separately in (WES) and Whole Genome Sequencing
- . CRITERIA
addition to code for primary (WGS)
procedure)
Exome (eg, unexplained . B ’
constitutional or heritable disorder PRIOR AUTHORIZATION l;/IGuI(t)i(—)é:tler?eegzﬂcelT'l?:;ri]r?’—Z(r:z:%‘i‘\?: dGOZrOniIIZT
81417 or syndrome); re-evaluation of PRIOR AUTHORIZATION REQUIRED - FOLLOW and PG0468 Whole Esome Sequencin ' |Prior authorization is required for ALL genetic testing unless otherwise
previously obtained exome REQUIRED - INTERQUAL MEDICARE COVERAGE d ng noted.
(WES) and Whole Genome Sequencing
sequence (eg, updated knowledge CRITERIA
e (WGS)
or unrelated condition/syndrome)
Drug metabolism (eg,
sihfgiiogsgfr;;%)aggrmzt BRIORICTNORIZSION PGO041 Genetic Testing, PG0453 Germline Prior authorization is required for ALL genetic testing unless otherwise
81418 inclu?ie testin ofyat Igasté enes IFRIGIR AUUIAICIRPUIGIE REQUINED - [FOLLONY Multi-Gene Panel Testing-Archived 080124, noted. Changed Comm?ercial lans frc?m noncoveregd to covered with a
) . 9 g | REQUIRED - INTERQUAL MEDICARE COVERAGE and PG0368 Pharmacogenomic Testing for| -~~~ nged e plan
including CYP2C19, CYP2D6, and " X prior authorization-interqual, effective 11/01/2024
A N CRITERIA Mental Health Conditions-Archived 090124
CYP2D6 duplication/deletion
analysis
EPIEPSY genomic Sequence
analysis panel, must include
analyses for ALDH7A1,CACNA1A, PRIOR AUTHORIZATION PG0041 Genetic Testing, PG0453 Germline
81419 CDKL5, CHD2, GABRG2, PRIOR AUTHORIZATION REQUIRED - FOLLOW Multi-Gene Panel Testing-Archived Prior authorization is required for ALL genetic testing unless otherwise
GRIN2A, KCNQ2, MECP2, REQUIRED - INTERQUAL MEDICARE COVERAGE 080124, and PG0467 Genetic Testing for |noted.
PCDH19, POLG, PRRT2, SCN1A, CRITERIA Epilepsy
SCN1B, SCN2A, SCN8A,
S1LC2A1 Sl CAQAR CTYRD1
Fetal chromosomal aneuploidy (eg,
trisomy 21, monosomy X) genomic
’ PRIOR AUTHORIZATION ) .
81420 circi?;‘;‘:"zilﬁ;aeg’?:;;agzlA o PRIOR AUTHORIZATION REQUIRED - FOLLOW Pﬁgg;tfﬁ?eeﬁﬁ;essﬂfegeﬁﬁd F(>l\(13|(F)'238)/7c’\e‘>T|)-n- Prior authorization is required for ALL genetic testing unless otherwise
9 X REQUIRED - INTERQUAL MEDICARE COVERAGE ) 9 - noted.
maternal blood, must include CRITERIA Free DNA Screening for Fetal Aneuploidy

analysis of chromosomes 13, 18,
and 21




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
Fetal chromosomal
microdeletion(s) genomic sequence PRIOR AUTHORIZATION . .
81422 analysis (eg. DiGeorge syndrome, PRIOR AUTHORIZATION REQUIRED - FOLLOW Pﬁ\?g:i]\;fs:eer:;;—lesss:‘egeﬁir:]c; TI\CIBI[ILZSE;ZC’:Im Prior authorization is required for ALL genetic testing unless otherwise
Cri-du- chat syndrome), circulating REQUIRED - INTERQUAL MEDICARE COVERAGE Free DNA Screening for Fetal Aneuploidy noted.
cell-free fetal DNA in maternal CRITERIA
blood
Genome (e.g., unexplained BRIORIACINORIZANON . . R . . . .
81425 constitutional or heritable disorder PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0468 Whole Exome Sequen_cmg (WES) |Prior authorization is required for ALL genetic testing unless otherwise
X - REQUIRED - INTERQUAL MEDICARE COVERAGE and Whole Genome Sequencing (WGS) [noted.
or syndrome); sequence analysis
CRITERIA
Genome (e.g., unexplained
constitutional or heritable disorder
or syndrome); sequence analysis, PRSI AURI PO . . R ) . . .
81426 each comparator genome (e.g. PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0468 Whole Exome Sequengng (WES) |Prior authorization is required for ALL genetic testing unless otherwise
o h . REQUIRED - INTERQUAL MEDICARE COVERAGE and Whole Genome Sequencing (WGS) |noted.
parents,_ glblmgs) (List sep.arately in CRITERIA
addition to code for primary
procedure
Genome (e.g., unexplained
constitutional or heritable disorder PRIOR AUTHORIZATION
81427 or syndrome); re-evaluation of PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0468 Whole Exome Sequencing (WES) |Prior authorization is required for ALL genetic testing unless otherwise
previously obtained genome REQUIRED - INTERQUAL MEDICARE COVERAGE and Whole Genome Sequencing (WGS) [noted.
sequence (e.g., updated knowledge CRITERIA
or unrelated condition/syndrome
Hearing 10ss (eg, nonsyndromic
hearing loss, Usher syndrome,
Pendred syndrome); genomic PRIOR AUTHORIZATION . )
81430 sequence analysis panel, must PRIOR AUTHORIZATION REQUIRED - FOLLOW ngror:I?nS35::;1?;2%22?22?:95-3 Prior authorization is required for ALL genetic testing unless otherwise
include sequencing of at least 60 REQUIRED - INTERQUAL MEDICARE COVERAGE Archived 080124 noted.
genes, including CDH23, CLRN1, CRITERIA
GJB2, GPR98, MTRNR1, MYO7A,
AMVOI1EA DOCNDUIE QATAOC
Hearing loss (eg, nonsyndromic
hearing loss, Usher syndrome, PRIOR AUTHORIZATION ) _
81431 duplica;’:r:}c(jjggt;y:gaoa%?s panel PRIOR AUTHORIZATION REQUIRED - FOLLOW Pgeor(r)jlin(e;33::2;?;”;%:2?;2?:;3 Prior authorization is required for ALL genetic testing unless otherwise
- ! REQUIRED - INTERQUAL MEDICARE COVERAGE . noted.
must include copy number CRITERIA Archived 080124
analyses for STRC and DFNB1
deletions in GJB2 and GJB6 genes
Hereditary breast cancer-related
disorders (eg, hereditary breast
cancer, hereditary ovarian cancer,
hereditary endometrial cancer); PRIOR AUTHORIZATION PG0041 Genetic Testing, PG0067 Genetic
81432 genomic sequence analysis panel, PRIOR AUTHORIZATION REQUIRED - FOLLOW Testing for Breast and Ovarian Cancers- |Prior authorization is required for ALL genetic testing unless otherwise
must include sequencing of at least REQUIRED - INTERQUAL MEDICARE COVERAGE Archived 090124, and PG0453 Germline |[noted.
10 genes, always including CRITERIA Multi-Gene Panel Testing-Archived 080124

BRCA1, BRCA2, CDH1, MLH1,
MSH2, MSH6, PALB2, PTEN,
STK11, and TP53




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
Hereditary breast cancer-related
C::‘C‘;’rdi’:rg?t’ahe’jf;:z l;;erf‘csér PRIOR AUTHORIZATION | PG0041 Genetic Testing, PGO067 Genetic
81433 hered’itar endgnetrial cancer); ! PRIOR AUTHORIZATION REQUIRED - FOLLOW Testing for Breast and Ovarian Cancers-- |Prior authorization is required for ALL genetic testing unless otherwise
du Iicationydeletion analysis an:al REQUIRED - INTERQUAL MEDICARE COVERAGE Archived 090124, and PG0453 Germline |noted.
plc: YSIS panel, CRITERIA Multi-Gene Panel Testing-Archived 080124
must include analyses for BRCA1,
BRCA2, MLH1, MSH2, and STK11
Hereanary retnar aisorders (eg,
retinitis pigmentosa, Leber
congenital amaurosis, cone-rod PRIOR AUTHORIZATION . .
81434 dystrophy), genomic sequence PRIOR AUTHORIZATION REQUIRED - FOLLOW ng:)m‘lling33::;2?;'2%22&22?:5_3 Prior authorization is required for ALL genetic testing unless otherwise
analysis panel, must include REQUIRED - INTERQUAL MEDICARE COVERAGE . 9 noted.
) Archived 080124
sequencing of at least 15 genes, CRITERIA
including ABCA4, CNGAL, CRB1,
CVCe DNERA DNEARR DDDC?21
Hereditary colon cancer disorders
(eg, Lynch syndrome, PTEN
e s eRIOR AuTHORZATION | P0004% vl T oo S
81435 yol osié)' enomic sequence PRIOR AUTHORIZATION REQUIRED - FOLLOW S ndrc?me Arychivedy08/01/24 and P();%453 Prior authorization is required for ALL genetic testing unless otherwise
polyposis); 9 =d REQUIRED - INTERQUAL MEDICARE COVERAGE Y . ; . . noted.
analysis panel, must include CRITERIA Germline Multi-Gene Panel Testing-
analysis of at least 10 genes, Archived 080124
including APC, BMPR1A, CDH1,
MLH1. MSH2. MSH6. MUTYH.
Hereditary colon cancer disorders
(eg, Lynch syndrome, PTEN
s eRIOR AuTHORZATION | P0004% Srel Tt oo e
81436 yol osié)' dunlication/deletion PRIOR AUTHORIZATION REQUIRED - FOLLOW S ndrogme Ar{:hivedy08/01/24 and Pé%453 Prior authorization is required for ALL genetic testing unless otherwise
polyposis); dup : REQUIRED - INTERQUAL MEDICARE COVERAGE Y . ; . . noted.
gene analysis panel, must include CRITERIA Germline Multi-Gene Panel Testing-
analysis of at least 5 genes, Archived 080124
including MLH1, MSH2, EPCAM,
SMAD4, and STK11
Herediary heuroenaocrine tmor
disorders (eg, medullary thyroid
carcinoma, parathyroid carcinoma, PRIOR AUTHORIZATION . .
81437 malignant pheochromocytoma or PRIOR AUTHORIZATION REQUIRED - FOLLOW ngror:I?nS‘Ie\/lnuelt:?GTt-aerfélrll’%szroZSt?:s-3 Prior authorization is required for ALL genetic testing unless otherwise
paraganglioma; genomic sequence REQUIRED - INTERQUAL MEDICARE COVERAGE X 9 noted.
} R Archived 080124
analysis panel, must include CRITERIA
sequencing of at least 6 genes,
includino MAY _CNDHR CNLC
Hereditary neuroendocrine tumor
disorders (eg, medullary thyroid
carcinoma, parathyroid carcinoma, PRIOR AUTHORIZATION . )
81438 malignant pheochromocytoma or PRIOR AUTHORIZATION REQUIRED - FOLLOW ngr(r)jl?ngiArTj::?G-l—ee:etlrll’%:glde(szt?:s-a Prior authorization is required for ALL genetic testing unless otherwise
paraganglioma; duplication/deletion REQUIRED - INTERQUAL MEDICARE COVERAGE . 9 noted.
) X Archived 080124
analysis panel, must include CRITERIA
analyses for SDHB, SDHC, SDHD,
FeTeaTary CArNSmMyopatmy eg;
hypertrophic cardiomyopathy,
dilated cardiomyopathy, PRIOR AUTHORIZATION PG0041 Genetic Testing, PG0280 Genetic
81439 arrhythmogenic right ventricular PRIOR AUTHORIZATION REQUIRED - FOLLOW Testing for Cardiac Conditions, and Prior authorization is required for ALL genetic testing unless otherwise
cardiomyopathy), genomic REQUIRED - INTERQUAL MEDICARE COVERAGE PG0453 Germline Multi-Gene Panel Testing|noted.
sequence analysis panel, must CRITERIA Archived 080124

include sequencing of at least 5

pardinmunnathyv ralatad nanac (an




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
Nuclear encoded mnochonarial
genes (eg, neurologic or myopathic
phenotypes), genomic sequence PRIOR AUTHORIZATION . ;
81440 panel, must include analysis of at PRIOR AUTHORIZATION REQUIRED - FOLLOW nglsjlingiAnj::?G-l;:erlse“rFI’%zgldegt?:;s Prior authorization is required for ALL genetic testing unless otherwise
least 100 genes, including BCS1L, REQUIRED - INTERQUAL MEDICARE COVERAGE Archived 080124 noted.
C100rf2, COQ2, COX10, DGUOK, CRITERIA
MPV17, OPAL, PDSS2, POLG,
DNl C2 DDM2R SNl _CSrn?
Mnerted bone marrow raiare
syndromes (IBMFS) (eg, Fanconi
anemia, dyskeratosis congenita, PRIOR AUTHORIZATION . .
81441 Diamond-Blackfan anemia, PRIOR AUTHORIZATION REQUIRED - FOLLOW nglsjlingiAnj::?G-l;:erlse“rFI’%zgldegt?:;s Prior authorization is required for ALL genetic testing unless otherwise
Shwachman-Diamond syndrome, REQUIRED - INTERQUAL MEDICARE COVERAGE Archived 080124 noted.
GATA2 deficiency syndrome, CRITERIA
congenital amegakaryocytic
NGSRAM SpEam ASOTdaTs (80,
Noonan syndrome, cardio-facio-
cutaneous syndrome, Costello PRIOR AUTHORIZATION . .
81442 syndrome, LEOPARD syndrome, PRIOR AUTHORIZATION REQUIRED - FOLLOW Pgeor(r)jl?n(e;i/rITj::?Gze:etlr;%zZI(sz(s}t?:;3 Prior authorization is required for ALL genetic testing unless otherwise
Noonan-like syndrome), genomic REQUIRED - INTERQUAL MEDICARE COVERAGE ] noted.
. Archived 080124
sequence analysis panel, must CRITERIA
include sequencing of at least 12
nanac_includina RDALC ORI
Genetc testng Tor severe mnerea
conditions (eg, cystic fibrosis,
Ashkenazi Jewish-associated PRIOR AUTHORIZATION PG0041 Genetic Testing, PG0453 Germline
81443 disorders [eg, Bloom syndrome, PRIOR AUTHORIZATION REQUIRED - FOLLOW Multi-Gene Panel Testing-Archived 080124, | Prior authorization is required for ALL genetic testing unless otherwise
Canavan disease, Fanconi anemia REQUIRED - INTERQUAL MEDICARE COVERAGE PG0442 Carrier Screening for Genetic noted.
type C, mucolipidosis type VI, CRITERIA Diseases
Gaucher disease, Tay-Sachs
i 1_hota hamaalahinanathiac
Targeted genomic sequence
analysis panel, solid organ
neoplasm, DNA analysis, and RNA PG0041 Genetic Testing, PG0438
gones (o9 ALK, BRAF, COKNZA PRIORAUTHORIZATION | - ol Rl T o o o _
. ' ) § PRIOR AUTHORIZATION REQUIRED - FOLLOW N N . ] Prior authorization is required for ALL genetic testing unless otherwise
81445 EGFR, ERBB2, KIT, KRAS, NRAS, REQUIRED - INTERQUAL MEDICARE COVERAGE Hematologic Malignancies-Archived noted.
MET, PDGFRA, PDGFRB, PGR, CRITERIA 10012024, and PG0298 Molecular Markers
PIK3CA, PTEN, RET), in Fine Needle Aspirates of Thyroid
interrogation for sequence variants Nodules-Acrhived 07012024.
and copy number variants or
rearrangements, if performed
HeTedary perpneral Neuropatnies
(eg, Charcot- Marie-Tooth, spastic
paraplegia), genomic sequence PRIOR AUTHORIZATION . .
81448 analysis panel, must include PRIOR AUTHORIZATION REQUIRED - FOLLOW ngr(r)jl?ngiArTj::?G-l—ee:etlrll’%:glde(szt?:gs-a Prior authorization is required for ALL genetic testing unless otherwise
sequencing of at least 5 peripheral REQUIRED - INTERQUAL MEDICARE COVERAGE . noted.
Archived 080124
neuropathy-related genes (eg, CRITERIA

BSCL2, GJB1, MFN2, MPZ,
DEED1 SDAGT SDR11 SDTI A1)




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
TArgeTed genomic Sequence
analysis panel, solid organ
neoplasm, 5-50 genes (eg, ALK,
BRALLFCEngéA"\Ai?Fﬁ"?iZBBZ' PRIOR AUTHORIZATION PG0041 Geneti_(,t Testing ar_]d PGQ438 ) o ) ) ) )
81449 PDéFRA P'DGFF’{B PGR’ PRIOR AUTHORIZATION REQUIRED - FOLLOW Molecular Prof_lllng (Somatic Testing) Prior authorization is required for ALL genetic testing unless otherwise
PIK3C/:\ PTEN R'ET) ’ REQUIRED - INTERQUAL MEDICARE COVERAGE Panels_for Sqlld Capcer Tumors and noted.
. ) ' ! - CRITERIA Hematologic Malignancies-Archived 100124
interrogation for sequence variants
and copy number variants or
rearrangements, if performed; RNA
TaTgeTET GRIIE Sequence
analysis panel, hematolymphoid
neoplasm or disorder, DNA
pir:z‘r’;:se}jag‘_jsﬁ'\;’:nﬂ‘saz‘gsE‘}’Lhzg PRIOR AUTHORIZATION PGO041 Genetic Testing and PG0438 | o o .
81450 CEBPA bNMTSA EZH21 FLT3 ’ PRIOR AUTHORIZATION REQUIRED - FOLLOW Molecular Prof_lllng (Somatic Testing) Prior authorization is required for ALL genetic testing unless otherwise
i iy i ’ REQUIRED - INTERQUAL MEDICARE COVERAGE Panels for Solid Cancer Tumors and noted.
IDHI, IDH2, JAK2, KRAS, KIT, CRITERIA Hematologic Malignancies-Archived 100124
MLL, NRAS, NPM1, NOTCH1),
interrogation for sequence variants,
and copy number variants or
tATGERBE BRI SeTRIsHcE
analysis panel, hematolymphoid
neoplasm or disorder, 5-50 genes
IE(EEiZBEf"I; CIIEE:AIYD?-I';MJ:};AZY PRIOR AUTHORIZATION PG0041 Geneti_c_ Testing ar_1d PGQ438 ) o ] ) ) )
81451 KIT KR'AS M’LL NéTCHi NPM’1 PRIOR AUTHORIZATION REQUIRED - FOLLOW Molecular Proflllng (Somatic Testing) Prior authorization is required for ALL genetic testing unless otherwise
NR'AS) intérrog.é\tion for seyquencey REQUIRED - INTERQUAL MEDICARE COVERAGE Panels_for Sqlld Capcer Tumors and noted.
Lo X CRITERIA Hematologic Malignancies-Archived 100124
variants, and copy number variants
or rearrangements, or isoform
expression or mRNA expression
loviale if narfarmad: DAA anahicic
ce
analysis panel, solid organ or
hematolymphoid neoplasm, DNA
a;::{;:fﬁ:;ds'fEfgfg::’;f'::r’ges“ PRIOR AUTHORIZATION PGO041 Genetic Testing and PG0438 . o . o .
81455 [ ALK' BRAF. CDKN2A PRIOR AUTHORIZATION REQUIRED - FOLLOW Molecular Prof_llmg (Somatic Testing) Prior authorization is required for ALL genetic testing unless otherwise
. N ! ’ REQUIRED - INTERQUAL MEDICARE COVERAGE Panels for Solid Cancer Tumors and noted.
CEBPA, DNMT3A, EGFR, ERBB?, CRITERIA Hematologic Malignancies-Archived 100124
EZH2, FLT3, IDH1, IDH2, JAK2,
KIT, KRAS, MLL, NPM1, NRAS,
MET, NOTCH1, PDGFRA,
DNhCCDR DCD DIK2CA DTEN
Targetea genomic sequence
analysis panel, solid organ or
hematolymphoid neoplasm or PRIOR AUTHORIZATION
disorder, 51 or greater genes (eg, PRIOR AUTHORIZATION REQUIRED - FOLLOW } . Prior authorization is required for ALL genetic testing unless otherwise
81456 ALK, BRAF, C%KNZA?CEBFEAQ, REQUIRED - INTERQUAL MEDQICARE COVERAGE PG0041 Genetic Testing noted. 9 ’ ‘
DNMT3A, EGFR, ERBB2, EZH2, CRITERIA
FLT3, IDH1, IDH2, JAK2, KIT,
KDAC MET AMIT _NAOTCUA
lid organ neoplasm, genomi
> sigu?eice ZiZIi‘is'pg:ne?, j PRIOR AUTHORIZATION PFTIEOQTJIILI\?UET;—OECLT_?B\?VN Prior authorization is required for ALL genetic testing unless otherwise
81457 interrogation for_seqL_lence va_rlants, REQUIRED - INTERQUAL MEDICARE COVERAGE PG0041 Genetic Testing noted.
DNA analysis, microsatellite CRITERIA

instability




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
SO';‘;;L%?}Z:Z?}‘:I?;E’p%zl‘:m'c PRIOR AUTHORIZATION
. 3 A i PRIOR AUTHORIZATION REQUIRED - FOLLOW . . Prior authorization is required for ALL genetic testing unless otherwise
81458 interrogation for_sequence variants; REQUIRED - INTERQUAL MEDICARE COVERAGE PG0041 Genetic Testing noted.
DNA analysis, copy number
. X L . CRITERIA
variants and microsatelite instability
SoNa organ neoprasm, genomic
sequence analusis panel,
interrogation for sequence variants; PRIOR AUTHORIZATION
DNA analysis or combined DNA PRIOR AUTHORIZATION REQUIRED - FOLLOW . . Prior authorization is required for ALL genetic testing unless otherwise
81459 and RNA analysis, copy number | REQUIRED - INTERQUAL MEDICARE COVERAGE PG0041 Genetic Testing noted.
variants, microsatellite instability, CRITERIA
tumor mutation burden, and
WhoTe MitoeHORTAl genome (eg,
Leigh syndrome, mitochondrial
encephalomyopathy, lactic PRIOR AUTHORIZATION
acidosis, and stroke-like episodes PRIOR AUTHORIZATION REQUIRED - FOLLOW - . Prior authorization is required for ALL genetic testing unless otherwise
81460 [MELAS], myoclonic epilepsy with | REQUIRED - INTERQUAL MEDICARE COVERAGE PGO041 Genetic Testing noted.
ragged-red fibers [MERFF], CRITERIA
neuropathy, ataxia, and retinitis
ninmantnca INNADDI1 | ahar
Solid organ neoplasm, genomic
sequneijrlcleei:r;i%s(lz;a;:gn:zl)l»free PRIOR AUTHORIZATION
81462 interrogation for sequence variants; NON-COVERED REQUIRED - FOLLOW PGO041 Genetic Testing Prior authorization is required for ALL genetic testing unless otherwise
. N MEDICARE COVERAGE noted.
DNA analysis or combined DNA
. CRITERIA
and RNA analysis, copy humber
variants and rearrangements
SOId organ neoprasm, genomic
sequence analysis panel, cell-free
nucleic acid (eg, plasma), PRIOR AUTHORIZATION
interrogation for sequence variants; REQUIRED - FOLLOW - . Prior authorization is required for ALL genetic testing unless otherwise
81463 DNA analysis or combined DNA RCICOIERER MEDICARE COVERAGE PG0041 Genetic Testing noted.
and RNA analysis; DNA analysis, CRITERIA
copy number variants, and
micrncatallita inctahilihy
SoId organ heoprasm, genomic
sequence analysis panel, cell-free
nucleic acid (eg, plasma), PRIOR AUTHORIZATION
interrogation for sequence variants; REQUIRED - FOLLOW . . Prior authorization is required for ALL genetic testing unless otherwise
81464 DNA analysis or combined DNA LCLCO ERED MEDICARE COVERAGE PG0041 Genetic Testing noted.
and RNA analysis; DNA analysis or CRITERIA
combined DNA and RNA analysis,
canv niimhar variante
Whole mitochondrial genome large
deletion analysis panel (eg, Kearns-
. PRIOR AUTHORIZATION . .
81465 Sayrf fé’ggsemee)&g?r:gr'c PRIOR AUTHORIZATION REQUIRED - FOLLOW Pg‘gﬁfﬁng;“j::_%?:;‘g%:gﬁifg:s_e’ Prior authorization is required for ALL genetic testing unless otherwise
prog R . REQUIRED - INTERQUAL MEDICARE COVERAGE . 9 noted.
ophthalmoplegia), including CRITERIA Archived 080124

heteroplasmy detection, if
performed




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
X-TINKed ntefectual aisabiity (XLTD)
(eg, syndromic and non-syndromic
XLID); genomic sequence analysis PRIOR AUTHORIZATION . )
81470 panel, must include sequencing of PRIOR AUTHORIZATION REQUIRED - FOLLOW ng:)mllling33::;2?;'2%:2&22?:%3 Prior authorization is required for ALL genetic testing unless otherwise
at least 60 genes, including ARX, REQUIRED - INTERQUAL MEDICARE COVERAGE Archived 080124 9 noted.
ATRX, CDKLS5, FGD1, FMR1, CRITERIA
HUWEL, ILIRAPL, KDMSC,
LACAM MECD?D MEN12 _AMINT
X-TNKed mteflectuar disapity (XLID)
(eg, syndromic and non-syndromic
XLID); duplication/deletion gene PRIOR AUTHORIZATION . .
81471 analysis, must include analysis of PRIOR AUTHORIZATION REQUIRED - FOLLOW ng:)m‘lling33::;2?;'2%22&22?:5_3 Prior authorization is required for ALL genetic testing unless otherwise
at least 60 genes, including ARX, REQUIRED - INTERQUAL MEDICARE COVERAGE Archived 080124 9 noted.
ATRX, CDKL5, FGD1, FMR1, CRITERIA
HUWEL, IL1RAPL, KDM5C,
ILACANM MECDD MEND12 AMINDT
PRIOR AUTHORIZATION . ST . . ) .
. Prior authorization is required for ALL genetic testing unless otherwise
Unlisted molecular pathology PRIOR AUTHORIZATION REQUIRED - FOLLOW - . .
81479 procedure REQUIRED - INTERQUAL MEDICARE COVERAGE PG0041 Genetic Testing noted. Percepta Genomic Sequencing Classifier (81479) is Non
Covered
CRITERIA
Autoimmune (rheumatoid arthritis),
analysis of 12 biomarkers using PG0041 Genetic Testing and PG0362 . R . . . .
81490 immunoassays, utiizing serum, NON-COVERED PRIOR AUTHORIZATION NOT Vectra® DA; PG0043 Experimental Prior authorization is required for ALL genetic testing unless otherwise
; . REQUIRED - ) noted.
prognostic algorithm reported as a Investigational Procedures Services
disease activity score
81493 ?ime RTf’P on of 2"3 engs ’;mmn NON-COVERED REQUIRED - FOLLOW PG0041 Genetic Testing AND PG0392 | Prior authorization is required for ALL genetic testing unless otherwise
. g » utflzing MEDICARE COVERAGE Cardiovascular Disease (CVD) Risk Testing |noted.
whole peripheral blood, algorithm
N CRITERIA
reported as a risk score
Orcotg o, e
3 . - REQUIRED - FOLLOW . . Prior authorization is required for ALL genetic testing unless otherwise
81500 and HE-4), utilizing serum, with NON-COVERED MEDICARE COVERAGE PG0041 Genetic Testing noted.
menopausal status, algorithm
) CRITERIA
reported as a risk score
Oncology (ovarian), biochemical
assays of five proteins (CA-125, PRIOR AUTHORIZATION
81503 apolipoprotein Al, beta-2 NON-COVERED REQUIRED - FOLLOW PG0041 Genetic Testing Prior authorization is required for ALL genetic testing unless otherwise

microglobulin, transferring, and pre-
albumin), utilizing serum, algorithm
reported as a risk score

MEDICARE COVERAGE
CRITERIA

noted.




DETAILS/NOTES

Codes

Code Description

Paramount Commercial
Insurance Plans

Elite (Medicare Advantage)
Plans

Policy

81504

Oncology (tissue of origin),
microarray gene expression
profiling of > 2000 genes, utilizing
formalin-fixed paraffin-embedded
tissue, algorithm reported as tissue
similarity scores

NON-COVERED

PRIOR AUTHORIZATION NOT
REQUIRED

PG0041 Genetic Testing and PG0364
Gene Expression Profiling for Cancers of
Unknown Primary Site

Prior authorization is required for ALL genetic testing unless otherwise

noted.

81506

Endocrinology (type 2 diabetes),
biochemical assays of seven

analytes (glucose, HbA1c, insulin,
hs-CRP, adiponectin, ferritin,
interleukin 2-receptor alpha),
utilizing serum or plasma, algorithm
reporting a risk score

NON-COVERED

NON-COVERED

PG0041 Genetic Testing

Prior authorization is required for ALL genetic testing unless otherwise

noted.

81507

Fetal aneuploidy (trisomy 21, 18,
and 13) DNA sequence analysis of
selected regions using maternal
plasma, algorithm reported as a
risk score for each trisomy

PRIOR AUTHORIZATION
REQUIRED - INTERQUAL

PRIOR AUTHORIZATION
REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA

PG0041 Genetic Testing and PG0287 Non-
Invasive Prenatal Screening (NIPS)/Cell-
Free DNA Screening for Fetal Aneuploidy

Prior authorization is required for ALL genetic testing unless otherwise

noted.

81508

Fetal congenital abnormalities,
biochemical assays of two proteins
(PAPP-A, hCG [any form]), utilizing
maternal serum, algorithm reported
as a risk score

NON-COVERED

NON-COVERED

PG0041 Genetic Testing

Prior authorization is required for ALL genetic testing unless otherwise

noted.

81509

Fetal congenital abnormalities,

biochemical assays of three
proteins (PAPP-A, hCG [any form],
DIA), utilizing maternal serum,
algorithm reported as a risk score

NON-COVERED

NON-COVERED

PG0041 Genetic Testing

Prior authorization is required for ALL genetic testing unless otherwise

noted.

81510

Fetal congenital abnormalities,

biochemical assays of three
analytes (AFP, uE3, hCG [any
form]), utilizing maternal serum,

NON-COVERED

algorithm reported as a risk score)

NON-COVERED

PG0041 Genetic Testing

Prior authorization is required for ALL genetic testing unless otherwise

noted.

Fetal congenital abnormalities,

81511
reported as a risk score (may

include additional results from

biochemical assays of four analytes
(AFP, uE3, hCG [any form], DIA)
utilizing maternal serum, algorithm

NON-COVERED

previous biochemical testing)

NON-COVERED

PG0041 Genetic Testing

Prior authorization is required for ALL genetic testing unless otherwise

noted.




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
Fetal congenital abnormalities,
biochemical assays of five analytes
81512 (AFP, uEs, total hCG, NON-COVERED NON-COVERED PGO041 Genetic Testing Prior authorization is required for ALL genetic testing unless otherwise
hyperglycosylated hCG, DIA) noted.
utilizing maternal serum, algorithm
reported as a risk score
Oncology (oreast), mMRNA, gene
expression profiling by real-time RT-
PCR of 11 genes (7 content and 4 PRIOR AUTHORIZATION . .
81518 housekeeping), utilizing formalin- PRIOR AUTHORIZATION REQUIRED - FOLLOW nggéclEe)(ecsggi;—si?iag?oﬁg?::; Prior authorization is required for ALL genetic testing unless otherwise
fixed paraffin embedded tissue, REQUIRED - INTERQUAL MEDICARE COVERAGE pressi Y noted.
. Cancer Prognosis-Archived 090124
algorithms reported as percentage CRITERIA
risk for metastatic recurrence and
likalihand of hanafit fram avtandad
Oncology (breast), mRNA, gene
expression profiling by real-time RT PRIOR AUTHORIZATION . .
81519 PCR of 21 genes, utilizing formalin- PRIOR AUTHORIZATION REQUIRED - FOLLOW E(Sr?géjS(ecsgziJSi?s%ag?oT(;?:;si Prior authorization is required for ALL genetic testing unless otherwise
fixed paraffin embedded tissue, REQUIRED - INTERQUAL MEDICARE COVERAGE P . i noted.
; Cancer Prognosis-Archived 090124
algorithm reported as recurrence CRITERIA
score
Oncology (breast), mMRNA gene
expression profiling by hybrid
PRIOR AUTHORIZATION . .
capture of 58 genes (50 gqqtent PRIOR AUTHORIZATION REQUIRED - FOLLOW PGOO‘.u Genetlc_ Testing and PGO301 Prior authorization is required for ALL genetic testing unless otherwise
81520 and 8 housekeeping), utilizing Genetic Expression Assays for Breast
i X REQUIRED - INTERQUAL MEDICARE COVERAGE . K noted.
formalin-fixed paraffin embedded Cancer Prognosis-Archived 090124
) . CRITERIA
tissue, algorithm reported as a
recurrence risk score
Oncology (breast), mMRNA,
microarray gene expression
profiling of 70 content genes and PRIOR AUTHORIZATION . )
81521 465 housekeeping genes, utilizing PRIOR AUTHORIZATION REQUIRED - FOLLOW. Eﬁggﬁ j;ecsgsig:ig‘siagfoi’g?:f; Prior authorization is required for ALL genetic testing unless otherwise
fresh frozen or formalin-fixed REQUIRED - INTERQUAL MEDICARE COVERAGE Cancer Prg nosis-Archi\)//ed 090124 noted.
paraffin embedded tissue, CRITERIA 9
algorithm reported as index related
tn ricle nf dictant matactacic
Oncology (breast), mRNA, gene
expression profiling by RT-PRC of
PRIOR AUTHORIZATION . .
81522 houlszelgee:eii (? Ezlr:;?:t ?::nilin- PRIOR AUTHORIZATION REQUIRED - FOLLOW Eﬁr?gt‘ilj;ETSSSiJ:i?s%aQ?OT(;?::; Prior authorization is required for ALL genetic testing unless otherwise
( ping), g for REQUIRED - INTERQUAL MEDICARE COVERAGE pressi .y noted.
fixed paraffin-embedded tissue, Cancer Prognosis-Archived 090124
. CRITERIA
algorithm reported as recurrence
risk score
Oncology (breast), MRNA, Next-
generation sequencing gene
expression profiling of 70 content PRIOR AUTHORIZATION . .
8153 genes and 31 housekeeping genes,|  PRIOR AUTHORIZATION REQUIRED - FOLLOW. Zgggt‘i‘ ClEff’:gg;g:ig;?g?;g?:fslt Prior authorization is required for ALL genetic testing unless otherwise
utilizing formalin-fixed paraffin- REQUIRED - INTERQUAL MEDICARE COVERAGE Cancer Pr'()) nosis-Archi\)//ed 090124 noted.
embedded tissue, algorithm CRITERIA 9

reported as index related to risk to

dictant matactacic




Codes

Code Description

Paramount Commercial
Insurance Plans

Elite (Medicare Advantage)
Plans

Policy

DETAILS/NOTES

81525

Oncology (colon), mMRNA, gene
expression profiling by real-time RT-
PCR of 12 genes (7 content and 5
housekeeping), utilizing formalin-
fixed paraffin- embedded tissue,
algorithm reported as a recurrence
score

NON-COVERED

PRIOR AUTHORIZATION NOT
REQUIRED

PG0041 Genetic Testing and PG0357
Gene Expression Profiling for Colorectal
Cancer

ColoPrint®, GeneFx Colon®, OncoDefender-CRC® are non-covered for
Commercial and Medicare product lines

81528

Oncology (Colorectar) screening,
guantitative real- time target and
signal amplification of 10 DNA
markers (KRAS mutations,
promoter methylation of NDRG4
and BMP3) and fecal hemoglobin,
utilizing stool, algorithm reported as

2 nncitiia nr nanativio racult

PRIOR AUTHORIZATION NOT
REQUIRED

PRIOR AUTHORIZATION NOT
REQUIRED

PG0041 Genetic Testing and PG0065
Colorectal Cancer Screening

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

PRIOR AUTHORIZATION
REQUIRED - INTERQUAL

PRIOR AUTHORIZATION
REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA

PG0041 Genetic Testing and PG0119
Gene Expression Profiling of Melanomas-
Archived 07/01/2024

Prior authorization is required for ALL genetic testing unless otherwise
noted.

81535

Oncology (gynecologic), live tumor
cell culture and chemotherapeutic
response by DAPI stain and
morphology, predictive algorithm
reported as a drug response score;
first single drug or drug combination

NON-COVERED

NON-COVERED

PG0122 In Vitro Chemoresistance &
Chemosensitivity Assays
PG0041 Genetic Testing; PG0043
Experimental Investigational Procedures
Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

81536

Oncology (gynecologic), live tumor
cell culture and chemotherapeutic
response by DAPI stain and
morphology, predictive algorithm
reported as a drug response score;
each additional single drug or drug
combination (List separately in
addition to code for primary
procedure)

NON-COVERED

NON-COVERED

PG0122 In Vitro Chemoresistance &
Chemosensitivity Assays
PG0041 Genetic Testing; PG0043
Experimental Investigational Procedures
Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

81538

Oncology (lung), mass
spectrometric 8-protein signature,
including amyloid A, utilizing serum,
prognostic and predictive algorithm
reported as good versus poor
overall survival

PRIOR AUTHORIZATION
REQUIRED - INTERQUAL

PRIOR AUTHORIZATION
REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA

PG0041 Genetic Testing and PG0111
VeriStrat®

Prior authorization is required for ALL genetic testing unless otherwise
noted.




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
Oncology (high-grade prostate
oteins (Toal PoA, Frea PSA. PRIORAUTHORIZATION | "1, 2 0, ross
P ! Lo PRIOR AUTHORIZATION REQUIRED - FOLLOW . d Prior authorization is required for ALL genetic testing unless otherwise
81539 Intact PSA and human kallikrein-2 Risk Assessment of Prostate Cancer-
S REQUIRED - INTERQUAL MEDICARE COVERAGE . noted.
[hK2]), utilizing plasma or serum, archived 020425.. PG0031 Prostate
. . CRITERIA .
prognostic algorithm reported as a Cancer Screening
probability score
Oncology (tumor o UnKNown
origin), mMRNA, gene expression
profiling by real-time RT-PCR of 92 . .
genes (87 content and 5 PRIOR AUTHORIZATION NOT PG0041 Gen_etlc Tes_t_lng and PGO364 Prior authorization is required for ALL genetic testing unless otherwise
81540 ) § NON-COVERED Gene Expression Profiling for Cancers of
housekeeping) to classify tumor REQUIRED . . noted.
. X Unknown Primary Site
into main cancer type and subtype,
utilizing formalin-fixed paraffin-
amhaddad ticciia_alaarithm
Oncology (prostate), mMRNA gene
e;grssztiréprsrf]lggg(gb i’ zig::zzr' PRIOR AUTHORIZATION szgiﬁf:ﬂ?gcr;:is;lg?é;g?kzg%? Prior authorization is required for ALL genetic testing unless otherwise
81541 15 housekeg ing), utilizing formalin- PRIOR AUTHORIZATION REQUIRED - FOLLOW Diagnosis and Risk Assessment of Prostate noted. 02/01/2024 Changed Commercial coverage from NonCovered
X ping), gt REQUIRED - INTERQUAL MEDICARE COVERAGE 9 : to Covered with a PA-PG0367 Genetic and Protein Biomarkers for
fixed paraffin embedded tissue, Cancer-archived 020425. PG0367 ; . -
- . CRITERIA . Diagnosis and Risk Assessment of Prostate Cancer
algorithm reported as a disease- Archived.
specific mortality risk score
Oncology (prostate), mMRNA,
microarray gene expression PRIOR AUTHORIZATION PG0041 Genetic Testing. and PG0367
81542 profiling of 22 content genes, PRIOR AUTHORIZATION REQUIRED - FOLLOW Genetic and Protein Biomarkers for  |Prior authorization is required for ALL genetic testing unless otherwise
utilizing formalin-fixed paraffin- REQUIRED - INTERQUAL MEDICARE COVERAGE Diagnosis and Risk Assessment of noted.
embedded tissue, algorithm CRITERIA Prostate Cancer-archived 020425.
reported as metastasis risk score
Oncology (thyroid), mMRNA, gene
expression analysis of 10,196
genes, utilizing fine PRIOR AUTHORIZATION NOT | PRIOR AUTHORIZATION NOT | PG0041 Genetic Testing and PG0298 | o5 o inization is required for ALL genetic testing unless otherwise
81546 needle aspirate, algorithm reported REQUIRED REQUIRED Molecular Markers in Fine Needle Aspirates noted
as a categorical result (eg, benign of Thyroid Nodules,Archived 07012024 !
or suspicious) (Afirma Genomic
Sequencing Classifier)
Oncology (prostate), promoter
methylation profiling by real-time
PCR of 3 genes (GSTP1, APC, PRIOR AUTHORIZATION PG0041 Genetic Testing. and PG0367
81551 RASSF1), utilizing formalin-fixed PRIOR AUTHORIZATION REQUIRED - FOLLOW Genetic and Protein Biomarkers for Prior authorization is required for ALL genetic testing unless otherwise
paraffin embedded tissue, REQUIRED - INTERQUAL MEDICARE COVERAGE Diagnosis and Risk Assessment of Prostate [noted.
algorithm reported as a likelihood CRITERIA Cancer-archived 020425.
of prostate cancer detection on
ranaat hinnewv
needle aspirate, algorithm reported PRIOR AUTHORIZATION . .
81552 as a categorical result (eg, benign PRIOR AUTHORIZATION REQUIRED - FOLLOW GZr?eogilrS;Tsrt:cP:f?;:g;nla(:fn%lrizs- Prior authorization is required for ALL genetic testing unless otherwise
or suspicious) (Afirma Genomic REQUIRED - INTERQUAL MEDICARE COVERAGE p X 9 noted.
: . Archived 07/01/2024
Sequencing Classifier) CRITERIA




Codes

Code Description

81554

Paramount Commercial

Elite (Medicare Advantage)

Puimonary disease (iJaiopathic
pulmonary fibrosis [IPF]), mMRNA,
gene expression analysis of 190

genes, utilizing transbronchial

biopsies, diagnostic algorithm
reported as categorical result (eg,
positive or negative for high

nrohahilihy nf nicnial intarctitial

Insurance Plans Plans IPEITEy DEALERNOES
PRIOR AUTHORIZATION
REQUIRED - FOLLOW - . Prior authorization is required for ALL genetic testing unless otherwise
NON-COVERED MEDICARE COVERAGE PG0041 Genetic Testing noted.
CRITERIA

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 blood, algorithm
reported as a rejection risk score

NON-COVERED

NON-COVERED

PG0041 Genetic Testing

Prior authorization is required for ALL genetic testing unless otherwise
noted.

81595

Cardiology (heart transplant),
mMRNA, gene expression profiling
by real-time quantitative PCR of 20
genes (11 content and 9
housekeeping), utilizing subfraction
of peripheral blood, algorithm
reported as a rejection risk score

81596

PRIOR AUTHORIZATION NOT
REQUIRED

PRIOR AUTHORIZATION NOT
REQUIRED

PG0041 Genetic Testing and PG0525

Molecular Testing for Solid Organ Allograft

Rejection

Prior authorization is required for ALL genetic testing unless otherwise
noted.

TATectious disease, chronic nepatms
C virus (HCV) infection, six
biochemical assays (ALT, A2-
macroglobulin, apolipoprotein A-1,
total bilirubin, GGT, and
haptoglobin) utilizing serum,
prognostic algorithm reported as

cenrac far fihracic and

PRIOR AUTHORIZATION
REQUIRED - MEDICAL POLICY

PRIOR AUTHORIZATION
REQUIRED - MEDICAL POLICY

PG0041 Genetic Testing

Prior authorization is required for ALL genetic testing unless otherwise
noted.

81599

Unlisted multianalyte assay with
algorithmic analysis

83516

PRIOR AUTHORIZATION
REQUIRED - INTERQUAL

PRIOR AUTHORIZATION
REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA

PG0041 Genetic Testing, PG0119 Gene

Expression Profiling of Melanomas-

Archived 07/01/2024, PG0298 Molecular
Markers in Fine Needle Aspirates of Thyroid

Nodules-Archived 07/01/2024

Prior authorization is required for ALL genetic testing unless otherwise
noted.

Tmmunoassay Tor analyte other
than infectious agent antibody or
infectious agent antigen, qualitative
or semiquantitative; multiple step
method (may be utilized for RAST,
MAST, FAST, PRIST, RIST, MRT

(modified RAST), VAST, ELISA, or
ImmunaCAD)

NON-COVERED - See Notes

NON-COVERED - See Notes

PG0188 Allergy Testing and Treatments

83516 is denied when billed with diagnosis- K52.21-K52.29, 791.010-
Z791.018, 791.02, as noncovered, experimental/investigational

83037

Hemaoglobin; glycosylated (Alc) by
device cleared by fda for home use

PRIOR AUTHORIZATION NOT
REQUIRED-SEE NOTES FOR
COVERAGE DETAILS

PRIOR AUTHORIZATION NOT
REQUIRED-SEE NOTES FOR
COVRAGE DETAILS

Hemoglobin Alc testing device for home use, in the management of
diabetes, is considered experimental/investigational. Its incremental
benefit above home glucose monitoring has not been established.
Procedure 83037 is not covered for home use (i.e. not an all-inclusive
listing, place of service 02, 03, 04, 10, 12, 13, 14, 16, 18). using an FDA
approved point-of-care device (83037), in the physician’s office is
considered established for diabetes management. It may be used as an
alternative to laboratory measured hemoglobin Alc (i.e. not an all-
inclusive listing, place of service 11, 15, 22). Point-of-care A1C assays
have not been prospectively studied for the diagnosis of diabetes and

are not recommended for_diabetes diagnosis; if used, they should be




83700

Lipoprotein, blood; electrophoretic
separation and quantitation

PG0392 Cardiovascular Disease (CVD)
Risk Testing

83701

Lipoprotein, blood; high resolution
fractionation and quantitation of
lipoproteins including lipoprotein

subclasses when performed (e.g.,

electrophoresis, ultracentrifugation)

PG0392 Cardiovascular Disease (CVD)
Risk Testing

83704

Lipoprotein, blood; quantitation of
lipoprotein particle numbers and
lipoprotein particle subclasses
(e.g., by nuclear magnetic
resonance spectroscopy)

PG0392 Cardiovascular Disease (CVD)
Risk Testing

83719

Lipoprotein, direct measurement;
VLDL cholesterol

PG0392 Cardiovascular Disease (CVD)
Risk Testing

83722

Lipoprotein, direct measurement;
small dense LDL cholesterol

PG0392 Cardiovascular Disease (CVD)
Risk Testing

83876

Myeloperoxidase (MPO)

PG0392 Cardiovascular Disease (CVD)
Risk Testing

83992

Phencyclidine (PCP)

PG0069 Drug Testing




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
Thromboxane metabolite(s), . .
84431 including thromboxane if NON-COVERED NON-COVERED PG0392 Cardiovascular Disease (CVD)
. Risk Testing
performed, urine
PSIIEOQTJ%UET;?EOIT_ﬁg\?VN PG0194 Avise MTX Test for Measuring  [7/1/2023 - Changed policy title from Avise PG to Avise MTX Test for
84999 Unlisted chemistry procedure NON-COVERED Methotrexate Polyglutamate Levels in Measuring Methotrexate Polyglutamate Levels in Rheumatoid Arthritis
ISR GO SIS Rheumatoid Arthritis Thera Thera
CRITERIA Py Py
Cell enumeration using
86152 ) n_n_mm_'\olo_glc gelectlop and NON-COVERED NON-COVERED PGO_O4;L Gz_enetlc Testl_ng and PG0500  |Prior authorization is required for ALL genetic testing unless otherwise
identification in fluid specimen (eg, Liquid Biopsy-Archived 100124 noted.
circulating tumor cells in blood);
Cell enumeration using
immunologic selection and
86153 |de.nt|f|calt|0n in fluid specimen (eg, NON-COVERED NON-COVERED PGOQ4?L ngetlc Testmg and PG0500 Prior authorization is required for ALL genetic testing unless otherwise
circulating tumor cells in blood); Liquid Biopsy-Archived 100124 noted.
physician interpretation and report,
when required
86343 Leukocyte h's(tfm;)e release test NON-COVERED NON-COVERED PG0188 Allergy Testing and Treatments
Infectious agent detection by 87623, 87624, 87625, 87626, G0476 for ages under 21. AND 87623
87623 nucleic acid (DNA or RNA); Human PRIOR AUTHORIZATION PRIOR AUTHORIZATION PG0369 Human Papillomavirus (HPV) 87624’ 87625Y G047é for a e's 21-29 and oser age 65 or;l when the ’
Papillomavirus (HPV), low-risk REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL POLICY Screening S ! r ag 9 Y
cervical cytology screening test results do not report as ASC-US or LSIL.
types (e.g., 6, 11, 42, 43, 44)
Infectious agent detection by
nucleic acid (DNA or RNA); Human " . 87623, 87624, 87625, 87626, G0476 for ages under 21. AND 87623,
87624 Papillomavirus (HPV), high-risk RRIORIAVILNORIZATION NN ZATION PG0369 Human Papillomavirus (HPV) 87624, 87625, G0476 for ages 21-29 and over age 65 only when the

types (e.g.,16, 18, 31, 33, 35, 39,
45,51, 52, 56, 58, 59, 68)

REQUIRED - MEDICAL POLICY

REQUIRED - MEDICAL POLICY

Screening

cervical cytology screening test results do not report as ASC-US or LSIL.




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
Infectious agent detection by
nucle|_c acid (!DNA or RNA); Human PRIOR AUTHORIZATION PRIOR AUTHORIZATION PG0369 Human Papillomavirus (HPV) 87623, 87624, 87625, 87626, G0476 for ages under 21. AND 87623,
87625 Papillomavirus (HPV), types 16 REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL POLICY Screenin 87624, 87625, G0476 for ages 21-29 and over age 65 only when the
and 18 only, includes type 45, if 9 cervical cytology screening test results do not report as ASC-US or LSIL.
performed
Infectious agent detection by
nucleic acid (DNA or RNA); Human
a7626 Papillomavirus (HPV), separately |  PRIOR AUTHORIZATION PRIOR AUTHORIZATION PG0369 Human Papillomavirus (HPV) g;gzi' g;g;g' ?370612756 2;6;1'502014_;2 ;2:12?2 :”ieészéhll*uﬁeiﬁ?
reported high-risk types (eg, 16, 18,| REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL POLICY Screening cervic,’;ll ¢ oIo' screenin ?est results do not re %rt as ASyC-US or LSIL
31, 45, 51, 52) and high-risk pooled ytology 9 P :
result(s)
Infectious agent drug susceptibility PG0043 Experimental Investigational
87900 phenotype prediction using NON-COVERED NON-COVERED Procedures ServicesPG0346. HIV |\ oo\ ERED - EXPERIMENTAL, INVESTIGATIONAL
regularly updated genotypic Genotyping and Phenotyping Laboratory
bioinformatics Testing-archived 120124.
PRIOR AU THORIZATION PRIOR AU THORIZATION
REQUIRED - INTERQUAL- REQUIRED - FOLLOW
Molecular cytogenetic testing does MEDICARE COVERAGE Prior authorization is required for ALL genetic testing unless otherwise
88230 Tissue culture for non-neoplastic require prior authorization for all | CRITERIA - Molecular cytogenetic PG0041 Genetic Testing and PG0375 noted. Molecular cytogenetic testing does require prior authorization for
disorders; lymphocyte product lines, except when used testing does require prior Molecular Cytogenetic Testing-Archived |all product lines, except when used for Hematology/Oncology indications,
for Hematology/Oncology authorization for all product lines, diagnosis C00-D49, D50-D77, R16.0, R16.1, R31.9, Z85.6, Z94.0-Z94.9
indications, diagnosis C00-D49, except when used for
NnEN.N77 D10 D161 D21 Q 1 . 10, . s indi i
PRIOR AU THORIZATION PRIOR AU [HORIZATION
REQUIRED - INTERQUAL - REQUIRED - FOLLOW
Tissue culture for non-neoplastic Molec_u B gytogenetl_c te_stlng dlezs MIEBIEARE CO\./ERA.GE . . ’ Prior authorization is required for ALL genetic testing unless otherwise
. oL L require prior authorization for all | Molecular cytogenetic testing does PG0041 Genetic Testing and PG0375 - - - - R
88233 disorders; skin or other solid tissue . . . o - . X noted. Molecular cytogenetic testing does require prior authorization for
) product lines, except when used require prior authorization for all Molecular Cytogenetic Testing-Archived " L
biopsy . all product lines, except when used for Hematology/Oncology indications,
for Hematology/Oncology product lines, except when used
indications, diagnosis C00-D49, for Hematology/Oncology
NEN.N77 D1AN D181 D21 Q indicatinne diannncic CNON_NAQ
PRIOR AU THORIZATION PRIOR AU THORIZATION
REQUIRED - INTERQUAL - REQUIRED - FOLLOW
) . | Molecular cytogenetic testing does MEDICARE COVERAGE . AT . . . .
T|ssge cultur‘e for non nepplasnc require prior authorization for all | CRITERIA - Molecular cytogenetic PG0041 Genetic Testing and PG0375 Prior authorization is requ|req for A.‘LL genetic te§t|ng ynless othemlse
88235 disorders; amniotic fluid or ; ) ] : : ) ; noted. Molecular cytogenetic testing does require prior authorization for
O product lines, except when used testing does require prior Molecular Cytogenetic Testing-Archived . S
chorionic villus cells o " all product lines, except when used for Hematology/Oncology indications
for Hematology/Oncology authorization for all product lines,
indications, diagnosis C00-D49, except when used for
NEN.N77 D1AN D181 D21 Q Hamatalamd/Onealam: indicatinne
PRIOR AU THORIZATION PRIOR AU THORIZATT
REQUIRED - INTERQUAL - REQUIRED - FOLLOW
Molecular cytogenetic testing does MEDICARE COVERAGE Prior authorization is required for ALL genetic testing unless otherwise
88237 Tissue culture for neoplastic require prior authorization for all | CRITERIA - Molecular cytogenetic PG0041 Genetic Testing and PG0375 noted. Molecular cytogenetic testing does require prior authorization

disorders; bone marrow, blood cells

product lines, except when used
for Hematology/Oncology
indications, diagnosis C00-D49,

NEN.N77 D1AN D181 D210

testing does require prior
authorization for all product lines,
except when used for

|5 talami/Oncnlam: indicatinne

Molecular Cytogenetic Testing-Archived

for all product lines, except when used for Hematology/Oncology
indications




Codes

Code Description

Paramount Commercial
Insurance Plans

Elite (Medicare Advantage)
Plans

Policy

DETAILS/NOTES

88239

Tissue culture for neoplastic
disorders; solid tumor

PRIOR AUTHORIZATION
REQUIRED - INTERQUAL -
Molecular cytogenetic testing does
require prior authorization for all
product lines, except when used
for Hematology/Oncology

indications, diagnosis C00-D49,
NEN_N77 A1 D21 Q

PRIOR AUTHORIZATION
REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA - Molecular cytogenetic
testing does require prior
authorization for all product lines,
except when used for

PG0041 Genetic Testing and PG0375
Molecular Cytogenetic Testing-Archived

Prior authorization is required for ALL genetic testing unless otherwise
noted. Molecular cytogenetic testing does require prior authorization
for all product lines, except when used for Hematology/Oncology
indications

88240

Cryopreservation, freezing and
storage of cells, each cell line

PrIOR AUTRORIZATION
REQUIRED - INTERQUAL -
Molecular cytogenetic testing does
require prior authorization for all
product lines, except when used
for Hematology/Oncology

indications, diagnosis C00-D49,
NEN_N77 D1eN D181 D21 Q

Haomatolam/Onealam: indicatinne

RIOR AUTHORIZATION
REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA - Molecular cytogenetic
testing does require prior
authorization for all product lines,
except when used for

HamatalamdOnanlams indicatinne

PG0041 Genetic Testing and PG0375
Molecular Cytogenetic Testing-Archived

Prior authorization is required for ALL genetic testing unless otherwise
noted. Molecular cytogenetic testing does require prior authorization
for all product lines, except when used for Hematology/Oncology
indications

88241

Thawing and expansion of frozen
cells, each aliquot

PRIOR AU THORIZATION
REQUIRED - INTERQUAL -
Molecular cytogenetic testing does
require prior authorization for all
product lines, except when used
for Hematology/Oncology

indications, diagnosis C00-D49,
NEN_N77 D1AN D121 D21 Q

PRIOR AU THORIZATION
REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA - Molecular cytogenetic
testing does require prior
authorization for all product lines,
except when used for

Haomatolam/Onealam: indicatinne

PG0041 Genetic Testing and PG0375
Molecular Cytogenetic Testing-Archived

Prior authorization is required for ALL genetic testing unless otherwise
noted.  Molecular cytogenetic testing does require prior authorization
for all product lines, except when used for Hematology/Oncology
indications

88245

Chromosome analysis for
breakage syndromes; baseline
Sister Chromatid Exchange (SCE),
20-25 cells

PRIOR AU THORIZATION
REQUIRED - INTERQUAL -
Molecular cytogenetic testing does
require prior authorization for all
product lines, except when used
for Hematology/Oncology

indications, diagnosis C00-D49,
NnEN.N77 D10 D161 D21 Q

PRIOR AU THORIZATT
REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA - Molecular cytogenetic
testing does require prior
authorization for all product lines,
except when used for

Hamataloow/Onecalams indicatinne

PG0041 Genetic Testing and PG0375
Molecular Cytogenetic Testing-Archived

Prior authorization is required for ALL genetic testing unless otherwise
noted. Molecular cytogenetic testing does require prior authorization
for all product lines, except when used for Hematology/Oncology
indications, refer to medical policy PG0375

88248

Chromosome analysis for
breakage syndromes; baseline
breakage, score 50-100 cells,

count 20 cells, 2 karyotypes (eg, for
ataxia telangiectasia, Fanconi
anemia, fragile X)

PRIOR AU THORIZATION
REQUIRED - INTERQUAL -
Molecular cytogenetic testing does
require prior authorization for all
product lines, except when used
for Hematology/Oncology

indications, diagnosis C00-D49,
NEN_N77 D1 A1 D21 Q

PRIOR AU THORIZATION
REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA - Molecular cytogenetic
testing does require prior
authorization for all product lines,
except when used for

Haomatolam/Onealam: indicatinne

PG0041 Genetic Testing and PG0375
Molecular Cytogenetic Testing-Archived

Prior authorization is required for ALL genetic testing unless otherwise
noted. Molecular cytogenetic testing does require prior authorization
for all product lines, except when used for Hematology/Oncology
indications

88249

Chromosome analysis for
breakage syndromes; score 100
cells, clastogen stress (eg,
diepoxybutane, mitomycin C,
ionizing radiation, UV radiation)

BrOR AU TRORIZATION
REQUIRED - INTERQUAL -
Molecular cytogenetic testing does
require prior authorization for all
product lines, except when used
for Hematology/Oncology

indications, diagnosis COO D49
NEN.N77 D1A N

PRIOR AU THORIZATION
REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA - Molecular cytogenetic
testing does require prior
authorization for all product lines,
except when used for

PG0041 Genetic Testing and PG0375
Molecular Cytogenetic Testing-Archived

Prior authorization is required for ALL genetic testing unless otherwise
noted. Molecular cytogenetic testing does require prior authorization
for all product lines, except when used for Hematology/Oncology
indications

88261

Chromosome analysis; count 5
cells, 1 karyotype, with banding

BrIOR AU TRORIZATION
REQUIRED - INTERQUAL -
Molecular cytogenetic testing does
require prior authorization for all
product lines, except when used
for Hematology/Oncology
indications, diagnosis C00-D49,

NEN.N77 D1AN D181 D210

Hamataloow/Onecalams indicatinne

RIOR AU THORIZATI
REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA - Molecular cytogenetic
testing does require prior
authorization for all product lines,
except when used for

|5 talami/Oncnlam: indicatinne

PG0041 Genetic Testing and PG0375
Molecular Cytogenetic Testing-Archived

Prior authorization is required for ALL genetic testing unless otherwise
noted. Molecular cytogenetic testing does require prior authorization for
all product lines, except when used for Hematology/Oncology indications




Codes

Code Description

Paramount Commercial
Insurance Plans

Elite (Medicare Advantage)
Plans

Policy

DETAILS/NOTES

88262

Chromosome analysis; count 15-20
cells, 2 karyotypes, with banding

PRIOR AUTHORIZATION
REQUIRED - INTERQUAL -
Molecular cytogenetic testing does
require prior authorization for all
product lines, except when used
for Hematology/Oncology

indications, diagnosis C00-D49,
NEN_N77 A1 D21 Q

PRIOR AUTHORIZATION
REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA - Molecular cytogenetic
testing does require prior
authorization for all product lines,
except when used for

PG0041 Genetic Testing and PG0375
Molecular Cytogenetic Testing-Archived

Prior authorization is required for ALL genetic testing unless otherwise
noted. Molecular cytogenetic testing does require prior authorization for
all product lines, except when used for Hematology/Oncology indications

88263

Chromosome analysis; count 45
cells for mosaicism, 2 karyotypes,
with banding

PrIOR AUTRORIZATION
REQUIRED - INTERQUAL -
Molecular cytogenetic testing does
require prior authorization for all
product lines, except when used
for Hematology/Oncology

indications, diagnosis C00-D49,
NEN_N77 D1eN D181 D21 Q

Haomatolam/Onealam: indicatinne

RIOR AUTHORIZATION
REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA - Molecular cytogenetic
testing does require prior
authorization for all product lines,
except when used for

HamatalamdOnanlams indicatinne

PG0041 Genetic Testing and PG0375
Molecular Cytogenetic Testing-Archived

Prior authorization is required for ALL genetic testing unless otherwise
noted. Molecular cytogenetic testing does require prior authorization for
all product lines, except when used for Hematology/Oncology indications

88264

Chromosome analysis; analyze 20-
25 cells

PRIOR AU THORIZATION
REQUIRED - INTERQUAL -
Molecular cytogenetic testing does
require prior authorization for all
product lines, except when used
for Hematology/Oncology

indications, diagnosis C00-D49,
NEN_N77 D1AN D121 D21 Q

PRIOR AU THORIZATION
REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA - Molecular cytogenetic
testing does require prior
authorization for all product lines,
except when used for

Haomatolam/Onealam: indicatinne

PG0041 Genetic Testing and PG0375
Molecular Cytogenetic Testing-Archived

Prior authorization is required for ALL genetic testing unless otherwise
noted. Molecular cytogenetic testing does require prior authorization for
all product lines, except when used for Hematology/Oncology indications

88267

Chromosome analysis, amniotic
fluid or chorionic villus, count 15
cells, 1 karyotype, with banding

PRIOR AU THORIZATION
REQUIRED - INTERQUAL -
Molecular cytogenetic testing does
require prior authorization for all
product lines, except when used
for Hematology/Oncology
indications, diagnosis C00-D49,
NnEN.N77 D10 D161 D21 Q

PRIOR AU THORIZATT
REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA - Molecular cytogenetic
testing does require prior
authorization for all product lines,
except when used for

Hamataloow/Onecalams indicatinne

PG0041 Genetic Testing and PG0375
Molecular Cytogenetic Testing-Archived

Prior authorization is required for ALL genetic testing unless otherwise
noted. Molecular cytogenetic testing does require prior authorization for
all product lines, except when used for Hematology/Oncology indications

88269

Chromosome analysis, in situ for
amniotic fluid cells, count cells from
6-12 colonies, 1 karyotype, with
banding

PRIOR AU THORIZATION
REQUIRED - INTERQUAL -
Molecular cytogenetic testing does
require prior authorization for all
product lines, except when used
for Hematology/Oncology

indications, diagnosis C00-D49,
NEN_N77 D1 A1 D21 Q

PRIOR AU THORIZATION
REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA - Molecular cytogenetic
testing does require prior
authorization for all product lines,
except when used for

Haomatolam/Onealam: indicatinne

PG0041 Genetic Testing and PG0375
Molecular Cytogenetic Testing-Archived

Prior authorization is required for ALL genetic testing unless otherwise
noted. Molecular cytogenetic testing does require prior authorization for
all product lines, except when used for Hematology/Oncology indications

88271

Molecular cytogenetics; DNA
probe, each (eg, FISH)

BrOR AU TRORIZATION
REQUIRED - INTERQUAL -
Molecular cytogenetic testing does
require prior authorization for all
product lines, except when used
for Hematology/Oncology

indications, diagnosis COO D49
NEN.N77 D1A N

PRIOR AU THORIZATION
REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA - Molecular cytogenetic
testing does require prior
authorization for all product lines,
except when used for

PG0041 Genetic Testing and PG0375
Molecular Cytogenetic Testing-Archived

Prior authorization is required for ALL genetic testing unless otherwise
noted. Molecular cytogenetic testing does require prior authorization for
all product lines, except when used for Hematology/Oncology indications

88272

Molecular cytogenetics;
chromosomal in situ hybridization,
analyze 3-5 cells (eg, for
derivatives and markers)

BrIOR AU TRORIZATION
REQUIRED - INTERQUAL -
Molecular cytogenetic testing does
require prior authorization for all
product lines, except when used
for Hematology/Oncology
indications, diagnosis C00-D49,

NEN.N77 D1AN D181 D210

Hamataloow/Onecalams indicatinne

RIOR AU THORIZATI
REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA - Molecular cytogenetic
testing does require prior
authorization for all product lines,
except when used for

|5 talami/Oncnlam: indicatinne

PG0041 Genetic Testing and PG0375
Molecular Cytogenetic Testing-Archived

Prior authorization is required for ALL genetic testing unless otherwise
noted. Molecular cytogenetic testing does require prior authorization for
all product lines, except when used for Hematology/Oncology indications




Codes

Code Description

Paramount Commercial
Insurance Plans

Elite (Medicare Advantage)
Plans

Policy

DETAILS/NOTES

88273

Molecular cytogenetics;
chromosomal in situ hybridization,
analyze 10-30 cells (eg, for
microdeletions)

PRIOR AUTHORIZATION
REQUIRED - INTERQUAL -
Molecular cytogenetic testing does
require prior authorization for all
product lines, except when used
for Hematology/Oncology

indications, diagnosis C00-D49,
NEN_N77 A1 D21 Q

PRIOR AUTHORIZATION
REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA - Molecular cytogenetic
testing does require prior
authorization for all product lines,
except when used for

PG0041 Genetic Testing and PG0375
Molecular Cytogenetic Testing-Archived

Prior authorization is required for ALL genetic testing unless otherwise
noted. Molecular cytogenetic testing does require prior authorization for
all product lines, except when used for Hematology/Oncology indications

88274

Molecular cytogenetics; interphase
in situ hybridization, analyze 25-99
cells

PrIOR AUTRORIZATION
REQUIRED - INTERQUAL -
Molecular cytogenetic testing does
require prior authorization for all
product lines, except when used
for Hematology/Oncology

indications, diagnosis C00-D49,
NEN_N77 D1eN D181 D21 Q

Haomatolam/Onealam: indicatinne

RIOR AUTHORIZATION
REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA - Molecular cytogenetic
testing does require prior
authorization for all product lines,
except when used for

HamatalamdOnanlams indicatinne

PG0041 Genetic Testing and PG0375
Molecular Cytogenetic Testing-Archived

Prior authorization is required for ALL genetic testing unless otherwise
noted. Molecular cytogenetic testing does require prior authorization for
all product lines, except when used for Hematology/Oncology indications,

88275

Molecular cytogenetics; interphase
in situ hybridization, analyze 100-
300 cells

PRIOR AU THORIZATION
REQUIRED - INTERQUAL -
Molecular cytogenetic testing does
require prior authorization for all
product lines, except when used
for Hematology/Oncology

indications, diagnosis C00-D49,
NEN_N77 D1AN D121 D21 Q

PRIOR AU THORIZATION
REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA - Molecular cytogenetic
testing does require prior
authorization for all product lines,
except when used for

Haomatolam/Onealam: indicatinne

PG0041 Genetic Testing and PG0375
Molecular Cytogenetic Testing-Archived

Prior authorization is required for ALL genetic testing unless otherwise
noted. Molecular cytogenetic testing does require prior authorization for
all product lines, except when used for Hematology/Oncology indications

88280

Chromosome analysis; additional
karyotypes, each study

PRIOR AU THORIZATION
REQUIRED - INTERQUAL -
Molecular cytogenetic testing does
require prior authorization for all
product lines, except when used
for Hematology/Oncology

indications, diagnosis C00-D49,
NnEN.N77 D10 D161 D21 Q

PRIOR AU THORIZATION
REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA - Molecular cytogenetic
testing does require prior
authorization for all product lines,
except when used for

Hamataloow/Onecalams indicatinne

PG0041 Genetic Testing and PG0375
Molecular Cytogenetic Testing-Archived

Prior authorization is required for ALL genetic testing unless otherwise
noted. Molecular cytogenetic testing does require prior authorization for
all product lines, except when used for Hematology/Oncology indications

88283

Chromosome analysis; additional
specialized banding technique (eg,
NOR, C-banding)

PRIOR AU THORIZATION
REQUIRED - INTERQUAL -
Molecular cytogenetic testing does
require prior authorization for all
product lines, except when used
for Hematology/Oncology

indications, diagnosis C00-D49,
NEN_N77 D1 A1 D21 Q

PRIOR AU THORIZATION
REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA - Molecular cytogenetic
testing does require prior
authorization for all product lines,
except when used for

Haomatolam/Onealam: indicatinne

PG0041 Genetic Testing and PG0375
Molecular Cytogenetic Testing-Archived

Prior authorization is required for ALL genetic testing unless otherwise
noted. Molecular cytogenetic testing does require prior authorization for
all product lines, except when used for Hematology/Oncology indications

88285

Chromosome analysis; additional
cells counted, each study

BrOR AU TRORIZATION
REQUIRED - INTERQUAL -
Molecular cytogenetic testing does
require prior authorization for all
product lines, except when used
for Hematology/Oncology

indications, diagnosis COO D49
NEN.N77 D1A N

PRIOR AU THORIZATION
REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA - Molecular cytogenetic
testing does require prior
authorization for all product lines,
except when used for

PG0041 Genetic Testing and PG0375
Molecular Cytogenetic Testing-Archived

Prior authorization is required for ALL genetic testing unless otherwise
noted. Molecular cytogenetic testing does require prior authorization for
all product lines, except when used for Hematology/Oncology indications

88289

Chromosome analysis; additional
high resolution study

BrIOR AU TRORIZATION
REQUIRED - INTERQUAL -
Molecular cytogenetic testing does
require prior authorization for all
product lines, except when used
for Hematology/Oncology
indications, diagnosis C00-D49,

NEN.N77 D1AN D181 D210

Hamataloow/Onecalams indicatinne

RIOR AU THORIZATI
REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA - Molecular cytogenetic
testing does require prior
authorization for all product lines,
except when used for

|5 talami/Oncnlam: indicatinne

PG0041 Genetic Testing and PG0375
Molecular Cytogenetic Testing-Archived

Prior authorization is required for ALL genetic testing unless otherwise
noted. Molecular cytogenetic testing does require prior authorization for
all product lines, except when used for Hematology/Oncology indications




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
PRIOR AU THORIZATION PRIOR AUTHORIZATION
REQUIRED - INTERQUAL - REQUIRED - FOLLOW
Cytogenetics and molecular Molec_ular gytogenetl_c tgstlng oz MIEDICANE COMERACIE . ) Prior authorization is required for ALL genetic testing unless otherwise
o - require prior authorization for all CRITERIA - - Molecular PG0041 Genetic Testing and PG0375 ; ) h - R
88291 cytogenetics, interpretation and . : . . : . ; noted. Molecular cytogenetic testing does require prior authorization for
product lines, except when used cytogenetic testing does require Molecular Cytogenetic Testing-Archived " P
report . L all product lines, except when used for Hematology/Oncology indications
for Hematology/Oncology prior authorization for all product
indications, diagnosis C00-D49, lines, except when used for
NEN.N77 D1AN D181 D21 Q Haomatalanm/Onealam: indicatinne
PRIOR AU THORIZATION PRIOR AU THORIZATION
REQUIRED - INTERQUAL - REQUIRED - FOLLOW
Molecylar cfytogenetl'c tgstlng o= MIEDICARI= COVERACIE . . Prior authorization is required for ALL genetic testing unless otherwise
) . require prior authorization for all CRITERIA - - Molecular PG0041 Genetic Testing and PG0375 ) ) ; - A
88299 Unlisted cytogenetic study . X . . : - ; noted. Molecular cytogenetic testing does require prior authorization for
product lines, except when used cytogenetic testing does require Molecular Cytogenetic Testing-Archived " PP
. P all product lines, except when used for Hematology/Oncology indications
for Hematology/Oncology prior authorization for all product
indications, diagnosis C00-D49, lines, except when used for
NEN.N77 D1aN D181 D21 Q Ll 1 fllaY 1 +indi i
. s RSV Monoclonal Antibody Palivizumab (Synagis), medical benefit, is
Respiratory syncytial virus, N - o L
monoclonal antibody, recombinant, PG0528 Respiratory Syncytial Virus covered with a prior authorization when the coverage criteria below are
90378 - ! ! SEE NOTES SEE NOTES . X R met, through Prime Therapeutics @ https://www.primetherapeutics.com/
for intramuscular use, 50 mg, each Infection Prophylaxis-archived 020125 ("~ ~"°_ " . " N e e fendinal fov. i
[Synagis] fan-Mi https:H - x-comimedical-rx-prior
Tick-borne encephalitis virus PG0043 Experimental Investigational
90626 vaccine, inactivated; 0.25 mL NON-COVERED NON-COVERED p . 9 NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
X Procedures Services
dosage, for intramuscular use
Tick-borne encephalitis virus . -
90627 vaccine, inactivated; 0.5 mL NON-COVERED NON-COVERED PG0043 Experimental Investigational |\ coVERED - EXPERIMENTAL, INVESTIGATIONAL
. Procedures Services
dosage, for intramuscular use
HPV vaccine, types 6, 11, 16, 18 . . . . -
. PG0092 HPV Vaccine Gardasil and Coverage ages 9-45 do not require a prior authorization. PRIOR
90649 (quadrivalent), 3-dose schedule, for SEENOES NONHEOYERED Cervarix AUTHORIZATION REQUIRED for age under 9 and over age 45.
intramuscular use.
HPV vaccine, types 16, 18, . " . . -
90650 bivalent, 3 dose schedule, for SEE NOTES NON-COVERED PG0092 HPV Vaccine Gardasil and Coverage ages 9-45 do not require a prior authorization. PRIOR

intramuscular use.

Cervarix

AUTHORIZATION REQUIRED for age under 9 and over age 45.




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
Human Papillomavirus vaccine
90651 types 6, 11, 16, 18, 31, 33, 45, 52, PRIOR AUTHORIZATION NON-COVERED PG0092 HPV Vaccine Gardasil and Coverage ages 9-45 do not require a prior authorization. PRIOR
58, nonavalent (HPV), 2 or 3 dose | REQUIRED - MEDICAL POLICY Cervarix AUTHORIZATION REQUIRED for age under 9 and over age 45.
schedule, for intramuscular use
PRIOR AUTHORIZATION Psychiatric diagnostic evaluation (90791) and Psychiatric diagnostic
90791 psvchiatric diagnostic evaluation PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0530 Outpatient Psychiatry Diagnostic |evaluation with medical services (90792) greater than once every 6
4 g REQUIRED - INTERQUAL MEDICARE COVERAGE Evaluation Coverage and Limitations months per episode of illness, per billing provider, requires a prior
CRITERIA authorization
PRIOR AUTHORIZATION Psychiatric diagnostic evaluation (90791) and Psychiatric diagnostic
90792 Psychiatric diagnostic evaluation PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0530 Outpatient Psychiatry Diagnostic |evaluation with medical services (90792) greater than once every 6
with medical services REQUIRED - INTERQUAL MEDICARE COVERAGE Evaluation Coverage and Limitations months per episode of illness, per billing provider, requires a prior
CRITERIA authorization
90832-90899 Psychotherapy, other psychotherapy, and other psychiatric
services or procedures, ONLY require a prior authorization when related
Psychotherapy, 30 minutes with PG0464 Eye Movement Desensitization and |to eye movement desensitization and reprocessing (EMDR) therapy.
90832 patient SEENOMES EESEE Reprocessing (EMDR) Paramount considers EMDR therapy medically necessary for the tx of
post-traumatic stress disorer (PTSD). Paramount considers EMDR
threapy experimental/investigational for all other indications.
90832-90899 Psychotherapy, other psychotherapy, and other psychiatric
Psychotherapy, 30 minutes with services or procedures, ONLY require a prior authorization when related
patient when performed with and PG0464 Eye Movement Desensitization and |to eye movement desensitization and reprocessing (EMDR) therapy.
90833 evaluation and management SE SEENCIES Reprocessing (EMDR) Paramount considers EMDR therapy medically necessary for the tx of
service post-traumatic stress disorer (PTSD). Paramount considers EMDR
threapy experimental/investigational for all other indications.
90832-90899 Psychotherapy, other psychotherapy, and other psychiatric
services or procedures, ONLY require a prior authorization when related
Psychotherapy, 45 minutes with PG0464 Eye Movement Desensitization and |to eye movement desensitization and reprocessing (EMDR) therapy.
90834 patient SEEINOIES SEENCIES Reprocessing (EMDR) Paramount considers EMDR therapy medically necessary for the tx of
post-traumatic stress disorer (PTSD). Paramount considers EMDR
threapy experimental/investigational for all other indications.
90832-90899 Psychotherapy, other psychotherapy, and other psychiatric
Psychotherapy, 45 minutes with services or procedures, ONLY require a prior authorization when related
90836 patient when performed with and SEE NOTES SEE NOTES PG0464 Eye Movement Desensitization and to eye movement desensitization and reprocessing (EMDR) therapy.

evaluation and management
service

Reprocessing (EMDR)

Paramount considers EMDR therapy medically necessary for the tx of
post-traumatic stress disorer (PTSD). Paramount considers EMDR
threapy experimental/investigational for all other indications.




Codes

Code Description

Paramount Commercial
Insurance Plans

Elite (Medicare Advantage)
Plans

Policy

DETAILS/NOTES

90837

Psychotherapy, 60 minutes with
patient

SEE NOTES

SEE NOTES

PG0464 Eye Movement Desensitization and
Reprocessing (EMDR)

90832-90899 Psychotherapy, other psychotherapy, and other psychiatric
services or procedures, ONLY require a prior authorization when related
to eye movement desensitization and reprocessing (EMDR) therapy.
Paramount considers EMDR therapy medically necessary for the tx of
post-traumatic stress disorer (PTSD). Paramount considers EMDR
threapy experimental/investigational for all other indications.

90838

Psychotherapy, 60 minutes with
patient when performed with and
evaluation and management
service

SEE NOTES

SEE NOTES

PG0464 Eye Movement Desensitization and
Reprocessing (EMDR)

90832-90899 Psychotherapy, other psychotherapy, and other psychiatric
services or procedures, ONLY require a prior authorization when related
to eye movement desensitization and reprocessing (EMDR) therapy.
Paramount considers EMDR therapy medically necessary for the tx of
post-traumatic stress disorer (PTSD). Paramount considers EMDR
threapy experimental/investigational for all other indications.

90839

Pyschotherapy for crisis; first 60
minutes

SEE NOTES

SEE NOTES

PG0464 Eye Movement Desensitization and
Reprocessing (EMDR)

90832-90899 Psychotherapy, other psychotherapy, and other psychiatric
services or procedures, ONLY require a prior authorization when related
to eye movement desensitization and reprocessing (EMDR) therapy.
Paramount considers EMDR therapy medically necessary for the tx of
post-traumatic stress disorer (PTSD). Paramount considers EMDR
threapy experimental/investigational for all other indications.

90840

each additional 30 minutes

SEE NOTES

SEE NOTES

PG0464 Eye Movement Desensitization and
Reprocessing (EMDR)

90832-90899 Psychotherapy, other psychotherapy, and other psychiatric
services or procedures, ONLY require a prior authorization when related
to eye movement desensitization and reprocessing (EMDR) therapy.
Paramount considers EMDR therapy medically necessary for the tx of
post-traumatic stress disorer (PTSD). Paramount considers EMDR
threapy experimental/investigational for all other indications.

90845

Psychoanalysis

PRIOR AUTHORIZATION
REQUIRED - MEDICAL POLICY

PRIOR AUTHORIZATION
REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA

PG0464 Eye Movement Desensitization and
Reprocessing (EMDR)

90832-90899 Psychotherapy, other psychotherapy, and other psychiatric
services or procedures, ONLY require a prior authorization when related
to eye movement desensitization and reprocessing (EMDR) therapy.
Paramount considers EMDR therapy medically necessary for the tx of
post-traumatic stress disorer (PTSD). Paramount considers EMDR
threapy experimental/investigational for all other indications.

90846

Family psychotherapy, without
patient present; 50 minutes

PRIOR AUTHORIZATION
REQUIRED - MEDICAL POLICY

PRIOR AUTHORIZATION
REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA

PG0464 Eye Movement Desensitization and
Reprocessing (EMDR)

90832-90899 Psychotherapy, other psychotherapy, and other psychiatric
services or procedures, ONLY require a prior authorization when related
to eye movement desensitization and reprocessing (EMDR) therapy.
Paramount considers EMDR therapy medically necessary for the tx of
post-traumatic stress disorer (PTSD). Paramount considers EMDR
threapy experimental/investigational for all other indications.

90847

Family psychotherapy, (conjoint
psychotherapy) with patient
present; 50 minutes

SEE NOTES

SEE NOTES

PG0464 Eye Movement Desensitization and
Reprocessing (EMDR)

90832-90899 Psychotherapy, other psychotherapy, and other psychiatric
services or procedures, ONLY require a prior authorization when related
to eye movement desensitization and reprocessing (EMDR) therapy.
Paramount considers EMDR therapy medically necessary for the tx of
post-traumatic stress disorer (PTSD). Paramount considers EMDR
threapy experimental/investigational for all other indications.




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
90832-90899 Psychotherapy, other psychotherapy, and other psychiatric
services or procedures, ONLY require a prior authorization when related
Multiple-family group PG0464 Eye Movement Desensitization and [to eye movement desensitization and reprocessing (EMDR) therapy.
90849 psychotherapy SEERSEs SEENCIES Reprocessing (EMDR) Paramount considers EMDR therapy medically necessary for the tx of
post-traumatic stress disorer (PTSD). Paramount considers EMDR
threapy experimental/investigational for all other indications.
90832-90899 Psychotherapy, other psychotherapy, and other psychiatric
services or procedures, ONLY require a prior authorization when related
Group psychotherapy (other than PG0464 Eye Movement Desensitization and [to eye movement desensitization and reprocessing (EMDR) therapy.
90853 multiple-family group) SESLOIES SEE o= Reprocessing (EMDR) Paramount considers EMDR therapy medically necessary for the tx of
post-traumatic stress disorer (PTSD). Paramount considers EMDR
threapy experimental/investigational for all other indications.
90832-90899 Psychotherapy, other psychotherapy, and other psychiatric
Pharmacologic management, services or procedures, ONLY require a prior authorization when related
including prescription and review of PG0464 Eye Movement Desensitization and [to eye movement desensitization and reprocessing (EMDR) therapy.
90863 medication, when performed with EERLCIES EEELOIES Reprocessing (EMDR) Paramount considers EMDR therapy medically necessary for the tx of
psychotherapy services post-traumatic stress disorer (PTSD). Paramount considers EMDR
threapy experimental/investigational for all other indications.
90832-90899 Psychotherapy, other psychotherapy, and other psychiatric
. o services or procedures, ONLY require a prior authorization when related
Narcosynthesis for psychiatric PG0464 Eye Movement Desensitization and |to eye movement desensitization and reprocessing (EMDR) therapy.
90865 d|agnost|cuz:1ngst::rapeutlc SIEE NOVES SIEE NOTES Reprocessing (EMDR) Paramount considers EMDR therapy medically necessary for the tx of
purp post-traumatic stress disorer (PTSD). Paramount considers EMDR
threapy experimental/investigational for all other indications.
Therapeutic repetitive transcranial 90832-90899 Psychotherapy, other psychotherapy, and other psychiatric
magnetic stimulation (TMS) PRIOR AUTHORIZATION PG0294 Transcranial Magnetic Stimulation services or procedures, when related to eye movement desensitization
00867 treatment; initial, including cortical PRIOR AUTHORIZATION REQUIRED - FOLLOW (TMS)and PG0464 Ege Movement and reprocessing (EMDR) therapy prior authorization is required.
mapping, motor threshold REQUIRED - INTERQUAL MEDICARE COVERAGE Desensitization and Re chessin (EMDR) Accelerated repetitive transcranial magnetic stimulation (rTMS),
determination, delivery and CRITERIA P 9 Navigated transcranial magnetic stimulation ("TMS), and Theta burst
management stimulation (TBS) are non-covered.
90832-90899 Psychotherapy, other psychotherapy, and other psychiatric
Therapeutic repetitive transcranial PRIOR AUTHORIZATION PG0294 Transcranial Magnetic Stimulation services or procedures, when related to eye movement desensitization
20868 magnetic stimulation (TMS) PRIOR AUTHORIZATION REQUIRED - FOLLOW (TMS)and PG0464 Ege Movement and reprocessing (EMDR) therapy prior authorization is required.
treatment; subsequent delivery and REQUIRED - INTERQUAL MEDICARE COVERAGE Desensitization and Re! rﬁcessin (EMDR) Accelerated repetitive transcranial magnetic stimulation (rTMS),
management, per session CRITERIA p 9 Navigated transcranial magnetic stimulation ("nTMS), and Theta burst
stimulation (TBS) are non-covered.
Therapeutic repetitive transcranial 90832-90899 Psychotherapy, other psychotherapy, and other p_s_ych_latnc
magnetic stimulation (TMS) PRIOR AUTHORIZATION PG0294 Transcranial Magnetic Stimulation services or procedures, when related to eye movement desensitization
9 . PRIOR AUTHORIZATION REQUIRED - FOLLOW g and reprocessing (EMDR) therapy prior authorization is required.
90869 treatment; subsequent motor (TMS)and PG0464 Eye Movement - ! L .
threshold re-determination with REQUIRED - INTERQUAL MEDICARE COVERAGE Desensitization and Reprocessing (EMDR) Accelerated repetitive transcranial magnetic stimulation (rTMS),
CRITERIA P 9 Navigated transcranial magnetic stimulation ("nTMS), and Theta burst

delivery and management

stimulation (TBS) are non-covered.




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
90832-90899 Psychotherapy, other psychotherapy, and other psychiatric
PRIOR AUTHORIZATION services or procedures, ONLY require a prior authorization when related
90870 Electroconvulsive therapy (includes PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0464 Eye Movement Desensitization and [to eye movement desensitization and reprocessing (EMDR) therapy.
necessary monitoring) REQUIRED - INTERQUAL MEDICARE COVERAGE Reprocessing (EMDR) Paramount considers EMDR therapy medically necessary for the tx of
CRITERIA post-traumatic stress disorer (PTSD). Paramount considers EMDR
threapy experimental/investigational for all other indications.
PRIOR AUTHORIZATION
90870 Electroconvulsive ther_apy (includes PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0485 Electro_convulsive Therapy (ECT)-
necessary monitoring) REQUIRED - INTERQUAL MEDICARE COVERAGE Archived 10/01/2024
CRITERIA
th(la?:;l)\;;(:szl)Fsgfaﬁﬁghgﬂ?ffgé%jck 9083_2-90899 Psychotherapy, other_psychqtherapy, gnd_ other psychiatric
training by any modality (face-to- PRIOR AUTHORIZATION services or procedures, ONLY require a prior au.thonzatlon when related
90875 face with the patient), with PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0464 Eye Movement Desensitization and |to eye movemen_t desensitization and reprocessing (EMDR) therapy.
psychotherapy (g insigh't oriented REQUIRED - MEDICAL POLICY MEDICARE COVERAGE Reprocessing (EMDR) Paramount considers EMDR therapy medically necessary for the tx of
. N . CRITERIA post-traumatic stress disorer (PTSD). Paramount considers EMDR
behavior modifying or supportive : - L -
N R threapy experimental/investigational for all other indications.
psychotherapy); 30 minutes
90832-90899 Psychotherapy, other psychotherapy, and other psychiatric
PRIOR AUTHORIZATION services or procedures, ONLY require a prior authorization when related
20876 45 minutes PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0464 Eye Movement Desensitization and |to eye movement desensitization and reprocessing (EMDR) therapy.
REQUIRED - MEDICAL POLICY MEDICARE COVERAGE Reprocessing (EMDR) Paramount considers EMDR therapy medically necessary for the tx of
CRITERIA post-traumatic stress disorer (PTSD). Paramount considers EMDR
threapy experimental/investigational for all other indications.
90832-90899 Psychotherapy, other psychotherapy, and other psychiatric
PRIOR AUTHORIZATION services or procedures, ONLY require a prior authorization when related
90880 Hypnothrapy PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0464 Eye Movement Desensitization and |to eye movemen_t desensitization and reprpcessing (EMDR) therapy.
REQUIRED - MEDICAL POLICY MEDICARE COVERAGE Reprocessing (EMDR) Paramount considers EMDR therapy medically necessary for the tx of
CRITERIA post-traumatic stress disorer (PTSD). Paramount considers EMDR
threapy experimental/investigational for all other indications.
90832-90899 Psychotherapy, other psychotherapy, and other psychiatric
Environmental intervention for services or procedures, ONLY require a prior authorization when related
00882 medical management purposes on PRIOR AUTHORIZATION PRIOR AUTHORIZATION PG0464 Eye Movement Desensitization and |to eye movement desensitization and reprocessing (EMDR) therapy.
a psychiatri patient's behalf with | REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL POLICY Reprocessing (EMDR) Paramount considers EMDR therapy medically necessary for the tx of
agencies, employers, or institutions post-traumatic stress disorer (PTSD). Paramount considers EMDR
threapy experimental/investigational for all other indications.
Psychatric evaluation of hospital 90832-90899 Psychotherapy, other_psycho_therapy, _and_ other psychiatric
records, other psychiatic reports, o services or procedures, ONLY require a prior au.thonzatlon when related
. L PRIOR AUTHORIZATION PRIOR AUTHORIZATION PG0464 Eye Movement Desensitization and [to eye movement desensitization and reprocessing (EMDR) therapy.
90885 psychometric and/or projective

tests, and other accumlated data
for medical diagnostic purposes

REQUIRED - MEDICAL POLICY

REQUIRED - MEDICAL POLICY

Reprocessing (EMDR)

Paramount considers EMDR therapy medically necessary for the tx of
post-traumatic stress disorer (PTSD). Paramount considers EMDR
threapy experimental/investigational for all other indications.




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
Interpretation or explanation of 90832-90899 Psychotherapy, other psychotherapy, and other psychiatric
results of psychiatric, other medical services or procedures, ONLY require a prior authorization when related
00887 examinations and procedures or PRIOR AUTHORIZATION PRIOR AUTHORIZATION PG0464 Eye Movement Desensitization and [to eye movement desensitization and reprocessing (EMDR) therapy.
accumulated data to family or other | REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL POLICY Reprocessing (EMDR) Paramount considers EMDR therapy medically necessary for the tx of
responsible persons, or advising post-traumatic stress disorer (PTSD). Paramount considers EMDR
them how to assist patient threapy experimental/investigational for all other indications.
Preparation of report of patient's 90832-90899 Psychotherapy, other psychotherapy, and other psychiatric
psychiatric status, history, services or procedures, ONLY require a prior authorization when related
90889 treatment, or progress (other than PRIOR AUTHORIZATION PRIOR AUTHORIZATION PG0464 Eye Movement Desensitization and [to eye movement desensitization and reprocessing (EMDR) therapy.
for legal or consultative purposes) | REQUIRED - MEDICAL POLICY [ REQUIRED - MEDICAL POLICY Reprocessing (EMDR) Paramount considers EMDR therapy medically necessary for the tx of
for other individuals agencies, or post-traumatic stress disorer (PTSD). Paramount considers EMDR
insurance carriers threapy experimental/investigational for all other indications.
90832-90899 Psychotherapy, other psychotherapy, and other psychiatric
PRIOR AUTHORIZATION services or procedures, ONLY require a prior authorization when related
90899 Unlisted psychiatric services or PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0464 Eye Movement Desensitization and [to eye movement desensitization and reprocessing (EMDR) therapy.
procedures REQUIRED - MEDICAL POLICY MEDICARE COVERAGE Reprocessing (EMDR) Paramount considers EMDR therapy medically necessary for the tx of
CRITERIA post-traumatic stress disorer (PTSD). Paramount considers EMDR
threapy experimental/investigational for all other indications.
Gastrointestinal tract imaging, PRIOR AUTHORIZATION .
61110 intraluminal (e.g., capsule PRIOR AUTHORIZATION REQUIRED - FOLLOW ngtfgii?e‘;\t’i'r:‘;'le;zﬁifpfﬂugiifor;i‘:]"sgogef‘n_
endoscopy), esophagus through REQUIRED - INTERQUAL MEDICARE COVERAGE viotfity 95
. A N archived 07/01/24
ileum, with interpretation and report CRITERIA
Gastrointestinal tract imaging, PRIOR AUTHORIZATION .
01111 intraluminal (e.g., capsule PRIOR AUTHORIZATION REQUIRED - FOLLOW ngt?giﬁ?e\sl\t’i'::le;z gﬁap;“;iiiﬁios?gi’e‘fn_
endoscopy), esophagus with REQUIRED - INTERQUAL MEDICARE COVERAGE X y 9 5y
) . archived 07/01/24
interpretation and report CRITERIA
reS;jsrg0&:‘;21?::;;23;2::60}] PG0028 Wireless Capsule Endoscopy &
91112 p . ! NON-COVERED NON-COVERED Gastrointestinal Motility Monitoring System- |NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
through colon, wireless capsule, X
L . archived 07/01/24
with interpretation and report
Gastrointestinal tract imaging, PRIOR AUTHORIZATION .
01113 intraluminal (e.g., capsule PRIOR AUTHORIZATION REQUIRED - FOLLOW ngt?gii?e\s/\tlilrgeraz n?.?;);ugiuir:ﬁmos?geﬁ
endoscopy), colon, with REQUIRED - INTERQUAL MEDICARE COVERAGE : 9 5y
. : archived 07/01/24
interpretation and report CRITERIA




Paramount Commercial

Elite (Medicare Advantage)

DETAILS/NOTES

Codes Code Description e CES o Policy
91132 Blectrogastrography, diagnostic, NON-COVERED NON-COVERED PG0043 Experimental Investigational |\ | oVERED - EXPERIMENTAL, INVESTIGATIONAL
transcutaneous Procedures Services
Electrogastrography, diagnostic, . I
91133 transcutaneous; with provocative NON-COVERED NON-COVERED PG0043 Experimental Investigational |\ 5. covERED - EXPERIMENTAL, INVESTIGATIONAL
. Procedures Services
testing
Effective 01/01/2024
PaosaL. Refratve Vision Senices - |18 80 O separaely remureed 45 pat o
92015 Determination of refractive state SEE NOTES SEE NOTES Archived. See Reimbursement Policy P "p i - Sep: v re pa
- L . a routine eye exam or as part of a medical examination and evaluation
RMO038 Refractive Vision Services . . . . o .
with or without treatment/diagnostic program, as it is considered
included.
Orthoptic and/or pleoptic training,
) - ¥ S PRIOR AUTHORIZATION PRIOR AUTHORIZATION .
92065 with continuing medu;al direction REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL POLICY PG0318 Vision Therapy
and evaluation
92066 su| er?ir;?c?rftcll(f: galf?lré?(;i;:doerrother B ALIORIZET O PO TLIORIZATIONS PG0318 Vision Thera
perv phy . REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL POLICY Py
qualified health care professional
Visual field examination, unilateral
or bilateral, with interpretation and
srost | it 2T 00 | eRIOR AUTHORZATION NOT | RRIOR AUTHOREZATION NoT o e e
ang en, autoplot, REQUIRED - SEE NOTES REQUIRED - SEE NOTES p i > SP phthaimology, retinology, op Y.
perimeter, or single stimulus level neurology or plastic surgery do not require prior authorization.
automated test, such as Octopus 3
or 7 equivalent)
VisSuar fieta examimaton, uniaterar
or bilateral, with interpretation and
report; intermediate examination . . -
(e.g., at least 2 isopters on PRIOR AUTHORIZATION NOT | PRIOR AUTHORIZATION NOT Visual field examinations (92081, 92082, and 92083) performed by
92082 providers, who are specialized in ophthalmology, retinology, optometry,

Goldmann perimeter, or
semiquantitative, automated
suprathreshold screening program,

Hiumnhrov crinrathrachald

REQUIRED - SEE NOTES

REQUIRED - SEE NOTES

neurology or plastic surgery do not require prior authorization.




Elite (M

edicare Advantage)
Plans

Policy

DETAILS/NOTES

Codes

Code Description

Paramount Commercial
Insurance Plans

Visual field examinations (92081, 92082, and 92083) performed by

Visual fileld examination, uniateral

92083

or bilateral, with interpretation and
report; extended examination (e.g.,
Goldmann visual fields with at least
3 isopters plotted and static
determination within the central 30,
or quantitative, automated

thrachanld narimatn: _nctaniic

PRIOR AUTHORIZATION NOT

PRIOR

REQUIRED - SEE NOTES

REQUIRED - SEE NOTES

AUTHORIZATION NOT

PG0317 Corneal Hysteresis Determination

by Air Impulse Stimulation-archived
11/01/2024; PG0043 Experimental

providers, who are specialized in ophthalmology, retinology, optometry,
neurology or plastic surgery do not require prior authorization.

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

92145

Corneal hysteresis determination,
by air impulse stimulation, unilateral
or bilateral, with interpretation and
report

NON-COVERED

NON-COVERED

Investigational Procedures Services

PG0045 Rhinomanometry & Acoustic —
Optical Rhinometry-Archived; PG0043
Experimental Investigational Procedures

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

92512

Nasal function studies (e.g.,
rhinomanometry)

NON-COVERED

NON-COVERED

Services

PG0323 Vestibular Function Testing;
PG0043 Experimental Investigational

NON-COVERED—EXPERIMENTALANVESHGAHONAL Effective

07/01/2024 procedures 92517, 92518, 92519 are covered without a

prior authorization, when the coverage criteria are met.

Vestibular evoked myogenic
potential (VEMP) testing, with

92517
(CVEMP)

interpretation and report; cervical

PRIOR AUTHORIZATION NOT
REQUIRED

PRIOR AUTHORIZATION NOT
REQUIRED

PRIOR AUTHORIZATION NOT

Procedures Services

PG0323 Vestibular Function Testing;
PG0043 Experimental Investigational
Procedures Services

NON-COVERED—EXPERIMENTALINVESTIGATONAL Effective
07/01/2024 procedures 92517, 92518, 92519 are covered without a

prior authorization, when the coverage criteria are met.

92518 interpretation and report; oci

Vestibular evoked myogenic
potential (VEMP) testing, with

PRIOR AUTHORIZATION NOT
ular REQUIRED

REQUIRED

NON-COVERED—EXPERIMENTALANVESHGATIONAL Effective
07/01/2024 procedures 92517, 92518, 92519 are covered without a

(0VEMP)
Vestibular evoked myogenic - - o
potential (VEMP) testing, with | PRIOR AUTHORIZATION NOT | PRIOR AUTHORIZATION NOT PG0323 Vestibular Function Testing;

92519 . ; X . PG0043 Experimental Investigational
interpretation and report, cervical REQUIRED REQUINED Procedures Services rior authorization, when the coverage criteria are met

(cVEMP) and ocular (c0VEMP) p ’ 9 ’

NON-COVERED PG0043 Experimental Inyesugauonal

Procedures Services

92520
testing)

Laryngeal function studies (ie,
aerodynamic testing and acoustic

NON-COVERED




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
PRIOR-AUTHORIZATION-
Computerized dynamic REQUIRED—FOLLOW- Effective 03/01/2025 Computerized Dynamic Posturography (CDP)
MEBICARE COVERAGE-
92548 posturography EFFECTIVE 03/01/2025 NON- PG0323 Vestibular Function Testing t_estlng, procedures 92548 and 92549, are noncovered for all product
COVERED CRIFERIA EFFECTIVE lines.
03/01/2025 NON-COVERED
. . PRIOGR-AUTHORIZAHON-
Computerized dynamic PRIOR-AUTHORIZATHON- ] . )
posturography with motor control REQUIRED—INFERQUAL REQUIRED-FOLLOW- Effective 03/01/2025 Computerized Dynamic Posturography (CDP)
92549 test (MCT) and adaptation test EFFECTIVE 03/01/2025 NON- MEDICARE COVERAGE- PG0323 Vestibular Function Testing tgstlng, procedures 92548 and 92549, are noncovered for all product
(ADT) COVERED CGRIFERIA EFFECTIVE lines.
03/01/2025 NON-COVERED
Percutaneous transluminal
92972 coronary lithotripsy (list separately NON-COVERED NON-COVERED PG0043 Experimental Investigational |\ | coVERED - EXPERIMENTAL, INVESTIGATIONAL
in addition to code for primary Procedures Services
procedure)
Remote monitormg of a wireless
pulmonary artery pressure sensor
for up to 30 days, including at least PG0377 Pulmonary Artery Pressure
93264 weekly downloads of pulmonary NON-COVERED NON-COVERED Monitoring (CardioMEMS)-Archived 1\ 5\ - 6VERED - EXPERIMENTAL, INVESTIGATIONAL
artery pressure recordings, 090124; PG0043 Experimental
interpretation(s), trend analysis, Investigational Procedures Services
and report(s) by a physician or
othar analifiad hoalth cara
PG0108 Transcatheter Heart Valve
Percutaneous transcatheter closure Procedures-Archived: PG0043
93590 of paravalvular leak; initial NON-COVERED NON-COVERED . S NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
. ) X Experimental Investigational Procedures
occlusion device, mitral valve :
Services
PG0108 Transcatheter Heart Valve
Percutaneous transcatheter closure Procedures-Archived: PG0043
93591 of paravalvular leak; initial NON-COVERED NON-COVERED . S NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
; . A Experimental Investigational Procedures
occlusion device, aortic valve :
Services
Percutaneous transcathgter closure PG0108 Transcatheter Heart Valve
of paravalvular leak; each Procedures-Archived; PG0043
93592 additional occlusion device (List NON-COVERED NON-COVERED y NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

separately in addition to code for
primary procedure)

Experimental Investigational Procedures
Services




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
PRIOR AUTHORIZATION . .
93668 Peripheral arterial disease (PAD) PRIOR AUTHORIZATION REQUIRED - FOLLOW F;zcegill)izllitzggnp-h:r?r:icefgll%?/e;g;s(lzﬁgr) Effective 01/01/2024 covered for Paramount Commercial Insurance
rehabilitation, per session REQUIRED - INTERQUAL MEDICARE COVERAGE R ¥ Plans - PROR AUTHORIZATION IS REQUIRED
Authorization to follow InterQual
CRITERIA
PRIOR AUTHORIZATION NOT | PG0282 Thoracic Electrical Bioimpedance |NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL. Effective
93701 Bioimpedence-derived phys_iologic NON-COVERED REQUIRED - FOLLOW for the Measurement of Cardjac Output- lQ/01/2024‘procedure 9:_’,701 change_d from nencovered to covered
cardiovascular analysis MEDICARE COVERAGE Archived; PG0043 Experimental without a prior authorization for the Elite (Medicare Advantage) Plans,
CRITERIA Investigational Procedures Services per NCD in InterQual
Bioimpedance spectroscopy (BIS), PG0043 Experimental Investigational
93702 extracellular fluid analysis for NON-COVERED NON-COVERED Procedures Services; PG0295 Treatment of [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
lymphedema assessment(s) Lymphedema-archived 120124
The number of Phase Il cardiac rehabilitation sessions is limited to a
maximum of 2 1-hour sessions per day, utilizing any combination of the
CPT or HCPCS codes (93798, 93797 or G0422, G0423), for up to 36
Physician services for outpatient PRIOR AUTHORIZATION NOT ts:;?(‘);eseirsas the members benefit contract limitation indicates, over up
93797 carldiac rehabilitatioq; V\{ithout ARSI ADIACIREZAICR) NG REQUIIRED =[Oy The followiné are considered not medically necessary and are therefore
continuous ECG monitoring (per REQUIRES - SEE NOTES MEDICARE COVERAGE 8
session) CRITERIA -SEE NOTES non-covered: ' I N
POutpatient phase I cardiac rehabilitation for any indications other than
those listed above; and
EPhase lll cardiac rehabilitation programs, or self-directed, self-
controlled. or monitored exercise programs: and
The number of Phase Il cardiac rehabilitation sessions is limited to a
maximum of 2 1-hour sessions per day, utilizing any combination of the
CPT or HCPCS codes (93798, 93797 or G0422, G0423), for up to 36
sessions or as the members benefit contract limitation indicates, over up
to 36 weeks.
The following are considered not medically necessary and are therefore
Physician services for outpatient PRIOR AUTHORIZATION NOT non-covered: . I Lo
cardiac rehabilitation:; with PRIOR AUTHORIZATION NOT REQUIRED - FOLLOW EOutpatient phase Il cardiac rehabilitation for any indications other than
93798 those listed above; and

continuous ECG monitoring (per
session)

REQUIRES - SEE NOTES

MEDICARE COVERAGE
CRITERIA -SEE NOTES

HPhase Il cardiac rehabilitation programs, or self-directed, self-
controlled, or monitored exercise programs; and

HPhase IV cardiac rehabilitation programs or maintenance therapy that
may be safely conducted without medical supervision; and

FiCardiac rehabilitation when used in a preventive or prophylactic way,
such as for angina, hypertension, or diabetes; and

Any cardiac rehabilitation services that are considered primarily
educational or training in nature.




95060

Ophthalmic mucous membrane
tests

95065

Direct nasal mucous membrane
test

PG0188 Allergy Testing and Treatments

95120

Professional services for allergen
immunotherapy in prescribing
physician’s office or institution,
including provision of allergenic
extract; single injection

PG0188 Allergy Testing and Treatments

95125

Professional services for allergen
immunotherapy in prescribing
physician’s office or institution,
including provision of allergenic
extract; two or more injections

PG0188 Allergy Testing and Treatments

95130

Professional services for allergen
immunotherapy in prescribing
physician’s office or institution,
including provision of allergenic
extract; single stinging insect
venom

PG0188 Allergy Testing and Treatments

95131

Professional services for allergen
immunotherapy in prescribing
physician’s office or institution,
including provision of allergenic
extract; 2 stinging insect venom

PG0188 Allergy Testing and Treatments

95132

Professional services for allergen
immunotherapy in prescribing
physician’s office or institution,
including provision of allergenic
extract; 3 stinging insect venoms

PG0188 Allergy Testing and Treatments

PG0188 Allergy Testing and Treatments




Codes

Code Description

Paramount Commercial
Insurance Plans

Elite (Medicare Advantage)
Plans

Policy

DETAILS/NOTES

95133

Professional services for allergen
immunotherapy in prescribing
physician’s office or institution,

including provision of allergenic
extract; 4 stinging insect venom

NON-COVERED

NON-COVERED

PG0188 Allergy Testing and Treatments

95134

Professional services for allergen
immunotherapy in prescribing
physician’s office or institution,

including provision of allergenic
extract; 5 stinging insect venoms

NON-COVERED

NON-COVERED

PG0188 Allergy Testing and Treatments

witheutvideoreview-of data,

ist-each-increment-of12

PG0333 Ambulatory EEG Monitoring

Effective 07/01/2024 no prior authorization required. Medical Policy
PG0333 Archived.

PG0333 Ambulatory EEG Monitoring

Effective 07/01/2024 no prior authorization required. Medical Policy
PG0333 Archived.

PG0333 Ambulatory EEG Monitoring

Effective 07/01/2024 no prior authorization required. Medical Policy
PG0333 Archived.

| intion-bv-EEG-technologi
aeserpton-by=eGteenr <)

each-inerement-of 12-26-hours;-

PG0333 Ambulatory EEG Monitoring

Effective 07/01/2024 no prior authorization required. Medical Policy
PG0333 Archived.

d HOtH b EG
deseription-by EE
maintenance

PG0333 Ambulatory EEG Monitoring

Effective 07/01/2024 no prior authorization required. Medical Policy
PG0333 Archived.




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
95716 : . REQUIRED—INFERQUAL MEDICARE COVERAGE. PG0333 Ambulatory EEG Monitoring
with-continueus—real-time- CRIFERIA Effective 07/01/2024 no prior authorization required. Medical Policy
moenitoring-and-maintenance PGO0333 Archived.
Efectroencephalograi(EES )
. . PRIOR AUTHORIZATION PRIOR-AUTHORIZATION o 1 i H icy- T 0 g
95719 . . PG0333 Ambulatory EEG Monitoring
seizure-detection,-eachinerement Effective 07/01/2024 no prior authorization required. Medical Policy
of-greater-than-12-hoursup-10-26- PG0333 Archived.
houre nf CCC racardina
Electroehecephalograr{EEST-
othergualified-health-care- PRIOR-AUTHORIZATION-
95720 K . REQUIRED—INFERQUAL MEDICARE COVERAGE. PG0333 Ambulatory EEG Monitoring
seizure-detection-eachincrement CRIFERIA Effective 07/01/2024 no prior authorization required. Medical Policy
of-greaterthan-12-hoursup-te-26- PG0333 Archived.
houre nf EEC racardina
ElectroehcephalograrEEST-
rofessional-review-of 1 reed PRIOR-AUTHORIZATION- PRIOR-AUTHORIZATION- ighli i i
95725 P . A PG0333 Ambulatory EEG Monitoring i , . !
seizure-detection interpretation; Effective 07/01/2024 no prior authorization required. Medical Policy
and-summary-fepert-complete- PG0333 Archived.
ctudhe_araatar than 94 houre of
EfectrochcephatogramtEEs)-
contindous-recording physician-or- ; b ;
other-qualified-health-care- PRIOR-AUTHORIZATION-
95726 s 6E.5pi REQUIRED—INFERQUAL MEDICARE COVERAGE. PG0333 Ambulatory EEG Monitoring
seizure-detection,-interpretation;- CRITERIA Effective 07/01/2024 no prior authorization required. Medical Policy
and-summary-repert-complete- PG0333 Archived.
ctuchs araatar than Q4 havre nf
T e (e s
S'”;‘)’('tagio:;n:f:t?;z'nrge;shiZ?O:ate’ PRIOR AUTHORIZATION PS'E(JQTJQUETI;*?S.')Z&B\?VN PG0207 Sleep Study Testing-archived  |sleep testing without a prior authorization when the coverage criteria
95800 a):'g\l sis (e.g.. b ! airﬂ%w ory REQUIRED - INTERQUAL - See MEDICARE COVERAGE 120124. PG0247 Testing and Management |below is met.  Prior Authorization IS ONLY required for additional
eri her)el\l arte}igaf to):1e) and slee Details CRITERIA - See Details of Obstructive Sleep Apnea repeat unattended (unsupervised) adult home sleep study testing.
perip e p Pediatric home sleep study testing (95800, 95801, 95806, G0398,
G0399, and G0400) is non-covered.
Paramount supports the initial unattended (unsupervised) adult home
Sleep study, unattended, PRIOR AUTHORIZATION sleep testing and one repeat unattended (unsupervised) adult home
simultaneous recording; minimum PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0207 Sleep Study Testing-archived sleep testing without a prior authorization when the coverage criteria
95801 of heart rate, oxygen saturation, | REQUIRED - INTERQUAL - See 120124. PG0247 Testing and Management [below is met.  Prior Authorization IS ONLY required for additional
. . A MEDICARE COVERAGE . I .
and respiratory analysis (e.g., by Details of Obstructive Sleep Apnea repeat unattended (unsupervised) adult home sleep study testing.

airflow or peripheral arterial tone)

CRITERIA - See Details

Pediatric home sleep study testing (95800, 95801, 95806, G0398,
G0399, and G0400) is non-covered.




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
Actigraphy, testing, recording, PG0198 Actigraphy and Accelerometry
95803 analysis, interpretation, and report NON-COVERED NON-COVERED Sleep Diagnostics - Archived 07/01/2024; |\ o\ /ERED - EXPERIMENTAL, INVESTIGATIONAL
(minimum of 72 hours to 14 PG0043 Experimental Investigational
consecutive days of recording) Procedures Services
Paramount supports the initial unattended (unsupervised) adult home
Sleep study, simultaneous PRIOR AUTHORIZATION sleep testing and one repeat unattended (unsupervised) adult home
recording of ventilation, respiratory PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0207 Sleep Study Testing-archived  |sleep testing without a prior authorization when the coverage criteria
95806 effort, ECG or heart rate, and REQUIRED - INTERQUAL - See MEDICARE COVERAGE 120124. PG0247 Testing and Management |below is met.  Prior Authorization IS ONLY required for additional
oxygen saturation, unattended by a Details CRITERIA - See Details of Obstructive Sleep Apnea repeat unattended (unsupervised) adult home sleep study testing.
technologist Pediatric home sleep study testing (95800, 95801, 95806, G0398,
G0399, and G0400) is non-covered.
95867 Needle electromyography; cranial | o\ coVERED <18 years old | NO PRIOR AUTH REQUIRED
nerve supplied muscle(s), unilateral
Quantitative pupillometry with PG0319 Quantitative
95919 physician or qualified health care NON-COVERED NON-COVERED Pupillometry/Pupillography; PG0043 |\ ~/ERED - EXPERIMENTAL, INVESTIGATIONAL
professional interpretation and Experimental Investigational Procedues
report, unilateral or bilateral Services
Continuous intraoperative
neurophysiology monitoring, from Commercial Plans - Intraoperative neurological monitoring does not
outside the operating room (remote require prior authorization. Intraoperative monitoring is considered
or nearby) or for monitoring of more ) PG0326 Intraoperative Neurological reimbursable as a separate service only when a licensed physician, other
95941 than one case while in the SE NORHEDUERED onitoring - ARCHIVED 7/2024 than the operating surgeon or anesthesiologist, performs the
operating room, per hour (List monitoring while in attendance in the operating room throughout
separately in addition to code for the procedure.
primary procedure)
Medical Policy PG0186 Magnetoencephalography (MEG) & Magnetic
Ma%z‘zg;z:feg:zlzangé.(xfe)’ PRIOR AUTHORIZATION PG;ESEAQAi%?iitgir:ﬁisTﬂggir:pm%E.G) Source Imaging (MS]) is going to be archived. The procedure codes
05065 o PRIOR AUTHORIZATION REQUIRED - FOLLOW e a0 9098, Mo Bror | 95965, 95966, 95967 require a prior authorization, and will maintain
por rain mag REQUIRED - INTERQUAL MEDICARE COVERAGE R ) requiring a prior authorization. The coverage criteria will follow the
activity (e.g., epileptic cerebral Authorization per InterQual Coverage - o ; -
o CRITERIA P InterQual criteria, as is indicated on the prior authorization excel
cortex localization) Criteria
spreadsheet.
Medical Policy PG0186 Magnetoencephalography (MEG) & Magnetic
xsgr'lﬁ:]oegﬁs ‘;ﬁf%ﬁp E)Vr %E@a PRIOR AUTHORIZATION PG;?SIQ"i%?;“;ilfig?ﬁ:ggi':%(S'\l")E_G) Source Imaging (MSI) is going to be archived. The procedure codes
95066 e ne?ic i S3i'n - gl PRIOR AUTHORIZATION REQUIRED - FOLLOW Archiveg’ L 06/01 /2024 Maigmgin bror  |95965, 95966, 95967 require a prior authorization, and will maintain
© gsensor mbtorglan uage yor REQUIRED - INTERQUAL MEDICARE COVERAGE Authorization per Inter.QuaI Coverage requiring a prior authorization. The coverage criteria will follow the
9 Y,  |anguage, CRITERIA p 9 InterQual criteria, as is indicated on the prior authorization excel

visual cortex localization)

Criteria

spreadsheet.




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
Magnetoencepnarograpny (MEG),
recordmg and analysis; for g_voked PG0186 Magnetoencephalography (MEG) Medical Polu?y PG018§ Magnetoencephalography (MEG) & Magnetic
magnetic fields, each additional and Magnetic Source Imaging (MSI) - Source Imaging (MS]) is going to be archived. The procedure codes
95967 modality (e.g., sensory, motor, PRIOR AUTHORIZATION PRIOR AUTHORIZATION Archivegd 06/01/2024 Ma?ntgin Prior 95965, 95966, 95967 require a prior authorization, and will maintain
language, or visual cortex REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL POLICY o ’ requiring a prior authorization. The coverage criteria will follow the
g . . Authorization per InterQual Coverage o S ; A
localization) (List separately in L InterQual criteria, as is indicated on the prior authorization excel
- : Criteria
addition to code for primary spreadsheet.
nracadiral
Medical genetics and genetic
counseling services, each 30 . . . . " . . .
96040 minutes face-to-face with SEE NOTES SEE NOTES PG0041 Genetic Testllng and Genetic Genetic Coun_selmg (96040) pr‘ov@ed by a trained genetic counselor
) . ) Counseling does not require a prior authorization.
patient/family Deleted effective
01/01/2025
Medical genetics and genetic
counseling services, each 30
06041 minutes r_Jf total time provided by SEE NOTES SEE NOTES PG0041 Genetic Test_lng and Genetic Genetic Counselmg (_96041) pr_owded by a trained genetic counselor
the genetic counselor on the date Counseling does not require a prior authorization.
of the encounter. New Code
Effective 01/01/2025
Photodynamic therapy by external
application of light to destroy
premalignant lesions of the skin PRIOR AUTHORIZATION NOT PRIOR AUTHORIZATION NOT PG0348 Acne Surgery. Dermabrasion and
96567 and adjacent mucosa with REQUIRED - MEDICAL POLICY - | REQUIRED - MEDICAL POLICY - Cherﬁica)flvPeels Not Covered for acne treatment — diagnosis L70.0 - L70.9
application and SEE NOTES SEE NOTES
illumination/activation of
photosensitive drug(s), per day
Photodynamic therapy by
endoscopic application of light to PRIOR AUTHORIZATION NOT PRIOR AUTHORIZATION NOT PG0348 Ache Surgery. Dermabrasion and
96570 ablate abnormal tissue via REQUIRED - MEDICAL POLICY - | REQUIRED - MEDICAL POLICY - Chen%icg\/I'Peels Not Covered for acne treatment — diagnosis L70.0 - L70.9
activation of photosensitive drug(s), SEE NOTES SEE NOTES
first 30 minutes
Photodynamic therapy by
endoscopic application of light to PRIOR AUTHORIZATION NOT PRIOR AUTHORIZATION NOT PG0348 Acne Surgery. Dermabrasion and
96571 ablate abnormal tissue via REQUIRED - MEDICAL POLICY - | REQUIRED - MEDICAL POLICY - Chen?ica)tllvPeels Not Covered for acne treatment — diagnosis L70.0 - L70.9
activation of photosensitive drug(s), SEE NOTES SEE NOTES
each additional 15 minutes
PRotodynamic therapy by externar
application of light to destroy
preamnglEg'zr;:alr?tsrlgziof;\]/;tzkln ARIOTR ISR NOU ARICIR AUISIRIZ I MO PG0348 Acne Surgery, Dermabrasion and
96573 y REQUIRED - MEDICAL POLICY - | REQUIRED - MEDICAL POLICY - gery, Not Covered for acne treatment — diagnosis L70.0 - L70.9

application and
illumination/activation of
photosensitizing drug(s) provided

hy o nhvucician ar athar analifiad

SEE NOTES

SEE NOTES

Chemical Peels




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
Debridement of premalngnant
hyperkeratotic lesion(s) (ie,
foII(;a\;\:gst\?virfurhe;:zge'n:rt:iis:r?:r)a ARIOTR TOL P SITOR] MO PIRIOIR AUUICEZIUTEH N PG0348 Acne Surgery, Dermabrasion and
96574 photody NeTapy| cEQUIRED - MEDICAL POLICY - | REQUIRED - MEDICAL POLICY - gery, Not Covered for acne treatment — diagnosis L70.0 - L70.9
by external application of light to Chemical Peels
. N SEE NOTES SEE NOTES
destroy premalignant lesions of the
skin and adjacent mucosa with
annlicatinn and
PRIOR AUTHORIZATION NOT PRIOR AUTHORIZATION NOT PG0348 Ache Surgery, Dermabrasion and
96900 Actinotherapy (ultraviolet light) [REQUIRED - MEDICAL POLICY - | REQUIRED - MEDICAL POLICY - Chergice)\,lvPeels Not Covered for acne treatment — diagnosis L70.0 - L70.9
SEE NOTES SEE NOTES
Reflectance confocal microscopy
(RCM) for cellular and sub-cellular PG0043 Experimental Investigational
96931 imaging of skin; image acquisition NON-COVERED NON-COVERED p . 9 NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
f . . Procedures Services
and interpretation and report, first
lesion
Reflectance confocal microscopy
96932 (RCM) for cellular and sub-cellular NON-COVERED NON-COVERED PG0043 Experimental Investigational |\ ~6vERED - EXPERIMENTAL, INVESTIGATIONAL
imaging of skin; image acquisition Procedures Services
only, first lesion
Reflectance confocal microscopy
96933 (RCM) for cellular and sub-ceflular NON-COVERED NON-COVERED PG0043 Experimental Investigational |\ coVERED - EXPERIMENTAL, INVESTIGATIONAL
imaging of skin; interpretation and Procedures Services
report only, first lesion
Reflectance confocal microscopy
(RCM) for cellular and sub-cellular
imaging of skin; image acquisition . I
96934 and interpretation and report, each NON-COVERED NON-COVERED PG0043 Experimental Investigational |\ 5\ coVERED - EXPERIMENTAL, INVESTIGATIONAL
s : . : Procedures Services
additional lesion (List separately in
addition to code for primary
procedure)
Reflectance confocal microscopy
(RCM) for cellular and sub-cellular
96935 imaging of skin; image acquisition NON-COVERED NON-COVERED PG0043 Experimental Investigational |\ o\ ~6vERED - EXPERIMENTAL, INVESTIGATIONAL

only, each additional lesion (List
separately in addition to code for
primary procedure)

Procedures Services




Codes

Code Description

Paramount Commercial
Insurance Plans

Elite (Medicare Advantage)
Plans

Policy

DETAILS/NOTES

96936

Reflectance confocal microscopy

(RCM) for cellular and sub-cellular

imaging of skin; interpretation and

report only, each additional lesion

(List separately in addition to code
for primary procedure)

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

97151

Behavior identification assessment
by qualified health care
professional, each 15 minutes

PRIOR AUTHORIZATION
REQUIRED - INTERQUAL

NON-COVERED

PG0335 Children's Adaptive Behavior
Services. Archived 07/01/2024

97152

Behavior identification assessment
by technician under direction of
qualified health care professional,
each 15 minutes

PRIOR AUTHORIZATION
REQUIRED - INTERQUAL

NON-COVERED

PG0335 Children's Adaptive Behavior
Services. Archived 07/01/2024

97153

Adaptive behavior treatment by
protocol, administered by
technician under direction of
qualified health care professional to
one patient, each 15 minutes

PRIOR AUTHORIZATION
REQUIRED - INTERQUAL

NON-COVERED

PG0335 Children's Adaptive Behavior
Services. Archived 07/01/2024

97154

Adaptive behavior treatment by
protocol, administered by
technician under direction of
qualified health care professional to
multiple patients, each 15 minutes

PRIOR AUTHORIZATION
REQUIRED - INTERQUAL

NON-COVERED

PG0335 Children's Adaptive Behavior
Services. Archived 07/01/2024

97155

Adaptive behavior treatment with
protocol modification administered
by qualified health care
professional to one patient, each
15 minutes

PRIOR AUTHORIZATION
REQUIRED - INTERQUAL

NON-COVERED

PG0335 Children's Adaptive Behavior
Services. Archived 07/01/2024

97156

Family adaptive behavior treatment
guidance by qualified health care
professional (with or without patient
present), each 15 minutes

PRIOR AUTHORIZATION
REQUIRED - INTERQUAL

NON-COVERED

PG0335 Children's Adaptive Behavior
Services. Archived 07/01/2024




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
Family adaptive behavior treatment
guidance by qualified health care PRIOR AUTHORIZATION 7 PG0335 Children's Adaptive Behavior
97157 professional without patient REQUIRED - INTERQUAL NONHEDYERED Services. Archived 07/01/2024
present, each 15 minutes
Group adaptive behavior treatment
with protocol modification . . .
L L PRIOR AUTHORIZATION PG0335 Children's Adaptive Behavior
97158 administered by qualified health REQUIRED - INTERQUAL RONCOLERED Services. Archived 07/01/2024
care professional to multiple
patients, each 15 minutes
Effective 01/21/2020 acupuncture services are covered with chronic low
Acupuncture, 1 or more needles; NON-COVERED (Refer to the back pain. Up to 12 visits in 90 days, no prior authorization is required.
without electrical stimulation, initial | members Benefits of Coverage for An additional 8 visits will be covered for those patients demonstrating an
97810 15 minutes of personal one-on-one | applicable terms, conditions, and EEELOIES PG0382 Acupuncture improvement, a PRIOR AUTHORIZATION IS REQUIRED, as of
contact with the patient limitations) 5/1/2020. Total of 20 acupuncture treatments may be administered
annually.
ﬁ;%puir:i;ucrs i'czlosrt;irlgtirl;eﬂz; Effective 01/21/2020 acupuncture services are covered with chronic low
o . ' NON-COVERED (Refer to the back pain. Up to 12 visits in 90 days, no prior authorization is required.
additional 15 minutes of personal . - . . - )
97811 one-one contact with the patient members Benefits of Coverage for SEE NOTES PGO382 Acupuncture An additional 8 visits will be covered for those patients demonstrating an
y . - - | applicable terms, conditions, and improvement, a PRIOR AUTHORIZATION IS REQUIRED, as of
with re-insertion of needle(s) (List A -
X . limitations) 5/1/2020. Total of 20 acupuncture treatments may be administered
separately in addition to code for
i annually.
primary procedure)
Effective 01/21/2020 acupuncture services are covered with chronic low
Acupuncture, 1 or more needles; NON-COVERED (Refer to the back pain. Up to 12 visits in 90 days, no prior authorization is required.
with electrical stimulation, initial 15 | members Benefits of Coverage for An additional 8 visits will be covered for those patients demonstrating an
97813 minutes of personal one-on-one | applicable terms, conditions, and EEELOIES PG0382 Acupuncture improvement, a PRIOR AUTHORIZATION IS REQUIRED, as of
contact with the patient limitations) 5/1/2020. Total of 20 acupuncture treatments may be administered
annually.
A\A(jil#? ZT::tjrrii'allsct)irrnTlloe:t(iaorr]'nei‘:Js; g Effective 01/21/2020 acupuncture services are covered with chronic low
- Ny ! NON-COVERED (Refer to the back pain. Up to 12 visits in 90 days, no prior authorization is required.
additional 15 minutes of personal . o S . - )
97814 one-one contact with the patient members Benefits of Coverage for SEE NOTES PGO382 Acupuncture An additional 8 visits will be covered for those patients demonstrating an
N N ) .’ | applicable terms, conditions, and improvement, a PRIOR AUTHORIZATION IS REQUIRED, as of
with re-insertion of needle(s) (List A -
. . limitations) 5/1/2020. Total of 20 acupuncture treatments may be administered
separately in addition to code for
i annually.
primary procedure)
Coverage based on the member’s benefit coverage for a specific
product line or provider group. Chiropractic services & spinal
PRIOR AUTHORIZATION manipulation (98940-98943) PRIOR AUTHORIZATION REQUIRED for
Chiropractic manipulative treatment RO P ILORIZATION REQUIRED - FOLLOW PG0150 Chiropractic Services & Spinal |children under 4 years of age
98940 P P REQUIRED - MEDICAL POLICY. P P Y ge.

(CMT); spinal, 1-2 regions

See Details/Notes

MEDICARE COVERAGE
CRITERIA

Manipulation

Coverage per CMS criteria of subluxation (98940-98942).  Effective
1/1/2021 a PRIOR AUTHORIZATION REQUIRED for all chiropractic
visits exceeding 30 per year. This policy includes all combination of
procedure codes 98940, 98941 and 98942




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
Coverage based on the member’s benefit coverage for a specific
product line or provider group. Chiropractic services & spinal
PRIOR AUTHORIZATION manipulation (98940-98943) PRIOR AUTHORIZATION REQUIRED for
. ) . . PRIOR AUTHORIZATION . . . . §
98941 Chiropractic manipulative treatment REQUIRED - MEDICAL POLICY REQUIRED - FOLLOW PGO0150 Chiropractic Services & Spinal |children under 4 years of age.
(CMT); spinal, 3-4 regions See Details/Notes : MEDICARE COVERAGE Manipulation Coverage per CMS criteria of subluxation (98940-98942).  Effective
CRITERIA 1/1/2021 a PRIOR AUTHORIZATION REQUIRED for all chiropractic
visits exceeding 30 per year. This policy includes all combination of
procedure codes 98940, 98941 and 98942
Coverage based on the member’s benefit coverage for a specific
product line or provider group. Chiropractic services & spinal
PRIOR AUTHORIZATION manipulation (98940-98943) PRIOR AUTHORIZATION REQUIRED for
. ) . . PRIOR AUTHORIZATION . . . . §
08942 Chiropractic manipulative treatment REQUIRED - MEDICAL POLICY REQUIRED - FOLLOW PGO0150 Chiropractic Services & Spinal |children under 4 years of age.
(CMT); spinal, 5 regions See Details/Notes : MEDICARE COVERAGE Manipulation Coverage per CMS criteria of subluxation (98940-98942).  Effective
CRITERIA 1/1/2021 a PRIOR AUTHORIZATION REQUIRED for all chiropractic
visits exceeding 30 per year. This policy includes all combination of
procedure codes 98940, 98941 and 98942
Coverage based on the member’s benefit coverage for a specific
product line or provider group. Chiropractic services & spinal
Chiropractic manipulative treatment PRIOR AUTHORIZATION ) . . ) me}mpulatlon (98940-98943) PRIOR AUTHORIZATION REQUIRED for
08943 (CMT); extraspinal, one or more | REQUIRED - MEDICAL POLICY PRIOR AUTHORIZATION PG0150 Chiropractic Services & Spinal |children under 4 years of age.
’ re ion; See Details/Notes " | REQUIRED - MEDICAL POLICY Manipulation Coverage per CMS criteria of subluxation (98940-98942).  Effective
g 1/1/2021 a PRIOR AUTHORIZATION REQUIRED for all chiropractic
visits exceeding 30 per year. This policy includes all combination of
procedure codes 98940, 98941 and 98942
0001U analysis of 35 antigens from 11 NON-COVERED REQUIRED - FOLLOW PGO041 Genetic Testing _Pr|or authonzam_)n_ is required for genetic testing unless otherwise noted
- MEDICARE COVERAGE in one of our policies.
blood groups, utilizing whole blood,
CRITERIA
common RBC alleles reported
Scoliosis, DNA analysis of 53
0004M single nucleotide polymorphisms NON-COVERED NON-COVERED PG0043 Experimental Investigational |\ o\ ~6vERED - EXPERIMENTAL, INVESTIGATIONAL
(SNPs), using saliva, prognostic Procedures Services
algorithm reported as a risk score
Oncology (colorectal), quanttatve
assessment of three urine
met?::?;f:;izcrgirt?ri)a E'dl’i sltjjizcmlc PG0065 Colorectal Cancer Screening
0002V . Y NON-COVERED NON-COVERED PG0043 Experimental Investigational NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
chromatography with tandem mass Procedures Services
spectrometry (LC-MS/MS) using
multiple reaction monitoring
acnuicitinn_alnnrithm ranartad ac
Oncology (ovarian) biochemical
assays of five proteins
(apolipoprotein A-1, CA 125 1I, . i
0003U follicle stimulating hormone, human NON-COVERED NON-COVERED PG0043 Experimental Investigational |\ o\ ~6vERED - EXPERIMENTAL, INVESTIGATIONAL

epididymis protein 4, transferrin),
utilizing serum, algorithm reported

as a likelihood score

Procedures Services




Codes

Code Description

Paramount Commercial
Insurance Plans

Elite (Medicare Advantage)
Plans

Policy

DETAILS/NOTES

0005U

Oncology (prostate) gene
expression profile by real-time RT-
PCR of 3 genes (ERG, PCA3, and
SPDEF), urine, algorithm reported

as risk score

PRIOR AUTHORIZATION
REQUIRED - INTERQUAL

PRIOR AUTHORIZATION
REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA

PG0041 Genetic Testing and PG0367
Genetic and Protein Biomarkers for
Diagnosis.and Risk Assessment of Prostate
Cancer-archived 020425.

Prior authorization is required for genetic testing unless otherwise noted
in one of our policies. 02/01/2024 Changed Commercial coverage from
NonCovered to Covered with a PA-PG0367 Genetic and Protein
Biomarkers for Diagnosis and Risk Assessment of Prostate Cancer

0006M

Oncology (hepatic), mMRNA
expression levels of 161 genes,
utilizing fresh hepatocellular
carcinoma tumor tissue, with alpha-
fetoprotein level, algorithm reported
as a risk classifier

NON-COVERED

NON-COVERED

PG0041 Genetic Testing

0007M

Oncology (gastrointestinal
neuroendocrine tumors), real-time
PCR expression analysis of 51
genes, utilizing whole peripheral
blood, algorithm reported as a
nomogram of tumor disease index

NON-COVERED

NON-COVERED

PG0041 Genetic Testing

0007U

Drug test(s), presumptive, with
definitive confirmation of positive
results, any number of drug
classes, urine, includes specimen
verification including DNA
authentication in comparison to
buccal DNA, per date of service

0009U

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

Oncology (breast cancer), ERBBZ
(HER2) copy number by FISH,
tumor cells from formalin fixed

paraffin embedded tissue isolated

using image- based
dielectrophoresis (DEP) sorting,
reported as ERBB2 gene amplified

or non_amnlifiad

NON-COVERED

NON-COVERED

PG0041 Genetic Testing

00104

Anesthesia for electroconvulsive
therapy

PRIOR AUTHORIZATION
REQUIRED - INTERQUAL

PRIOR AUTHORIZATION
REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA

PG0485 Electroconvulsive Therapy (ECT)-
Archived 10/01/2024

0011M

Oncology, prostate cancer, mMRNA
expression assay of 12 genes (10
content and 2 housekeeping), RT-
hyphenPCR test utilizing blood
plasma and/or urine, algorithms to
predict high-hyphengrade prostate
cancer risk

NON-COVERED

NON-COVERED

PG0041 Genetic Testing. and PG0367 Genetic
and Protein Biomarkers for Diagnosis and Risk
Assessment of Prostate Cancer-archived
020125




Codes

Code Description

Paramount Commercial
Insurance Plans

Elite (Medicare Advantage)
Plans

Policy

DETAILS/NOTES

0011U

Prescription drug monitoring,
evaluation of drugs present by LC-
MS/MS, using oral fluid, reported
as a comparison to an estimated
steady-state range, per date of
service including all drug
compounds and metabolites

0012M

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

oncology (urothenal), mMRNA, gene
expression profiling by real-
hyphentime quantitative PCR of
five genes (MDK, HOXA13, CDC2
[CDK1], IGFBPS5, and XCR2),
utilizing urine, algorithm reported as
a risk score for having urothelial

NON-COVERED

PRIOR AUTHORIZATION
REQUIRED - MEDICAL POLICY

PG0041 Genetic Testing

Prior authorization is required for genetic testing unless otherwise noted
in one of our policies.

0013M

Oncology (uF&F}%")‘?%RNA, gene
expression profiling by real-
hyphentime quantitative PCR of
five genes (MDK, HOXA13, CDC2
[CDK1], IGFBPS5, and
CXCR?2), utilizing urine, algorithm
reported as a risk score for having

~urrant rnthalial carcinama

0014M

NON-COVERED

PRIOR AUTHORIZATION
REQUIRED - MEDICAL POLICY

PG0041 Genetic Testing

Prior authorization is required for genetic testing unless otherwise noted
in one of our policies.

“WET Gisease, analysis of 3
biomarkers (hyaluronic acid [HA],
procollagen Il amino terminal
peptide [PIINP], tissue inhibitor of
metalloproteinase 1 [TIMP-1]),
using immunoassays, utilizing
serum, prognostic algorithm

0015M

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

ranartad ac a rick conra and riclk of
Adrenalr cortical tumor, blochemicar
assay of 25 steroid markers,
utilizing 24-hour urine specimen
and clinical parameters, prognostic
algorithm reported as a clinical risk
and integrated clinical steroid risk
for adrenal cortical carcinoma,

har adranal

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0016M

BRES R IO AR
microarray gene expression
profiling of 209 genes, utilizing
formalin-fixed paraffin-embedded
tissue, algorithm reported as
molecular subtype (luminal, luminal
infiltrated, basal, basal claudin-low,

andncrina_lika

NON-COVERED

PRIOR AUTHORIZATION
REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA

PG0041 Genetic Testing

Prior authorization is required for genetic testing unless otherwise noted
in one of our policies.

0016U

UnC‘tﬁU'g'} (hematolylnpl\lulu
neoplasia), RNA, BCR/ABL1 major
and minor breakpoint fusion
transcripts, quantitative PCR
amplification, blood or bone
marrow, report of fusion not
detected or detected with

Aantitatinn

PRIOR AUTHORIZATION
REQUIRED - INTERQUAL

NON-COVERED

PG0041 Genetic Testing

Prior authorization is required for genetic testing unless otherwise noted
in one of our policies.




Paramount Commercial Elite (Medicare Advantage)

Insurance Plans Plans Policy DETAILS/NOTES

Codes Code Description

Oncology (diffuse large B-cell
lymphoma [DLBCL]), mRNA, gene
expression profiling by fluorescent
0017M probe hybridization of 20 genes, NON-COVERED NON-COVERED PG0041 Genetic Testing

formalin-fixed paraffinembedded
tissue, algorithm reported as cell of

origin
Oncology (hematolymphoid
neoplasia), JAK2 mutation, DNA,
PCR amplification of exons 12-14 PRIOR AUTHORIZATION ¥ . . Prior authorization is required for genetic testing unless otherwise noted
o017y and sequence analysis, blood or REQUIRED - INTERQUAL RONCOLERED PGO041 Genetic Testing in one of our policies.

bone marrow, report of JAK2
mutation not detected or detected

Transplantation medicine (allograft
rejection, renal), measurement of
donor and third party induced
0018M CD154+Tcytotoxic memory cells, NON-COVERED NON-COVERED
utilizing whole peripheral blood,
algorithm reported as a rejection
risk score

PG0043 Experimental Investigational

; NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
Procedures Services

Oncology (thyroid), microRNA
profiling by RT-PCR of 10

microRNA sequences, utilizing fine PGO041 Genetic Testing and PG0298

Prior authorization is required for genetic testing unless otherwise noted

0018U needle aspirate. algorithm reported NON-COVERED NON-COVERED Molecular Markers in Fine Needle Aspirates in one of our policies
spirate, algorithm rep of Thyroid Nodules-Archived 07/01/2024 p :
as a positive or negative result for
moderate to high risk of malignancy
Cardiovascular disease, plasm,
analysis of protein biomarkers by
0019M aptamfer»based microarray and NON-COVERED NON-COVERED PG0392 Cardlo_vascula_r Disease (CVD)
algorithm reported as 4-year Risk Testing

likelihood of coronary event in high-
risk polulations

Oncology, RNA, gene expression
by whole transcriptome
sequencing, formalin-fixed paraffin
0019U embedded tissue or fresh frozen NON-COVERED NON-COVERED
tissue, predictive algorithm
reported as potential targets for
therapeutic agents

Oncology (prostate), aetection of 8
autoantibodies (ARF 6, NKX3-1,
5GGCOUTR-BMI1, CEP 164, 3GCO-
UTRRopporin, Desmocollin,
AURKAIP-1, CSNK2A2),
multiplexed immunoassay and flow
cytometry serum, algorithm

ranartad ac ricl conra

PG0043 Experimental Investigational
Procedures Services. and PG0367 Genetic
NON-COVERED NON-COVERED and Protein Biomarkers for Diagnosis NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
and Risk Assessment of Prostate Cancer-

archived 020425.

0021U




Codes

Code Description

0022U

Paramount Commercial
Insurance Plans

Elite (Medicare Advantage)
Plans

Policy

DETAILS/NOTES

Targeted genomic sequence
analysis panel, non-small cell lung
neoplasia, DNA and RNA analysis,
23 genes, interrogation for
sequence variants and
rearrangements, reported as
presence/absence of variants and

accnniata. aranvliac) tn cnncidar

0023U

PRIOR AUTHORIZATION
REQUIRED - INTERQUAL

PRIOR AUTHORIZATION
REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA

PG0041 Genetic Testing and PG0438

Molecular Profiling (Somatic Testing)

Panels for Solid Cancer Tumors and
Hematologic Malignancies-Archived 100124

in one of our policies.

Prior authorization is required for genetic testing unless otherwise noted

UnL,uTuGy'Tm mfelogenous
leukemia), DNA, genotyping of
internal tandem duplication,
p.D835, p.I1836, using mononuclear
cells, reported as detection or non-
detection of FLT3 mutation and
indication for or against the use of

midnctaurin

PRIOR AUTHORIZATION
REQUIRED - INTERQUAL

NON-COVERED

PG0041 Genetic Testing

in one of our policies.

Prior authorization is required for genetic testing unless otherwise noted

0024U

Glycosylated acute phase proteins
(GlycA), nuclear magnetic
resonance spectroscopy,

quantitative

NON-COVERED

NON-COVERED

PG0392 Cardiovascular Disease (CVD)
Risk Testing; PG0043 Experimental
Investigational Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0025U

Tenofovir, by liquid
chromatography with tandem mass
spectrometry (LC-MS/MS), urine,
quantitative

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0026U

oncology (tyroid), DNA and
mRNA of 112 genes, next-
generation sequencing, fine needle
aspirate of thyroid nodule,
algorithmic analysis reported as a
categorical result ("Positive, high
probability of malignancy" or

"Nanativia low nrahahilihe nf

PRIOR AUTHORIZATION
REQUIRED - INTERQUAL

PRIOR AUTHORIZATION
REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA

PG0041 Genetic Testing and PG0298
Molecular Markers in Fine Needle Aspirates
of Thyroid Nodules-Archived 07/01/2024

in one of our policies.

Prior authorization is required for genetic testing unless otherwise noted

0027U

JAK2 (Janus kinase 2) (eg,
myeloproliferative disorder) gene
analysis, targeted sequence
analysis exons 12-15

PRIOR AUTHORIZATION
REQUIRED - INTERQUAL

PRIOR AUTHORIZATION
REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA

PG0041 Genetic Testing

in one of our policies.

Prior authorization is required for genetic testing unless otherwise noted

0029U

Drug metabolism (adverse drug
reactions and drug response),
targeted sequence analysis (ie,
CYP1A2, CYP2C19, CYP2C9,
CYP2D6, CYP3A4, CYP3AS5,
CYP4F2, SLCO1B1, VKORC1 and

rs12777823)

PRIOR AUTHORIZATION
REQUIRED - INTERQUAL

PRIOR AUTHORIZATION
REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA

PG0041 Genetic Testing

Prior authorization is required for genetic testing unless otherwise noted
in one of our policies. Changed 0029U from noncovered to covered with
a prior authorization, InterQual, for Commercial, effective 11/01/2024.




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
Drug metabolism (warfarin drug PRIOR AUTHORIZATION
response), targeted sequence L REQUIRED - FOLLOW - . Prior authorization is required for genetic testing unless otherwise noted
0030V analysis (ie, CYP2C9, CYP4F2, NEN-ERYERED MEDICARE COVERAGE PG0041 Genetic Testing in one of our policies.
VKORC1, rs12777823) CRITERIA
0031U metabolism) gene analysis, NON-COVERED REQUIRED - FOLLOW PGO041 Genetic Testing _Pr|or authonzathn is required for genetic testing unless otherwise noted
; N MEDICARE COVERAGE in one of our policies.
common variants (ie, *1F, *1K, *6,
*7) CRITERIA
COMT (catechol-O- PRSI AURI PO Prior authorization is required for genetic testing unless otherwise noted
methyltransferase)(drug PRIOR AUTHORIZATION REQUIRED - FOLLOW . ) . onis req g 9 .
0032U . f PG0041 Genetic Testing in one of our policies. Changed 0032U from noncovered to covered with
metabolism) gene analysis, REQUIRED = [N RUAL MIERICHNE COURACE a prior authorization, InterQual, for Commercial, effective 11/01/2024
€.472G>A (rs4680) variant CRITERIA p ! ’ ! :
HTRZA (5-hydroxytryptamine
receptor 2A), HTR2C (5-
hydroxytryptamine receptor 2C) PRIOR AUTHORIZATION - R ) . . )
(eg, citalopram metabolism) gene PRIOR AUTHORIZATION REQUIRED - FOLLOW . ) Prior authorization is required for genetic testing unless otherwise noted
0033U - - . PG0041 Genetic Testing in one of our policies. Changed 0033U from noncovered to covered with
analysis, common variants (ie, REYUINED = INTERQUAL MIEBIEANE COVERACE a prior authorization, InterQual, for Commercial, effective 11/01/2024
HTR2A rs7997012 [c.614- CRITERIA p ! ’ ! :
2211T>C], HTR2C rs3813929 [c.-
ZEQCST] and re1414224 [0 BER1.
TPMT (thiopurine S-
T aroaiese 19)eq. topune. PRIOR AUTHORIZATION
0034U metabolism), gene analysis, NON-COVERED REQUIRED - FOLLOW PGO041 Genetic Testing _Pr|or authonzatl(_)n_ is required for genetic testing unless otherwise noted
. " MEDICARE COVERAGE in one of our policies.
common variants (ie, TPMT *2, CRITERIA
*3A, *3B, *3C, *4, *5, *6, *8, *12;
NUDT15 *3, *4, *5)
Exome (ie, somatic mutations),
0036U paired formalln-lﬂxed paraffin- NON-COVERED NON-COVERED PGO041 Genetic Testing F’nor authonzathnl is required for genetic testing unless otherwise noted
embedded tumor tissue and normal in one of our policies.
specimen, sequence analyses
Targeted genomic sequence
analysis, solid organ neoplasm,
DNA analysis of 324 genes, PRIOR AUTHORIZATION PG0041 Genetic Testing and PG0438
0037U interrogation for sequence variants, PRIOR AUTHORIZATION REQUIRED - FOLLOW Molecular Profiling (Somatic Testing) Prior authorization is required for genetic testing unless otherwise noted
gene copy number amplifications, REQUIRED - INTERQUAL MEDICARE COVERAGE Panels for Solid Cancer Tumors and in one of our policies.
gene rearrangements, CRITERIA Hematologic Malignancies-Archived 100124

microsatellite instability and tumor

mutatinnal hurdan




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
PG0433 Vitamin D Testing-Archived
Vitamin D, 25 hydroxy D2 and D3, 02/01/2025 COVIIEEfIf?eggve NON-COVERED Effective e 02.012.5 | Dreenrditan G
0038U by LCMS/MS, serum microsample, ' 02/01/2025 COVERED, WITHOUT| =™~ e e o
Lantitative WITHOUT A PRIOR A PRIOR AUTHORIZAITON effective 02/01/2025 procedure 0038U is
a AUTHORIZAITON covered without a prior authorization, for all
product lines.
BCRI/ABLL (t(9;22)) (eg, chronic PRIOR AUTHORIZATION
myelogenous leukemia) PRIOR AUTHORIZATION REQUIRED - FOLLOW . . Prior authorization is required for genetic testing unless otherwise noted
0040U translocation analysis, major REQUIRED - INTERQUAL MEDICARE COVERAGE PGO041 Genetic Testing in one of our policies.
breakpoint, quantitative CRITERIA
Oncology (breast guctar carcimoma
in situ), MRNA, gene expression
profiling by real-time RT-PCR of 12 PRIOR AUTHORIZATION ) .
0045U genes (7 content and 5 PRIOR AUTHORIZATION REQUIRED - FOLLOW ngggﬁi S;ﬁzg;lﬁi‘gg:g;;%zg Prior authorization is required for genetic testing unless otherwise noted
housekeeping), utilizing formalin- REQUIRED - INTERQUAL MEDICARE COVERAGE Cancer Pch)J nosis—Archv)i/ed 090124 in one of our policies.
fixed paraffin-embedded tissue, CRITERIA 9
algorithm reported as recurrence
FLT3 (fms-related tyrosine kinase
3) (eg, acute myeloid leukemia) PRIOR AUTHORIZATION . . Prior authorization is required for genetic testing unless otherwise noted
0046U internal tandem duplication (ITD) REQUIRED - INTERQUAL NIORHEOU D) PGO041 Genetic Testing in one of our policies.
variants, quantitative
Oncology (prostate), mMRNA, gene
expression profiling by real-time RT PRIOR AUTHORIZATION PG0041 Genetic Testing. and PG0367 |Prior authorization is required for genetic testing unless otherwise noted
0047U PCR of 17 genes (12 content and 5 PRIOR AUTHORIZATION REQUIRED - FOLLOW Genetic and Protein Biomarkers for in one of our policies. 02/01/2024 Changed Commercial coverage from
housekeeping), utilizing formalin- REQUIRED - INTERQUAL MEDICARE COVERAGE Diagnosis and Risk Assessment of Prostate [NonCovered to Covered with a PA-PG0367 Genetic and Protein
fixed paraffin-embedded tissue, CRITERIA Cancer-archived 020425. Biomarkers for Diagnosis and Risk Assessment of Prostate Cancer
algorithm reported as a risk score
Oncology (Sold organ neoplasiay,
DNA, targeted sequencing of
protein- coding exons of 468 PRIOR AUTHORIZATION
cancer-associated genes, including PRIOR AUTHORIZATION REQUIRED - FOLLOW . . Prior authorization is required for genetic testing unless otherwise noted
0048V interrogation for somatic mutations | REQUIRED - INTERQUAL MEDICARE COVERAGE PG0041 Genetic Testing in one of our policies.
and microsatellite instability, CRITERIA
matched with normal specimens,
utilizina farmalin_fivad naraffin,
NPM1 (nucleophosmin) (eg, acute ] TR ] . . ]
0049U myeloid leukemia) gene analysis, PRIOR AUTHORIZATION NON-COVERED PG0041 Genetic Testing Prior authorization is required for genetic testing unless otherwise noted

quantitative

REQUIRED - INTERQUAL

in one of our policies.




Codes Code Description Paramount Commercial Elite (Medicare Advantage) Bl DETAILS/NOTES
Insurance Plans Plans
Targeted genomic sequence
analysis panel, acute myelogenous PRIOR AUTHORIZATION
leukemia, DNA analysis, 194 PRIOR AUTHORIZATION REQUIRED - FOLLOW - . Prior authorization is required for genetic testing unless otherwise noted
0050V genes, interrogation for sequence REQUIRED - INTERQUAL MEDICARE COVERAGE PG0041 Genetic Testing in one of our policies.
variants, copy number variants or CRITERIA
rearrangements
Prescription drug monitoring,
evaluation of drugs present by LC-
0051U MS/MS, urine, 31 drug panel, NON-COVERED NON-COVERED PG0043 Experimental Investigational |\ o\ 6vERED - EXPERIMENTAL, INVESTIGATIONAL
reported as quantitative results, Procedures Services
detected or not detected, per date
of service
Lipoprotein, blood, high resolution
i f?ig?gﬁgoiﬁ;;:‘éiﬂ”?;'::}f;;.for PG0392 Cardiovascular Disease (CVD)
0052V _p P Y 9 y NON-COVERED NON-COVERED Risk Testing; PG0043 Experimental NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
lipoprotein classes and subclasses Investigational Procedures Services
of HDL, LDL, and VLDL by vertical 9
auto profile ultracentrifugation
C(;Trptilct(;:-:::;szi%rr]l’;l:iiﬂt()fl:ijlitﬁl PG0128 Computer Assisted Surgery-
rocg:edure w?th image- ui(;)ance archived-Medical Policy PG0128 Robotic &
0054T P ’ .g. 9 X NON-COVERED NON-COVERED Computer Assisted Surgery/Navigation is [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
based on fluoroscopic images (List - X -
N ) being converted to Reimbursement Policy
separately in addition to code for
. RMO031
primary procedure)
PTescrpton arug monioring, 14 or
more classes of drugs and
substances, definitive tandem
0054U mass spectrometry with NON-COVERED NON-COVERED PG0043 Experimental Investigational |\ o\ - 6vERED - EXPERIMENTAL, INVESTIGATIONAL
chromatography, capillary blood, Procedures Services
quantitative report with therapeutic
and toxic ranges, including steady-
ctata ranna far tha nracerihad dnca
COmpljJteI’-aSS.ISte.d mUSCUIOSkEI,Etal PG0128 Computer Assisted Surgery
surgical navigational orthopedic ) h . . Rk
rocedure. with image-guidance Medical Policy-archived-Medical Policy
0055T pbased on’CT/MRI iaages (List NON-COVERED NON-COVERED PG0128 Robotic & Computer Assisted NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
separately in addition togcode for Surgery/Navigation is being converted to
P Y Reimbursement Policy RM031
primary procedure)
Cardiology (heart transplant), cell-
free DNA, PCR assay of 96 DNA
0055U target sequences (94 single NON-COVERED NON-COVERED PG0041 Genetic Testing NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
nucleotide polymorphism targets
and two control target(s), plasma




Codes

Code Description

Paramount Commercial
Insurance Plans

Elite (Medicare Advantage)
Plans

Policy

DETAILS/NOTES

0058U

Oncology (Merkel cell carcinoma),
detection of antibodies to the
Merkel cell polyoma virus
oncoprotein (small T antigen),
serum, quantitative

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0059U

Oncology (Merkel cell carcinoma),
detection of antibodies to the
Merkel cell polyoma virus capsid
protein (VP1), serum, reported as
positive or negative

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0060U

Twin zygosity, genomic targeted
sequence analysis of chromosome
2, using circulating cell-free fetal
DNA in maternal blood

0061U

NON-COVERED

NON-COVERED

PG0041 Genetic Testing

Prior authorization is required for genetic testing unless otherwise noted

in one of our policies.

Transcutaneous measurement of
five biomarkers (tissue oxygenation
[StO2], oxyhemoglobin [ctHbO2],
deoxyhemoglobin [ctHbR], papillary
and reticular dermal hemoglobin
concentrations [ctHb1 and ctHb2]),
using spatial frequency domain

imanina (SEDN and multi.ecnactral

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0062U

Autoimmune (systemic lupus
erythematosus), IgG and IgM
analysis of 80 biomarkers, utilizing
serum, algorithm reported with a
risk score (SLEkey® Rule Out,
Veracis Inc, Veracis Inc)

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0064U

Antibody, Treponema pallidum,
total and rapid plasma nswer
(RPR), immunoassay, qualitative
(BioPlex 2200 Syphilis Total &
RPR Assay, Bio-Rad Laboratories,
Bio-Rad Laboratories)

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0066U

Placental alpha-micro globulin-1
(PAMG-1), immunoassay with
direct optical observation, cervico-
vaginal fluid, each specimen

NON-COVERED

NON-COVERED

PG0048 Tests for the Evaluation of Preterm
Labor and Premature Rupture of
Membranes; PG0043 Experimental
Investigational Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL




Codes

Code Description

Paramount Commercial
Insurance Plans

Elite (Medicare Advantage)
Plans

Policy

DETAILS/NOTES

0067U

oncology (breast),
immunohistochemistry, protein
expression profiling of 4 biomarkers
(matrix metalloproteinase-1 [MMP-
1], carcinoembryonic antigen-
related cell adhesion molecule 6
[CEACAME],

hualiirannanhiicncaminidaca

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0069U

Oncology (colorectal), microRNA,
RT-PCR expression profiling of
miR-31-3p, formalin-fixed paraffin-
embedded tissue, algorithm
reported as an expression score

NON-COVERED

NON-COVERED

PG0041 Genetic Testing

Prior authorization is required for genetic testing unless otherwise noted
in one of our policies.

0070U

CYPZDG (Cytochrome P450, Tamily
2, subfamily D, polypeptide 6) (eg,
drug metabolism) gene analysis,
common and select rare variants
(ie, *2, *3, *4, *4N, *5, *6, *7, *8, *9,
*10, *11, *12, *13, *14A,
*14B, *15, *17, *29, *35, *36, *41,

*E7 *RAXR2 *AQ CVDONA

PRIOR AUTHORIZATION
REQUIRED - INTERQUAL

PRIOR AUTHORIZATION
REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA

PG0041 Genetic Testing

Prior authorization is required for genetic testing unless otherwise noted
in one of our policies.

0071T

Focused ultrasound ablation of
uterine leiomyomata, including MR
guidance; total leiomyomata
volume less than 200 cc of tissue

NON-COVERED

NON-COVERED

PG0344 Uterine Fibroid Surgical
Treatments-Archived 080124. PG0043
Experimental/lnvestigational

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0071U

CYP2D6 (cytochrome P450,
family 2, subfamily D, polypeptide
6) (eg, drug metabolism) gene
analysis, full gene sequence (List
separately in addition to code for
primary procedure) (Use 0071U in
conjunction with 0070U)

PRIOR AUTHORIZATION
REQUIRED - INTERQUAL

PRIOR AUTHORIZATION
REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA

PG0041 Genetic Testing

Prior authorization is required for genetic testing unless otherwise noted
in one of our policies.

0072T

Focused ultrasound ablation of
uterine leiomyomata, including MR
guidance; total leiomyomata
volume greater or equal to 200 cc
of tissue

NON-COVERED

NON-COVERED

PG0344 Uterine Fibroid Surgical
Treatments-Archived 080124. PG0043
Experimental/lnvestigational

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0072U

CYPZDb (cytochrome F450,
family 2, subfamily D, polypeptide
6) (eg, drug metabolism) gene
analysis, targeted sequence
analysis (ie, CYP2D6-2D7 hybrid
gene) (List separately in addition to

code for primary procedure) (Use
NN721 | in canitinctinn with AN701 1\

PRIOR AUTHORIZATION
REQUIRED - INTERQUAL

PRIOR AUTHORIZATION
REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA

PG0041 Genetic Testing

Prior authorization is required for genetic testing unless otherwise noted
in one of our policies.




Codes

Code Description

Paramount Commercial
Insurance Plans

Elite (Medicare Adv:

antage)

Policy DETAILS/NOTES
Plans
CYPZD6 (cytochrome P450, Tamily
2, subfamily D, polypeptide 6) (eg,
drug metabolism) gene analysis, PRIOR AUTHORIZATION
targeted sequence analysis (ie, PRIOR AUTHORIZATION REQUIRED - FOLLOW . . Prior authorization is required for genetic testing unless otherwise noted
0073V CYP2D7-2D6 hybrid gene) (List REQUIRED - INTERQUAL MEDICARE COVERAGE PG0041 Genetic Testing in one of our policies.
separately in addition to code for CRITERIA
primary procedure) (Use 0073U in
~anitnctinn with NN701 1N
CTYPZD6 (Cytochrome P45U, tTamily
2, subfamily D, polypeptide 6) (eg,
drug metabolism) gene analysis, PRIOR AUTHORIZATION
targeted sequence analysis (ie, non; PRIOR AUTHORIZATION REQUIRED - FOLLOW ) . Prior authorization is required for genetic testing unless otherwise noted
0074 duplicated gene when REQUIRED - INTERQUAL MEDICARE COVERAGE PG0041 Genetic Testing in one of our policies.
duplication/multiplication is trans) CRITERIA
(List separately in addition to code
for nriman codira) (1 leco NO7A1L
CYPZDG (Cytochrome P450, Tamily
2, subfamily D, polypeptide 6) (eg,
drug metabolism) gene analysis, PRIOR AUTHORIZATION
targeted sequence analysis (ie, 5’ PRIOR AUTHORIZATION REQUIRED - FOLLOW . . Prior authorization is required for genetic testing unless otherwise noted
0075U gene duplication/multiplication) (List REQUIRED - INTERQUAL MEDICARE COVERAGE PGO041 Genetic Testing in one of our policies.
separately in addition to code for CRITERIA
primary procedure) (Use 0075U in
Aoninnctinn aith AO701 1N
TYPZDb (cytochrome P245U, famiy
2, subfamily D, polypeptide 6) (eg,
drug metabolism) gene analysis, PRIOR AUTHORIZATION
targeted sequence analysis (ie, 3’ PRIOR AUTHORIZATION REQUIRED - FOLLOW . .
oo7eu gene duplication/multiplication) (List|  REQUIRED - INTERQUAL MEDICARE COVERAGE PG0041 Genetic Testing
separately in addition to code for CRITERIA
primary procedure) (Use 0076U in
canitnction with 00701 1\
Immunogiobulin paraprotein

(Mprotein), qualitative,
immunoprecipitation and mass

Prior authorization is required for genetic testing unless otherwise noted
in one of our policies.

0077V spectrometry, blood or urine, NON-COVERED NON-COVERED PG0043 Experimental Investigational |\ o\ ~vERED - EXPERIMENTAL, INVESTIGATIONAL
including isotype (M-Protein Procedures Services
Detection and Isotyping by MALDI-
TOF Mass Spectrometry, Mayo
Clinic | aharatans Navalanad Tact)
Pamn management (0ploid-use
disorder) genotyping panel, 16
common variants (ie, ABCB1, PRIOR AUTHORIZATION
COMT, DAT1, DBH, DOR, DRD1, REQUIRED - FOLLOW . . Prior authorization is required for genetic testing unless otherwise noted
o078y DRD2, DRD4, GABA, GAL, NEN-EDIERED MEDICARE COVERAGE PGO041 Genetic Testing in one of our policies.
HTR2A, HTTLPR, MTHFR, MUOR, CRITERIA
OPRK1, OPRML1), buccal swab or
nthar narmling ticciia camnla
Comparative DNA analysis using
multiple PRIOR AUTHORIZATION
selected single-nucleotide REQUIRED - FOLLOW } . Prior authorization is required for genetic testing unless otherwise noted
0079U polymc?rphisms NONHEDUERED MEDQICARE COVERAGE PG0041 Genetic Testing in one of our policies. 9 ’ o
(SNPs), urine and buccal DNA, for CRITERIA
specimen identity verification




Codes

Code Description

Paramount Commercial
Insurance Plans

Elite (Medicare Advantage)
Plans

Policy

DETAILS/NOTES

0080U

oncology (lung), mass
spectrometric analysis of galectin-3|
binding protein and scavenger
receptor cysteine-rich type 1
protein M130, with five clinical risk
factors (age, smoking status,
nodule diameter, nodule-

cnacnuilatinn ctatiic o Ya¥a [N11=Y

NON-COVERED

PRIOR AUTHORIZATION
REQUIRED - MEDICAL POLICY

PG0476 Proteomic Testing in the
Management of Pulmonary Nodules

BDX-XL2 PRIOR AUTHORIZATION REQUIRED 0080U. All other
Plasma-based proteomic testing in patients with undiagnosed pulmonary
nodules detected by computed tomography is NON-COVERED 0092U.

0082U

a¥a WY I
Drug tesi(s), aenniive, 90 or more

drugs or substances, definitive
chromatography with mass
spectrometry, and presumptive,
any number of drug classes, by
instrument chemistry analyzer
(utilizing immunoassay), urine,

ranart nf nracanca ar ahcanca of

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0083U

Oncology, response to
chemotherapy drugs using motility
contrast tomography, fresh or
frozen tissue, reported as likelihood
of sensitivity or resistance to drugs
or drug combinations

NON-COVERED

NON-COVERED

PG0122 In Vitro Chemoresistance &
Chemosensitivity Assays; PG0043
Experimental Investigational Procedures
Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0084U

Red blood cell antigen typing, DNA,
genotyping of 10 blood groups with
phenotype prediction of 37 red
blood cell antigens

NON-COVERED

PRIOR AUTHORIZATION
REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA

PG0041 Genetic Testing

Prior authorization is required for genetic testing unless otherwise noted
in one of our policies.

0086U

TATECTIoUsS disease (bacterar ana
fungal), organism identification,
blood culture, using Rrna FISH, 6
or more organism targets, reported
as positive or negative with
phenotypic minimum inhibitory

concentration (MIC)-based

imicrnhial cliccantihilihy

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0087U

ARG, TRear TP ARSPIANT,
mMRNA gene
expression profiling by microarray
of 1283
genes, transplant biopsy tissue,
allograft
rejection and injury algorithm

ranartad ac a

NON-COVERED

NON-COVERED

PG0041 Genetic Testing

Prior authorization is required for genetic testing unless otherwise noted
in one of our policies.

0088U

Transplantation medicine (kidney
allograft rejection), microarray gene
expression profiling of 1494 genes,

utilizing transplant biopsy tissue,
algorithm reported as a probability

score for rejection

NON-COVERED

NON-COVERED

PG0041 Genetic Testing

Prior authorization is required for genetic testing unless otherwise noted
in one of our policies.




Codes

Code Description

Paramount Commercial
Insurance Plans

Elite (Medicare Advantage)
Plans

Policy

DETAILS/NOTES

0089U

Oncology (melanoma), gene
expression profiling by RTqPCR,
PRAME and LINC00518,
superficial collection using
adhesive patch(es)

PRIOR AUTHORIZATION
REQUIRED - INTERQUAL

PRIOR AUTHORIZATION
REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA

PG0041 Genetic Testing and PG0119
Gene Expression Profiling of Melanomas-
Archived 07/01/2024

Prior authorization is required for genetic testing unless otherwise noted

in one of our policies.

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, algorithm reported as a
categorical result (ie, benign,
intermediate, malignant)

PRIOR AUTHORIZATION
REQUIRED - INTERQUAL

PRIOR AUTHORIZATION
REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA

PG0041 Genetic Testing and PG0119
Gene Expression Profiling of Melanomas-
Archived 07/01/2024

Prior authorization is required for genetic testing unless otherwise noted
in one of our policies. (i.e., MyPath Melanoma )

0091U

Oncology (colorectal) screening,
cell enumeration of circulating
tumor cells, utilizing whole blood,
algorithm, for the presence of
adenoma or cancer, reported as a
positive or negative result

PRIOR AUTHORIZATION
REQUIRED - MEDICAL POLICY

PRIOR AUTHORIZATION
REQUIRED - MEDICAL POLICY

PG0065 Colorectal Cancer Screening

0092U

Oncology (lung), three protein
biomarkers, immunoassay using
magnetic nanosensor technology,
plasma, algorithm reported as risk
score for likelihood of malignancy

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0093U

Prescription drug monitoring,
evaluation of 65 common drugs by
LC-MS/MS, urine, each drug
reported detected or not detected

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0094U

Genome (e.g., unexplained
constitutional or heritable disorder
or syndrome), rapid sequence
analysis

PRIOR AUTHORIZATION
REQUIRED - INTERQUAL

PRIOR AUTHORIZATION
REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA

PG0468 Whole Exome Sequencing (WES)
and Whole Genome Sequencing (WGS)

Prior authorization is required for genetic testing unless otherwise noted

in one of our policies.

0095T

Removal of total disc arthroplasty
(artificial disc), anterior approach,
each additional interspace, cervical
(List separately in addition to code
for primary procedure)

NON-COVERED

NON-COVERED

PG0027 Artificial Intervertebral Disc
Replacement

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL




Codes

Code Description

0095U

Paramount Commercial
Insurance Plans

Elite (Medicare Advantage)
Plans

Policy

DETAILS/NOTES

TRammation (eoSmMopniic
esophagitis), ELISA analysis of
eotaxin-3 (CCL26 [C-C motif
chemokine ligand 26]) and major
basic protein (PRG2 [proteoglycan
2, pro eosinophil major basic
protein]), specimen obtained by

cuwalloawwad mulan ctrina_alanrithm

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0096U

Human papillomavirus (HPV), high-
risk types (ie, 16, 18, 31, 33, 35,
39, 45, 51, 52, 56, 58, 59, 66, 68),
male urine

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0098T

Revision including replacement of
total disc arthroplasty (artificial
disc), anterior approach, each

additional interspace, cervical (List

separately in addition to code for
primary procedure)

NON-COVERED

NON-COVERED

PG0027 Artificial Intervertebral Disc
Replacement

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0100T

Placement of a subconjunctival
retinal prosthesis receiver and
pulse generator, and implantation
of intra-ocular retinal electrode
array, with vitrectomy

NON-COVERED

NON-COVERED

PG0418 Retinal Prosthesis

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0101T

Extracorporeal shock wave
involving musculoskeletal system,
not otherwise specified, high
energy

0101U

NON-COVERED

NON-COVERED

PG0004 Extracorporeal Shock Wave
(ESWT)-Archived 090124

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

Hereqitary colon cancer aisoraers
(eg, Lynch syndrome, PTEN
hamartoma syndrome, Cowden
syndrome, familial adenomatosis
polyposis), genomic sequence
analysis panel utilizing a
combination of NGS, Sanger,
MI DA and arrav CCH with

PRIOR AUTHORIZATION
REQUIRED - INTERQUAL

PRIOR AUTHORIZATION
REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA

PG0041 Genetic Testing

Prior authorization is required for genetic testing unless otherwise noted
in one of our policies.

0102T

Extracorporeal shock wave, high
energy, performed by a physician,
requiring anesthesia other than
local, involving lateral humeral
epicondyle

NON-COVERED

NON-COVERED

PG0004 Extracorporeal Shock Wave
(ESWT)-Archived 090124

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL




Codes

Code Description

0102U

Paramount Commercial
Insurance Plans

Elite (Medicare Advantage)

Plans

Policy

DETAILS/NOTES

Hereditary breast cancer,
hereditary ovarian cancer,
hereditary endometrial cancer),
genomic sequence analysis panel
utilizing a combination of NGS,
Sanger, MLPA, and array CGH,
with MmRNA analytics to resolve

variante nf inkn, cinnifinan,

0103U

PRIOR AUTHORIZATION
REQUIRED - INTERQUAL

PRIOR AUTHORIZATION
REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA

PG0041 Genetic Testing

Prior authorization is required for genetic testing unless otherwise noted
in one of our policies.

Fereditary ovanan cancer (6g,
hereditary ovarian cancer,
hereditary endometrial cancer),
genomic sequence analysis panel
utilizing a combination of NGS,
Sanger,,MLPA, and array CGH,
with MmRNA analytics to resolve

variante af tinkbnowwn cinnifinanca

0105U

PRIOR AUTHORIZATION
REQUIRED - INTERQUAL

PRIOR AUTHORIZATION
REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA

PG0041 Genetic Testing

Prior authorization is required for genetic testing unless otherwise noted
in one of our policies.

Ne—pm‘lﬁmy
disease), multiplex
electrochemiluminescent
immunoassay (ECLIA) of tumor
necrosis factor receptor 1A,
receptor superfamily 2 (TNFR1,
TNFR2), and kidney injury

malacula 1 (KINM_1) camhinad with

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0106T

Quantitative sensory testing (QST),
testing and interpretation per
extremity; using touch pressure
stimuli to assess large diameter
sensation

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0106U

Gastric emptying, serial collection
of 7 timed breath specimens, non-
radioisotope carbon-13(13C)
spirulina substrate, analysis of each
specimen by gas isotope ratio
mass spectrometry, reported as
rate of 13Cos excretion

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0107T

Quantitative sensory testing (QST),
testing and interpretation per
extremity; using vibration stimuli to
assess large diameter fiber
sensation

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0107U

Clostridium difficile toxin(s) antigen
detection by immunoassay
technique, stool, qualitative,

multiple-step method

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL




Codes

Code Description

Paramount Commercial
Insurance Plans

Elite (Medicare Advantage)
Plans

Policy

DETAILS/NOTES

0108T

Quantitative sensory testing (QST),
testing and interpretation per
extremity; using cooling stimuli to
assess small nerve fiber sensation

and hyperalgesia

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0108U

Gastroenterology (Barrett s
esophagus), whole slide-digital
imaging, including morphometric
analysis, computer-assisted
quantitative immunolabeling of 9
protein biomarkers (p16, AMACR,
p53, CD68, COX-2, CD45RO,

HIC1s HED 2 W20\ and

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0109T

Quantitative sensory testing (QST),

testing and interpretation per

extremity; using heat-pain stimuli to

assess small nerve fiber sensation
and hyperalgesia

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0110T

Quantitative sensory testing (QST),
testing and interpretation per
extremity; using other stimuli to
assess sensation

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0110U

PTescription arug monmorng, one
or more oral oncology drug(s) and
substances, definitive tandem
mass spectrometry with
chromatography, serum or plasma
from capillary blood or venous
blood, quantitative report with

ctaadv ctate ranna far tha

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0111U

Oncology (colon cancer), targeted
KRAS (codons 12, 13, and 61) and
NRAS (codons 12, 13, and 61)
gene analysis utilizing formalin-
fixed paraffin-embedded tissue

PRIOR AUTHORIZATION
REQUIRED - INTERQUAL

PRIOR AUTHORIZATION
REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA

PG0041 Genetic Testing

Prior authorization is required for genetic testing unless otherwise noted
in one of our policies.

0112U

Infectious agent detection and
identification, targeted sequence
analysis (16S and 18S Rrna
genes) with drug-resistance gene

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL




Paramount Commercial Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
oncology (prostate), measurement
of PCA3 and TMPRSS2-ERG in Genetic and Protein Biomarkers for
urine and PSA in serum following PRIOR AUTHORIZATION Diagnosis and Risk Assessment of Prostate
0113U prostatic massage, by RNA NON-COVERED REQUIRED - FOLLOW Cancgr. and PG0367_ Gene_tic and F_’rotein Prior authorization is required for genetic testing unless otherwise noted
amplification and fluorescence- MEDICARE COVERAGE Biomarkers for Diagnosis and Risk in one of our policies.
based detection, algorithm reported CRITERIA Assessment of Prostate Cancer-archived
as risk score (MyProstateScore, 020125

Lyny DY)

Gastroenterology (Barrett's
esophagus), VIM and CCNA1
0114U methylation analysis, esophageal NON-COVERED NON-COVERED

cells, algorithm reported as
likelihood for Barrett's esophagus

PG0043 Experimental Investigational

} NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
Procedures Services

RespIratory TTectious agent
detection by nucleic acid (DNA and
RNA), 18 viral types and subtypes
and 2 bactfarial Fargetg, ampliflied NON-COVERED NON-COVERED PG0043 Experimental Inyestigational
probe technique, including multiplex Procedures Services
reverse transcription for RNA
targets, each analyte reported as

0115U NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

dotartad ar nnt datactad
Prescripiion drug monitoring,
enzyme immunoassay of 35 or
more drugs confirmed with LC-
MS/MS, oral fluid, algorithm results
reported as a patient-compliance
measurement with risk of drug-to-
drug interactions for prescribed

PG0252 Noninvasive Tests for Hepatic
NON-COVERED NON-COVERED Fibrosis; PG0043 Experimental NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
Investigational Procedures Services

0116U

Pamn manaré'ézrﬂ'é‘ﬁ{"érﬁaw&s of 1T
endogenous analytes
(methylmalonic acid, xanthurenic
acid, hgmocygteine, pyroglutamic NON-COVERED NON-COVERED PG0043 Experimental Inyestigational

acid, vanilmandelate, 5- Procedures Services
hydroxyindoleacetic acid,
hydroxymethylglutarate,

athvimalanatao wdravimranud

0117U NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

LEUSVE R G [
quantification of donor-derived cell-
free DNA using whole genome nexti PRIOR AUTHORIZATION
generation sequencing, plasma, PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0525 Molecular Testing for Solid Organ
reported as percentage of donor- REQUIRED - INTERQUAL MEDICARE COVERAGE Allograft Rejection
derived cell-free DNA in the total CRITERIA
cell-free DNA [when specified for

haart trancnlant raiactianl [Allaciira

0118U

Cardiology, ceramides by liquid
chromatography-tandem mass
spectrometry, plasma, quantitative
report with risk score for major
cardiovascular events MI-HEART
Ceramides, Plasma

PG0392 Cardiovascular Disease (CVD)
NON-COVERED NON-COVERED Risk Testing; PG0043 Experimental NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
Investigational Procedures Services

0119U




Codes

Code Description

0120U

Paramount Commercial
Insurance Plans

Elite (Medicare Advantage)

Plans

Policy

DETAILS/NOTES

Oncology (B-cell ymphoma
classification), mRNA, gene
expression profiling by fluorescent
probe hybridization of 58 genes (45
content and 13 housekeeping
genes), formalin-fixe paraffin-
embedded tissue, algorithm

rannrtad ac likalihand far nrimang

NON-COVERED

NON-COVERED

PG0041 Genetic Testing

Prior authorization is required for genetic testing unless otherwise noted
in one of our policies.

0121U

Sickle cell disease, microfluidic flow
adhesion (VCAM-1), whole blood

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0122V

Sickle cell disease, microfluidic flow!
adhesion (P-Selectin), whole blood

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0123U

Mechanical fragility, RBC, shear
stress and spectral analysis
profiling

0129U

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

Ferediary breast cancer—rerated
disorders (eg, hereditary breast
cancer, hereditary ovarian cancer,
hereditary endometrial cancer),
genomic sequence analysis and
deletion/duplication analysis panel
(ATM, BRCAL1, BRCA2, CDH1,

0130U

PRIOR AUTHORIZATION
REQUIRED - INTERQUAL

PRIOR AUTHORIZATION
REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA

PG0041 Genetic Testing

Prior authorization is required for genetic testing unless otherwise noted
in one of our policies.

CUEKD DAL RD
Hereditary colon cancer aisoraers
(eg, Lynch syndrome, PTEN
hamartoma syndrome, Cowden
syndrome, familial adenomatosis
polyposis), targeted mRNA
sequence analysis panel (APC,

CDH1, CHEK2, MLH1, MSH2,
MSHA MIITVH DMS2 DTEN and

NON-COVERED

PRIOR AUTHORIZATION
REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA

PG0041 Genetic Testing

Prior authorization is required for genetic testing unless otherwise noted
in one of our policies.

0131U

Hereditary breast cancer—related
disorders (eg, hereditary breast
cancer, hereditary ovarian cancer,
hereditary endometrial cancer),
targeted mRNA sequence analysis
panel (13 genes)

NON-COVERED

PRIOR AUTHORIZATION
REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA

PG0041 Genetic Testing

Prior authorization is required for genetic testing unless otherwise noted
in one of our policies.




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
Hereditary ovarian cancer—related
disorders (eg, hereditary breast PRIOR AUTHORIZATION
cancer, hereditary ovarian cancer, REQUIRED - FOLLOW - . Prior authorization is required for genetic testing unless otherwise noted
0132V hereditary endometrial cancer), NEN-ERYERED MEDICARE COVERAGE PG0041 Genetic Testing in one of our policies.
targeted mMRNA sequence analysis CRITERIA
panel (17 genes)
Hereditary prostate cancer—related PRIOR AUTHORIZATION
disorders, targeted mRNA PRIOR AUTHORIZATION REQUIRED - FOLLOW . . Prior authorization is required for genetic testing unless otherwise noted
01330 sequence analysis panel (11 REQUIRED - INTERQUAL MEDICARE COVERAGE PGO041 Genetic Testing in one of our policies.
genes) CRITERIA
Hereditary pan cancer (eg,
hereditary breast and ovarian PRIOR AUTHORIZATION
cancer, hereditary endometrial REQUIRED - FOLLOW - . Prior authorization is required for genetic testing unless otherwise noted
0134U cancer, hereditary colorectal NON-ETOYERED MEDICARE COVERAGE PG0041 Genetic Testing in one of our policies.
cancer), targeted mMRNA sequence CRITERIA
analysis panel (18 genes)
Hereditary gynecological cancer
(eg, hereditary breast and ovarian PRIOR AUTHORIZATION
cancer, hereditary endometrial REQUIRED - FOLLOW . . Prior authorization is required for genetic testing unless otherwise noted
01350 cancer, hereditary colorectal NEN-EQUERED MEDICARE COVERAGE PGO041 Genetic Testing in one of our policies.
cancer), targeted mRNA sequence CRITERIA
analysis panel (12 genes)
ATM (ataxia telangiectasia PRSI UGB PZLTOR
: - . REQUIRED - FOLLOW ) . Prior authorization is required for genetic testing unless otherwise noted
0136U mutarfsz\‘(i%eatjg:i;e;rges<i:;a5|a) NON-COVERED MEDICARE COVERAGE PG0041 Genetic Testing in one of our policies.
q Y CRITERIA
PALB2 (partner and localizer of BRIONACINORIZAION
0137U BRCA?) (eg, breast and pancreatic NON-COVERED REQUIRED - FOLLOW PGO041 Genetic Testing F’nor authonzathnl is required for genetic testing unless otherwise noted
cancer) MRNA sequence analysis MEDICARE COVERAGE in one of our policies.
q 4 CRITERIA
BRCAL (BRCAL, DNA repair PRIOR AUTHORIZATION
associated), BRCAZ (BRCA2, REQUIRED - FOLLOW Prior authorization is required for genetic testing unless otherwise noted
0138U DNA repair associated) (eg, NON-COVERED PG0041 Genetic Testing . onis req 9 9
. A MEDICARE COVERAGE in one of our policies.
hereditary breast and ovarian CRITERIA

cancer) mRNA sequence analysis




Codes

Code Description

Paramount Commercial
Insurance Plans

Elite (Medicare Advantage)
Plans

Policy

DETAILS/NOTES

0140U

Infectious disease (fungi), fungal
pathogen identification, DNA (15
fungal targets), blood culture,
amplified probe technique, each
target reported as detected or not
detected

0141U

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

TATectious disease (pacteria and
fungi), gram-positive organism
identification and drug resistance
element detection, DNA (20 gram-
positive bacterial targets, 4
resistance genes, 1 pan gram-
negative bacterial target, 1 pan

Innd cuiltiira

0142V

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

Candida tarnat) hl
TnTfectious disease (bacteria and
fungi), gram-negative bacterial
identification and drug resistance
element detection, DNA (21 gram-
negative bacterial targets, 6
resistance genes, 1 pan gram-
positive bacterial target, 1 pan

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0143U

Candida tarnat) _amnlifiad nraha
Drug assay, defmiive, 12U or more
drugs or metabolites, urine,
quantitative liquid chromatography
with tandem mass spectrometry
(LC-MS/MS) using multiple reaction
monitoring (MRM), with drug or
metabolite description, comments

including ca

0144U

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

mnla validatinn_nar
Drug assay, definiive, 1oU oF more
drugs or metabolites, urine,
quantitative liquid chromatography
with tandem mass spectrometry
(LC-MS/MS) using multiple reaction
monitoring (MRM), with drug or
metabolite description, comments

incliuding camnla validatinn_nar

0145U

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

Drug assay, definiive, 65 or more
drugs or metabolites, urine,
quantitative liquid chromatography
with tandem mass spectrometry
(LC-MS/MS) using multiple reaction
monitoring (MRM), with drug or
metabolite description, comments

incliding o tinn _na

0146U

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

amnla valida r
Drug assay, definiive, 8U of more
drugs or metabolites, urine, by
quantitative liquid chromatography
with tandem mass spectrometry
(LC-MS/MS) using multiple reaction
monitoring (MRM), with drug or
metabolite description, comments

inclidina camnla validatinn_nar

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL




Codes

Code Description

0147V

Paramount Commercial
Insurance Plans

Elite (Medicare Advantage)
Plans

Policy

DETAILS/NOTES

Drug assay, defnmve, 85 or more
drugs or metabolites, urine,
quantitative liquid chromatography
with tandem mass spectrometry
(LC-MS/MS) using multiple reaction
monitoring (MRM), with drug or
metabolite description, comments

~ludina lidatinn_nar

0148U

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

DTG assay,caré‘uTnlﬁlvg, TOU Griiore
drugs or metabolites, urine,
quantitative liquid chromatography
with tandem mass spectrometry
(LC-MS/MS) using multiple reaction
monitoring (MRM), with drug or
metabolite description, comments

incliding camnla validatinn_n

0149U

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

Ditig assay, Genniive, 60 of more
drugs or metabolites, urine,
quantitative liquid chromatography
with tandem mass spectrometry
(LC-MS/MS) using multiple reaction
monitoring (MRM), with drug or
metabolite description, comments

including

0150U

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

Drug assay,caré'\?ruﬁﬁé:'ﬁ%"ar fiore
drugs or metabolites, urine,
quantitative liquid chromatography
with tandem mass spectrometry
(LC-MS/MS) using multiple reaction
monitoring (MRM), with drug or
metabolite description, comments

camnla valid

0151U

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

including ation_nar
TATeCtious disease (bacteral or virar
respiratory tract infection),
pathogen specific nucleic acid
(DNA or RNA), 33 targets, real-
time semi-quantitative PCR,
bronchoalveolar lavage, sputum, or
endotracheal aspirate, detection of

22 nrnanicmal and antihintic

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0152V

Infectious disease (bacteria, fungi,
parasites, and DNA viruses),
microbial cell-free DNS, plasma,
untargeted next-generation
sequencing, report for significant
positive pathogens

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0153U

Oncology (preast), mMRNA, gene
expression profiling by next-
generation sequencing of 101
genes, utilizing formalin-fixed
paraffin-embedded tissue,
algorithm reported as a triple
negative breast cancer clinical

cuhhmale) with infarmatinn an

PRIOR AUTHORIZATION
REQUIRED - INTERQUAL

PRIOR AUTHORIZATION
REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA

PG0041 Genetic Testing

Prior authorization is required for genetic testing unless otherwise noted
in one of our policies.




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
Oncology (Urothelial cancer), RNA,
analysis by real-time RT-PCR of
the FGFR3 (fibroblast growth factor PRIOR AUTHORIZATION
receptor 3) gene analysis (ie, PRIOR AUTHORIZATION REQUIRED - FOLLOW . . Prior authorization is required for genetic testing unless otherwise noted
01540 p.R248C [c.742C>T], REQUIRED - MEDICAL POLICY MEDICARE COVERAGE PG0041 Genetic Testing in one of our policies.
p.S249C [c.746C>G], p.G370C CRITERIA
[c.1108G>T], p.Y373C
I~ 111QASC] COEDA TACC A1
Oncology (breast cancer), DNA;
PIK3CA (phosphatidylinositol-4,5-
bisphosphate 3- kinase, catalytic PRIOR AUTHORIZATION
subunit alpha) (eg, breast cancer) PRIOR AUTHORIZATION REQUIRED - FOLLOW ) . Prior authorization is required for genetic testing unless otherwise noted
01550 gene analysis (ie, p.C420R, REQUIRED - INTERQUAL MEDICARE COVERAGE PGO041 Genetic Testing in one of our policies.
p.E542K, p.E545A, p.E545D CRITERIA
[9.1635G>T only], p.E545G,
N ECACK n NEARE
Copy number (eg, intellectual IFIRIGIR AUUAICIRPIUIIOLY
. ! REQUIRED - FOLLOW . . Prior authorization is required for genetic testing unless otherwise noted
0156U d|sa:£|tﬁé?]);sen;(:]raplhzilggy), NON-COVERED MEDICARE COVERAGE PG0041 Genetic Testing in one of our policies.
q 4 CRITERIA
APC (APC regulator of WNT PRIOR AUTHORIZATION
signaling pathway) (eg, familial REQUIRED - FOLLOW . . Prior authorization is required for genetic testing unless otherwise noted
01570 adenomatosis polyposis [FAP]) NEN-EQUERED MEDICARE COVERAGE PGO041 Genetic Testing in one of our policies.
mRNA sequence analysis CRITERIA
MLH1 (mutL homolog 1) (eg,
hereditary non-polyposis colorectal PRIOR AUTHORIZATION
cancer, Lynch syndrome) mRNA REQUIRED - FOLLOW - . Prior authorization is required for genetic testing unless otherwise noted
0158U sequence analysis (List separately NON-EIOYERED) MEDICARE COVERAGE PG0041 Genetic Testing in one of our policies.
in addition to code for primary CRITERIA
procedure)
Reredtay colon cancer. Lyneh PRIOR AUTHORIZATION
0159U syndrome) mRNA sequence NON-COVERED REQUIRED - FOLLOW PGO041 Genetic Testing F’nor authonzathnl is required for genetic testing unless otherwise noted
B A . MEDICARE COVERAGE in one of our policies.
analysis (List separately in addition
R CRITERIA
to code for primary procedure)
neredany oo cancer, Lynch
0160U syndrome) mMRNA sequence NON-COVERED REQUIRED - FOLLOW PG0041 Genetic Testing F’I'IOI' authonzatn_)n_ is required for genetic testing unless otherwise noted
P . o MEDICARE COVERAGE in one of our policies.
analysis (List separately in addition CRITERIA

to code for primary procedure




Codes

Code Description

Paramount Commercial
Insurance Plans

Elite (Medicare Advantage)
Plans

Policy

DETAILS/NOTES

0161U

PMS2 (PMS1 homolog 2,
mismatch repair system
component) (eg, hereditary
nonpolyposis colorectal cancer,
Lynch syndrome) mRNA sequence
analysis (List separately in addition
to code for primary procedure)

NON-COVERED

PRIOR AUTHORIZATION
REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA

PG0041 Genetic Testing

Prior authorization is required for genetic testing unless otherwise noted
in one of our policies.

0162U

Hereditary colon cancer (Lynch
syndrome), targeted mRNA
sequence analysis panel (MLH1,
MSH2, MSH6, PMS2) (List
separately in addition to code
for primary procedure)

NON-COVERED

PRIOR AUTHORIZATION
REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA

PG0041 Genetic Testing

Prior authorization is required for genetic testing unless otherwise noted
in one of our policies.

0163T

Total disc arthroplasty (artificial
disc), anterior approach, including
discectomy to prepare interspace

(other than for decompression),
each additional interspace, lumbar
(List separately in addition to code

for primary procedure)

NON-COVERED

NON-COVERED

PG0027 Artificial Intervertebral Disc
Replacement

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0163U

Oncology (colorectal) screening,
biochemical enzyme-linked
immunosorbent assay (ELISA) of 3
plasma or serum proteins
(teratocarcinoma derived growth
factor-1 [TDGF-1, Cripto-1],
carcinoembryonic antigen [CEA],

avtracallilar matriv nrotain IECMI

NON-COVERED

NON-COVERED

PGO0065 Colorectal Cancer Screening;
PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0164T

Removal of total disc arthroplasty,

(artificial disc), anterior approach,

each additional interspace, lumbar

(List separately in addition to code
for primary procedure)

NON-COVERED

NON-COVERED

PG0027 Artificial Intervertebral Disc
Replacement

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0164U

Gastroenterology (irritable bowel
syndrome [IBS]), immunoassay for
antiCdtB and anti-vinculin
antibodies, utilizing plasma,
algorithm for elevated or not
elevated qualitative results

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0165T

Revision including replacement of
total disc arthroplasty (artificial
disc), anterior approach, each

additional interspace, lumbar (List

separately in addition to code for
primary procedure)

NON-COVERED

NON-COVERED

PG0027 Artificial Intervertebral Disc
Replacement

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
Peanut allergen-specific IgE and
iuigt'fs\:;;ss:sfrzi;_ﬁiﬁisg PG0188 Allergy Testing and Treatments.
0165U . pitop 9 Y NON-COVERED NON-COVERED PG0043 Experimental Investigational NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
immunosorbent assay (ELISA), .
o Py Procedures Services
blood, individual epitope results
and interpretation
CIVer aisease, 10 blochemicar
assays (a2-macroglobulin,
haptoglobin, apolipoprotein A1,
0166U _ bilirbin, GGT, ALT, AST, NON-COVERED NON-COVERED PG0043 Experimental Investigational |\ 5. covERED - EXPERIMENTAL, INVESTIGATIONAL
triglycerides, cholesterol, fasting Procedures Services
glucose) and biometric and
demographic data, utilizing serum,
alonrithm ranartad ac conrac far
Gonadotropin, chorionic (Hcg), . -
0167U immunoassay with direct optical NON-COVERED NON-COVERED PG0043 Experimental Investigational |\ | coVERED - EXPERIMENTAL, INVESTIGATIONAL
. Procedures Services
observation, blood
NUDTlTSP(&L}dgh?g;:‘r’if:Z15) and PRIOR AUTHORIZATION
B REQUIRED - FOLLOW . . Prior authorization is required for genetic testing unless otherwise noted
0169U r;e;g;t(;:g;f;era;&;) E(lig,l dsrilég NON-COVERED MEDICARE COVERAGE PG0041 Genetic Testing in one of our policies.
gene analysis, CRITERIA
common variants
Neurology (autism spectrum
disorder [ASD]), RNA, next- PRIOR AUTHORIZATION
generation sequencing, saliva, " REQUIRED - FOLLOW - . Prior authorization is required for genetic testing unless otherwise noted
0170 algorithmic analysis, and results NON-EIOYERED) MEDICARE COVERAGE PG0041 Genetic Testing in one of our policies.
reported as predictive probability of CRITERIA
ASD diagnosis
Targeted genomic sequence
analysis panel, acute myeloid
leukemia, myelodysplastic PRIOR AUTHORIZATION
syndrome, and PRIOR AUTHORIZATION REQUIRED - FOLLOW . . Prior authorization is required for genetic testing unless otherwise noted
0171V myeloproliferative neoplasms, DNA|  REQUIRED - INTERQUAL MEDICARE COVERAGE PG0041 Genetic Testing in one of our policies.
analysis, 23 genes, interrogation for CRITERIA
sequence variants, rearrangements
Oncology (Sona tior as arcated
by the label), somatic mutation
analysis of BRCA1 (BRCA1, DNA PRIOR AUTHORIZATION
0172U repair associated), BRCA2 PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0041 Genetic Testin Prior authorization is required for genetic testing unless otherwise noted
(BRCAZ2, DNA repair associated) [ REQUIRED - MEDICAL POLICY MEDICARE COVERAGE 9 in one of our policies.
and analysis of homologous CRITERIA

recombination deficiency pathways,

NDNA_farmalin fivad naraffin_




Codes

Code Description

Paramount Commercial
Insurance Plans

Elite (Medicare Advantage)
Plans

Policy

DETAILS/NOTES

0173V

Psychiatry (ie, depression, anxiety),
genomic analysis panel, includes
variant analysis of 14 genes

NON-COVERED

PRIOR AUTHORIZATION
REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA

PG0041 Genetic Testing

Prior authorization is required for genetic testing unless otherwise noted
in one of our policies.

0174T

Computer-aigead detection (CAD)
(computer algorithm analysis of
digital image data for lesion
detection) with further physician
review for interpretation and report,
with or without digitization of film
radiographic images, chest

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0174U

radinaranh(c) narfarmad
Oncology (Solid tumor), mass
spectrometric 30 protein targets,
formalin-fixed paraffin-embedded
tissue, prognostic and predictive
algorithm reported as likely,
unlikely, or uncertain benefit of 39
chemotherapy and targeted

aranaiitic an

NON-COVERED

NON-COVERED

PG0041 Genetic Testing

Prior authorization is required for genetic testing unless otherwise noted
in one of our policies.

0175T

CoR R A T R SA T ADY
(computer algorithm analysis of
digital image data for lesion
detection) with further physician
review for interpretation and report,
with or without digitization of film
radiographic images, chest

radinaranh(e) narfarmad ramata

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0175U

Psychiatry (eg, depression,
anxiety), genomic analysis panel,
variant analysis of 15 genes

NON-COVERED

PRIOR AUTHORIZATION
REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA

PG0041 Genetic Testing

Prior authorization is required for genetic testing unless otherwise noted
in one of our policies. Changed 0175U from noncovered to covered with
a prior authorization, InterQual, for Elite, effective 11/01/2024.

0176U

Cytolethal distending toxin B (CdtB)
and vinculin IgG antibodies by
immunoassay (ie, ELISA)

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0177U

Oncology (breast cancer), DNA,
PIK3CA (phosphatidylinositol-4,5-
bisphosphate 3-kinase catalytic
subunit alpha) gene analysis of 11
gene variants utilizing plasma,
reported as PIK3CA gene mutation
status

NON-COVERED

NON-COVERED

PG0041 Genetic Testing

Prior authorization is required for genetic testing unless otherwise noted
in one of our policies.




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
Peanut allergen-specific
quznt::tnéz Ss;eszrﬂezi;ji?kﬂzple PG0188 Allergy Testing and Treatments.
0178U . pitop 9 Y NON-COVERED NON-COVERED PG0043 Experimental Investigational NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
immunosorbent assay (ELISA), .
L o Procedures Services
blood, report of minimum eliciting
exposure for a clinical reaction
Oncology (non-small cell Tung
cancer), cell-free DNA, targeted
sequence analysis of 23 genes PRIOR AUTHORIZATION
0179U (single nucleotide variations, PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0041 Genetic Testing and PG0500 Prior authorization is required for genetic testing unless otherwise noted
insertions and deletions, fusions REQUIRED - INTERQUAL MEDICARE COVERAGE Liquid Biopsy-Archived 100124 in one of our policies.
without prior knowledge of CRITERIA
partner/breakpoint, copy number
viariatinne) with ranart af cionifinant
Red cell antigen (ABO blood group,
genotyping (ABO), gene analysis
Sanger/chain PRIOR AUTHORIZATION
termination/conventional REQUIRED - FOLLOW - . Prior authorization is required for genetic testing unless otherwise noted
0180U sequencing, ABO (ABO, alpha 1-3- NER-EOYENED MEDICARE COVERAGE PGO041 Genetic Testing in one of our policies.
N-acetylgalactosaminyltransferase CRITERIA
and alpha 1-3-
nalactncvltrancfaraca) nana
Red cell antigen (Colton blood PRIOR AUTHORIZATION
group) genotyping (CO), gene REQUIRED - FOLLOW . . Prior authorization is required for genetic testing unless otherwise noted
01810 analysis, AQP1 (aquaporin 1 NEN-EQUERED MEDICARE COVERAGE PGO041 Genetic Testing in one of our policies.
[Colton blood group]) exon 1 CRITERIA
Red cell antigen (Cromer blood PRIOR AUTHORIZATION
group) genotyping (CROM), gene " REQUIRED - FOLLOW ) . Prior authorization is required for genetic testing unless otherwise noted
0182 analysis, CD55 (CD55 molecule NON-EIOYERED) MEDICARE COVERAGE PG0041 Genetic Testing in one of our policies.
[Cromer blood group]) exons 1-10 CRITERIA
';f:u;';';:g?;p?n(;'(gﬂf gf:: PRIOR AUTHORIZATION
0183U analysis, SLC4A1 (solute carrier NON-COVERED REQUIRED - FOLLOW PGO041 Genetic Testing F’nor authonzathnl is required for genetic testing unless otherwise noted
b . MEDICARE COVERAGE in one of our policies.
family 4 member 1 [Diego blood
CRITERIA
group]) exon 19
R‘Z‘:ocl?’;') Z’:;%i;’p(isg?;gf';:;?d PRIOR AUTHORIZATION
0184U analysis, ARTA4 (ADP- NON-COVERED REQUIRED - FOLLOW PG0041 Genetic Testing F’I'IOI' authonzatn_)n_ is required for genetic testing unless otherwise noted
. MEDICARE COVERAGE in one of our policies.
ribosyltransferase 4 [Dombrock CRITERIA

blood group]) exon 2




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
Red cell antigen (H blood group) PRIOR AUTHORIZATION
genotyping (FUT1), gene analysis, L REQUIRED - FOLLOW - . Prior authorization is required for genetic testing unless otherwise noted
0185V FUT1 (fucosyltransferase 1 [H NEN-ERYERED MEDICARE COVERAGE PG0041 Genetic Testing in one of our policies.
blood group]) exon 4 CRITERIA
Red cell antigen (H blood group) BRIORIACINORIZANON
0186U genotyping (FUT2), gene analysis, NON-COVERED REQUIRED - FOLLOW PGO041 Genetic Testing _Pr|or authonzathn is required for genetic testing unless otherwise noted
MEDICARE COVERAGE in one of our policies.
FUT2 (fucosyltransferase 2) exon 2 CRITERIA
e ety e
0187U analysis, ACKR1 (atypical NON-COVERED REQUIRED - FOLLOW PG0041 Genetic Testing Pnor authonzatl(_m is required for genetic testing unless otherwise noted
N MEDICARE COVERAGE in one of our policies.
chemokine receptor 1 [Duffy blood CRITERIA
group]) exons 1-2
Red cell antigen (Gerbich blood PRIOR AUTHORIZATION
group) genotyping (GE), gene REQUIRED - FOLLOW . . Prior authorization is required for genetic testing unless otherwise noted
0188U analysis, GYPC (glycophorin C NEN-EQUERED MEDICARE COVERAGE PGO041 Genetic Testing in one of our policies.
erbich blood group]) exons 1-
[Gerbich blood group]) 1-4 CRITERIA
grsue;) Cgi':]zt’;fgﬁg ((g"ylfA’;'O;:ne PRIOR AUTHORIZATION
0189U analysis, GYPA (glycophorin A NON-COVERED REQUIRED - FOLLOW PGO041 Genetic Testing _Pr|or authonzatl(_)n_ is required for genetic testing unless otherwise noted
[MNS blood group]) introns 1, 5 MEDICARE COVERAGE in one of our policies.
exon 2 CRITERIA
gn'jj;) Z‘Z’Li{‘;ﬁﬁg E(’\BﬂyF?Bt))log;):ne PRIOR AUTHORIZATION
0190U analysis, GYPB (glycophorin B NON-COVERED REQUIRED - FOLLOW PGO041 Genetic Testing F’nor authonzathnl is required for genetic testing unless otherwise noted
. MEDICARE COVERAGE in one of our policies.
[MNS blood group]) introns 1, 5, CRITERIA
pseudoexon 3
Red cell antigen (Indian blood PRIOR AUTHORIZATION
group) genotyping (IN), gene U REQUIRED - FOLLOW } . Prior authorization is required for genetic testing unless otherwise noted
0191 analysis, CD44 (CD44 molecule NONHEDUERED MEDICARE COVERAGE PG0041 Genetic Testing in one of our policies.
ndian blood group]) exons 2, 3,
Indian blood 2,3,6 CRITERIA




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
RZZrfgt';/:i”nt;gg”KgK;dedngl‘;‘r’]‘;&?s”p) PRIOR AUTHORIZATION
0192U SLC14A1 (solute carrier family 14 NON-COVERED REQUIRED - FOLLOW PG0041 Genetic Testing Pnor authonzatl(_)n is required for genetic testing unless otherwise noted
. MEDICARE COVERAGE in one of our policies.
member 1 [Kidd blood group]) gene
CRITERIA
promoter, exon 9
Rgeedngf;'p‘?n”g“?jg)ugznbf;’nda?;‘s’;p) PRIOR AUTHORIZATION
0193U ABCG2 (ATP binding cassette NON-COVERED REQUIRED - FOLLOW PGO041 Genetic Testing _Pr|or authonzathn is required for genetic testing unless otherwise noted
. h MEDICARE COVERAGE in one of our policies.
subfamily G member 2 [Junior CRITERIA
blood group]) exons 2-26
Red cell antigen (Kell blood group) PRIOR AUTHORIZATION
genotyping (KEL), gene analysis, u REQUIRED - FOLLOW . . Prior authorization is required for genetic testing unless otherwise noted
0194U KEL (Kell metallo-endopeptidase NON-ETOYERED MEDICARE COVERAGE PG0041 Genetic Testing in one of our policies.
[Kell blood group]) exon 8 CRITERIA
PRIOR AUTHORIZATION
KLF1 (Kruppel-like factor 1), REQUIRED - FOLLOW . . Prior authorization is required for genetic testing unless otherwise noted
01850 targeted sequencing (ie, exon 13) NEN-EQUERED MEDICARE COVERAGE PGO041 Genetic Testing in one of our policies.
CRITERIA
RSEOEE')' ;gggfy’:)i(r']‘;t('led?”gg';’gd PRIOR AUTHORIZATION
0196U analysis, BCAM (basal cell NON-COVERED REQUIRED - FOLLOW PGO041 Genetic Testing _Pr|or authonzatl(_)n_ is required for genetic testing unless otherwise noted
. MEDICARE COVERAGE in one of our policies.
adhesion molecule [Lutheran blood
CRITERIA
group]) exon 3
Red cell antigen (Landsteiner-
Wiener blood group) genotyping PRIOR AUTHORIZATION
(LW), gene analysis, ICAM4 REQUIRED - FOLLOW . . Prior authorization is required for genetic testing unless otherwise noted
0197V (intercellular adhesion molecule 4 NeN-SYERED MEDICARE COVERAGE PG0041 Genetic Testing in one of our policies.
[Landsteiner-Wiener blood group]) CRITERIA
exon 1
l\:)lee::u;ti::\?:ti;frac)g:llj?arrblcr)ggsﬂc:;v PG0043 Experimental Investigational
0198T Y rep P NON-COVERED NON-COVERED Procedures Services and PG0041 Genetic [INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

sampling, with interpretation and
report

Testing




Codes

Code Description

0198U

Paramount Commercial
Insurance Plans

Elite (Medicare Advantage)
Plans

Policy

DETAILS/NOTES

Red cell antigen (RH blood group)
genotyping (RHD and RHCE),
gene analysis Sanger/chain
termination/conventional
sequencing, RHD (Rh blood group
D antigen) exons 1-10 and RHCE
(Rh blood group CcEe antigens)

ovan &

NON-COVERED

PRIOR AUTHORIZATION
REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA

PG0041 Genetic Testing

Prior authorization is required for genetic testing unless otherwise noted
in one of our policies.

0199U

Red cell antigen (Scianna blood
group) genotyping (SC), gene
analysis, ERMAP (erythroblast
membrane associated protein

[Scianna blood group]) exons 4, 12

Non-Covered

PRIOR AUTHORIZATION
REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA

PG0041 Genetic Testing

Prior authorization is required for genetic testing unless otherwise noted
in one of our policies.

0200T

Percutaneous sacral augmentation
(sacroplasty), unilateral

NON-COVERED

NON-COVERED

PG0038 Percutaneous Vertebroplasty,

Kyphoplasty, and Sacroplasty-Archived.

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0200U

Red cell antigen (Kx blood group)
genotyping (XK), gene analysis, XK
(X-linked Kx blood group) exons 1-

3

NON-COVERED

PRIOR AUTHORIZATION
REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA

PG0041 Genetic Testing

Prior authorization is required for genetic testing unless otherwise noted
in one of our policies.

0201T

Percutaneous sacral augmentation
(sacroplasty), bilateral injections,
including the use of a balloon or
mechanical device, when used, 2

or more needles, includes imaging
guidance and bone biopsy, when

performed

NON-COVERED

NON-COVERED

PG0038 Percutaneous Vertebroplasty,

Kyphoplasty, and Sacroplasty-archived.

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0201U

Red cell antigen (Yt blood group)
genotyping (YT), gene analysis,
ACHE (acetylcholinesterase
[Cartwright blood group]) exon 2

0202T

NON-COVERED

PRIOR AUTHORIZATION
REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA

PG0041 Genetic Testing

Prior authorization is required for genetic testing unless otherwise noted
in one of our policies.

POSTerior vertenrar Jomnts)
arthroplasty (e.qg., facet joint[s]
replacement) including
facetectomy, laminectomy,
foraminotomy and vertebral column
fixation, with or without injection of
bone cement, including

fliinraconony cinala laval liimhar

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL




Codes Code Description

0203U

AUtommune (Inflammatory DOWel
disease), mRNA, gene expression

Paramount Commercial
Insurance Plans

Elite (Medicare Advantage)
Plans

Policy

0204U

haual dicaa
oncology (th

variants and rearrangements,
utilizing fine needle aspirate,
reported as detected or not

datantad
Opnthaimology (age-rerated

profiling by quantitative RT-PCR,
17 genes (15 target and 2
reference genes), whole blood,
reported as a continuous risk score
and classification of inflammatory
yroit), MRNA, gene
expression analysis of 593 genes
(including BRAF, RAS, RET,

PAX8, and NTRK) for sequence

Non-Covered

PRIOR AUTHORIZATION
REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA

DETAILS/NOTES

NON-COVERED

NON-COVERED

PG0041 Genetic Testing

Prior authorization is required for genetic testing unless otherwise noted
in one of our policies.

0205U

3 gene variants (2 CFH gene, 1
ARMS?2 gene), using PCR and

MALDI-TOF, buccal swab, reported

as positive or negative for

0206U

0207T

neovascular age-related macular-
Aa.

nanaratinn ricl,

i accnriatad wiitl
Neurology (AlZheimer dISEase); C

macular degeneration), analysis of

NON-COVERED

CRITERIA

PRIOR AUTHORIZATION
REQUIRED - FOLLOW
MEDICARE COVERAGE

PG0041 Genetic Testing

Prior authorization is required for genetic testing unless otherwise noted
in one of our policies.

B
aggregation using morphometric
imaging and protein kinase C-
epsilon (PKCe) concentration in
response to amylospheroid
treatment by ELISA, cultured skin
fibroblasts, each reported as

nocitivia ar nanativia far Alzhaimar

NON-COVERED

NON-COVERED

Macular Degeneration

PG0412 Genetic Testing Age-Related

Prior authorization is required for genetic testing unless otherwise noted
in one of our policies.

Evacuation of meibomian glands,
automated, using heat and
intermittent pressure, unilateral

Neurology (AlZneimer diSease);

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0207U

0208T

quantitative imaging of
phosphorylated ERK1 and ERK2 in
response to bradykinin treatment by
in situ immunofluorescence, using
cultured skin fibroblasts, reported
as a probability index for Alzheimer

{1 ict canaratals in additian

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

Pure tone audiometry (threshold),
automated; air only

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL




Codes

Code Description

Paramount Commercial
Insurance Plans

Elite (Medicare Advantage)
Plans

Policy

DETAILS/NOTES

0208U

Ooncology (meaullary thyroid
carcinoma), mRNA, gene
expression analysis of 108 genes,
utilizing fine needle aspirate,
algorithm reported as positive or
negative for medullary thyroid

carcinoma [Deleted Code
N1/01/20221

NON-COVERED

NON-COVERED

PG0041 Genetic Testing

Prior authorization is required for genetic testing unless otherwise noted
in one of our policies. Deleted Code

0209T

Pure tone audiometry (threshold),
automated; air and bone

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0209U

Cytogenomic constitutional
(genome-wide) analysis,
interrogation of genomic regions for
copy number, structural changes
and areas of homozygosity for
chromosomal abnormalities

PRIOR AUTHORIZATION
REQUIRED - MEDICAL POLICY

PRIOR AUTHORIZATION
REQUIRED - MEDICAL POLICY

PG0468 Whole Exome Sequencing (WES)
and Whole Genome Sequencing (WGS)

Prior authorization is required for genetic testing unless otherwise noted
in one of our policies.

0209U

Cytogenomic constitutional
(genome-wide) analysis,
interrogation of genomic regions for
copy number, structural changes
and areas of homozygosity for
chromosomal abnormalities

PRIOR AUTHORIZATION
REQUIRED - INTERQUAL

PRIOR AUTHORIZATION
REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA

PG0041 Genetic Testing

Prior authorization is required for genetic testing unless otherwise noted
in one of our policies.

0210T

Speech audiometry threshold,
automated,;

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0210U

Syphilis test, non-treponemal
antibody, immunoassay,
quantitative (RPR)

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0211T

Speech audiometry threshold,
automated; with speech recognition

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL




Codes

Code Description

0211U

Paramount Commercial
Insurance Plans

Elite (Medicare Advantage)
Plans

Policy

DETAILS/NOTES

oncology (pan-tumor), DNA and
RNA by next-generation
sequencing, utilizing formalin-fixed
paraffin-embedded tissue,
interpretative report for single
nucleotide variants, copy number
alterations, tumor mutational

hurdan _and micrncatallita

NON-COVERED

NON-COVERED

PG0041 Genetic Testing

in one of our policies.

Prior authorization is required for genetic testing unless otherwise noted

0212T

Comprehensive audiometry
threshold evaluation and speech
recognition (0209T, 0211T
combined), automated

0212V

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational

Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

Rare aiseases
(constitutional/heritable disorders),
whole genome and mitochondrial
DNA sequence analysis, including

small sequence changes,
deletions, duplications, short
tandem repeat gene expansions,

and variante in nan_niniahy

0212U

PRIOR AUTHORIZATION
REQUIRED - INTERQUAL

PRIOR AUTHORIZATION
REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA

PG0468 Whole Exome Sequencing (WES)
and Whole Genome Sequencing (WGS)

in one of our policies.

Prior authorization is required for genetic testing unless otherwise noted

Rare drseases
(constitutional/heritable disorders),
whole genome and mitochondrial
DNA sequence analysis, including
small sequence changes,
deletions, duplications, short
tandem repeat gene expansions,

and variante in nan.iinicniahs

PRIOR AUTHORIZATION
REQUIRED - INTERQUAL

PRIOR AUTHORIZATION
REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA

PG0041 Genetic Testing

in one of our policies.

Prior authorization is required for genetic testing unless otherwise noted

0213T

Injection(s), diagnostic or
therapeutic agent, paravertebral
facet (zygapophyseal) joint (or
nerves innervating that joint) with
ultrasound guidance, cervical or
thoracic; single level

0213U

NON-COVERED

NON-COVERED

PG0354 Facet Joint Injections

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

Rare diseases
(constitutional/heritable disorders),
whole genome and mitochondrial
DNA sequence analysis, including

small sequence changes,
deletions, duplications, short
tandem repeat gene expansions,

and variante in nan_uiniciahy

0213U

PRIOR AUTHORIZATION
REQUIRED - INTERQUAL

PRIOR AUTHORIZATION
REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA

PG0468 Whole Exome Sequencing (WES)
and Whole Genome Sequencing (WGS)

in one of our policies.

Prior authorization is required for genetic testing unless otherwise noted

Rare aiseases
(constitutional/heritable disorders),
whole genome and mitochodrial
DNA sequence analysis, including
small sequence changes,
deletions, duplications, short
tandem repeat gene expansions,

and variante in noan_mnicniahy

PRIOR AUTHORIZATION
REQUIRED - INTERQUAL

PRIOR AUTHORIZATION
REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA

PG0041 Genetic Testing

in one of our policies.

Prior authorization is required for genetic testing unless otherwise noted




Codes

Code Description

Paramount Commercial
Insurance Plans

Elite (Medicare Advantage)
Plans

Policy

DETAILS/NOTES

0214T

Injection(s), diagnostic or
therapeutic agent, paravertebral
facet (zygapophyseal) joint (or
nerves innervating that joint) with
ultrasound guidance, cervical or
thoracic; second level

NON-COVERED

NON-COVERED

PG0354 Facet Joint Injections

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0214U

Rare aiseases
(constitutional/heritable disorders),
whole exome and mitochondrial
DNA sequence analysis, including
small sequence changes,
deletions, duplications, short
tandem repeat gene expansions,

and vsariante in nan_uniciiahs

0214U

PRIOR AUTHORIZATION
REQUIRED - MEDICAL POLICY

PRIOR AUTHORIZATION
REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA

PG0468 Whole Exome Sequencing (WES)
and Whole Genome Sequencing (WGS)

Prior authorization is required for genetic testing unless otherwise noted
in one of our policies.

FATe diseases
(constitutional/heritable disorders),
whole genome and mitochodrial
DNA sequence analysis, including
small sequence changes,
deletions, duplications, short
tandem repeat gene expansions,

n tinicniahs

PRIOR AUTHORIZATION
REQUIRED - INTERQUAL

PRIOR AUTHORIZATION
REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA

PG0041 Genetic Testing

Prior authorization is required for genetic testing unless otherwise noted
in one of our policies.

0215T

TR EHOME), CTRGRORIC oF
therapeutic agent, paravertebral
facet (zygapophyseal) joint (or
nerves innervating that joint) with
ultrasound guidance, cervical or
thoracic; third and any additional
level(s) (List separately in addition

ta cada for nrimans nracadiira)

0215U

NON-COVERED

NON-COVERED

PG0354 Facet Joint Injections

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

Rare diseases
(constitutional/heritable disorders),
whole exome and mitochondrial
DNA sequence analysis, including
small sequence changes,
deletions, duplications, short
tandem repeat gene expansions,

and variante in nan_niniahy

PRIOR AUTHORIZATION
REQUIRED - MEDICAL POLICY

PRIOR AUTHORIZATION
REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA

PG0468 Whole Exome Sequencing (WES)
and Whole Genome Sequencing (WGS)

Prior authorization is required for genetic testing unless otherwise noted
in one of our policies.

0215U

Rare diseases
(constitutional/heritable disorders),
whole genome and mitochodrial
DNA sequence analysis, including
small sequence changes,
deletions, duplications, short
tandem repeat gene expansions,

and variante in nan_uniciahy

PRIOR AUTHORIZATION
REQUIRED - INTERQUAL

PRIOR AUTHORIZATION
REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA

PG0041 Genetic Testing

Prior authorization is required for genetic testing unless otherwise noted
in one of our policies.

0216T

Injection(s), diagnostic or
therapeutic agent, paravertebral
facet (zygapophyseal) joint (or
nerves innervating that joint) with
ultrasound guidance, lumbar or
sacral; single level

NON-COVERED

NON-COVERED

PG0354 Facet Joint Injections

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL




Codes

Code Description

Paramount Commercial
Insurance Plans

Elite (Medicare Advantage)
Plans

Policy

DETAILS/NOTES

0216U

Neurology (nheried ataxias),
genomic DNA sequence analysis
of 12 common genes including
small sequence changes,
deletions, duplications, short
tandem repeat gene expansions,
and variants in non-uniquely

c Ar calivia

NON-COVERED

PRIOR AUTHORIZATION
REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA

PG0041 Genetic Testing

Prior authorization is required for genetic testing unless otherwise noted
in one of our policies.

0217T

20BN TR o
therapeutic agent, paravertebral
facet (zygapophyseal) joint (or
nerves innervating that joint) with
ultrasound guidance, lumbar or
sacral; second level (List
separately in addition to code for

NON-COVERED

NON-COVERED

PG0354 Facet Joint Injections

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0217V

nrimans nranadiira)

Neurology (Inherited ataxias),

genomic DNA sequence analysis
of 51 genes including small

sequence changes, deletions,
duplications, short tandem repeat
gene expansions, and variants in
non-uniquely mappable regions,

idantifinatinn and

NON-COVERED

PRIOR AUTHORIZATION
REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA

PG0041 Genetic Testing

Prior authorization is required for genetic testing unless otherwise noted
in one of our policies.

0218T

hlmlrr‘ugztﬁérl{('s?), dlagnostic or
therapeutic agent, paravertebral
facet (zygapophyseal) joint (or
nerves innervating that joint) with
ultrasound guidance, lumbar or
sacral; third and any additional
level(s) (List separately in addition

nrocodu

0218U

NON-COVERED

NON-COVERED

PG0354 Facet Joint Injections

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

ta cado for nrimary dura)
Neurology (muscular aystropnyj,
DMD gene sequence analysis,
including small sequence changes,
deletions, duplications, and
variants in non-uniquely mappable
regions, blood or saliva,
identification and characterization

nf nanatic viariante

NON-COVERED

PRIOR AUTHORIZATION
REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA

PG0041 Genetic Testing

Prior authorization is required for genetic testing unless otherwise noted
in one of our policies.

0219T

Placement of posterior intrafacet
implant(s), unilateral or bilateral,
including imaging and placement of
bone graft(s) or synthetic device(s),
single level; cervical

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0219U

Infectious agent (human
immunodeficiency virus), targeted
viral next-generation sequence
analysis (ie, protease [PR], reverse
transcriptase [RT], integrase [INT]),
algorithm reported as prediction of
antiviral drug susceptibility

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures ServicesPG0346. HIV
Genotyping and Phenotyping Laboratory
Testing-archived 120124.

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL




Codes

Code Description

Paramount Commercial
Insurance Plans

Elite (Medicare Advantage)
Plans

Policy

DETAILS/NOTES

0220T

Placement of posterior intrafacet
implant(s), unilateral or bilateral,
including imaging and placement of
bone graft(s) or synthetic device(s),
single level; thoracic

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0220U

Oncology (breast cancer), image

analysis with artificial intelligence
assessment of 12 histologic and
immunohistochemical features,
reported as a recurrence score

NON-COVERED

Non-Covered

PG0041 Genetic Testing

Prior authorization is required for genetic testing unless otherwise noted
in one of our policies.

0221T

Placement of posterior intrafacet
implant(s), unilateral or bilateral,
including imaging and placement of
bone graft(s) or synthetic device(s),
single level; lumbar

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0221U

Red cell antigen (ABO blood group)
genotyping (ABO), gene analysis,
next-generation sequencing, ABO

(ABO, alpha 1-3-N-
acetylgalactosaminyltransferase
and alpha 1-3-
galactosyltransferase) gene

NON-COVERED

PRIOR AUTHORIZATION
REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA

PG0041 Genetic Testing

Prior authorization is required for genetic testing unless otherwise noted
in one of our policies.

0222T

Placement oT POSterior Inraracet
implant(s), unilateral or bilateral,
including imaging and placement of
bone graft(s) or synthetic device(s),
single level; each additional
vertebral segment (List separately
in addition to code for primary

nrocadira)

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0222U

Red cell antigen (RH blood group)
genotyping (RHD and RHCE),
gene analysis, next-generation

sequencing, RH proximal promoter,

exons 1-10, portions of introns 2-3

NON-COVERED

PRIOR AUTHORIZATION
REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA

PG0041 Genetic Testing

Prior authorization is required for genetic testing unless otherwise noted
in one of our policies.

0223U

TATECTioUs disease (bacteriar or virar
respiratory tract infection),
pathogen-specific nucleic acid
(DNA or RNA), 22 targets including
severe acute respiratory syndrome
coronavirus 2 (SARS-CoV-2),
qualitative RT-PCR,

nacanhanmaaoal cuwiah _aach

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
TATectious disease (bacterar or viral
respiratory tract infection) pathogen
specific DNA and RNA, 21 targets,
0225U including severe acute respiratory NON-COVERED NON-COVERED PG0043 Experimental Investigational |\ | oVERED - EXPERIMENTAL, INVESTIGATIONAL
syndrome coronavirus 2 Procedures Services
(SARSCoV-2), amplified probe
technique, including multiplex
roavarca trancorintinn far DNA
Drug assay, presumpive, 3U or
more drugs or metabolites, urine,
liquid chromatography with tandem
0227U mass spectrometry (LC-MS/MS) NON-COVERED NON-COVERED PG0043 Experimental Investigational |\ 5. covERED - EXPERIMENTAL, INVESTIGATIONAL
using multiple reaction monitoring Procedures Services
(MRM), with drug or metabolite
description, includes sample
oUncology (ﬁf@'s"'lé‘:é","mu Tanaryte
molecular profile by photometric PG0041 Genetic Testing. PG0043-
detection of macromolecules PRIOR AUTHORIZATION ExperimentaHnvestigational-Procedures
adsorbed on nanosponge array PRIOR AUTHORIZATION REQUIRED - FOLLOW Services and PG0367 Genetic and Protein
0228V slides with machine learning, REQUIRED - INTERQUA MEDICARE COVERAGE Biomarkers for Diagnosis NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
utilizing first morning voided urine, CRITERIA and Risk Assessment of Prostate Cancer-
algorithm reported as likelihood of archived 020124.
nroctata cancar
et e
L PRIOR AUTHORIZATION REQUIRED - FOLLOW . . Prior authorization is required for genetic testing unless otherwise noted
02290 (IKAROS family zinc finger 1) (eg, REQUIRED - INTERQUA MEDICARE COVERAGE PGO041 Genetic Testing in one of our policies.
colorectal cancer) promoter
) . CRITERIA
methylation analysis
AR (anarogen recepror) (eg, spinar
and bulbar muscular atrophy,
Kennedy disease, X chromosome PRIOR AUTHORIZATION
inactivation), full sequence REQUIRED - FOLLOW - . Prior authorization is required for genetic testing unless otherwise noted
0230V analysis, including small sequence NON-EOMERED MEDICARE COVERAGE PG0041 Genetic Testing in one of our policies.
changes in exonic and intronic CRITERIA
regions, deletions, duplications,
chart tandam ranaat (STD)
TACTNATA (calcium voltage-gated
channel subunit alpha 1A) (eg,
spinocerebellar ataxia), full gene PRIOR AUTHORIZATION
analysis, including small sequence REQUIRED - FOLLOW . . Prior authorization is required for genetic testing unless otherwise noted
0231V changes in exonic and intronic NEN-EDIERED MEDICARE COVERAGE PGO041 Genetic Testing in one of our policies.
regions, deletions, duplications, CRITERIA
short tandem repeat (STR) gene
avnancinne mnhila alamant
Injection(s), platelet rich plasma, PRIOR AUTHORIZATION . .
02327 any site, including image guidance, NON-COVERED RFGUIRED = [FOILLOYY ngg%i: :?;els:in?ec:t; 'ﬁi@ifﬁgﬁfj’
harvesting and preparation when MEDICARE COVERAGE p /estig
Procedures Services
performed CRITERIA




Codes

Code Description

0232U

Paramount Commercial
Insurance Plans

Elite (Medicare Advantage)
Plans

Policy

DETAILS/NOTES

CSTB (cystaun B) (eg, progressive
myoclonic epilepsy type 1A,
Unverricht-Lundborg disease), full
gene analysis, including small
sequence changes in exonic and
intronic regions, deletions,
duplications, short tandem repeat

0233U

[CSTD) avnancinne _manhila alamant
FXN

NON-COVERED

PRIOR AUTHORIZATION
REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA

PG0467 Genetic Testing for Epilepsy,
PG0041 Genetic Testing and Genetic

Counseling

Prior authorization is required for genetic testing unless otherwise noted
in one of our policies.

cin n
(frataxmn)(eg, Friedreich
ataxia), gene analysis, including
small sequence changes in exonic
and intronic regions, deletions,
duplications, short tandem repeat
(STR) expansions, mobile element
insertions, and variants in non-

tninniahs mannahla raninnc

PRIOR AUTHORIZATION
REQUIRED - INTERQUAL

PRIOR AUTHORIZATION
REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA

PG0041 Genetic Testing. PG0533 Genetic
Testing for Neurodegenerative Disorders-

Archived 020125

Prior authorization is required for genetic testing unless otherwise noted
in one of our policies.

0234T

Transluminal peripheral
atherectomy, open or
percutaneous, including
radiological supervision and
interpretation; renal artery

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational

Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0234U

MECPZ (methyl CTpG binding
protein 2) (eg, Rett syndrome), full
gene analysis, including small
sequence changes in exonic and
intronic regions, deletions,
duplications, mobile element
insertions, and variants in non-

vtnicniahs mannahla radinne

NON-COVERED

PRIOR AUTHORIZATION
REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA

PG0041 Genetic Testing

Prior authorization is required for genetic testing unless otherwise noted
in one of our policies.

0235T

Transluminal peripheral
atherectomy, open or
percutaneous, including
radiological supervision and
interpretation; visceral artery
(except renal), each vessel

0235U

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational

Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

PTEN (phosphatase and tensm
homolog) (eg, Cowden syndrome,
PTEN hamartoma tumor
syndrome), full gene analysis,
including small sequence changes
in exonic and intronic regions,
deletions, duplications, mobile

alamant incartinne _and variante in

NON-COVERED

PRIOR AUTHORIZATION
REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA

PG0041 Genetic Testing

Prior authorization is required for genetic testing unless otherwise noted
in one of our policies.

0236T

Transluminal peripheral
atherectomy, open or
percutaneous, including
radiological supervision and
interpretation; abdominal aorta

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational

Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
SMNT (survivar of motor neuron I,
telomeric) and SMN2 (survival of
motor neuron 2, centromeric) (eg, PRIOR AUTHORIZATION
spinal muscular atrophy) full gene L REQUIRED - FOLLOW . . Prior authorization is required for genetic testing unless otherwise noted
0236V analysis, including small sequence NEN-EIOERED MEDICARE COVERAGE PG0041 Genetic Testing in one of our policies.
changes in exonic and intronic CRITERIA
regions, duplications and deletions,
and mnhila alamant incartinne
Transluminal peripheral
atherectomy, open or
0237T percutaneous, including NON-COVERED NON-COVERED PG0043 Experimental Investigational |\ 5\ coVERED - EXPERIMENTAL, INVESTIGATIONAL
radiological supervision and Procedures Services
interpretation; brachiocephalic trunk
and branches, each vessel
Cardiac ion channelopatnies (eg,
Brugada syndrome, long QT
syndrome, short QT syndrome, PRIOR AUTHORIZATION
catecholaminergic polymorphic u REQUIRED - FOLLOW . . Prior authorization is required for genetic testing unless otherwise noted
02370 ventricular tachycardia), genomic NON-ETOYERED MEDICARE COVERAGE PG0041 Genetic Testing in one of our policies.
sequence analysis panel including CRITERIA
ANK2, CASQ2, CAV3, KCNEL1,
KONED WKONED KONITD KORNOT
Transluminal peripheral
atherectomy, open or
0238T percutaneous, including NON-COVERED NON-COVERED PG0043 Experimental Investigational |\ ~6vERED - EXPERIMENTAL, INVESTIGATIONAL
radiological supervision and Procedures Services
interpretation; iliac artery, each
vessel
oncology (Lyncn synarome),
genomic DNA sequence analysis
of MLH1, MSH2, MSH6, PMS2, PRIOR AUTHORIZATION
and EPCAM, including small REQUIRED - FOLLOW - . Prior authorization is required for genetic testing unless otherwise noted
0238V sequence changes in exonic and NON-EOMERED MEDICARE COVERAGE PG0041 Genetic Testing in one of our policies.
intronic regions, deletions, CRITERIA
duplications, mobile element
gt Genomic SeqUBRcE
analysis panel, solid organ
neoplasm, cell-free DNA, analysis PRIOR AUTHORIZATION
0239U of 311 or more genes, interrogation PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0041 Genetic Testing and PG0500 Prior authorization is required for genetic testing unless otherwise noted
for sequence variants, including REQUIRED - INTERQUAL MEDICARE COVERAGE Liquid Biopsy-Archived 100124 in one of our policies.
substitutions, insertions, deletions, CRITERIA
select rearrangements, and copy
numhar variatinne
Targeted genomic sequence
analysis panel, solid organ PRIOR AUTHORIZATION
neoplasm, cell-free circulating DNA . . . RSP h . . )
. PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0041 Genetic Testing and PG0500 Prior authorization is required for genetic testing unless otherwise noted
0242V analysis of 55-74 genes,

interrogation for sequence variants,
gene copy number amplifications,
and gene rearrangements

REQUIRED - INTERQUAL

MEDICARE COVERAGE
CRITERIA

Liquid Biopsy-Archived 100124

in one of our policies.




Codes

Code Description

Paramount Commercial
Insurance Plans

Elite (Medicare Advantage)
Plans

Policy

DETAILS/NOTES

0243U

Obstetrics (preeclampsia),
biochemical assay of placental-
growth factor, time-resolved
fluorescence immunoassay,
maternal serum, predictive
algorithm reported as a risk score
for preeclampsia

NON-COVERED

NON-COVERED

PG0048 Tests for the Evaluation of Preterm
Labor and Premature Rupture of
Membranes; PG0043 Experimental
Investigational Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

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 paraffin embedded

PRIOR AUTHORIZATION
REQUIRED - INTERQUAL

PRIOR AUTHORIZATION
REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA

PG0041 Genetic Testing and PG0438
Molecular Profiling (Somatic Testing)
Panels for Solid Cancer Tumors and

Hematologic Malignancies-Archived 100124

Prior authorization is required for genetic testing unless otherwise noted

in one of our policies.

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 associated risk of

malignancy expressed as a

narcantana

NON-COVERED

PRIOR AUTHORIZATION
REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA

PG0041 Genetic Testing and PG0043
Experimental Investigational Procedures
Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

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

NON-COVERED

PRIOR AUTHORIZATION
REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA

PG0041 Genetic Testing and PG0500
Liquid Biopsy-Archived 100124

Prior authorization is required for genetic testing unless otherwise noted

in one of our policies.

0247U

ODSTETNCS (preterm birtn), nsunn-
like growth factor-binding protein 4
(IBP4), sex hormone-binding
globulin (SHBG), quantitative
measurement by LC-MS/MS,
utilizing maternal serum, combined
with clinical data, reported as

nradictivia_ricl ctratifinatinn far

NON-COVERED

NON-COVERED

PG0048 Tests for the Evaluation of Preterm
Labor and Premature Rupture of
Membranes; PG0043 Experimental
Investigational Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0248U

Oncology (brain), spheroid cell
culture in a 3D microenvironment,
12 drug panel, tumor-response
prediction for each drug

0249U

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational

Procedures Services, PG0122 In Vitro

Chemoresistance & Chemosensitivity
Assays

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

Oncology (breast), semiquantiatve
analysis of 32 phosphoproteins and
protein analytes, includes laser
capture microdissection, with
algorithmic analysis and
interpretative report (Used to report

the Theralink® Reverse Phase
Dratain Arrav (DDDA) tact)

NON-COVERED

NON-COVERED

PG0301 Genetic Expression Assays for
Breast Cancer Prognosis-Archived 090124,
PG0122 In Vitro Chemoresistance &
Chemosensitivity Assays




Codes

Code Description

0250U

Paramount Commercial
Insurance Plans

Elite (Medicare Advantage)
Plans

Policy

DETAILS/NOTES

Oncology (Sold organ neoplasm),
targeted genomic sequence DNA
analysis of 505 genes, interrogation
for somatic alterations (SNVs
[single nucleotide variant], small
insertions and deletions, one
amplification, and four

tranclacatinne) _micrncatallita

PRIOR AUTHORIZATION
REQUIRED - INTERQUAL

PRIOR AUTHORIZATION
REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA

PG0041 Genetic Testing and PG0043
Experimental Investigational Procedures
Services

Prior authorization is required for genetic testing unless otherwise noted
in one of our policies.

0251U

Hepcidin-25, enzyme-linked
immunosorbent assay (ELISA),
serum or plasma

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0252U

Fetar aneuploidy Snort
(tandem-repeat comparative
analysis, fetal DNA from products
of conception, reported as normal
(euploidy), monosomy, trisomy, or
partial deletion/duplications,
mosaicism, and segmental

anaunlaichy

PRIOR AUTHORIZATION
REQUIRED - INTERQUAL

PRIOR AUTHORIZATION
REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA

PG0041 Genetic Testing and PG0287 Non-
Invasive Prenatal Screening (NIPS)/Cell-
Free DNA Screening for Fetal Aneuploidy

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0253T

Insertion of anterior segment
aqueous drainage device, without
extraocular reservoir, internal
approach, into the suprachoroidal
space

NON-COVERED

NON-COVERED

PG0327 Glaucoma Treatment with
Aqueous Drainage Device

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0253U

Reproductve medicine
(endometrial receptivity analysis),
RNA gene expression profile, 238

genes by next generation
sequencing, endometrial tissue,
predictive algorithm reported as
endometrial window of implantation

lo n_nro_rocontiva _rocantiva nnct.

NON-COVERED

NON-COVERED

PG0041 Genetic Testing and PG0043
Experimental Investigational Procedures
Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0254U

Reproauctive medicine
(preimplantation genetic
assessment), analysis of 24
chromosomes using embryonic
DNA genomic sequence analysis
for aneuploidy, and a mitochondrial
DNA score in euploid embryos,

NON-COVERED

NON-COVERED

PG0041 Genetic Testing and PG0043
Experimental Investigational Procedures
Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0255U

raculte rannrtad ac narmal
Androiogy (Infertty), sperm-
capacitation assessment of
ganglioside GM1 distribution
patterns, fluorescence microscopy,
fresh or frozen specimen, reported
as percentage of capacitated
sperm and probability of generating

2 nroannancv conra

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
Trimethylamine/trimethylamine N-
oxide (TMA/TMAO) profile, tandem PG0043 Experimental Investigational
0256U mass spectrometry (MS/MS), urine, NON-COVERED NON-COVERED P - 9 NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
. . . Procedures Services
with algorithmic analysis and
interpretive report
Very long chain acyl- coenzyme A
0257U (CoA) dehydrogenase (VLCAD), NON-COVERED NON-COVERED PG0043 Experimental Investigational |\ o\ 6vERED - EXPERIMENTAL, INVESTIGATIONAL
leukocyte enzyme activity, whole Procedures Services
blood
Autoimmune (psoriasis), Mrna, next;
generation sequencing, gene
expression profiling of 50-100 PRSI AURI PO PG0041 Genetic Testing and PG0043 . R ) . . ]
; A REQUIRED - FOLLOW N - Prior authorization is required for genetic testing unless otherwise noted
0258U genes, skin- surface collection NON-COVERED Experimental Investigational Procedures |. s
X . . MEDICARE COVERAGE : in one of our policies.
using adhesive patch, algorithm Services
o CRITERIA
reported as likelihood of response
to psoriasis biologics
Nepnrology (Chronic Kianey
disease), nuclear magnetic
resonance spectroscopy
measurement of myo-inositol, PG0043 Experimental Investigational
0259U . - NON-COVERED NON-COVERED . NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
valine, and creatinine, Procedures Services
algorithmically combined with
cystatin C (by immunoassay) and
damaanranhic data ta datarming
Rare diseases
(cqnstlttljtllongl/herltable disorders), PRIOR AUTHORIZATION PG0041 Genetic Test|ng, PG0468 Whole
identification of copy number REQUIRED - FOLLOW Exome Sequencing (WES) and Whole Prior authorization is required for genetic testing unless otherwise noted
0260U variations, inversions, insertions, NON-COVERED Genome Sequencing (WGS), PG0043  |. s a 9 9
N MEDICARE COVERAGE ; Lo in one of our policies.
translocations, and other structural Experimental Investigational Procedures
y . CRITERIA >
variants by optical genome Services
mapping
UIILUIUgy (qureua Cancer),
image analysis with artificial
intelligence assessment of 4
0261U . histologic and NON-COVERED NON-COVERED PG0043 Experimental Investigational |\ o\ oVERED - EXPERIMENTAL, INVESTIGATIONAL
immunohistochemical features Procedures Services
(CD3 and CD8 within tumor-stroma
border and tumor core), tissue,
ranartad ac immiina racnanca and
Oncology (solid tumor), gene
expression profiling by real-time RT
PCR of 7 gene pathways (ER, AR, PG0041 Genetic Testing and PG0043
0262U PI3K, MAPK, HH, TGFB, Notch), NON-COVERED NON-COVERED Experimental Investigational Procedures |NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

formalin-fixed paraffin embedded
(FFPE), algorithm reported as gene
pathway activity score

Services




Codes

Code Description

0263T

Paramount Commercial
Insurance Plans

Elite (Medicare Advantage)
Plans

Policy

DETAILS/NOTES

TRtramuscular autologous bone
marrow cell therapy, with
preparation of harvested cells,

multiple injections, one leg,

including ultrasound guidance, if

performed; complete procedure
including unilateral or bilateral bone

arrn harnsact

0263U

NON-COVERED

NON-COVERED

PG0400 Stem Cell Therapy for Orthopedic
Applications

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

NeUrology (AUtsm Spectum
disorder [ASD]), quantitative
measurements of 16 central carbon
metabolites (ie, aketoglutarate,
alanine, lactate, phenylalanine,
pyruvate, succinate, carnitine,
citrate, fumarate, hypoxanthine,

inncina_malata Q _culfanvctaing

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0264T

Intramuscular autologous bone
marrow cell therapy, with
preparation of harvested cells,
multiple injections, one leg,
including ultrasound guidance, if
performed; complete procedure
excluding bone marrow harvest

NON-COVERED

NON-COVERED

PG0400 Stem Cell Therapy for Orthopedic
Applications

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0264U

Rare diseases
(constitutional/heritable disorders),
identification of copy number
variations, inversions, insertions,
translocations, and other structural
variants by optical genome
mapping

0265T

NON-COVERED

PRIOR AUTHORIZATION
REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA

PG0041 Genetic Testing, PG0468 Whole
Exome Sequencing (WES) and Whole
Genome Sequencing (WGS), PG0043

Experimental Investigational Procedures

Services

in one of our policies.

Prior authorization is required for genetic testing unless otherwise noted

TRramuscurar autologous bone
marrow cell therapy, with
preparation of harvested cells,
multiple injections, one leg,
including ultrasound guidance, if
performed; unilateral or bilateral
bone marrow harvest only for

intramucoilar antalannnic hana

0265U

NON-COVERED

NON-COVERED

PG0400 Stem Cell Therapy for Orthopedic
Applications

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

Rare consttutional and other
heritable disorders, whole genome
and mitochondrial DNA sequence
analysis, blood, frozen and formalin;

fixed paraffin embedded (FFPE)
tissue, saliva, buccal swabs or cell
lines, identification of single

nuclantida and o L nmh,

0266T

NON-COVERED

PRIOR AUTHORIZATION
REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA

PG0041 Genetic Testing, PG0468 Whole
Exome Sequencing (WES) and Whole
Genome Sequencing (WGS)

in one of our policies.

Prior authorization is required for genetic testing unless otherwise noted

An or
Tmprantation or replacement or
carotid sinus baroreflex activation
device; total system (includes
generator placement, unilateral or
bilateral lead placement, intra-
operative interrogation,
programming, and repositioning,

wihan narfarmad)

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL




Elite (Medicare Advantage)

Policy

DETAILS/NOTES

Codes

Code Description

Paramount Commercial
Insurance Plans

Plans

PG0041 Genetic Testing, PG0468 Whole

Prior authorization is required for genetic testing unless otherwise noted

Unexplamed constiationarl or other

0266U

heritable disorders or syndromes,
tissue specific gene expression by
whole transcriptome and next-
generation sequencing, blood,
formalin-fixed paraffin embedded
(FFPE) tissue or fresh frozen

ticciia rannrtad ac nracanca ar

NON-COVERED

PRIOR AUTHORIZATION
REQUIRED - FOLLOW
MEDICARE COVERAGE

CRITERIA

Exome Sequencing (WES) and Whole
Genome Sequencing (WGS), PG0043
Experimental Investigational Procedures

PG0043 Experimental Investigational

Services

Procedures Services

in one of our policies.

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0267T

Implantation or replacement of
carotid sinus baroreflex activation
device; lead only, unilateral
(includes intra-operative
interrogation, programming, and
repositioning, when performed)

NON-COVERED

NON-COVERED

PRIOR AUTHORIZATION P

G0041 Genetic Testing, PG0468 Whole
Exome Sequencing (WES) and Whole
Genome Sequencing (WGS), PG0043

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0267U

Rare constitutional and other
heritable disorders, identification of
copy number variations, inversions,
insertions, translocations, and other

structural variants by optical
genome mapping and whole
genome sequencing

NON-COVERED

REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA

Experimental Investigational Procedures
Services

PG0043 Experimental Investigational

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0268T

Implantation or replacement of
carotid sinus baroreflex activation
device; pulse generator only
(includes intra-operative
interrogation, programming, and
repositioning, when performed)

NON-COVERED

NON-COVERED

PRIOR AUTHORIZATION

Procedures Services

PG0041 Genetic Testing

Prior authorization is required for genetic testing unless otherwise noted

in one of our policies.

0268U

Hematology (atypical hemolytic
uremic syndrome [aHUS]),
genomic sequence analysis of 15
genes, blood, buccal swab, or
amniotic fluid

NON-COVERED

REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA

PG0043 Experimental Investigational

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0269T

Revision or removal of carotid

sinus baroreflex activation device;
total system (includes generator
placement, unilateral or bilateral
lead placement, intra-operative
interrogation, programming, and
repositioning, when performed)

NON-COVERED

NON-COVERED

PRIOR AUTHORIZATION

Procedures Services

PG0041 Genetic Testing

Prior authorization is required for genetic testing unless otherwise noted

in one of our policies.

0269U

Hematology (autosomal dominant
congenital thrombocytopenia),
genomic sequence analysis of 14
genes, blood, buccal swab, or
amniotic fluid

NON-COVERED

REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
Revision or removal of carotid
sinus baroreflex activation device;
0270T lead only, unilateral (includes intra- NON-COVERED NON-COVERED PG0043 Experimental Investigational |\ | oVERED - EXPERIMENTAL, INVESTIGATIONAL
operative interrogation, Procedures Services
programming, and repositioning,
when performed)
cosguton deerders genomic BRIDRERINERIZAON
. ; REQUIRED - FOLLOW . . Prior authorization is required for genetic testing unless otherwise noted
0270U sequence analysis of 20 genes, NON-COVERED MEDICARE COVERAGE PG0041 Genetic Testing in one of our policies.
blood, buccal swab, or amniotic
. CRITERIA
fluid
Revision or removal of carotid
sinus baroreflex activation device;
0271T pulse generator only (includes intra- NON-COVERED NON-COVERED PG0043 Experimental Investigational |\ | coVERED - EXPERIMENTAL, INVESTIGATIONAL
operative interrogation, Procedures Services
programming, and repositioning,
when performed)
Hematology (congenital PRIOR AUTHORIZATION
neutropenia), genomic sequence REQUIRED - FOLLOW . . Prior authorization is required for genetic testing unless otherwise noted
02710 analysis of 23 genes, blood, buccal NEN-EQUERED MEDICARE COVERAGE PGO041 Genetic Testing in one of our policies.
swab, or amniotic fluid CRITERIA
TATerrogation device evaiuaton (In
person), carotid sinus baroreflex
activation system, including
telemetric iterative communication PG0043 Experimental Investigational
0272T with the implantable device to NON-COVERED NON-COVERED p . 9 NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
. y - . Procedures Services
monitor device diagnostics and
programmed therapy values, with
interpretation and report (e.g.,
hattans ctatiic _laad imnadanca
ety et beeony
. ! REQUIRED - FOLLOW . . Prior authorization is required for genetic testing unless otherwise noted
0272V analysis of 51 genes, plooc_i, buccal NON-COVERED MEDICARE COVERAGE PG0041 Genetic Testing in one of our policies.
swab, or amniotic fluid,
. CRITERIA
comprehensive
TATerrogation device evaiuaton (in
person), carotid sinus baroreflex
activation system, including
0273T telemetric iterative communication NON-COVERED NON-COVERED PG0043 Experimental Investigational NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

with the implantable device to
monitor device diagnostics and
programmed therapy values, with

intarnratatinn and rannrt (o n

Procedures Services




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
Hematology (genetic
e e i)
0273U genes (F13A1, F13B, FGA, FGB, NON-COVERED REQUIRED - FOLLOW PG0041 Genetic Testing Pnor authonzatl(_)n is required for genetic testing unless otherwise noted
MEDICARE COVERAGE in one of our policies.
FGG, SERPINA1, SERPINEL, CRITERIA
SERPINF2, PLAU), blood, buccal
swab, or amniotic fluid
Percutaneous
laminotomy/laminectomy
deco(lrgtrzzggnnagfa ESL?;C Zl)efrzrents PG0043 Experimental Investigational
0274T _p N X ! NON-COVERED NON-COVERED Procedures Services. PG0026 Discogenic |[NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
(with or without ligamentous ) .
. . Pain Treatment-Archived 120124.
resection, discectomy, facetectomy
and/or foraminotomy) any method
vndar indiract imana nidanca
Hematology (genetic platelet PRIOR AUTHORIZATION
disorders), genomic sequence REQUIRED - FOLLOW - . Prior authorization is required for genetic testing unless otherwise noted
0274 analysis of 43 genes, blood, buccal NON-ETOYERED MEDICARE COVERAGE PG0041 Genetic Testing in one of our policies.
swab, or amniotic fluid CRITERIA
Percutaneous
laminotomy/laminectomy
(interlaminar approach) for . -
. PG0043 Experimental Investigational . . -
0275T decompressu_)n of ngural elements, NON-COVERED NON-COVERED Procedures Services. PG0026 Discogenic Medlcare Advantagg P]ans - 0275T is covered when part of a clinical
(with or without ligamentous - ; trial, no prior authorization required
. . Pain Treatment-Archived 120124.
resection, discectomy, facetectomy
and/or foraminotomy), any method,
undar indiract imana anidance (an
throﬁ&iﬁfggn(i;hzgfgmic PRIOR AUTHORIZATION
0276U sequence analysis of 23 genes, NON-COVERED REQUIRED - FOLLOW PGO041 Genetic Testing _Pr|or authonzatl(_)n_ is required for genetic testing unless otherwise noted
L MEDICARE COVERAGE in one of our policies.
blood, buccal swab, or amniotic
. CRITERIA
fluid
g et e
0277U sequence analysis of 31 genes, NON-COVERED REQUIRED - FOLLOW PGO041 Genetic Testing F’nor authonzathnl is required for genetic testing unless otherwise noted
. MEDICARE COVERAGE in one of our policies.
blood, buccal swab, or amniotic
. CRITERIA
fluid
Transcutaneous electrical
modulation pain reprocessing (e.g., PG0244 Electrical Nerve Stimulators-
0278T scrambler therapy), each treatment NON-COVERED NON-COVERED archived 120124; PG0043 Experimental [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

session (includes placement of
electrodes)

Investigational Procedures Services




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
Hematology (genetic thrombosis), PRIOR AUTHORIZATION
genomic sequence analysis of 12 L REQUIRED - FOLLOW - . Prior authorization is required for genetic testing unless otherwise noted
0278V genes, blood, buccal swab, or NEN-ERYERED MEDICARE COVERAGE PG0041 Genetic Testing in one of our policies.
amniotic fluid CRITERIA
Red blood cell antigen typing, DNA, PRIOR AUTHORIZATION
genotyping of 12 blood group ¥ REQUIRED - FOLLOW . . Prior authorization is required for genetic testing unless otherwise noted
02820 system genes to predict 44 red NER-EERE MEDICARE COVERAGE PGO041 Genetic Testing in one of our policies.
blood cell antigen phenotypes CRITERIA
Oncology, response to radiation, PG0041 Genetic Testing, PG0122 In Vitro
cell-free DNA, quantitative Chemoresistance & Chemosensitivit Prior authorization is required for genetic testing unless otherwise noted
0285U branched chain DNA amplification, NON-COVERED Non-Covered - Y . s q 9 9
o Assays, PG0043 Experimental in one of our policies.
plasma, reported as a radiation L .
. Investigational Procedures Services
toxicity score
CEP72 (centrosomal protein, 72-
Kda), NUDT15 (nudix hydrolase PRIOR AUTHORIZATION
15) and TPMT (thiopurine S- REQUIRED - FOLLOW . . Prior authorization is required for genetic testing unless otherwise noted
0286U methyltransferase) (eg, drug NEN-EQUERED MEDICARE COVERAGE PGO041 Genetic Testing in one of our policies.
metabolism) gene analysis, CRITERIA
common variants
Oncology (thyroid), DNA and
mRNA, nextgeneration sequencing
analysis of 112 genes, fine needle PRIOR AUTHORIZATION
aspirate or formalin fixed paraffin- PRIOR AUTHORIZATION REQUIRED - FOLLOW - . Prior authorization is required for genetic testing unless otherwise noted
0287V embedded (FFPE) tissue, REQUIRED - INTERQUAL MEDICARE COVERAGE PG0041 Genetic Testing in one of our policies.
algorithmic prediction of cancer CRITERIA
recurrence, reported as a
ratanarical ricl racult (lowar
Oncology (lung), MRNA,
quantitative PCR analysis of 11
genes (BAG1, BRCA1, CDCS6, PRIOR AUTHORIZATION
CDK2AP1, ERBBS3, FUT3, IL11, REQUIRED - FOLLOW . . Prior authorization is required for genetic testing unless otherwise noted
0288V LCK, RND3, SH3BGR, WNT3A) NeN-SYERED MEDICARE COVERAGE PG0041 Genetic Testing in one of our policies.
and 3 reference genes (ESD, TBP, CRITERIA
YAP1), formalin-fixed paraffin-
amhaddad (EEDE) tumar ticciia
e e
0289U by RNA sequencing of 24 genes, NON-COVERED REQUIRED - FOLLOW Prior authorization is required for genetic testing unless otherwise noted

whole blood, algorithm reported as
predictive risk score

MEDICARE COVERAGE
CRITERIA

PG0041 Genetic Testing

in one of our policies.




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
Pain management, mRNA, gene PRIOR AUTHORIZATION
expression profiling by RNA REQUIRED - FOLLOW Prior authorization is required for genetic testing unless otherwise noted
0290U sequencing of 36 genes, whole NON-COVERED PG0041 Genetic Testing . s q 9 9
N MEDICARE COVERAGE in one of our policies.
blood, algorithm reported as
AP CRITERIA
predictive risk score
A, gene expression profing BRIDRERINERIZAON
0291U by RNA sequencing of 144 genes, NON-COVERED REQUIRED - FOLLOW PGO041 Genetic Testing _Pr|or authonzathn is required for genetic testing unless otherwise noted
. MEDICARE COVERAGE in one of our policies.
whole blood, algorithm reported as
P CRITERIA
predictive risk score
RNA, gone exprecsion praing PO A ORI B
0292U by RNA sequencing of 72 genes, NON-COVERED REQUIRED - FOLLOW PG0041 Genetic Testing Pnor authonzatl(_m is required for genetic testing unless otherwise noted
N MEDICARE COVERAGE in one of our policies.
whole blood, algorithm reported as
T CRITERIA
predictive risk score
e
0293U by RNA sequencing of 54 genes, NON-COVERED REQUIRED - FOLLOW PGO041 Genetic Testing F’nor authonzatl(?nl is required for genetic testing unless otherwise noted
- MEDICARE COVERAGE in one of our policies.
whole blood, algorithm reported as
D CRITERIA
predictive risk score
Longevity and mortality risk,
mRNA, gene expression profiling ; TR ] . . )
0294U by RNA sequencing of 18 genes, NON-COVERED NON-COVERED PG0041 Genetic Testing Prior authorization is required for genetic testing unless otherwise noted
N in one of our policies.
whole blood, algorithm reported as
predictive risk score
Oncology (breast auctal carcmoma
in situ), protein expression profiling
by immunohistochemistry of 7
proteins (COX2, FOXAL, HER2, Ki- 4 u PG0301 Genetic Expression Assays for  |Prior authorization is required for genetic testing unless otherwise noted
0295V 67, p16, PR, SIAH2), with 4 NEN-EDIERED NN ENED Breast Cancer Prognosis-Archived 090124 |in one of our policies.
clinicopathologic factors (size, age,
margin status, palpability), utilizing
farmalin_fivad naraffin.amhaddad
OUnRcology (oral ana/or
oropharyngeal cancer), gene
expression profiling by RNA
0296U sequencing at least 20 molecular NON-COVERED NON-COVERED PG0041 Genetic Testing Prior authorization is required for genetic testing unless otherwise noted

features (eg, human and/or
microbial mMRNA), saliva, algorithm
reported as positive or negative for

cinnatiira accnciatad with

in one of our policies.




Elite (Medicare Advantage)

Policy

DETAILS/NOTES

Codes

Code Description

Paramount Commercial

Insurance Plans

Plans

Prior authorization is required for genetic testing unless otherwise noted

Oncology (pan tumor), whole

0297U

genome sequencing of paired
malignant and normal DNA
specimens, fresh or formalin fixed
paraffin embedded (FFPE) tissue,
blood or bone marrow, comparative
sequence analyses and variant

ntifinatinn

fal
ONcology (pan tumory, whote

PRIOR AUTHORIZATION
REQUIRED - INTERQUAL

PRIOR AUTHORIZATION

REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA

PG0468 Whole Exome Sequencing (WES)
and Whole Genome Sequencing (WGS)

PG0468 Whole Exome Sequencing (WES)
and Whole Genome Sequencing (WGS)

in one of our policies.

Prior authorization is required for genetic testing unless otherwise noted

in one of our policies.

0298U

transcriptome sequencing of paired

malignant and normal

RNA specimens, fresh or formalin

fixed paraffin embedded (FFPE)
tissue, blood or bone

marrow, comparative sequence

anahicac and avnraccinn laval and

PRIOR AUTHORIZATION
REQUIRED - MEDICAL POLICY

REQUIRED - MEDICAL POLICY

PRIOR AUTHORIZATION

PRIOR AUTHORIZATION

PG0468 Whole Exome Sequencing (WES)

Prior authorization is required for genetic testing unless otherwise noted

in one of our policies.

0299U

Oncology (pan tumor), whole
genome optical genome mapping
of paired malignant and
normal DNA specimens, fresh

frozen tissue, blood, or bone
marrow, comparative structural
variant identification

PRIOR AUTHORIZATION
REQUIRED - INTERQUAL

REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA

PRIOR AUTHORIZATION

and Whole Genome Sequencing (WGS)

PG0468 Whole Exome Sequencing (WES)

Prior authorization is required for genetic testing unless otherwise noted

in one of our policies.

0300U

Oncology (pan wmor), whore
genome sequencing and optical
genome mapping of paired
malignant and normal DNA

specimens, fresh tissue, blood, or

bone marrow, comparative

sequence analyses and variant

PRIOR AUTHORIZATION
REQUIRED - INTERQUAL

REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA

and Whole Genome Sequencing (WGS)

Prior authorization is required for genetic testing unless otherwise noted

in one of our policies.

idantification

ONCOIOgY (pan tmot), wiore

PRIOR AUTHORIZATION

PG0041 Genetic Testing

0297U

malignant and nomal DNA

tificatinn

genome sequencing of paired

specimens, fresh or formalin-fixed
paraffin-embedded (FFPE) tissue,
blood or bone marrow, comparative
sequence analyses and variant
pan TUMOoT), Whole

NON-COVERED

REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA

PRIOR AUTHORIZATION

PG0041 Genetic Testing

Prior authorization is required for genetic testing unless otherwise noted

in one of our policies.

ido
oncorogy (p

0298U

transcriptome sequencing of paired
malignant and normal RNA
specimens, fresh or formalin-fixed
paraffin-embedded (FFPE) tissue,
blood or bone marrow, comparative
sequence analyses and expression

lavial and chimaric trancerint

NON-COVERED

REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA

PRIOR AUTHORIZATION

PG0041 Genetic Testing

Prior authorization is required for genetic testing unless otherwise noted

in one of our policies.

0299U

Oncology (pan tumor), whole
genome optical genome mapping
of paired malignant and normal
DNA specimens, fresh frozen

tissue, blood, or bone marrow,

NON-COVERED

REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA

comparative structural variant
identification




Codes

Code Description

0300U

Paramount Commercial
Insurance Plans

Elite (Medicare Advantage)
Plans

Policy

DETAILS/NOTES

Oncology (pan tumor), whole
genome sequencing and optical
genome mapping of paired
malignant and normal DNA
specimens, fresh tissue, blood, or
bone marrow, comparative
sequence analyses and variant

idantificatinn

NON-COVERED

PRIOR AUTHORIZATION
REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA

PG0041 Genetic Testing

Prior authorization is required for genetic testing unless otherwise noted
in one of our policies.

0301U

Infectious agent detection by
nucleic acid (DNA or RNA),
Bartonella henselae and Bartonella
quintana, droplet digital PCR
(ddPCRY);

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0302U

Infectious agent detection by
nucleic acid (DNA or RNA),
Bartonella henselae and Bartonella
quintana, droplet digital PCR
(ddPCR); following liquid
enrichment

0303U

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

Hematology, rea blood cell (RBT)
adhesion to
endothelial/subendothelial
adhesion molecules, functional
assessment, whole blood, with
algorithmic analysis and result
reported as an RBC adhesion

0304U

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

inday: hunavic
FHemarology, rea blood cell (RBT)

adhesion to

endothelial/subendothelial

adhesion molecules, functional
assessment, whole blood, with
algorithmic analysis and result
reported as an RBC adhesion

indav: narmaovic

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0305U

Hematology, red blood cell (RBC)
functionality and deformity as a
function of shear stress, whole
blood, reported as a maximum

elongation index

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0306U

Oncology (minimal residual disease
[MRD]), next-generation targeted
sequencing analysis, cell-free DNA,
initial (baseline) assessment to
determine a patient specific panel
for future comparisons to evaluate
for MRD

NON-COVERED

NON-COVERED

PG0041 Genetic Testing

Prior authorization is required for genetic testing unless otherwise noted
in one of our policies.




Codes

Code Description

0307U

Paramount Commercial
Insurance Plans

Elite (Medicare Advantage)
Plans

Policy

DETAILS/NOTES

Oncology (mimimal resiaual disease
[MRD]), next-generation targeted
sequencing analysis of a patient-

specific panel, cell-free DNA,
subsequent assessment with
comparison to previously analyzed

patient specimens to evaluate for
MDD

NON-COVERED

NON-COVERED

PG0041 Genetic Testing

Prior authorization is required for genetic testing unless otherwise noted
in one of our policies.

0308T

Insertion of ocular telescope
prosthesis including removal of
crystalline lens or intraocular lens
prosthesis

PRIOR AUTHORIZATION
REQUIRED - MEDICAL POLICY

PRIOR AUTHORIZATION
REQUIRED - MEDICAL POLICY

PG0351 The Implantable Miniature
Telescope (IMT)

0308U

Cardiology (coronary artery
disease [CAD]), analysis of 3
proteins (high sensitivity [hs]
troponin, adiponectin, and kidney
injury molecule-1 [KIM-1]), plasma,
algorithm reported as a risk score
for obstructive CAD

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services, PG0392
Cardiovascular Disease (CVD) Risk Testing

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0309U

Cardiology (cardiovascuiar

disease), analysis of 4 proteins (NT

proBNP, osteopontin, tissue
inhibitor of metalloproteinase-1
[TIMP-1], and kidney injury
molecule-1 [KIM-1]), plasma,
algorithm reported as a risk score

far mainr advarca cardiac avant

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services, PG0392
Cardiovascular Disease (CVD) Risk Testing

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0310U

Pediatrics (vasculitis, Kawasaki
disease [KD]), analysis of 3
biomarkers (NTproBNP, C-reactive
protein, and T-uptake), plasma,
algorithm reported as a risk score
for KD

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0311U

Infectious disease (bacterial),
quantitative antimicrobial
susceptibility reported as

phenotypic minimum inhibitory

concentration (MIC)-based
antimicrobial susceptibility for each
organisms identified

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0312U

Autoimmune diseases (e.g.,
systemic lupus erythematosus
[SLE]), analysis of 8 IgG
autoantibodies and 2 cell-bound
complement activation products
using enzyme-linked
immunosorbent immunoassay
(E1L 1S AN floww evitomatns and

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL




Codes

Code Description

0313U

Paramount Commercial
Insurance Plans

Elite (Medicare Advantage)
Plans

Policy

DETAILS/NOTES

Oncology (pancreas), DNA ana
mRNA next-generation sequencing
analysis of 74 genes and analysis
of CEA (CEACAMS5) gene
expression, pancreatic cyst fluid,
algorithm reported as a categorical
result (ie, negative, low probability

nf nannlacia ar nacitiva _hinh

NON-COVERED

NON-COVERED

PG0041 Genetic Testing

Prior authorization is required for genetic testing unless otherwise noted
in one of our policies.

0314U

Oncology (cutaneous melanoma),
mRNA gene expression profiling by
RT-PCR of 35 genes (32 content
and 3 housekeeping), utilizing
formalin-fixed paraffin-embedded
(FFPE) tissue, algorithm reported
as a categorical result (ie, benign,
intermediate, malignant)

NON-COVERED

PRIOR AUTHORIZATION
REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA

PG0041 Genetic Testing

Prior authorization is required for genetic testing unless otherwise noted
in one of our policies.

0315U

Oncology (cutaneous squamous
cell carcinoma), mRNA gene
expression profiling by RT-PCR of
40 genes (34 content and 6
housekeeping), utilizing formalin-
fixed paraffin-embedded (FFPE)
tissue, algorithm reported as a
categorical risk result (ie, Class 1,
Class 2A, Class 2B)

NON-COVERED

NON-COVERED

PG0041 Genetic Testing

Prior authorization is required for genetic testing unless otherwise noted
in one of our policies.

0316U

Borrelia burgdorferi (Lyme
disease), OspA protein evaluation,
urine

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0317U

Oncology (lung cancer), four-probe
FISH (3929, 3p22.1, 10922.3,
10cen) assay, whole blood,
predictive algorithm generated
evaluation reported as decreased
or increased risk for lung cancer

NON-COVERED

NON-COVERED

PG0041 Genetic Testing

Prior authorization is required for genetic testing unless otherwise noted
in one of our policies.

0318U

Pediatrics (congenital epigenetic
disorders), whole genome
methylation analysis by microarray
for 50 or more genes, blood

NON-COVERED

PRIOR AUTHORIZATION
REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA

PG0041 Genetic Testing

Prior authorization is required for genetic testing unless otherwise noted
in one of our policies.

0319V

Nephrology (renal transplant), RNA
expression by select transcriptome
sequencing, using pretransplant
peripheral blood, algorithm reported
as a risk score for early acute
rejection

NON-COVERED

NON-COVERED

PG0041 Genetic Testing

Prior authorization is required for genetic testing unless otherwise noted
in one of our policies.




Codes

Code Description

Paramount Commercial
Insurance Plans

Elite (Medicare Advantage)
Plans

Policy

DETAILS/NOTES

0320U

Nephrology (renal transplant), RNA
expression by select transcriptome
sequencing, using post transplant
peripheral blood, algorithm reported
as a risk score for acute cellular
rejection

0321U

NON-COVERED

NON-COVERED

PG0041 Genetic Testing

Prior authorization is required for genetic testing unless otherwise noted
in one of our policies.

TNTectious agent aetecton by
nucleic acid (DNA or RNA),
genitourinary pathogens,
identification of 20 bacterial and
fungal organisms and identification
of 16 associated antibiotic-
resistance genes, multiplex

amnlifind nroha tach,

0322U

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

NeUrology (Autsm Spectrim
disorder [ASD]), quantitative
measurements of 14 acyl carnitines
and microbiome-derived
metabolites, liquid chromatography
with tandem mass spectrometry
(LC-MS/MS), plasma, results

rannrtad ac nanativia nr nacitivia far

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0324U

Oncology (ovarian), spheroid cell
culture, 4-drug panel (carboplatin,
doxorubicin, gemcitabine,
paclitaxel), tumor chemotherapy
response prediction for each drug

NON-COVERED

NON-COVERED

PG0122 In Vitro Chemoresistance &
Chemosensitivity Assays; PG0043
Experimental Investigational Procedures
Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0325U

Oncology (ovarian), spheroid cell
culture, poly (ADP-ribose)
polymerase (PARP) inhibitors
(niraparib, laparib, rucaparib,
velparib), tumor response
prediction for each drug

0326U

NON-COVERED

NON-COVERED

PG0122 In Vitro Chemoresistance &
Chemosensitivity Assays; PG0043
Experimental Investigational Procedures
Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

Targeted genomic sequence
analysis panel, solid organ
neoplasm, cell-free circulating DNA
analysis of 83 or more genes,
interrogation for sequence variants,
gene copy number amplifications,
gene rearrangements, microsatelite

inctahilihs and tiimar mitatianal

PRIOR AUTHORIZATION
REQUIRED - INTERQUAL

PRIOR AUTHORIZATION
REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA

PG0041 Genetic Testing

Prior authorization is required for genetic testing unless otherwise noted
in one of our policies.

0327U

Fetal aneuploidy (trisome 13, 18,
and 21), DNA sequence analysis of
selected regions using maternal
plasma, algorithm reported as a
risk score for each trisomy,
includes sex reporting, if performed

PRIOR AUTHORIZATION
REQUIRED - INTERQUAL

PRIOR AUTHORIZATION
REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA

PG0041 Genetic Testing and PG0287 Non-
Invasive Prenatal Screening (NIPS)/Cell-
Free DNA Screening for Fetal Aneuploidy

Prior authorization is required for genetic testing unless otherwise noted
in one of our policies.




Codes

Code Description

0329V

Paramount Commercial
Insurance Plans

Elite (Medicare Advantage)
Plans

Policy

DETAILS/NOTES

Oncology (neoplasia), exome and
transcriptome sequence analysis
for sequence variants, gene copy
number amplifications and
deletions, gene rearrangements,
microsatellite instability and tumor

mutational burden utilizing DNA
and DNA fram tumar with DINA

PRIOR AUTHORIZATION
REQUIRED - INTERQUAL

PRIOR AUTHORIZATION
REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA

PG0438 Molecular Profiling (Somatic
Testing) Panels for Solid Cancer Tumors
and Hematologic Malignancies-Archived

100124, PG0468 Whole Exome
Sequencing (WES) and Whole Genome
Sequencing (WGS)

Prior authorization is required for genetic testing unless otherwise noted
in one of our policies.

0329T

Monitoring of intraocular pressure
for 24 hours or longer, unilateral or
bilateral, with interpretation and
report

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0330T

Tear film imaging, unilateral or
bilateral, with interpretation and
report

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0331T

Myocardial sympathetic innervation
imaging, planar qualitative and
guantitative assessment

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0331U

Oncology (hematolymphoid
neoplasia), optical genome
mapping for copy number
alterations and gene
rearrangements utilizing DNA from
blood or bone marrow, report of
clinically significant alternations

NON-COVERED

NON-COVERED

PG0468 Whole Exome Sequencing (WES)
and Whole Genome Sequencing (WGS)

Prior authorization is required for genetic testing unless otherwise noted
in one of our policies.

0332T

Myocardial sympathetic innervation
imaging, planar qualitative and
quantitative assessment; with

tomographic SPECT

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0332U

Oncology (pan-tumor), genetic
profiling of 8 DNA-regulatory
(epigenetic) markers by quantitative
polymerase chain reaction (qPCR),
whole blood, reported as a high or
low probability of responding to
immune checkpoint-inhibitor

thorany

NON-COVERED

NON-COVERED

PG0041 Genetic Testing

Prior authorization is required for genetic testing unless otherwise noted
in one of our policies.




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
Visual evoked potential, screening . -
0333T of visual acuity, automated, with NON-COVERED NON-COVERED PG0043 Experimental Investigational |\ o\ ~6vERED - EXPERIMENTAL, INVESTIGATIONAL
report Procedures Services
Oncology (TIVer), survemance for
hepatocellular carcinoma (HCC) in
high-risk patients, analysis of
0333U methylation patterns on circulating NON-COVERED NON-COVERED PGO041 Genetic Testing _Pr|or authonzathn is required for genetic testing unless otherwise noted
cell-free DNA (cfDNA) plus in one of our policies.
measurement of serum of
AFP/AFP-L3 and oncoprotein des-
Or |Luuugy'i§6h|nav3fgan), targLetea
genomic sequence analysis, . .
formalin-fixed paraffinembedded PRIOR AUTHORIZATION Pl\/(i) (I)g?jaﬁir:i?iﬁn-reggr%:gg .r;g:sf
0334U (FFPE) tumor tissue, DNA PRIOR AUTHORIZATION REQUIRED - FOLLOW Panels for Solid gancer Tumors an% Prior authorization is required for genetic testing unless otherwise noted
analysis, 84 or more genes, REQUIRED - INTERQUAL MEDICARE COVERAGE . - . . in one of our policies.
. - X Hematologic Malignancies-Archived
interrogation for sequence variants, CRITERIA
I 100124
gene copy humber amplifications,
nana raarrannamantc
4335T nsertion of Sinus tari imalant PRIOR AUTHORIZATION PRIOR AUTHORIZATION 'Efosr?;;‘:gﬁl}i’egi‘h:t’ii;?l';E;%%‘:: NON-COVERED in Adults age = 19 years of age. Prior Authorization
P REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL POLICY p Servi(g:es required for ages 0-18.
Rare aiseases
(constitutional/heritable disorders),
ﬁgﬁjﬁir? er;;r:ﬁ sss q:‘::(‘:;g fﬁ:*ysei' PGO041 Genetic Testing and PG0468 Prior authorization is required for genetic testing unless otherwise noted
0335U 9 d nges, NON-COVERED NON-COVERED Whole Exome Sequencing (WES) and | onlis req 9 9
copy number variants, deletions, . in one of our policies.
- ] Whole Genome Sequencing (WGS)
duplications, mobile element
insertions, uniparental disomy
N11IDNM\_inmvarcinne _anannlaidhy
Rare diseases
(constitutional/heritable disorders),
i::lfﬁir?er:nlzﬁ :sq:ls:gs ?:aarLyselz PG0041 Genetic Testing and PG0468 Prior authorization is required for genetic testing unless otherwise noted
0336U 9 d Nges, NON-COVERED NON-COVERED Whole Exome Sequencing (WES) and . onis req g 9
copy number variants, deletions, . in one of our policies.
o ) Whole Genome Sequencing (WGS)
duplications, mobile element
insertions, uniparental disomy
1 1IDN_invarciane _anatinlaicy
Oncology (plasma cell disoraers
and myeloma), circulating plasma
cell immunologic selection,
0337U identification, morphological NON-COVERED NON-COVERED PG0041 Genetic Testing Prior authorization is required for genetic testing unless otherwise noted

characterization, and enumeration
of plasma cells based on
differential CD138, CD38, CD19,

and CNAE nratain hinmarlkar

in one of our policies.




Codes

Code Description

0338T

Paramount Commercial
Insurance Plans

Elite (Medicare Advantage)
Plans

Policy

DETAILS/NOTES

Transcatneter renal sympatnetic
denervation, percutaneous
approach including arterial
puncture, selective catheter
placement(s) renal artery(ies),

fluoroscopy, contrast injection(s),

intraprocedural road mapping and

inal ciinansicinn Yal

0338U

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational

Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

ONS63 (T HAReHE SR catmg
tumor cell selection, identification,
morphological characterization,
detection and enumeration based
on differential EpCAM, cytokeratins
8, 18, and 19, and CD45 protein
biomarkers, and quantification of

0339T

Non-Covered

Non-Covered

PG0041 Genetic Testing

Prior authorization is required for genetic testing unless otherwise noted
in one of our policies.

LICDD nratain
Transcatheter renal sympatnetic
denervation, percutaneous
approach including arterial
puncture, selective catheter
placement(s) renal artery(ies),
fluoroscopy, contrast injection(s),
intraprocedural road mapping and

radinlnnical clinansician and

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational

Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0339U

oncology (prostate), mMRNA
expression profiling of HOXC6 and
DLX1, reverse transcription
polymerase chain reaction (RT-
PCR), first-void urine following
digital rectal examination, algorithm
reported as probability of high-

do cancar (SolacthMDy for

0340U

PRIOR AUTHORIZATION
REQUIRED - INTERQUAL

PRIOR AUTHORIZATION
REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA

PG0041 Genetic Testing. PG0367 Genetic
and Protein Biomarkers for Diagnosis-

archived 020425.

02/01/2024 ADDED Medicare and Commercial coverage with a PA-
PG0367 Genetic and Protein Biomarkers for Diagnosis and Risk
Assessment of Prostate Cancer

ONCoI0Gy (Pan-cancer), analysis ot
minimal residual disease (MRD)
from plasma, with assays
personalized to each patient based
on prior next-generation
sequencing of the patient’s tumor

and germline DNA, reported as
ADN aiith

PRIOR AUTHORIZATION
REQUIRED - INTERQUAL

PRIOR AUTHORIZATION
REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA

PG0041 Genetic Testing

Prior authorization is required for genetic testing unless otherwise noted
in one of our policies.

0339V

gy (Proatate) TRINA
expression profiling of HOXC6 and
DLX1, reverse transcription
polymerase chain reaction (RT-
PCR), first-void urine following
digital rectal examination, algorithm
reported as probability of high-

0340U

PRIOR AUTHORIZATION
REQUIRED - INTERQUAL

PRIOR AUTHORIZATION
REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA

PG0041 Genetic Testing

Prior authorization is required for genetic testing unless otherwise noted
in one of our policies.

arada cancar
Oncology (pan-cancer), anarysis ot
minimal resifual disease (MRD)
from plasma, with assays
personalized to each patient bades
on prior next-generation
sequencing of the patient's tumor
and germline DNA, reported as

ahcanca nr nracanca nf MDD wiith

PRIOR AUTHORIZATION
REQUIRED - INTERQUAL

PRIOR AUTHORIZATION
REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA

PG0041 Genetic Testing

Prior authorization is required for genetic testing unless otherwise noted
in one of our policies.




Codes

Code Description

Paramount Commercial
Insurance Plans

Elite (Medicare Advantage)
Plans

Policy

DETAILS/NOTES

0341U

Fetal aneuploidy DNA sequencing
comparative analysis, fetal DNA
from products of conception,
reported as normal (euploidy),
monosomy, trisomy, or partial
deletion/duplication, mosaicism,
and segmental aneuploid

NON-COVERED

NON-COVERED

PG0041 Genetic Testing

Prior authorization is required for genetic testing unless otherwise noted
in one of our policies.

0342T

Therapeutic apheresis with
selective HDL delipidation and
plasma reinfusion

0342V

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

Oncology (pancreatic cancer),
multiplex immunoassay of C5, C4,
cystatin C, factor B,
osteoprotegerin (OPG), gelsolin,
IGFBP3, CA125 and multiplex
electrochemiluminescent
immunoassay (ECLIA) for CA19-9,

0343U

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

OREHI60Y (PrOtATe) eXe0me-
based analysis of 442 small
noncoding RNAs (sncRNAs) by
quantitative reverse transcription
polymerase chain reaction (RT-
gPCR), urine, reported as
molecular evidence of no-, low-,

0344U

PRIOR AUTHORIZATION
REQUIRED - INTERQUAL

PRIOR AUTHORIZATION
REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA

PG0041 Genetic Testing

Prior authorization is required for genetic testing unless otherwise noted
in one of our policies.

intarmadiata. ar hiah_ riclk of
Fepatology (NOnarconolic Tatty iver
disease [NAFLD]), semiquantitative
evaluation of 28 lipid markers by
liquid chromatography with tandem
mass spectrometry (LC-MS/MS),
serum, reported as at-risk for

nonalcoholic steatohepatitis
INACLEN ar nat NIACH]

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0345T

Transcatheter mitral valve repair
percutaneous approach via the
coronary sinus

NON-COVERED

NON-COVERED

PG0108 Transcatheter Heart Valve
Procedures-Archived; PG0043
Experimental Investigational Procedures
Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0345U

Psychiatry (eg, depression, anxiety,
attention deficit hyperactivity
disorder [ADHD]), genomic
analysis panel, variant analysis of
15 genes, including
deletion/duplication analysis of
CYP2D6

PRIOR AUTHORIZATION
REQUIRED - INTERQUAL

PRIOR AUTHORIZATION
REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA

PG0041 Genetic Testing

Prior authorization is required for genetic testing unless otherwise noted
in one of our policies. Changed 0345U from noncovered to covered with
a prior authorization, InterQual, for Commercial, effective 11/01/2024.




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
Beta amyloid, AR4U and AR4Z by
liquid chromatography with tandem
mass spe(itartci)gwetlgls(llﬂ_(a:—MS/MS), PG0441 Genetic and Biomarker Testing for
0346U [Not Covereoi]p[CPT code that NON-COVERED NON-COVERED Alzheimer Disease; PG0043 Experimental [INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
represents Quest Ad-Detect™. Per Investigational Procedures Services
the manufacturer, this test
maaciirac nlacma lavale nf Amvidnid
Placement of interstitial device(s) in PG0043 Experimental Investigational
0347T bone for radiostereometric analysis NON-COVERED NON-COVERED Procedures Services NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
(RSA)
Drug metabolism or processing
multiple conditions), whole blood PRSI AURI PO Prior authorization is required for genetic testing unless otherwise noted
P PRIOR AUTHORIZATION REQUIRED - FOLLOW q 9 9
0347V or buccal specimen, DNA analysis, REQUIRED - INTERQUAL MEDICARE COVERAGE PG0041 Genetic Testing in one of our policies. Changed 0347U from noncovered to covered with
16 gene report, with variant CRITERIA a prior authorization, InterQual, for Commercial, effective 11/01/2024
analysis and reported phenotypes
Radiologic examination,
0348T radiostereometric analysis (RSA); NON-COVERED NON-COVERED PG0043 Experimental Investigational |\ ~6vERED - EXPERIMENTAL, INVESTIGATIONAL
spine, (includes, cervical, thoracic Procedures Services
and lumbosacral, when performed)
Drug metabolism or processing
(multiple conditions), whole blood P;IE%FL&UET; O'fgiﬁ‘g\?vN Drug metabolism or processing (multiple conditions), whole blood or
0348U or buccal specimen, DNA analysis, NON-COVERED MEDICARE COVERAGE PG0041 Genetic Testing buccal specimen, DNA analysis, 27 gene report, with variant analysis,
25 gene report, with variant CRITERIA including reported phenotypes and impacted gene-drug interactions
analysis and reported phenotypes
Radiologic examination,
radiostereometric analysis (RSA); . I
0349T upper extremity(ies), (includes NON-COVERED NON-COVERED PG0043P'f;‘2:3$22tg!2"$§29at'°"a' NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
shoulder, elbow and wrist, when
performed)
Drug metabolism or processing
(multiple conditions), whole blood Drug metabolism or processing (multiple conditions), whole blood or
or buccal specimen, DNA analysis, PRIOR AUTHORIZATION PSIIEOQTJ%UET;OECI){ﬁS\?\/N buccal specimen, DNA analysis, 27 gene report, with variant analysis,
0349V 27 gene report, with variant REQUIRED - INTERQUAL MEDICARE COVERAGE PG0041 Genetic Testing including reported phenotypes and impacted gene-drug interactions.
analysis, including reported CRITERIA Changed 0349U from noncovered to covered with a prior authorization,

phenotypes and impacted gene-
drug interactions

InterQual, for Commerecial, effective 11/01/2024.




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
Radiologic examination,
radiostereometric analysis (RSA); . -
0350T lower extremity(ies), (includes hip, NON-COVERED NON-COVERED PG0043 Experimental Investigational |\ o\ ~6vERED - EXPERIMENTAL, INVESTIGATIONAL
. Procedures Services
proximal femur, knee and ankle,
when performed)
Drug metabolism or processing PRIOR AUTHORIZATION . N . . .
(multiple conditions), whole blood Prior authorization is required for genetic testing unless otherwise noted
. . PRIOR AUTHORIZATION REQUIRED - FOLLOW . . . - X
0350U or buccal specimen, DNA analysis, PG0041 Genetic Testing in one of our policies. Changed 0350U from noncovered to covered with
. . REQUIRED - INTERQUAL MEDICARE COVERAGE . A . .
27 gene report, with variant a prior authorization, InterQual, for Commercial, effective 11/01/2024.
h CRITERIA
analysis and reported phenotypes
Optical coherence tomography of
0351T breast or axillary lymph node, NON-COVERED NON-COVERED PG0043 Experimental Investigational |\ o\ ~6vERED - EXPERIMENTAL, INVESTIGATIONAL
excised tissue, each specimen; real Procedures Services
time intraoperative
Optical coherence tomography of
breast or axillary lymph node, . I
03527 excised tissue, each specimen; NON-COVERED NON-COVERED PG0043 Experimental Investigational |\ 5\ coVERED - EXPERIMENTAL, INVESTIGATIONAL
. . . Procedures Services
interpretation and report, real time
or referred
Optical coherence tomography of . -
0353T breast, surgical cavity; real time NON-COVERED NON-COVERED PG0043 Experimental Investigational |\ o\ - 6vERED - EXPERIMENTAL, INVESTIGATIONAL
X ) Procedures Services
intraoperative
Optical coherence tomography of
0354T _ breast, surgical cavity; NON-COVERED NON-COVERED PG0043 Experimental Investigational |\ o\ oVERED - EXPERIMENTAL, INVESTIGATIONAL
interpretation and report, real time Procedures Services
or referred
. . PRIOR AUTHORIZATION
APOL1 (apolipoprotein L1) (eg, ’ RESTS ] . . )
N . . U REQUIRED - FOLLOW . . Prior authorization is required for genetic testing unless otherwise noted
0355U chronic kidney disease), risk NON-COVERED MEDICARE COVERAGE PG0041 Genetic Testing in one of our policies.

variants (G1, G2)

CRITERIA




Codes

Code Description

Paramount Commercial
Insurance Plans

Elite (Medicare Advantage)
Plans

Policy

DETAILS/NOTES

0356U

Oncology (oropharyngeal),
evaluation of 17 DNA biomarkers
using droplet digital PCR (ddPCR),
cell-free DNA, algorithm reported
as a prognostic risk score for
cancer recurrence

NON-COVERED

PRIOR AUTHORIZATION
REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA

PG0041 Genetic Testing

Prior authorization is required for genetic testing unless otherwise noted

in one of our policies.

0358T

Bioelectrical impedance analysis
whole body composition
assessment, supine position, with
interpretation and report

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0358U

Neurology (mild cognitive
impairment), analysis of $-amyloid
1- 42 and 1-40,
chemiluminescence enzyme
immunoassay, cerebral spinal fluid,
reported as positive, likely positive,
or negative

NON-COVERED

NON-COVERED

PG0441 Genetic and Biomarker Testing for
Alzheimer Disease; PG0043 Experimental
Investigational Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0359U

Oncology (prostate cancer),
analysis of all prostate-specific
antigen (PSA) structural isoforms
by phase separation and
immunoassay, plasma, algorithm
reports risk of cancer (ISOPSA,
Cleveland Diagnostics)

0360U

NON-COVERED

PRIOR AUTHORIZATION
REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA

PG0041 Genetic Testing. PG0367 Genetic
and Protein Biomarkers for Diagnosis-
archived 020425.

Prior authorization is required for genetic testing unless otherwise noted

in one of our policies.

oncology (lung), enzyme-nnkea
immunosorbent assay (ELISA) of 7
autoantibodies (p53, NY-ESO-1,
CAGE, GBU4-5, SOX2, MAGE A4,
and HuD), plasma, algorithm
reported as a categorical result for
risk of malignancy Nodify CDT®,

0361U

NON-COVERED

NON-COVERED

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

Rindaociv_Ins_ Rindaciv_Inc
Neurofilament ght chain, digiar
immunoassay, plasma, quantitative

(Effective 1/1/2023)
[Not Covered] [CPT code that
represents Neurofilament Light
Chain (NfL), by Mayo Clinic. Per
the lab, this is a plasma-based

accavy tha

0362T

NON-COVERED

NON-COVERED

PG0441 Genetic and Biomarker Testing for
Alzheimer Disease; PG0043 Experimental
Investigational Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

t ~an datarming if
EXposure benaviorar Tollow-up
assessment, includes physician or
other qualified health care
professional direction with
interpretation and report,
administered by physician or other
qualified health care professional

wiith tha accictanca nf ana ar mara

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL




Codes

Code Description

Paramount Commercial
Insurance Plans

Elite (Medicare Advantage)
Plans

Policy

DETAILS/NOTES

0362U

Oncology (papiary thyroid cancer),
gene-expression profiling via
targeted hybrid capture—enrichment
RNA sequencing of 82 content
genes and 10 housekeeping genes,
formalin-fixed paraffin embedded
(FFPE) tissue, algorithm reported

NON-COVERED

NON-COVERED

PG0041 Genetic Testing, PG0298
Molecular Markers in Fine Needle Aspirates
of Thyroid Nodules-Archived 07/01/2023

in one of our policies.

Prior authorization is required for genetic testing unless otherwise noted

nlar ciihhinac

0363U

BheBigy (Crotara: MRNA. Gane
expression profiling by real-time
quantitative PCR of 5 genes (MDK,
HOXA13, CDC2 [CDK1], IGFBP5,
andCXCR?2), utilizing urine,
algorithm incorporates age, sex,
smoking history, and

NON-COVERED

NON-COVERED

PG0041 Genetic Testing

in one of our policies.

Prior authorization is required for genetic testing unless otherwise noted

amatiiria franiianoy

0364U

UﬁCUTSgy (hematolympnoid
neoplasm), genomic sequence
analysis using multiplex (PCR) and
next-generation sequencing with
algorithm, quantification of
dominant clonal sequence(s),
reported as presence or absence

of minimal raciduial dicaaca (MDD

NON-COVERED

NON-COVERED

PG0041 Genetic Testing

in one of our policies.

Prior authorization is required for genetic testing unless otherwise noted

0368U

oncology (colorectal cancer),
evaluation for mutations of APC,
BRAF,
CTNNB1, KRAS, NRAS, PIK3CA,
SMAD4, and TP53, and
methylation

markers (MYO1G, KCNQ5,
CcoNpeEen

NON-COVERED

NON-COVERED

PG0041 Genetic Testing

in one of our policies.

Prior authorization is required for genetic testing unless otherwise noted

0373T

Exposure adaptive behavior
treatment with protocol modification
requiring two or more technicians
for severe maladaptive behavior(s);
first 60 minutes of technicians' time,
face-to-face with patient

PRIOR AUTHORIZATION
REQUIRED - INTERQUAL

NON-COVERED

PG0335 Children's Adaptive Behavior
Services-Arcived 07/01/2024; PG0043
Experimental Investigational Procedures
Services

0376U

Oncology (prostate cancer), image
analysis of at least 128 histologic
features and clinical factors,
prognostic algorithm determining
the risk of distant metastases, and
prostate cancer-specific mortality,
includes predictive algorithm to

NON-COVERED

NON-COVERED

PG0041 Genetic Testing. and PG0367
Genetic and Protein Biomarkers for

Diagnosis and Risk Assessment of Prostate

Cancer-archived 020425.

in one of our policies.

Prior authorization is required for genetic testing unless otherwise noted

0377U

andranan danrivatian_tharanv
Cardiovascular disease,
quantification of advanced serum
or plasma lipoprotein profile, by
nuclear magnetic resonance (NMR)
spectrometry with report of a
lipoprotein profile (including 23

variables)

NON-COVERED

NON-COVERED

PG0392 Cardiovascular Disease (CVD)
Risk Testing




Codes

Code Description

Paramount Commercial
Insurance Plans

Elite (Medicare Advantage)
Plans

Policy

DETAILS/NOTES

0378T

Visual fleld assessment, With
concurrent real time data analysis
and accessible data storage with
patient-initiated data transmitted to

a remote surveillance center for up

to 30 days; review and
interpretation with report by a

nhyucician ar athar aualifiad haalth

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0378U

RFC1 (replication factor C subunit
1), repeat expansion variant
analysis by traditional and repeat-
primed PCR, blood, saliva, or
buccal swab

NON-COVERED

PRIOR AUTHORIZATION
REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA

PG0041 Genetic Testing

Prior authorization is required for genetic testing unless otherwise noted
in one of our policies.

0379T

Visual Tield assessment, with
concurrent real time data analysis
and accessible data storage with
patient-initiated data transmitted to

a remote surveillance center for up
to 30 days; technical support and
patient instructions, surveillance,

anahicic an. ncmiccinn of daihy

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0379U

IW@%unence
analysis panel, solid organ
neoplasm, DNA (523 genes) and
RNA (55 genes) by next generation
sequencing, interrogation for
sequence variants, gene copy

number amplifications, gene

roa

PRIOR AUTHORIZATION
REQUIRED - INTERQUAL

PRIOR AUTHORIZATION
REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA

PG0041 Genetic Testing and PG0438
Molecular Profiling (Somatic Testing)
Panels for Solid Cancer Tumors and

Hematologic Malignancies-Archived 100124

Prior authorization is required for genetic testing unless otherwise noted
in one of our policies.

0380U

Drug metabolism (adverse drug
reactions and drug response),
targeted sequence analysis, 20
gene variants and CYP2D6
deletion or duplication analysis with
reported genotype and phenotype

PRIOR AUTHORIZATION
REQUIRED - INTERQUAL

PRIOR AUTHORIZATION
REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA

PG0041 Genetic Testing and PG0500
Liquid Biopsy-Archived 100124

Prior authorization is required for genetic testing unless otherwise noted
in one of our policies. Changed coverage from noncovered to covered
with a PA for Commercial, effective 11/01/2024

0313U

Oncology (pancreas), DNA and
mRNA next-generation sequencing
analysis of 74 genes and analysis

of CEA (CEACAMS) gene

expression, pancreatic cyst fluid,
algorithm reported as a categorical
result (ie, negative, low probability

of neoplasia or positive, high
probability of neoplasia)

NON-COVERED

NON-COVERED

PG0041 Genetic Testing

0386U

Gastroenterology (Barrett’s
esophagus), P16, RUNX3, HPP1,
and FBN1 methylation analysis,

prognostic and predictive
algorithm reported as arisk
score for progression to high-
grade

NON-COVERED

NON-COVERED

PG0041 Genetic Testing and PG0500
Liquid Biopsy-Archived 100124

Prior authorization is required for genetic testing unless otherwise
noted in one of our policies.




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
oncology (non-small cell lung
cancer), next-generation
sequencing with identification of PRIOR AUTHORIZATION
0388U single nucleotide variants, copy PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0041 Genetic Testing and PG0500  |Prior authorization is required for genetic testing unless otherwise noted
number variants, insertions and REQUIRED - INTERQUAL MEDICARE COVERAGE Liquid Biopsy-Archived 100124 in one of our policies.
deletions, and structural variants in CRITERIA
37 cancer-related genes, plasma,
wiith ranart far altaratinn datactinn
Oncology (non-small cell Tung
cancer), next-generation
sequencing with identification of PRIOR AUTHORIZATION
single nucleotide variants, copy PRIOR AUTHORIZATION REQUIRED - FOLLOW . . Prior authorization is required for genetic testing unless otherwise noted
0388U number variants, insertions and REQUIRED - INTERQUAL MEDICARE COVERAGE PG0041 Genetic Testing in one of our policies.
deletions, and structural variants in CRITERIA
37 cancer-related genes, plasma,
wiith rannrt far altaratinn dataction
Mggngtlc resonance image guided Effective 02/01/2024 procedure 0398T does not require a prior
high intensity focused ultrasound - .
(MRGEUS), stereotactic ablation authoriztion for the Commercial Plans. Procedure 0398T does not/has
0398T Iesi0?1 intra'cranial for movement PRIOR AUTHORIZATION NOT PRIOR AUTHORIZATION NOT not rerquired a prior authorization for the Medicare Plans. Archived
L " N REQUIRED REQUIRED Medical Policy PG0440 Magnetic Resonance Image Guided High
disorder including stereotactic . -
navigation and frame placement Intensity Focused Ultrasound (MRgFUS) for Essential Tremor - Code
9 P 0398T Deleted 12/31/2024 (New code 61715 01/01/2025)
when performed
Peamatric Teprile Mness (Kawasaki
disease [KD]), interferon
alphainducible protein 27 (IFI27) PRIOR AUTHORIZATION
and mast cell-expressed REQUIRED - FOLLOW - . Prior authorization is required for genetic testing unless otherwise noted
0389U membrane protein 1 (MCEMP1), NER-EOYENED MEDICARE COVERAGE PGO041 Genetic Testing in one of our policies.
RNA, using reverse transcription CRITERIA
polymerase chain reaction (RT-
nDOCDY _hlnnd _ranartad ac o ricle
Uncology (sold tumor), DNA and
RNA by next-generation
sequencing, utilizing formalin-fixed PRIOR AUTHORIZATION PG0041 Genetic Testing and PG0438
0391U paraffin-embedded (FFPE) tissue, PRIOR AUTHORIZATION REQUIRED - FOLLOW Molecular Profiling (Somatic Testing) Prior authorization is required for genetic testing unless otherwise noted
437 genes, interpretive report for REQUIRED - INTERQUAL MEDICARE COVERAGE Panels for Solid Cancer Tumors and in one of our policies.
single nucleotide variants, CRITERIA Hematologic Malignancies-archived 100124
splicesite variants,
incartinne/dalatinne _canv nuimhar
Drug metapboliSm (aepression,
anxiety, attention deficit
hyperactivity disorder [ADHDJ), IFIRIGIR AUUAIGIRPAUIIGIY Prior authorization is required for genetic testing unless otherwise noted
gene-drug interactions, variant PRIOR AUTHORIZATION REQUIRED - FOLLOW . ) . onis req 9 9 .
0392V X - : PG0041 Genetic Testing in one of our policies. Changed 0392U from nonccovered to coveed with
analysis of 16 genes, including REQUIRED - INTERQUAL MEDICARE COVERAGE . A . N
8 S Y . a prior authorization, InterQual, for Commercial, effective 11/01/2024.
deletion/duplication analysis of CRITERIA
CYP2D6, reported as impact of
nana_driun intaractinn for aach drin
Neurology (eg, Parkinson disease,
dementia with Lewy bodies),
0393U cerebrospinal fluid (CSF), detection NON-COVERED NON-COVERED

of misfolded a-synuclein protein by
seed amplification assay,
qualitative




Codes

Code Description

Paramount Commercial
Insurance Plans

Elite (Medicare Advantage)
Plans

Policy

DETAILS/NOTES

0394T

High dose rate electronic
brachytherapy, skin surface
application, per fraction, includes
basic dosimetry, when performed

NON-COVERED

NON-COVERED

PG0315 Electronic Brachytherapy-Archived
100824; PG0043 Experimental
Investigational Procedures Services

0395T

High dose rate electronic
brachytherapy, interstitial or
intracavitary treatment, per fraction,
includes basic dosimetry, when
performed

PRIOR AUTHORIZATION
REQUIRED - INTERQUAL

NON-COVERED

PGO0315 Electronic Brachytherapy-Archived
100824; PG0043 Experimental
Investigational Procedures Services

Effective 11/01/2024 procedure 0395T is covered with a prior
authorization (from noncovered) per the InterQual coverage criteria.

0396U

Obstetrics (pre-implantation genetic
testing), evaluation of 300000 DNA
single-nucleotide polymorphisms
(SNPs) by microarray, embryonic
tissue, algorithm reported as a
probability for single-gene germline
conditions [Effective 07/01/2023]

NON-COVERED

NON-COVERED

PG0041 Genetic Testing

Prior authorization is required for genetic testing unless otherwise noted
in one of our policies.

0397T

Endoscopic retrograde
cholangiopancreatography (ERCP),
with optical endomicroscopy (List
separately in addition to code for
primary procedure)

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0397U

UTTCUTOgYy (Mom=sridit CETr iamnyg
cancer), cell-free DNA from
plasma, targeted sequence

analysis of at least 109 genes,

including sequence variants,
substitutions, insertions,
deletions, select

NON-COVERED

NON-COVERED

PG0041 Genetic Testing

Prior authorization is required for genetic testing unless otherwise
noted in one of our policies.

0398U

Gastroenteroiogy (Barrett
esophagus), P16, RUNX3, HPP1,
and FBN1 DNA methylation
analysis using PCR, formalin-fixed
paraffin-embedded (FFPE) tissue,
algorithm reported as risk score for

progression to high-grade dysplasia
ar cancar [Effactivia 0 7/01/20221

NON-COVERED

NON-COVERED

PG0041 Genetic Testing

Prior authorization is required for genetic testing unless otherwise noted
in one of our policies.

0400U

Obstetrics (expanded carrier
screening), 145 genes by
nextgeneration sequencing,
fragment analysis and multiplex
ligation dependent probe
amplification, DNA, reported as
carrier positive or negative

NON-COVERED

PRIOR AUTHORIZATION
REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA

PG0041 Genetic Testing

Prior authorization is required for genetic testing unless otherwise noted
in one of our policies.




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
Cardiology (coronary heart disease
[CAD]), 9 genes (12 variants), PRIOR AUTHORIZATION
targeted variant genotyping, blood, REQUIRED - FOLLOW - . Prior authorization is required for genetic testing unless otherwise noted
0401V saliva, or buccal swab, algorithm NEN-ERYERED MEDICARE COVERAGE PG0041 Genetic Testing in one of our policies.
reported as a genetic risk score for CRITERIA
a coronary event
Preventive behavior change,
intensive program of prevention of
diabetes using a standardized PG0043 Experimental Investigational
0403T diabetes prevention program NON-COVERED NON-COVERED p ; 9 NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
. . A Procedures Services
curriculum, provided to individuals
in a group setting, minimum 60
minutes, per day
Oncology (prostate], MRNA, gene
expression profiling of 18 genes,
first-catch postdigital rectal PRIOR AUTHORIZATION PG0041 Genetic Testing. and PG0367
0403U examination urine (or processed PRIOR AUTHORIZATION REQUIRED - FOLLOW Genetic and Protein Biomarkers for Prior authorization is required for genetic testing unless otherwise noted
first-catch urine), algorithm reported REQUIRED - INTERQUAL MEDICARE COVERAGE Diagnosis and Risk Assessment of Prostate [in one of our policies.
as percentage of likelihood of CRITERIA Cancer-archived 020125
detecting clinically significant
nractato cancar (AMvDractataSeonra
Oncology (lung), flow cytometry,
sputum, 5 markers (meso-tetra [4- PG0476 Proteomic Testing in the
carboxyphenyl] porphyrin [TCPP], Management of Pulmonary Nodules;
0406U CD206, CD66b, CD3, CD19), NON-COVERED NON-COVERED 9 . y I NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
. S PG0043 Experimental Investigational
algorithm reported as likelihood of -
Procedures Services
lung cancer CyPath Lung
(bioAffinity Technologies)
TNSErtion or repracement or
permanent cardiac contractility
modulation system, including PG0233 Biventricular Pacing/Cardiac
0408T contractilty evaluation when NON-COVERED NON-COVERED Resynchronization Therapy-Archived |\ coVERED - EXPERIMENTAL, INVESTIGATIONAL
performed, and programming of 090124; PG0043 Experimental
sensing and therapeutic Investigational Procedures Services
parameters; pulse generator with
trancvanniic alactradaoc
Insertion or replacement of
permanent cardiac C(.erac."l'ty PG0233 Biventricular Pacing/Cardiac
modulation system, including Resynchronization Therapy-Archived
0409T contractility evaluation when NON-COVERED NON-COVERED A . p){ NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
. 090124; PG0043 Experimental
performed, and programming of L -
" . Investigational Procedures Services
sensing and therapeutic
parameters; pulse generator only
Insertion or replacement of
permane.nt cardiac cc'mtrac.tlllty PG0233 Biventricular Pacing/Cardiac
modulation system, including Resynchronization Therapy-Archived
0410T contractility evaluation when NON-COVERED NON-COVERED A Py NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

performed, and programming of
sensing and therapeutic
parameters; atrial electrode only

090124; PG0043 Experimental
Investigational Procedures Services




Codes

Code Description

Paramount Commercial
Insurance Plans

Elite (Medicare Advantage)
Plans

Policy

DETAILS/NOTES

0410U

Oncology (pancreatic), DNA, whole
genome sequencing with 5-
hydroxymethylcytosine enrichment,
whole blood or plasma, algorithm
reported as cancer detected or not
detected

PRIOR AUTHORIZATION
REQUIRED - MEDICAL POLICY

PRIOR AUTHORIZATION
REQUIRED - MEDICAL POLICY

PG0468 Whole Exome Sequencing (WES)
and Whole Genome Sequencing (WGS)

in one of our policies.

Prior authorization is required for genetic testing unless otherwise noted

0410U

Oncology (pancreatic), DNA, whole
genome sequencing with 5-
hydroxymethylcytosine enrichment,
whole blood or plasma, algorithm
reported as cancer detected or not
detected

PRIOR AUTHORIZATION
REQUIRED

PRIOR AUTHORIZATION
REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA

PG0041 Genetic Testing

in one of our policies.

Prior authorization is required for genetic testing unless otherwise noted

0411T

TRSErtion of replacement or
permanent cardiac contractility
modulation system, including
contractility evaluation when
performed, and programming of
sensing and therapeutic
parameters; ventricular electrode

anhs)

NON-COVERED

NON-COVERED

PG0233 Biventricular Pacing/Cardiac
Resynchronization Therapy-Archived
090124; PG0043 Experimental
Investigational Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0411U

Psychiatry (eg, depression, anxiety,
attention deficit hyperactivity
disorder [ADHD]), genomic
analysis panel, variant analysis of
15 genes, including
deletion/duplication analysis of
CYP2D6

PRIOR AUTHORIZATION
REQUIRED

PRIOR AUTHORIZATION
REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA

Added, effective 11/01/2024

0412T

Removal of permanent cardiac
contractility modulation system;
pulse generator only

0412U

NON-COVERED

NON-COVERED

PG0233 Biventricular Pacing/Cardiac
Resynchronization Therapy-Archived
090124; PG0043 Experimental
Investigational Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

Beta amyloid, ABAZ74U Tatio,
immunoprecipitation with
quantitation by liquid
chromatography with tandem mass
spectrometry (LC-MS/MS) and
qualitative ApoE isoform-specific
proteotyping, plasma combined

with ana alaarithm rannrtad ac

NON-COVERED

NON-COVERED

0413T

Removal of permanent cardiac

contractility modulation system;

transvenous electrode (atrial or
ventricular)

NON-COVERED

NON-COVERED

PG0233 Biventricular Pacing/Cardiac
Resynchronization Therapy-Archived
090124; PG0043 Experimental
Investigational Procedures Services

NON-COVERED - EXPERIMENTNAL, INVESTIGATIONAL




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
Ooncology (hematolympnord
neoplasm), optical genome
mapping for copy number
0413U alterations, aneuploidy, and PRIOR AUTHORIZATION PRIOR AUTHORIZATION PG0468 Whole Exome Sequencing (WES) [Prior authorization is required for genetic testing unless otherwise noted
balanced/complex structural REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL POLICY | and Whole Genome Sequencing (WGS) [in one of our policies.
rearrangements, DNA from blood
or bone marrow, report of clinically
OnEoIogy (emataympnor
neoplasm), optical genome
mapping for copy number PRIOR AUTHORIZATION
alterations, aneuploidy, and PRIOR AUTHORIZATION REQUIRED - FOLLOW ) . Prior authorization is required for genetic testing unless otherwise noted
04130 balanced/complex structural REQUIRED MEDICARE COVERAGE PGO041 Genetic Testing in one of our policies.
rearrangements, DNA from blood CRITERIA
or bone marrow, report of clinically
cinnifinant altaratinne
Removal and replacement of PG0233 Biventricular Pacing/Cardiac
0414T permanent cardiac contractiity NON-COVERED NON-COVERED Resynchronization Therapy-Archived |\ 5\ coVERED - EXPERIMENTAL, INVESTIGATIONAL
modulation system pulse generator 090124; PG0043 Experimental
only Investigational Procedures Services
Repositioning of previously PG0233 Biventricular Pacing/Cardiac
0415T implanted cardiac contractility NON-COVERED NON-COVERED Resynchronization Therapy-Archived |\ ~oVERED - EXPERIMENTAL, INVESTIGATIONAL
modulation transvenous electrode, 090124; PG0043 Experimental
(atrial or ventricular lead) Investigational Procedures Services
Cardiovascurar aisease (acute
coronary syndrome [ACS]), IL-16,
FAS, FASLigand, HGF, CTACK,
0415U ) EOTAXIN, and MCP'B. by NON-COVERED NON-COVERED PG0392 Cardlo_vascula_r Disease (CVD)
immunoassay combined with age, Risk Testing
sex, family history, and personal
history of diabetes, blood, algorithm
rannrtad ac a E_vaar (dalatad ricl)
) . PG0233 Biventricular Pacing/Cardiac
Relocation of skin pocket for Resynchronization Therapy-Archived
0416T implanted cardiac contractility NON-COVERED NON-COVERED A . p){ NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
: 090124; PG0043 Experimental
modulation pulse generator L -
Investigational Procedures Services
Programming aevice evaiaton (in
person) with iterative adjustment of
the implantable device to test the PG0233 Biventricular Pacing/Cardiac
0417T function of the device and select NON-COVERED NON-COVERED Resynchronization Therapy Archived |\ covERED - EXPERIMENTAL, INVESTIGATIONAL

optimal permanent programmed
values with analysis, including
review and report, implantable

cardian contractilihg madnlatinn

090124; PG0043 Experimental
Investigational Procedures Services




Codes

Code Description

0417V

Paramount Commercial
Insurance Plans

Elite (Medicare Advantage)
Plans

Policy

DETAILS/NOTES

Rare diseases
(constitutional/heritable disorders),
whole mitochondrial genome
sequence with heteroplasmy
detection and deletion analysis,
nuclear encoded mitochondrial
gene analysis of 335 nuclear

nanac_includina cannianca

0417U

PRIOR AUTHORIZATION
REQUIRED - MEDICAL POLICY

PRIOR AUTHORIZATION
REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA

PG0468 Whole Exome Sequencing (WES)
and Whole Genome Sequencing (WGS)

in one of our policies.

Prior authorization is required for genetic testing unless otherwise noted

Rare diseases
(constitutional/heriable disorders),
whole mitochondrial genome
sequence with heteroplasmy
detection and deletion analysis,
nuclear-encoded mitochondial
gene analysis of 335 nuclear

nanac_includina cannianca

PRIOR AUTHORIZATION
REQUIRED

PRIOR AUTHORIZATION
REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA

PG0041 Genetic Testing

in one of our policies.

Prior authorization is required for genetic testing unless otherwise noted

0418T

Interrogation device evaluation (in
person) with analysis, review and
report, includes connection,
recording and disconnection per
patient encounter; implantable
cardiac contractility modulation
system

NON-COVERED

NON-COVERED

PG0233 Biventricular Pacing/Cardiac
Resynchronization Therapy-Archived
090124; PG0043 Experimental
Investigational Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0419T

Destruction neurofibromata,
extensive, (cutaneous, dermal
extending into subcutaneous); face,
head and neck, greater than 50
neurofibromata

NON-COVERED

NON-COVERED

PG0104 Cosmetic&Reconstructive Surgery;
PG0043 Experimental/investigational
Procedures/Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0419U

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

PRIOR AUTHORIZATION
REQUIRED - INTERQUAL

PRIOR AUTHORIZATION
REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA

PG0041 Genetic Testing

in one of our policies.

Prior authorization is required for genetic testing unless otherwise noted

0420T

Destruction neurofibromata,
extensive, (cutaneous, dermal
extending into subcutaneous); trunk
and extremities, extensive, greater

than 100 neurofibromata

0421T

NON-COVERED

NON-COVERED

PG0104 Cosmetic&Reconstructive Surgery;
PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

Transuretnral waterjet apration or
prostate, including control of post-
operative bleeding, including
ultrasound guidance, complete
(vasectomy, meatotomy,
cystourethroscopy, urethral
calibration and/or dilation, and

intarnal uirathratanmys ara inchidad

PRIOR AUTHORIZATION
REQUIRED - MEDICAL POLICY

PRIOR AUTHORIZATION
REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA

PG0534 Fluid Jet System in the Treatment
of Benign Prostatic Hyperplasia (BPH)

Effective 04/01/2024: Fluid jet system treatment of lower urinary tract
symptoms attributable to benign prostatic hyperplasia (LUTS/BPH) is
covered, with a prior authorization, when the coverage criteria indicated




Codes Code Description Paramount Commercial Elite (Medicare Advantage) Bl DETAILS/NOTES
Insurance Plans Plans
Oncology (colorectal) screenmg,
guantitative real-time target and
ma?lg:? (Zn;\glg?tgmm? CAY 1 PG0065 Colorectal Cancer Screening;
0421U AREG CDI’-il KRAé ! NON-COVERED NON-COVERED PG0043 Experimental Investigational NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
TNFRSF10B, and EGLN2) and Procedures Services
fecal hemoglobin, algorithm
rannrtad ac a nncitiva nr nanativia
Tactile breast imaging by computer- . I
04227 aided tactile sensors, unilateral or NON-COVERED NON-COVERED PG0043 Experimental Investigational |\ 5. covERED - EXPERIMENTAL, INVESTIGATIONAL
) Procedures Services
bilateral
Psychiatry (eg, depression,
anxiety), genomic analysis panel, PRIOR AUTHORIZATION
including variant analysis of 26 PRIOR AUTHORIZATION REQUIRED - FOLLOW .
0423 genes, buccal swab, report REQUIRED - INTERQUAL MEDICARE COVERAGE Added, effective 11/01/2024
including metabolizer status and CRITERIA
risk of drug toxicity by condition
Insertion or replacement of
neurostimulator system for PG0508 Phrenic Nerve Stimulation for
. PRIOR AUTHORIZATION PRIOR AUTHORIZATION . - . .
0424T treatment of central sleep apnea; REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL POLICY Central Sleep Apnea (eg, remede System)- |Prior authorization required effective August 1, 2022.
complete system (transvenous Archived 110124
placement of right or left stimulation
Oncology (prostate), exosome-
based analysis of 53 small
noncoding RNAs (sncRNAs) by PRIOR AUTHORIZATION .
04240 quantitative reverse transcription PRIOR AUTHORIZATION REQUIRED - FOLLOW. Pj}%“&,ir{:giiﬁé’“g :ilﬁ?g'”?v\(/‘g’;s) Prior authorization is required for genetic testing unless otherwise noted
polymerase chain reaction REQUIRED - INTERQUAL MEDICARE COVERAGE PG0041 Genetig Testing * |in one of our policies.
(RTgPCR), urine, reported as no CRITERIA 9
molecular evidence, low-,
madarata_ ar ol tad_ricl, nf
Insertion or replacement of sensing PG0508 Phrenic Nerve Stimulation for
PRIOR AUTHORIZATION PRIOR AUTHORIZATION . - . .
0425T lead only for treatment of central REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL POLICY Central Sleep Apn_ea (eg, remede System)- |Prior authorization required effective August 1, 2022.
sleep apnea Archived 110124
o
0425U or syndrome), rapid sequence PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0468 Whole Exome Sequencing (WES) |Prior authorization is required for genetic testing unless otherwise noted
4 » ap a REQUIRED - INTERQUAL MEDICARE COVERAGE and Whole Genome Sequencing (WGS) |in one of our policies.
analysis, each comparator genome
- CRITERIA
(eg, parents, siblings)




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
0426T stin:ElsaiirggTegrdrzﬂzaizn?é];ﬁrf]ent O ALORIZATION AN ALIORIZETION Ceiﬁglsglge: hf”:;g' ‘(agverz:zg:?nstfgrrn)- Prior authorization required effective August 1, 2022
Y REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL POLICY P Apnea (eg, 4 q gust £, 022
of central sleep apnea Archived 110124
Genome (eg, unexplained PRIOR AUTHORIZATION
0426U constitutional or heritable disorder PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0468 Whole Exome Sequencing (WES) |Prior authorization is required for genetic testing unless otherwise noted
or syndrome), ultra rapid sequence REQUIRED - INTERQUAL MEDICARE COVERAGE and Whole Genome Sequencing (WGS) [in one of our policies.
analysis CRITERIA
0427T Ins:r:i?;tgrr (;iflafZSrt?sgttn?;Etu(l)sfe O AILORIZATION IO AILORIZETION Ceiﬁglsgli:hfnrﬁa:f:/eri:wrzzsusorjstfglz'l)- Prior authorization required effective August 1, 2022
9 Y REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL POLICY P Apnea (eg, 4 q gust 1, 022
central sleep apnea Archived 110124
Removal and replacement of . . .
0431T neurostimulator system for ARIGIR AUUACIPAIICIY A ORIZIOL Cezﬁglsgzzhfn:;a,\lgveri:;n;ltjjfusonstfs:n)- Prior authorization required effective August 1, 2022
treatment of central sleep apnea, | REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL POLICY P Apnea (€g, Y q Qust 1, 2022,
Archived 110124
pulse generator only
Glycine receptor alphal IgG, serum
0431U or cerebrospinal fluid (CSF), five NON-COVERED NON-COVERED
cell-binding assay (LCBA),
qualitative
constuonal o hertable diorder PRIOR AUTHORIZATION
0425U o syndrome), rapid sequence PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0041 Genetic Testin Prior authorization is required for genetic testing unless otherwise noted
yndrome), rapic seq REQUIRED - INTERQUAL MEDICARE COVERAGE 9 in one of our policies.
analysis, each comparator
o CRITERIA
genome (eg, parents, siblings)
Genome (eg, unexplained PRIOR AUTHORIZATION
constitutional or heritable disorder PRIOR AUTHORIZATION REQUIRED - FOLLOW . . Prior authorization is required for genetic testing unless otherwise noted
0426U 3 PG0041 Genetic Testing . -
or syndrome), ultra-rapid sequence REQUIRED - INTERQUAL MEDICARE COVERAGE in one of our policies.
analysis CRITERIA




Paramount Commercial Elite (Medicare Advantage)

Insurance Plans Plans Policy DETAILS/NOTES

Codes Code Description

Oncology (prostate), 5 DNA

re%‘giorxr:gzkbfgzgyj“223:;‘“’6 PRIOR AUTHORIZATION PG0041 Genetic Testing. PG0367 Genetic
0433U includin' rostate-s écigc anti 'en PRIOR AUTHORIZATION REQUIRED - FOLLOW and Protein Biomarkers for Diagnosis and |Prior authorization is required for genetic testing unless otherwise noted
9p P 9€M. | REQUIRED - INTERQUAL MEDICARE COVERAGE Risk Assessment of Prostate Cancer-  |in one of our policies.

reported as likelinood of cancer CRITERIA archived 020124
(Episwitch Prostate Screening

Test, Oxford BioDynamics Inc.)

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

PRIOR AUTHORIZATION

REQUIRED - INTERQUAL NON-COVERED Added, effective 11/01/2024

Human papillomavirus (HPV),
E6/E7 markers for high-risk types
(16, 18, 31, 33, 35, 39, 45, 51, 52, . .
0502U 56, 58, 59, 66, and 68), cervical NON-COVERED NON-COVERED PG0369 Human Papillomavirus (HPV)

. Screening

cells, branched-chain capture
hybridization, reported as negative

or positive for high risk for HPV

Oncology (solid tumor), tumor cell

culture in 3D microenvironment, 36 PG0043 Experimental Investigational
0511U or more drug panel, reported as NON-COVERED NON-COVERED P vestig
L Procedures Services
tumor-response prediction for each
drug

PARIS Test - NC

Oncology (colorectal cancer),
analysis of cell-free DNA (cfDNA)

f?;;ifg:,?gcuZit(t;?r:ns;;?g(-) PG0065 Colorectal Cancer Screening;
0537U 9 ) q 9. 22 NON-COVERED NON-COVERED PG0043 Experimental Investigational Added, effective 4/1/2025, Shield - Guardant Health Inc.
differentially methylated regions :
N Procedures Services
(DMRs), plasma, algorithm
reported as positive or negative.
(Shiald _ Cuiardant Haalth Inc )
Implantation of non-biologic or
synthetic implant (e.g., PG0104 Cosmetic and Reconstructive
0437T __ polypropylene) for fascial NON-COVERED NON-COVERED Surgery; PGO043
reinforcement of the abdominal wall Experimental/Investigational
(List separately in addition to code Procedures/Services
for primary procedure)
DFug metapolsm (adverse arug
reactions and drug response),
buccal specimen, gene-drug
0438U interactions, variant analysis of 33 PRIOR AUTHORIZATION NON-COVERED Added, effective 11/01/2024

genes, including REQUIRED - INTERQUAL
deletion/duplication analysis of
CYP2DB6, including reported

nhannhmac and imnactad nana_




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
Myocardial contrast perfusion
echocardiography; at rest or with
0430T stress, for assessment of NON-COVERED NON-COVERED PG0043 Experimental Investigational |\ | oVERED - EXPERIMENTAL, INVESTIGATIONAL
myocardial ischemia or viability Procedures Services
(List separately in addition to code
for primary procedure)
Ablation, percutaneous,
0440T cryoablation, includes imaging NON-COVERED NON-COVERED PG0043 Experimental Investigational |\ o\ 6vERED - EXPERIMENTAL, INVESTIGATIONAL
guidance; upper extremity Procedures Services
distal/peripheral nerve
Ablation, percutaneous,
0441T cryoablation, includes imaging NON-COVERED NON-COVERED PG0043 Experimental Investigational |\ | coVERED - EXPERIMENTAL, INVESTIGATIONAL
guidance; lower extremity Procedures Services
distal/peripheral nerve
Ablation, percutaneous,
cryoablation, includes imaging . I
04427 guidance; nerve plexus or other NON-COVERED NON-COVERED PG0043 Experimental Investigational |\ 5\ coVERED - EXPERIMENTAL, INVESTIGATIONAL
. Procedures Services
truncal nerve (e.g., brachial plexus,
pudendal nerve)
Real time spectral analysis of PG0043 Experimental Investigational
0443T prostate tissue by fluorescence NON-COVERED NON-COVERED p . 9 NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
Procedures Services
spectroscopy
Initial placement of a drug-eluting PG0327 Glaucoma Treatment with
0444T ocular insert under one or more NON-COVERED NON-COVERED Aqueous Drainage Device; PGO043 |\ ~oVERED - EXPERIMENTAL, INVESTIGATIONAL
eyelids, including fitting, training, Experimental Investigational Procedures
and insertion, unilateral or bilateral Services
Sub;equent plgcement of a drug- PG0327 Glaucoma Treatment with
eluting ocular insert under one or Adueous Drainage Device: PG0043
0445T more eyelids, including re-training, NON-COVERED NON-COVERED a 9 ' NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

and removal of existing insert,
unilateral or bilateral

Experimental Investigational Procedures

Services




Codes

Code Description

Paramount Commercial
Insurance Plans

Elite (Medicare Advantage)
Plans

Policy

DETAILS/NOTES

0446T

Creation of subcutaneous pocket
with insertion of implantable
interstitial glucose sensor, including
system activation and patient
training

NON-COVERED

COVERED - FOLLOW
MEDICARE COVERAGE
CRITERIA

PG0177 Continuous Blood Glucose
Monitoring Services

0447T

Removal of implantable interstitial
glucose sensor from subcutaneous
pocket via incision

NON-COVERED

COVERED - FOLLOW
MEDICARE COVERAGE
CRITERIA

PG0177 Continuous Blood Glucose
Monitoring Services

0448T

Removal of implantable interstitial
glucose sensor with creation of
subcutaneous pocket at different
anatomic site and insertion of new
implantable sensor, including
system activation

NON-COVERED

COVERED - FOLLOW
MEDICARE COVERAGE
CRITERIA

PG0177 Continuous Blood Glucose
Monitoring Services

0454U

Rare diseases
(constitutional/heritable disorders),
identification of copy number
variations, inversions, insertions,
translocations, and other structural
variants by optical genome
Mapping

NON-COVERED

NON-COVERED

PG0468 Whole Exome Sequencing (WES)
and Whole Genome Sequencing (WGS)

0456U

AUToImmune (rheumarord arnrms),
next-generation sequencing (NGS),
gene expression testing of 19
genes, whole blood, with analysis
of anti-cyclic citrullinated peptides
(CCP) levels, combined with sex,
patient global assessment, and

hadv mace indav (RMN_alanrithm

NON-COVERED

PRIOR AUTHORIZATION
REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA

Added, effective 11/01/2024

0459V

B-amyloid (Abeta42) and total tau
(tTau), electrochemiluminescent
immunoassay (ECLIA), cerebral

spinal fluid, ratio reported as
positive or negative for amyloid
pathology

NON-COVERED

NON-COVERED

0460U

Oncology, whole blood or buccal,
DNA single-nucleotide
polymorphism (SNP) genotyping by
real-time PCR of 24 genes, with
variant analysis and reported
phenotypes

NON-COVERED

PRIOR AUTHORIZATION
REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA

Added, effective 11/01/2024




Paramount Commercial Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
Oncology, pnarmacogenomic
analysis of single-nucleotide
polymorphism (SNP) genotyping by PRIOR AUTHORIZATION

real-time PCR of 24 genes, whole REQUIRED - FOLLOW
blood or buccal swab, with variant NEN-EIOERED MEDICARE COVERAGE
analysis, including impacted gene- CRITERIA

drug interactions and reported

nhanntmac

0461U Added, effective 11/01/2025

Visual evoked potential, testing for
0464T glaucoma, with interpretation and NON-COVERED NON-COVERED
report

PG0043 Experimental Investigational

} NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
Procedures Services

Hepatology (nonalcoholic
steatohepatitis [NASH]), miR-34a-
5p, alpha 2-macroglobulin, YKL40,

HbA1lc, serum and whole blood,
algorithm reported as a single
score for NASH activity and fibrosis

PG0252 Noninvasive Tests for Hepatic
NON-COVERED NON-COVERED Fibrosis; PG0043 Experimental NON-COVERED
Investigational Procedures Services

0468U

Rare aiseases
(constitutional/heritable disorders),
whole genome sequence analysis

for chromosomal abnormalities,
copy number variants,
duplications/deletions, inversions,
unbalanced translocations, regions

af hamazuancihy (DO _inharitanca

PG0468 Whole Exome Sequencing (WES)
NON-COVERED NON-COVERED and
Whole Genome Sequencing (WGS)

0469U

Uncology (cutaneous or uveal
melanoma), circulating tumor cell
selection, morphological
characterization and enumeration
0480U based on differential CD146, high NON-EOMERED NORHEDUERED
molecular—weight melanoma-
associated antigen, CD34 and

nrotain_hinmarlka

CNnAR ro
oncology (Solld tumor), circuratng
tumor cell selection, morphological
characterization and enumeration
based on differential epithelial cell

adhesion molecule (EpCAM),
cytokeratins 8, 18, and 19, CD45
protein biomarkers, and

nuantificatinn nf actra

0491U NON-COVERED NON-COVERED

nan racantar
oncology (Solid tumor), circuiating
tumor cell selection, morphological
characterization and enumeration
based on differential epithelial cell

adhesion molecule (EpCAM),
cytokeratins 8, 18, and 19, CD45
protein biomarkers, and

nuantifinatinn af DN 1 _nratain

0492U NON-COVERED NON-COVERED




Codes

Code Description

Paramount Commercial
Insurance Plans

Elite (Medicare Advantage)
Plans

Policy

DETAILS/NOTES

0493U

Transplantation medicine,
quantification of donor-derived cell-
free DNA (cfDNA) using next-
generation sequencing, plasma,
reported as percentage of donor-
derived cell-free DNA

NON-COVERED

NON-COVERED

PG0525 Molecular Testing for Solid Organ
Allograft Rejection

0508U

Transprantation medicine,
quantification of donor-derived cell-
free DNA using 40 single-
nucleotide polymorphisms (SNPs),
plasma, and urine, initial evaluation
reported as percentage of donor-
derived cell-free DNA with risk for

NON-COVERED

NON-COVERED

PG0525 Molecular Testing for Solid Organ
Allograft Rejection

antiva raion

41 tinn
Transplantation medicime,

0509U

quantification of donor-derived cell-
free DNA using up to 12 single-
nucleotide polymorphisms (SNPs)
previously identified, plasma,
reported as percentage of donor-
derived cell-free DNA with risk for

NON-COVERED

NON-COVERED

PG0525 Molecular Testing for Solid Organ
Allograft Rejection

0469T

activia raiactinn

Retinal polarization scan, ocular
screening with on-site automated
results, bilateral

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

0470T

Optical coherence tomography
(OCT) for microstructural and
morphological imaging of skin,
image acquisition, interpretation,
and report; first lesion

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

0471T

Optical coherence tomography

(OCT) for microstructural and

morphological imaging of skin,
image acquisition, interpretation,
and report; each additional lesion
(List separately in addition to code
for primary procedure)

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

0472T

DevVICe evaluation, nterrogation,
and initial programming of intra-
ocular retinal electrode array (e.g.,
retinal prosthesis), in person, with
iterative adjustment of the
implantable device to test
functionality, select optimal

narmanant nroarammad valiiac

NON-COVERED

COVERED

PG0418 Retinal Prosthesis; PG0043
Experimental Investigational Procedures
Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
DevIce evaluation and mterrogation
of intra-ocular retinal electrode
a;zzr(lelgcllzztlra'rgr?ztrlzzzn']” PG0418 Retinal Prosthesis; PG0043
0473T p - g reprog 9 NON-COVERED COVERED Experimental Investigational Procedures
and visual training, when -
. . Services
performed, with review and report
by a qualified health care
nrafaccinnal
Insertion of anterior segment .
aqueous drainage device, with COVERED - FOLLOW AP ?JS:?)[ZJZ S::::Z%Lﬁi?gg%g
0474T creation of intraocular reservoir, NON-COVERED MEDICARE COVERAGE qu ge De '
: . Experimental Investigational Procedures
internal approach, into the CRITERIA -
- Services
supraciliary space
Recoraing of Tetal magnetc cardiac
signal using at least 3 channels;
patient recording and storage, data
0475T scanning with signal extraction, NON-COVERED NON-COVERED PG0043 Experimental Investigational |\ o\ ~6vERED - EXPERIMENTAL, INVESTIGATIONAL
technical analysis, and result, as Procedures Services
well as supervision, review, and
interpretation of report by a
nhyucician ar nthar anialifiad haalth
Recording of fetal magnetic cardiac
signal using at least 3 channels; . I
0476T patient recording, data scanning, NON-COVERED NON-COVERED PG0043 Experimental Investigational |\ ~6vERED - EXPERIMENTAL, INVESTIGATIONAL
. D Procedures Services
with raw electronic signal transfer
of data and storage
Recording of fetal magnetic cardiac
0477T signal using at least 3 channels; NON-COVERED NON-COVERED PG0043 Experimental Investigational |\ o\ - 6vERED - EXPERIMENTAL, INVESTIGATIONAL
signal extraction, technical Procedures Services
analysis, and result
Recording of fetal magnetic cardiac
signal using at least 3 channels; . I
0478T review, interpretation, report by NON-COVERED NON-COVERED PG0043 Experimental Investigational |\ o\ ~6vERED - EXPERIMENTAL, INVESTIGATIONAL
- . Procedures Services
physician or other qualified health
care professional
Fractional ablative laser
fenestration of burn and traumatic
0479T scars for functional improvement; NON-COVERED NON-COVERED PG0043 Experimental Investigational |\ 5. covERED - EXPERIMENTAL, INVESTIGATIONAL

first 100 cm2 or part thereof, or 1%
of body surface area of infants and
children

Procedures Services




Codes

Code Description

Paramount Commercial
Insurance Plans

Elite (Medicare Advantage)
Plans

Policy

DETAILS/NOTES

0480T

Fractional aplative 1aser
fenestration of burn and traumatic
scars for functional improvement;
each additional 100 cm2, or each
additional 1% of body surface area

of infants and children, or part
thereof (List separately in addition

tn rnda far nrimans nracadiira)

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0481T

Injection(s), autologous white blood
cell concentrate (autologous protein
solution), any site, including image
guidance, harvesting and
preparation, when performed

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0483T

Transcatheter mitral valve
implantation/replacement (TMVI)
with prosthetic valve; percutaneous
approach, including transseptal
puncture, when performed

NON-COVERED

NON-COVERED

PG0108 Transcatheter Heart Valve
Procedures-Archived; PG0043
Experimental Investigational Procedures
Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0484T

Transcatheter mitral valve
implantation/replacement (TMVI)
with prosthetic valve; transthoracic
exposure (eg, thoracotomy,
transapical)

NON-COVERED

NON-COVERED

PG0108 Transcatheter Heart Valve
Procedures-Archived; PG0043
Experimental Investigational Procedures
Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0485T

Optical coherence tomography
(OCT) of middle ear, with
interpretation and report; unilateral

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0486T

Optical coherence tomography
(OCT) of middle ear, with
interpretation and report; bilateral

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0487T

Biomechanical mapping,
transvaginal, with report

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services; PG0497 Urinary
Incontinence/ Voiding Dysfunction

Treatments and Devices-archived 120124.

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL




Codes

Code Description

Paramount Commercial
Insurance Plans

Elite (Medicare Advantage)
Plans

Policy

DETAILS/NOTES

0488T

Preventive behavior change,
online/electronic structured
intensive program for prevention of
diabetes using a standardized
diabetes prevention program
curriculum, provided to an
individual, per 30 days

0489T

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

AUTologous aaipose-aernved
regenerative cell therapy for
scleroderma in the hands; adipose
tissue harvesting, isolation and
preparation of harvested cells
including incubation with cell
dissociation enzymes, removal of

non_viahla calle and dahric

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0490T

Autologous adipose-derived
regenerative cell therapy for
scleroderma in the hands; multiple
injections in one or both hands

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0491T

Ablative laser treatment, non-
contact, full field and fractional
ablation, open wound, per day, total
treatment surface area; first 20 sq
cmor less

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0492T

Ablative laser treatment, non-
contact, full field and fractional
ablation, open wound, per day, total
treatment surface area; each
additional 20 sq cm, or part thereof
(List separately in addition to code
for primary procedure)

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0493T

Near-infrared spectroscopy studies
of lower extremity wounds (e.g., for
oxyhemoglobin measurement)

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0494T

Surgical preparation and
cannulation of marginal (extended)
cadaver donor lung(s) to ex vivo
organ perfusion system, including
decannulation, separation from the
perfusion system, and cold
preservation of the allograft prior to

imnlantatinn_whan narfarmad

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL




Codes

Code Description

0495T

Paramount Commercial
Insurance Plans

Elite (Medicare Advantage)
Plans

Policy

DETAILS/NOTES

Thtration and monrorng margmar
(extended) cadaver donor lung(s)
organ perfusion system by
physician or qualified health care
professional, including physiological
and laboratory assessment (e.g.,
pulmonary artery flow, pulmonary

raccs

0496T

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

SHRBTOH SHd TONIOTG THATHaT
(extended) cadaver donor lung(s)
organ perfusion system by
physician or qualified health care
professional, including physiological
and laboratory assessment (e.g.,
pulmonary artery flow, pulmonary

artans nracciira_laft atrial nracciira

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0497T

External patient-activated,
physician- or other qualified health
care professional-prescribed,
electrocardiographic rhythm
derived event recorder without 24
hour attended monitoring; in-office
connection

0498T

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

EXternar patient-actvated,
physician- or other qualified health
care professional-prescribed,
electrocardiographic rhythm
derived event recorder without 24
hour attended monitoring; review
and interpretation by a physician or

athar aualifiad haalth cara

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0499T

Cystourethroscopy, with
mechanical dilation and urethral
therapeutic drug delivery for
urethral stricture or stenosis,
including fluoroscopy, when
performed

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0500T

Infectious agent detection by
nucleic acid (DNA or RNA), human
papillomavirus (HPV) for five or
more separately reported high-risk
HPV types (e.g., 16, 18, 31, 33, 35,
39, 45, 51, 52, 56, 58, 59, 68) (i.e.,
genotyping)

0505T

NON-COVERED

NON-COVERED

PG0369 Human Papillomavirus (HPV)
Screening; PG0043 Experimental
Investigational Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

ENGovenous Temoral-popitear
arterial revascularization, with
transcatheter placement of
intravascular stent graft(s) and
closure by any method, including
percutaneous or open vascular
access, ultrasound guidance for

rvraconlar accace whan narfarmad

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
Macular pigment optical density
measurement by heterochromatic PG0043 Experimental Investigational
0506T flicker photometry, unilateral or NON-COVERED NON-COVERED p . 9 NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
) o N Procedures Services
bilateral, with interpretation and
report )
Near-infrared dual imaging (i.e.,
simultaneous reflective and trans- PG0043 Experimental Investigational
0507T illuminated light) of meibomian NON-COVERED NON-COVERED P . 9 NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
. . . Procedures Services
glands, unilateral or bilateral, with
interpretation and report
delr::iltser::g:soulrjgrr::r?tu :edsSI?i:e in PG0320 Bone Density Measurements;
0508T . Y Ny . 9 NON-COVERED NON-COVERED PG0043 Experimental Investigational NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
indicator of axial bone mineral }
I Procedures Services
density, tibia
Electroretinography (ERG) with . I
0509T interpretation and report, pattern NON-COVERED NON-COVERED PG0043 Experimental Investigational |\ ~6vERED - EXPERIMENTAL, INVESTIGATIONAL
Procedures Services
(PERG)
05117 Removal and reinsertion of sinus PRIOR AUTHORIZATION PRIOR AUTHORIZATION ’:;0:5;fnlizﬁge/;i‘h;’;ﬁ';S;%?J‘:: NON-COVERED in Adults age = 19 years of age. Prior Authorization
tarsi implant REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL POLICY p Servi?:es required for ages 0-18.
Extracorporeal shock wave for
0512T _integumentary wound healing, NON-COVERED NON-COVERED PG0043 Experimental Investigational |\ o\ ~6vERED - EXPERIMENTAL, INVESTIGATIONAL
including topical application and Procedures Services
dressing care; initial wound
Extracorporeal shock wave for
integumentary wound healing,
0513T including topical application and NON-COVERED NON-COVERED PG0043 Experimental Investigational |\ o\ ~6vERED - EXPERIMENTAL, INVESTIGATIONAL

dressing care; each additional
wound (List separately in addition
to code for primary procedure)

Procedures Services




Codes

Code Description

Paramount Commercial
Insurance Plans

Elite (Medicare Advantage)
Plans

Policy

DETAILS/NOTES

0514T

Intraoperative visual axis
identification using patient fixation
(List separately in addition to code

for primary procedure)

0514U

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

Gastroenterology (Irfitaple bower
disease [IBD]), immunoassay for
quantitative determination of
adalimumab (ADL) levels in venous
serum in patients undergoing
adalimumab therapy, results
reported as a numerical value as

or millilitar (in/ml )

0515U

PRIOR AUTHORIZATION
REQUIRED - MEDICAL POLICY

PRIOR AUTHORIZATION
REQUIRED - MEDICAL POLICY

PG0341 Immunopharmacologic Monitoring

of Therapeutic Serum Antibodies

Gastioentarology Urntabie bowe
disease [IBD]), immunoassay for
quantitative determination of
infliximab (IFX) levels in venous
serum in patients undergoing
infliximab therapy, results reported

as a numerical value as

Q. illilitar (1in/ml \

0515T

PRIOR AUTHORIZATION
REQUIRED - MEDICAL POLICY

PRIOR AUTHORIZATION
REQUIRED - MEDICAL POLICY

PG0341 Immunopharmacologic Monitoring

of Therapeutic Serum Antibodies

minraarame nar mi
INsSerton or wireless cardiac
stimulator for left ventricular pacing,
including device interrogation and
programming, and imaging
supervision and interpretation,
when performed; complete
system (includes electrode and

nonarator [tranemittar and

NON-COVERED

NON-COVERED

PG0233 Biventricular Pacing/Cardiac
Resynchronization Therapy-Archived
090124; PG0043 Experimental
Investigational Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0516T

Insertion of wireless cardiac
stimulator for left ventricular pacing,
including device interrogation and
programming, and imaging
supervision and interpretation,
when performed; electrode only

0517T

NON-COVERED

NON-COVERED

PG0233 Biventricular Pacing/Cardiac
Resynchronization Therapy-Archived
090124; PG0043 Experimental
Investigational Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

TNSerton of wireless cardrac
stimulator for left ventricular pacing,
including device interrogation and
programming, and imaging
supervision and interpretation,
when performed; pulse generator
component(s) (battery and/or

trancmittar) anhs

NON-COVERED

NON-COVERED

PG0233 Biventricular Pacing/Cardiac
Resynchronization Therapy-Archived
090124; PG0043 Experimental
Investigational Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0518T

Removal of only pulse generator
component(s) (battery and/or
transmitter) of wireless cardiac
stimulator for left ventricular pacing

NON-COVERED

NON-COVERED

PG0233 Biventricular Pacing/Cardiac
Resynchronization Therapy-Archived
090124; PG0043 Experimental
Investigational Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
Removal and replacement of . . . .
. . : PG0233 Biventricular Pacing/Cardiac
wireless cardiac stimulator for left Resvnchronization Theraoy-Archived
0519T ventricular pacing; pulse generator NON-COVERED NON-COVERED A X Py NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
090124; PG0043 Experimental
component(s) (battery and/or S -
. Investigational Procedures Services
transmitter)
Removal and replacement of
wireless cardiac stimulator for left PG0233 Biventricular Pacing/Cardiac
ventricular pacing; pulse generator ¥ ¥ Resynchronization Therapy-Archived ~ R
0520T component(s) (battery and/or NON-COVERED NON-COVERED 090124; PGO043 Experimental NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
transmitter), including placement of Investigational Procedures Services
a new electrode
Interrogation device evaluation (in
person) with analysis, review and PG0233 Biventricular Pacing/Cardiac
0521T report, includes connection, NON-COVERED NON-COVERED Resynchronization Therapy-Archived |\ ~oVERED - EXPERIMENTAL, INVESTIGATIONAL
recording, and disconnection per 090124; PG0043 Experimental
patient encounter, wireless cardiac Investigational Procedures Services
stimulator for left ventricular pacing
Programming device evaiaton (in
person) with iterative adjustment of
the implantable device to test the PG0233 Biventricular Pacing/Cardiac
0522T function of the device and select NON-COVERED NON-COVERED Resynchronization Therapy-Archived |\ ~ovERED - EXPERIMENTAL, INVESTIGATIONAL
optimal permanent programmed 090124; PG0043 Experimental
values with analysis, including Investigational Procedures Services
review and report, wireless cardiac
R R E R G rEaRy RAtRsiAT
flow reserve (FFR) with 3D
functional mapping of color-coded
0523T FFR values for the coronay tree, NON-COVERED NON-COVERED PG0043 Experimental Investigational |\ coVERED - EXPERIMENTAL, INVESTIGATIONAL
derived from coronary angiogram Procedures Services
data, for real-time review and
interpretation of possible
atharncrlarntic ctannciclac)
TRSErtion or replacement of
intracardiac ischemia monitoring
system, including testing of the lead PG0039 Ambulatory External and
0525T and monitor, initial system NON-COVERED NON-COVERED Implantable Electrocardiographic Monitoring: 5\ /ERED - EXPERIMENTAL, INVESTIGATIONAL
programming, and imaging Archived 110124; PG0043 Experimental
supervision and interpretation; Investigational Procedures Services
complete system (electrode and
imnlantahla manitar)
Insertion or replacement of
|ntraca!'d|ac |.schem|.a monitoring PG0039 Ambulatory External and
system, including testing of the lead Implantable Electrocardiographic Monitoring;|
0526T and monitor, initial system NON-COVERED NON-COVERED P rap 9 NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

programming, and imaging
supervision and interpretation;
electrode only

Archived 110124; PG0043 Experimental
Investigational Procedures Services




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
Insertion or replacement of
|ntracard|ac |_schem|_a monitoring PG0039 Ambulatory External and
system, including testing of the lead Implantable Electrocardiographic Monitoringf|
0527T and monitor, initial system NON-COVERED NON-COVERED plan cardiographic 9| NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
) ; : Archived 110124; PG0043 Experimental
programming, and imaging - .
. - S Investigational Procedures Services
supervision and interpretation;
implantable monitor only
Programming device evaluation (in
person) of intracardiac ischemia PG0043 Experimental Investigational
0528T monitoring system with iterative NON-COVERED NON-COVERED P . 9 NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
. Procedures Services
adjustment of programmed values,
with analysis, review, and report
Interrogation device evaluation (in
0520T person) of intracardiac ischemia NON-COVERED NON-COVERED PG0043 Experimental Investigational |\ | coVERED - EXPERIMENTAL, INVESTIGATIONAL
monitoring system with analysis, Procedures Services
review, and report
Removal of intracardiac ischemia
monitoring system, including all . I
05307 imaging supervision and NON-COVERED NON-COVERED PG0043 Experimental Investigational |\ 5\ coVERED - EXPERIMENTAL, INVESTIGATIONAL
. Ny Procedures Services
interpretation; complete system
(electrode and implantable monitor)
Removal of intracardiac ischemia
0531T monitoring system, including all NON-COVERED NON-COVERED PG0043 Experimental Investigational |\ o\ - 6vERED - EXPERIMENTAL, INVESTIGATIONAL
imaging supervision and Procedures Services
interpretation; electrode only
Removal of intracardiac ischemia
monitoring system, including all . I
05327 imaging supervision and NON-COVERED NON-COVERED PG0043 Experimental Investigational |\ 5\ coVERED - EXPERIMENTAL, INVESTIGATIONAL
. LY ) Procedures Services
interpretation; implantable monitor
only
Tonunuous recording of movement
disorder symptoms, including
bradykinesia, dyskinesia, and
0533T tremor for 6 days up to 10 days; NON-COVERED NON-COVERED PG0043 Experimental Investigational |\ o\ ~6vERED - EXPERIMENTAL, INVESTIGATIONAL

includes set-up, patient training,
configuration of monitor, data
upload, analysis and initial report

canfinniratinn_dowmlaad roviows

Procedures Services




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
Continuous recording of movement
disorder symptoms, including
0534T bradykinesia, dyskinesia, and NON-COVERED NON-COVERED PG0043 Experimental Investigational |\ o\ ovERED - EXPERIMENTAL, INVESTIGATIONAL
tremor for 6 days up to 10 days; Procedures Services
setup, patient training, configuration
of monitor
Continuous recording of movement
disorder symptoms, including
0535T bradykinesia, dyskinesia, and NON-COVERED NON-COVERED PG0043 Experimental Investigational |\ o\ 6vERED - EXPERIMENTAL, INVESTIGATIONAL
tremor for 6 days up to 10 days; Procedures Services
data upload, analysis and initial
report configuration
Continuous recording of movement
disorder symptoms, including
0536T bradykinesia, dyskinesia, and NON-COVERED NON-COVERED PG0043 Experimental Investigational |\ o\ cvERED - EXPERIMENTAL, INVESTIGATIONAL
tremor for 6 days up to 10 days; Procedures Services
download review, interpretation and
report
Chimeric antigen receptor T-cell
b(lg(/::(-j-grit\?:(;a‘?{; nf)]a:]voistlgg ?(Ir PG0460 Chimeric Antigen Receptor (CAR)-
0537T development gf g';neti)(/:tally NON-COVERED NON-COVERED T Cell Therapy; PG0043 Experimental NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
modified autologous CAR-T cells, Investigational Procedures Services
per day
Chimeric antigen receptor T-cell
(CAR-T) therapy; preparation of PG0460 Chimeric Antigen Receptor (CAR)-
0538T blood-derived T lymphocytes for NON-COVERED NON-COVERED T Cell Therapy; PG0043 Experimental NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
transportation (e.g., Investigational Procedures Services
cryopreservation, storage)
C(h(I:rReer?r)atan:n r.erceec;ltiort';:dell PG0460 Chimeric Antigen Receptor (CAR)-
0539T . py: P NON-COVERED NON-COVERED T Cell Therapy; PG0043 Experimental NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
preparation of CAR-T cells for S N
- N Investigational Procedures Services
administration
Chimeric antigen receptor T-cell PG0460 Chimeric Antigen Receptor (CAR)-
0540T (CAR-T) therapy; CAR-T cell NON-COVERED NON-COVERED T Cell Therapy; PG0043 Experimental NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

administration, autologous

Investigational Procedures Services




Codes

Code Description

Paramount Commercial
Insurance Plans

Elite (Medicare Advantage)
Plans

Policy

DETAILS/NOTES

0541T

Myocardial imaging by
magnetocardiography (MCG) for
detection of cardiac ischemia, by
signal acquisition using minimum

36 channel grid, generation of
magnetic-field time-series images,
quantitative analysis of magnetic

dinnlac _machi inn_dariviad

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0542T

eI ERINER R
magnetocardiography (MCG) for
detection of cardiac ischemia, by
signal acquisition using minimum

36 channel grid, generation of
magnetic-field time-series images,
guantitative analysis of magnetic

dinnlac _machina laarnina_darivad

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0543T

Transapical mitral valve repair,
including transthoracic
echocardiography, when
performed, with placement of
artificial chordae tendineae

NON-COVERED

NON-COVERED

PG0108 Transcatheter Heart Valve
Procedures-Archived; PG0043
Experimental Investigational Procedures
Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0544T

Transcatheter mitral valve annulus
reconstruction, with implantation of
adjustable annulus reconstruction
device, percutaneous approach
including transseptal puncture

NON-COVERED

NON-COVERED

PG0108 Transcatheter Heart Valve
Procedures-Archived; PG0043
Experimental Investigational Procedures
Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0545T

Transcatheter tricuspid valve
annulus reconstruction with
implantation of adjustable annulus
reconstruction device,
percutaneous approach

NON-COVERED

NON-COVERED

PG0108 Transcatheter Heart Valve
Procedures-Archived; PG0043
Experimental Investigational Procedures
Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0546T

Radiofrequency spectroscopy, real
time, intraoperative margin
assessment, at the time of partial
mastectomy, with report

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0547T

Bone-material quality testing by
microindentation(s) of the tibia(s),
with results reported as a score

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL




Codes

Code Description

Paramount Commercial
Insurance Plans

Elite (Medicare Advantage)
Plans

Policy

DETAILS/NOTES

0552T

Low-level laser therapy, dynamic
photonic and dynamic
thermokinetic energies, provided by
a physician or other qualified health
care professional

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0553T

Percutaneous ranscameter
placement of iliac arteriovenous
anastomosis implant, inclusive of
all radiological supervision and
interpretation, intraprocedural road
mapping, and imaging guidance
necessary to complete the

ranti

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0554T

intan tinn
Bone strength and fracture 1iskK
using finite element analysis of
functional data, and bonemineral
density, utilizing data from a
computed tomography scan;
retrieval and transmission of the
scan data, assessment of bone

ctrannth and fractiira ricl and hana

NON-COVERED

NON-COVERED-PRIOR
AUTHORIZATION REQUIRED -
FOLLOW MEDICARE
COVERAGE CRITERIA

PG0320 Bone Density Measurements;
PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL Effective
11/01/2024 covered with a prior authorization for the Elite (Medicare
Advantage) Plans per InterQual coverage criteria

0555T

Bone strength and fracture risk
using finite element analysis of
functional data, and bonemineral
density, utilizing data from a
computed tomography scan;
retrieval and transmission of the
scan data

NON-COVERED

NON-COVERED-PRIOR
AUTHORIZATION REQUIRED -
FOLLOW MEDICARE
COVERAGE CRITERIA

PG0320 Bone Density Measurements;
PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL Effective
11/01/2024 covered with a prior authorization for the Elite (Medicare
Advantage) Plans per InterQual coverage criteria

0556T

BONe strengtn anad fractare nsK
using finite element analysis of
functional data, and bonemineral
density, utilizing data from a
computed tomography scan;
assessment of bone strength and
fracture risk and bone mineral

dancihs

NON-COVERED

NON-COVERED-PRIOR
AUTHORIZATION REQUIRED -
FOLLOW MEDICARE
COVERAGE CRITERIA

PG0320 Bone Density Measurements;
PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL Effective
11/01/2024 covered with a prior authorization for the Elite (Medicare
Advantage) Plans per InterQual coverage criteria

0557T

Bone strength and fracture risk
using finite element analysis of
functional data, and bonemineral
density, utilizing data from a
computed tomography scan;
interpretation and report

NON-COVERED

NON-COVERED-PRIOR
AUTHORIZATION REQUIRED -
FOLLOW MEDICARE
COVERAGE CRITERIA

PG0320 Bone Density Measurements;
PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL Effective
11/01/2024 covered with a prior authorization for the Elite (Medicare
Advantage) Plans per InterQual coverage criteria

0558T

Computed tomography scan taken
for the purpose of biomechanical
computed tomography analysis

NON-COVERED

NON-COVERED

PG0320 Bone Density Measurements;
PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
Anatomic model 3D-printed from
image data set(s); first individually . i
0550T prepared and processed NON-COVERED NON-COVERED PG0043 Experimental Investigational |\ | oVERED - EXPERIMENTAL, INVESTIGATIONAL
X Procedures Services
component of an anatomic
structure
Anatomic model 3D-printed from
image data set(s); first individually
prepared and processed
component of an anatomic PG0043 Experimental Investigational
0560T . NON-COVERED NON-COVERED . NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
structure; each additional Procedures Services
individually prepared and
processed component of an
anatamin ctriictiira (1 ict canaratahs
Anatomic guide 3D-printed and . -
0561T designed from image data set(s); NON-COVERED NON-COVERED PG0043 Experimental Investigational |\ o\ ~6vERED - EXPERIMENTAL, INVESTIGATIONAL
" ; ) Procedures Services
first anatomic guide
Anatomic guide 3D-printed and
designed from image data set(s);
0562T first anatomic guide; each NON-COVERED NON-COVERED PG0043 Experimental Investigational |\ ~6vERED - EXPERIMENTAL, INVESTIGATIONAL
additional anatomic guide (List Procedures Services
separately in addition to code for
primary procedure)
Evacuation of Meibomian glands,
using heat delivered through PG0043 Experimental Investigational
0563T wearable, open-eye eyelid NON-COVERED NON-COVERED p . 9 NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
- Procedures Services
treatment devices and manual
gland expression, bilateral
Oncology, chemotherapeutic arug
cytotoxicity assay of cancer stem
cells (CSCs), from cultured CSCs PG0122 In Vitro Chemoresistance &
0564T and primary tumor cells, categorical NON-COVERED NON-COVERED Chemosensitivity Assays; PG0043 |\ =V ERED - EXPERIMENTAL, INVESTIGATIONAL
drug response reported based on Experimental Investigational Procedures
percent of cytotoxicity observed, a Services
minimum of 14 drugs or drug
comhinatinne
Autologous cellular implant derived
from adipose tissue for the PG0400 Stem Cell Therapy for Orthopedic
0565T treatment of osteoarthritis of the NON-COVERED NON-COVERED Applications; PG0043 Experimental NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

knees; tissue harvesting and
cellular implant creation

Investigational Procedures Services




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
Autologous cellular implant derived
trefartonrwra]ar?td g;?;;f:xﬁrifgsr tor}ethe PG0400 Stem Cell Therapy for Orthopedic
0566T L . NON-COVERED NON-COVERED Applications; PG0043 Experimental NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
knees; injection of cellular implant L ;
. A . Investigational Procedures Services
into knee joint including ultrasound
guidance, unilateral
Permanent fallopian tube occlusion
0567T _ with degradable biopolymer NON-COVERED NON-COVERED PG0043 Experimental Investigational |\ o\ 6vERED - EXPERIMENTAL, INVESTIGATIONAL
implant, transcervical approach, Procedures Services
including transvaginal ultrasound
Introduction of mixture of saline and
air for sonosalpingography to
0568T confirm occlusion of fallopian NON-COVERED NON-COVERED PG0043 Experimental Investigational |\ | coVERED - EXPERIMENTAL, INVESTIGATIONAL
tubes, transcervical approach, Procedures Services
including transvaginal ultrasound
and pelvic ultrasound
- . PG0108 Transcatheter Heart Valve
Transcatheter tricuspid valve S
) Procedures-Archived; PG0043
0569T repair, percutaneous approach; NON-COVERED NON-COVERED . A NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
L : Experimental Investigational Procedures
initial prosthesis :
Services
Transcatheter tricuspid valve
repair, percutaneous approach; PG0108 Transcatheter Heart Valve
0570T each additional prosthesis during NON-COVERED NON-COVERED Procedures-Archived; PG0043 NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
same session (List separately in Experimental Investigational Procedures
addition to code for primary Services
procedure)
TRSertion or repracement or
implantable cardioverter-
i?gstrrlg?if(rsiyfr:celz] d‘i’\r’:thasuuilrf;eri:al PG0043 Experimental Investigational
0571T 3 ’ 9 . g. 9 NON-COVERED NON-COVERED Procedures Services. PG0224 Cardioverter INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
guidance and electrophysiological - ;
S S Defibrillators-archived120124.
evaluation (includes defibrillation
threshold evaluation, induction of
arrhvthmia avaliatinn af cancina
Insertion of substernal implantable PG0043 Experimental Investigational
0572T P NON-COVERED NON-COVERED Procedures Services. PG0224 Cardioverter NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

defibrillator electrode

Defibrillators-archived120124.




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
Removal of substernal implantable PG0043 Experimental Investigational
0573T - P NON-COVERED NON-COVERED Procedures Services. PG0224 Cardioverter NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
defibrillator electrode s ;
Defibrillators-archived120124.
Repositioning of previously PG0043 Experimental Investigational
0574T implanted substernal implantable NON-COVERED NON-COVERED Procedures Services. PG0224 Cardioverter NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
defibrillator-pacing electrode Defibrillators-archived120124.
Programming device evaluation (in
person) of implantable cardioverter-
glz fé?rrg:?éorﬂlsifitg:am?:;.Esstgz;“t PG0043 Experimental Investigational
0575T S . ! NON-COVERED NON-COVERED Procedures Services. PG0224 Cardioverter NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
of the implantable device to test the - ]
- - Defibrillators-archived120124.
function of the device and select
optimal permanent programmed
RO gaToN tevice evaltaton in
person) of implantable cardioverter-
j:gg 2!6:0‘;/;?;?]; V\S’:tsh f:\zz:;a/r;::j PG0043 Experimental Investigational
0576T | y ’ NON-COVERED NON-COVERED Procedures Services. PG0224 Cardioverter INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
report by a physician or other - ;
o - Defibrillators-archived120124.
qualified health care professional,
includes connection, recording and
RS GeAT SV A ATBR P
implantable cardioverter
deeflzabcrllrlgéoer (Sirziltliril‘slvgr;fisl;tijliﬁgzal PG0043 Experimental Investigational
0577T N ) NON-COVERED NON-COVERED Procedures Services. PG0224 Cardioverter NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
threshold evaluation, induction of - -
] . - Defibrillators-archived120124.
arrhythmia, evaluation of sensing
for arrhythmia termination, and
nranramminn ar ranranrammino nf
Interrogation device evaluation(s)
(remote), up to 90 days, substernal
lead implantable cardioverter- PG0043 Experimental Investigational
0578T defibrillator system with interim NON-COVERED NON-COVERED Procedures Services. PG0224 Cardioverter INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
analysis, review(s) and report(s) by Defibrillators-archived120124.
a physician or other qualified health
care professional
TAterrogation device evalaton(s)
(remote), up to 90 days, substernal
d';?; i:r;g?gtasllemcargfc\:gf;a PG0043 Experimental Investigational
0579T Y ’ NON-COVERED NON-COVERED Procedures Services. PG0224 Cardioverter NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

acquisition(s), receipt of
transmissions and technician
review, technical support and

dictrinutinn nf racniltc

Defibrillators-archived120124.




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
Removal of substernal implantable PG0043 Experimental Investigational
0580T o P NON-COVERED NON-COVERED Procedures Services. PG0224 Cardioverter NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
defibrillator pulse generator only s ;
Defibrillators-archived120124.
Ablation, malignant breast tumor(s),
0581T __ pereutaneous, cryotherapy, NON-COVERED NON-COVERED PG0043 Experimental Investigational |\ 5\ coVERED - EXPERIMENTAL, INVESTIGATIONAL
including imaging guidance when Procedures Services.
performed, unilateral
Transurethral ablation of malignant PG0534. . .
prostate tissue by high-energy 9 b {. g
0582T water vapor thermotherapy, NON-COVERED NON-COVERED Treatme”ﬁ;g;:fg;g; Prostatic NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
including |ntraoperapve imaging (BPH): PG0043 Experimental
and needle guidance L X
Investigational Procedures Services
Tympanostomy (requiring insertion
of ventilating tube), using an . I
0583T automated tube delivery system, NON-COVERED NON-COVERED PG0043 Experimental Investigational |\ o\ covERED - EXPERIMENTAL, INVESTIGATIONAL
N X . Procedures Services
iontophoresis local anesthesia
(Tula lontophoresis System)
Islet cell transplant, includes portal
Vier:2|53}2et:|lriz:]go?nan?ng:lfjl:jsifn' PG0415 Pancreatic Islet Cell
0584T N 9 J g.‘ . 9 NON-COVERED NON-COVERED Transplantation; PG0043 Experimental |NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
guidance, and radiological o .
L. . - Investigational Procedures Services
supervision and interpretation,
when performed; percutaneous
Islet cell transplant, includes portal
V?AEIEZ}:Et;rI'iznaq:\O?nan?nm:;:]on' PG0415 Pancreatic Islet Cell
0585T ) 9 d g.‘ X 9 NON-COVERED NON-COVERED Transplantation; PG0043 Experimental [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
guidance, and radiological o .
L ) ) Investigational Procedures Services
supervision and interpretation,
when performed; laparoscopic
Islet cell transplant, includes portal
vier:r;lEs}:el;rllizs]gorilnan?nglfjl:jsigon, PG0415 Pancreatic Islet Cell
0586T 9 ana. o NON-COVERED NON-COVERED Transplantation; PG0043 Experimental |NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

guidance, and radiological
supervision and interpretation,
when performed; open

Investigational Procedures Services




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
Percutaneous implantation or
replacement of integrated single
device neurostimulation system PG0043 Experimental Investigational
including electrode array and Procedures Services; PG0497 Urinary
0587T ; NON-COVERED NON-COVERED B L B NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
receiver or pulse generator, Incontinence/ Voiding Dysfunction
including analysis, programming, Treatments and Devices-archived 120124.
and imaging guidance when
narfarmad nnctariar tihial nania
Revision or removal of integrated
single Fiewcg neurostimulation PG0043 Experimental Investigational
system including electrode array Procedures Services; PG0497 Urina
0588T and receiver or pulse generator, NON-COVERED NON-COVERED - . inary | NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
including analysis. programmin Incontinence/ Voiding Dysfunction
9 analysis, prog 9 Treatments and Devices-archived 120124.
and imaging guidance when
performed, posterior tibial nerve
ETectronic analysis wWith simple
programming of implanted
integrated neurostimulation system PG0043 Experimental Investigational
0589T (e.g., electrode array and receiver), NON-COVERED NON-COVERED Procedures Services, PG0497 Urinary |\ o\ ~ovERED - EXPERIMENTAL, INVESTIGATIONAL
including contact group(s), Incontinence/ Voiding Dysfunction
amplitude, pulse width, frequency Treatments and Devices-archived 120124.
(Hz), on/off cycling, burst, dose
lnclkaut _natiant_calactahla
Electronic analysis Wl compiex
programming of implanted
integrated neurostimulation system PG0043 Experimental Investigational
0590T (e.g., electrode array and receiver), NON-COVERED NON-COVERED Procedures Services; PGOA97 Urinary |\ 5\ coVERED - EXPERIMENTAL, INVESTIGATIONAL
including contact group(s), Incontinence/ Voiding Dysfunction
amplitude, pulse width, frequency Treatments and Devices-archived 120124.
(Hz), onloff cycling, burst, dose
lackant natiant calactahla
Usteotomy, NUMErUS, WIth INSeftion
of an externally controlled
intramedullary lengthening device,
0594T including intraoperative imaging, NON-COVERED NON-COVERED PG0043 Experimental Investigational |\ o\ - 6vERED - EXPERIMENTAL, INVESTIGATIONAL
initial and subsequent alignment Procedures Services
assessments, computations of
adjustment schedules, and
mananamant nf tha intramadullans
Temporary female intraurethral PG0043 Experimental Investigational
0596T valve-pump (i-e., voiding NON-COVERED NON-COVERED Procedures Services, PGO497 Urinary |\ ~6vERED - EXPERIMENTAL, INVESTIGATIONAL
prosthesis); initial insertion, Incontinence/ Voiding Dysfunction
including urethral measurement Treatments and Devices-archived 120124.
. PG0043 Experimental Investigational
Temporary female intraurethral Procedures Services; PG0497 Urina
0597T valve-pump (i.e., voiding NON-COVERED NON-COVERED ! 2 NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

prosthesis); replacement

Incontinence/ Voiding Dysfunction

Treatments and Devices-archived 120124.




Codes

Code Description

Paramount Commercial
Insurance Plans

Elite (Medicare Advantage)
Plans

Policy

DETAILS/NOTES

0598T

Noncontact real-time fluorescence
wound imaging, for bacterial
presence, location, and load, per
session; first anatomic site (e.g.,
lower extremity)

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0599T

Noncontact real-time fluorescence
wound imaging, for bacterial
presence, location, and load, per
session; each additional anatomic
site (e.g., upper extremity) (List
separately in addition to code for
primary procedure)

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0600T

Ablation, irreversible
electroporation; 1 or more tumors
per organ, including imaging
guidance, when performed,
percutaneous

NON-COVERED

NON-COVERED

PG0488 Irreversible Electroporation
Ablation; PG0043 Experimental
Investigational Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0601T

Ablation, irreversible
electroporation; 1 or more tumors,
including fluoroscopic and
ultrasound guidance, when
performed, open

NON-COVERED

NON-COVERED

PG0488 Irreversible Electroporation
Ablation; PG0043 Experimental
Investigational Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0602T

Glomerular filtration rate (GFR)
measurement(s), transdermal,
including sensor placement and
administration of a single dose of
fluorescent pyrazine agent

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0603T

Glomerular filtration rate (GFR)
monitoring, transdermal, including
sensor placement and
administration of more than one
dose of fluorescent pyrazine agent,
each 24 hours

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0604T

Opticar conerence tomograpny
(OCT) of retina, remote, patient-
initiated image capture and
transmission to a remote
surveillance center unilateral or

bilateral; initial device provision, set

up and patient education on use of

onuinmant

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL




Codes

Code Description

0605T

Paramount Commercial
Insurance Plans

Elite (Medicare Advantage)
Plans

Policy

DETAILS/NOTES

Optical conerence tomograpny
(OCT) of retina, remote, patient-
initiated image capture and
transmission to a remote
surveillance center unilateral or
bilateral; remote surveillance center
technical support, data analyses

rannrte i inin nfQ

0606T

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

96'5{|c§lﬁfu§_rgh€eTémog'F§pny
(OCT) of retina, remote, patient-
initiated image capture, and
transmission to a remote
surveillance center unilateral or
bilateral; review, interpretation and
report by the prescribing physician

nar nthor analifind hoa

0607T

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

Ith nara
Remote monitoring or an externar
continuous pulmonary fluid
monitoring system, including
measurement of radiofrequency
derived pulmonary fluid levels,
heart rate, respiration rate, activity,
posture, and cardiovascular rhythm

lo o o)

0608T

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

ECC da trancmittad tn o
Remote monitormg of an external
continuous pulmonary fluid
monitoring system, including
measurement of radiofrequency
derived pulmonary fluid levels,
heart rate, respiration rate, activity,
posture, and cardiovascular rhythm

trancmittad t

0609T

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

loan ECC data) Za ¥~
Magnetic fesonance Spectroscopy,
determination and localization of
discogenic pain (cervical, thoracic,
or lumbar); acquisition of single

voxel data, per disc, on biomarkers
(i.e., lactic acid, carbohydrate,
alanine, laal, propionic acid,

nrotannhiman _and callanan) in at

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0610T

Magnetic resonance spectroscopy,
determination and localization of
discogenic pain (cervical, thoracic,
or lumbar); transmission of
biomarker data for software
analysis

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0611T

Magnetic resonance spectroscopy,
determination and localization of
discogenic pain (cervical, thoracic,
or lumbar); post-processing for
algorithmic analysis of biomarker
data for determination of relative
chemical differences between discs

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL




Codes

Code Description

Paramount Commercial
Insurance Plans

Elite (Medicare Advantage)
Plans

Policy

DETAILS/NOTES

0612T

Magnetic resonance spectroscopy,
determination and localization of
discogenic pain (cervical, thoracic,
or lumbar); interpretation and report

0613T

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

Percutaneous ranscameter
implantation of interatrial septal
shunt device, including right and left
heart catheterization, intracardiac
echocardiography, and imaging
guidance by the proceduralist,

when performed (i.e., InterAtrial
CShiunt Navica (IANCSN) and \/antiira)

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0614T

Removal and replacement of
substernal implantable defibrillator
pulse generator

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0615T

Eye-movement analysis without
spatial calibration, with
interpretation and report (i.e., the
EyeBOX system)

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0616T

Insertion of iris prosthesis, including
suture fixation and repair or
removal of iris, when performed;
without removal of crystalline lens
or intraocular lens, without insertion
of intraocular lens

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0617T

Insertion of iris prosthesis, including
suture fixation and repair or
removal of iris, when performed;
with removal of crystalline lens and
insertion of intraocular lens

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0618T

Insertion of iris prosthesis, including
suture fixation and repair or
removal of iris, when performed,
with secondary intraocular lens
placement or intraocular lens
exchange

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL




Codes

Code Description

Paramount Commercial
Insurance Plans

Elite (Medicare Advantage)
Plans

Policy

DETAILS/NOTES

0619T

Cystourethroscopy with
transurethral anterior prostate
commissurotomy and drug delivery,
including transrectal ultrasound and
fluoroscopy, when performed

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0621T

Trabeculostomy ab interno by laser

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0622T

Trabeculostomy ab interno by
laser; with use of ophthalmic
endoscope

0623T

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

AUtomated quantiicaton ana
characterization of coronary
atherosclerotic plague to assess
severity of coronary disease, using
data from coronary computed
tomographic angiography; data
preparation and transmission,

comnutarizad analucic of data with

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0624T

Automated quantification and
characterization of coronary
atherosclerotic plaque to assess
severity of coronary disease, using
data from coronary computed
tomographic angiography; data
preparation and transmission

0625T

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

AUtomated quantiication and
characterization of coronary
atherosclerotic plague to assess
severity of coronary disease, using
data from coronary computed
tomographic angiography;
computerized analysis of data from

0626T

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

carnnans camniutad tamaaranhic
AUtomated quantification and
characterization of coronary
atherosclerotic plaque to assess
severity of coronary disease, using
data from coronary computed
tomographic angiography; review of
computerized analysis output to

racnncila diconrdant data

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL




Codes

Code Description

Paramount Commercial
Insurance Plans

Elite (Medicare Advantage)
Plans

Policy

DETAILS/NOTES

0627T

Percutaneous injection of
allogeneic cellular and/or tissue-
based product, intervertebral disc,
unilateral or bilateral injection, with
fluoroscopic guidance, lumbar; first
level

0628T

NON-COVERED

NON-COVERED

PG0400 Stem Cell Therapy for Orthopedic
Applications. PG0043 Experimental
Investigational Procedures Services.
PG0026 Discogenic Pain Treatment-

Archived 120124.

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

Percutaneous mjection or
allogeneic cellular and/or tissue-
based product, intervertebral disc,
unilateral or bilateral injection, with
fluoroscopic guidance, lumbar;
each additional level (List
separately in addition to code for

nrimans nracadira)

NON-COVERED

NON-COVERED

PG0400 Stem Cell Therapy for Orthopedic
Applications. PG0043 Experimental
Investigational Procedures Services.
PG0026 Discogenic Pain Treatment-

Archived 120124.

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0629T

Percutaneous injection of
allogeneic cellular and/or tissue-
based product, intervertebral disc,
unilateral or bilateral injection, with
CT guidance, lumbar; first level

0630T

NON-COVERED

NON-COVERED

PG0400 Stem Cell Therapy for Orthopedic
Applications. PG0043 Experimental
Investigational Procedures Services.
PG0026 Discogenic Pain Treatment-

Archived 120124.

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

Percutaneous mjection of
allogeneic cellular and/or tissue-
based product, intervertebral disc,
unilateral or bilateral injection, with
CT guidance, lumbar; each
additional level (List separately in
addition to code for primary

nrocadura)

NON-COVERED

NON-COVERED

PG0400 Stem Cell Therapy for Orthopedic
Applications. PG0043 Experimental
Investigational Procedures Services.
PG0026 Discogenic Pain Treatment-

Archived 120124.

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0631T

Transcutaneous visible light
hyperspectral imaging
measurement of oxyhemoglobin,
deoxyhemoglobin, and tissue
oxygenation, with interpretation and
report, per extremity

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0632T

Percutaneous transcatheter
ultrasound ablation of nerves
innervating the pulmonary arteries,
including right heart catheterization,
pulmonary artery angiography, and
all imaging guidance

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0633T

Computed tomography, breast,
including 3D rendering, when
performed, unilateral; without

contrast material

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL




Codes

Code Description

Paramount Commercial
Insurance Plans

Elite (Medicare Advantage)
Plans

Policy

DETAILS/NOTES

0634T

Computed tomography, breast,
including 3D rendering, when
performed, unilateral; with contrast
material(s)

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0635T

Computed tomography, breast,
including 3D rendering, when
performed, unilateral; without
contrast, followed by contrast

material(s)

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0636T

Computed tomography, breast,
including 3D rendering, when
performed, bilateral; without

contrast material(s)

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0637T

Computed tomography, breast,
including 3D rendering, when
performed, bilateral; with contrast
material(s)

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0638T

Computed tomography, breast,
including 3D rendering, when
performed, bilateral; without
contrast, followed by contrast

material(s)

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0639T

Wireless skin sensor thermal
anisotropy measurement(s) and
assessment of flow in
cerebrospinal fluid shunt, including
ultrasound guidance, when
performed

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

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,
interpretation and report, each flap

aranmnnnd

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL




Codes

Code Description

Paramount Commercial
Insurance Plans

Elite (Medicare Advantage)
Plans

Policy

DETAILS/NOTES

0641T

Noncontact near-infrared
spectroscopy studies of flap or
wound (e.g., for measurement of
deoxyhemoglobin, oxyhemoglobin,
and ratio of tissue oxygenation
[StO2]); image acquisition only,
each flap or wound

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0642T

Noncontact near-infrared
spectroscopy studies of flap or
wound (e.g., for measurement of
deoxyhemoglobin, oxyhemoglobin,
and ratio of tissue oxygenation
[StO2]); interpretation and report
only, each flap or wound

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0643T

Transcatheter left ventricular
restoration device implantation
including right and left heart
catheterization and left
ventriculography when performed,
arterial approach (i.e., Revivent
TC)

0644T

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

Transcateter removal or GebuIking
of intracardiac mass (e.g.,
vegetations, thrombus) via suction
(e.g., vacuum, aspiration) device,
percutaneous approach, with
intraoperative reinfusion of
aspirated blood, including imaging

0645T

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

auidanca whaon narfarmad
Transcatneter Implantation or
coronary sinus reduction device
including vascular access and
closure, right heart catheterization,
venous angiography, coronary
sinus angiography, imaging
guidance, and supervision and

intarnratatinn

0646T

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

han narfarmad

rranscatheter tricuspid vaive
implantation/replacement (TTVI)

with prosthetic valve, percutaneous
approach, including right heart

catheterization, temporary
pacemaker insertion, and selective
right ventricular or right atrial

ananinaranhyv whan narfarmad

NON-COVERED

NON-COVERED

PG0108 Transcatheter Heart Valve
Procedures-Archived; PG0043

Experimental Investigational Procedures

Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0647T

Insertion of gastrostomy tube,
percutaneous, with magnetic
gastropexy, under ultrasound
guidance, image documentation
and report

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL




Codes

Code Description

Paramount Commercial
Insurance Plans

Elite (Medicare Advantage)
Plans

Policy

DETAILS/NOTES

0648T

Quanttatve 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

vaminating

NON-COVERED

NON-COVERED

PG0252 Noninvasive Tests for Hepatic
Fibrosis; PG0043 Experimental
Investigational Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0649T

MDI o tinn_nf tha camao
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

ovaminati

NON-COVERED

NON-COVERED

PG0252 Noninvasive Tests for Hepatic
Fibrosis; PG0043 Experimental
Investigational Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0650T

AMDI an nf tho cama
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

valiac with anahrcic raviow and

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0651T

Magnetically controlled capsule
endoscopy, esophagus through
stomach, including intraprocedural
positioning of capsule, with
interpretation and report

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0652T

Esophagogastroduodenoscopy,
flexible, transnasal; diagnostic,
including collection of specimen(s)
by brushing or washing, when
performed (separate procedure)

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0653T

Esophagogastroduodenoscopy,
flexible, transnasal; with biopsy,
single or multiple

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0654T

Esophagogastroduodenoscopy,
flexible, transnasal; with insertion of
intraluminal tube or catheter

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL




Codes

Code Description

Paramount Commercial
Insurance Plans

Elite (Medicare Advantage)
Plans

Policy

DETAILS/NOTES

0655T

Transperineal focal laser ablation
of malignant prostate tissue,
including transrectal imaging

guidance, with MR-fused images or
other enhanced ultrasound imaging

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0656T

Vertebral body tethering, anterior;
up to 7 vertebral segments

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0657T

Vertebral body tethering, anterior; 8
or more vertebral segments

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0658T

Electrical impedance spectroscopy
of 1 or more skin lesions for
automated melanoma risk score

0659T

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

Transcatneter mracoronary
infusion of supersaturated oxygen
in conjunction with percutaneous
coronary revascularization during
acute myocardial infarction,
including catheter placement,
imaging guidance (e.g.,

flunrncenm _anninaranhyv _and

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0660T

Implantation of anterior segment
intraocular nonbiodegradable drug-
eluting system, internal approach

NON-COVERED

NON-COVERED

PG0327 Glaucoma Treatment with
Aqueous Drainage Device; PG0043
Experimental Investigational Procedures
Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0661T

Removal and reimplantation of
anterior segment intraocular
nonbiodegradable drug-eluting
implant

NON-COVERED

NON-COVERED

PG0327 Glaucoma Treatment with
Aqueous Drainage Device; PG0043
Experimental Investigational Procedures
Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
Scalp cooling, mechanical; initial Covered with No Prior T{Galﬁsffsssﬁﬂfog:z%szzs t,oppég‘éigt NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL FOR
0662T measurement and calibration of NON-COVERED Authorioation Reauired Eper S etmtonal Dracedures. | COMMERCIAL PLANS; COVERED WITHOUT A PRIOR
cap a p Servigces AUTHORIZATION FOR ELITE (MEDICARE ADVANTAGE PLANS)
Scalp cooling, mechanical; . )
placement of device, monitoring, Covered with No Prior iii?i‘zssgﬂgncog';jlgmzfggzs tf’PP (r;?)\é)irg NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL FOR
0663T and removal of device (List NON-COVERED iz Reauies) Experimental Ir?vesti ational g?,(;cedures COMMERCIAL PLANS; COVERED WITHOUT A PRIOR
separately in addition to code for a p Serv?ces AUTHORIZATION FOR ELITE (MEDICARE ADVANTAGE PLANS)
primary procedure)
Donor hysterectomy (including cold PG0461 Transplant Prior Authorization and
0664T preservation); open, from cadaver NON-COVERED NON-COVERED Notification; PG0043 Experimental NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
donor Investigational Procedures Services
Donor hysterectomy (including cold PG0461 Transplant Prior Authorization and
0665T preservation); open, from living NON-COVERED NON-COVERED Notification; PG0043 Experimental NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
donor Investigational Procedures Services
Donor hysterectomy (including cold PG0461 Transplant Prior Authorization and
0666T preservation); laparoscopic or NON-COVERED NON-COVERED Notification; PG0043 Experimental NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
robotic, from living donor Investigational Procedures Services
D0ngsz)szir;f)t?:zi(Iir:::'ﬂ;g?u?Id PG0461 Transplant Prior Authorization and
0667T p ! p . NON-COVERED NON-COVERED Notification; PG0043 Experimental NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
allograft transplantation from - .
L Investigational Procedures Services
cadaver or living donor
Backbench standard preparation of
cadaver or living donor uterine
allograft prior to transplantation, PG0461 Transplant Prior Authorization and
0668T including dissection and removal of NON-COVERED NON-COVERED Notification; PG0043 Experimental NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

surrounding soft tissues and
preparation of uterine vein(s) and
uterine artery(ies), as necessary

Investigational Procedures Services




Codes

Code Description

Paramount Commercial
Insurance Plans

Elite (Medicare Advantage)
Plans

Policy

DETAILS/NOTES

0669T

Backbench reconstruction of
cadaver or living donor uterus
allograft prior to transplantation;
venous anastomosis, each

NON-COVERED

NON-COVERED

PG0461 Transplant Prior Authorization and

Notification; PG0043 Experimental
Investigational Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0670T

Backbench reconstruction of
cadaver or living donor uterus
allograft prior to transplantation;
arterial anastomosis, each

NON-COVERED

NON-COVERED

PG0461 Transplant Prior Authorization and

Notification; PG0043 Experimental
Investigational Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0672T

Endovaginal cryogen-cooled,
monopolar radiofrequency
remodeling of the tissues
surrounding the female bladder
neck and proximal urethra for
urinary incontinence

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0673T

Ablation, benign thyroid nodule(s),
percutaneous, laser, including
imaging guidance

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0674T

Caparoscopic NSerton of New or
replacement of permanent
implantable synchronized
diaphragmatic stimulation system
for augmentation of cardiac
function, including an implantable
pulse generator and diaphragmatic

0675T

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

Laparoscopulﬁﬁ%‘ﬁon Of New or
replacement of diaphragmatic
lead(s), permanent implantable

synchronized diaphragmatic
stimulation system for
augmentation of cardiac function,
including connection to an existing

0676T

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

nilea nanaratar: firct laad
TaparoScopic INSEerfion of New or
replacement of diaphragmatic
lead(s), permanent implantable
synchronized diaphragmatic
stimulation system for
augmentation of cardiac function,
including connection to an existing

nulca nanaratar: aach additinnal

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL




Codes

Code Description

0677T

TaparoscopiC TeposItionmng or

Paramount Commercial
Insurance Plans

Elite (Medicare Advantage)
Plans

Policy

DETAILS/NOTES

diaphragmatic lead(s), permanent
implantable synchronized
diaphragmatic stimulation system
for augmentation of cardiac
function, including connection to an
existing pulse generator; first

0678T

ranncitinnad laad
TaparoscopiC reposItionng or

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

diaphragmatic lead(s), permanent
implantable synchronized
diaphragmatic stimulation system
for augmentation of cardiac
function, including connection to an
existing pulse generator; each

additinnal ranncitinnad laad (1 ict

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0679T

Laparoscopic removal of
diaphragmatic lead(s), permanent
implantable synchronized
diaphragmatic stimulation system
for augmentation of cardiac
function

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0680T

Insertion or replacement of pulse
generator only, permanent
implantable synchronized

diaphragmatic stimulation system

for augmentation of cardiac
function, with connection to existing
lead(s)

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0681T

Relocation of pulse generator only,
permanent implantable
synchronized diaphragmatic
stimulation system for
augmentation of cardiac function,
with connection to existing dual
leads

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0682T

Removal of pulse generator only,
permanent implantable
synchronized diaphragmatic
stimulation system for
augmentation of cardiac function

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0683T

Programming aevice evaiation (in-
person) with iterative adjustment of
the implantable device to test the
function of the device and select
optimal permanent programmed
values with analysis, review and
report by a physician or other

nualifiad haalth cara nrafaccinnal

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL




Codes

Code Description

Paramount Commercial
Insurance Plans

Elite (Medicare Advantage)
Plans

Policy

DETAILS/NOTES

0684T

Per-procedural device evaiuation
(in-person) and programming of
device system parameters before
or after a surgery, procedure, or
test with analysis, review, and
report by a physician or other
qualified health care professional,

nlanta

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0685T

narmanant imnl hia
Tnterrogation device evaruation (in-
person) with analysis, review and

report by a physician or other

qualified health care professional,
including connection, recording and

disconnection per patient
encounter, permanent implantable

cvnchranizad dianhranmatin

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0686T

Histotripsy (i.e., non-thermal
ablation via acoustic energy
delivery) of malignant
hepatocellular tissue, including
image guidance

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0687T

Treatment of amblyopia using an
online digital program; device
supply, educational set-up, and
initial session

NON-COVERED

NON-COVERED

PGO0318 Vision Therapy; PG0043
Experimental Investigational Procedures
Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0688T

Treatment of amblyopia using an
online digital program; assessment
of patient performance and
program data by physician or other
qualified health care professional,
with report, per calendar month

NON-COVERED

NON-COVERED

PG0318 Vision Therapy; PG0043
Experimental Investigational Procedures
Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0689T

Quantitative ultrasound tissue
characterization (nonelastography)
including interpretation and report;
obtained with diagnostic ultrasound
examination of the same anatomy
(organ, gland, tissue target
structure)

0690T

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

Quantratve unrasound ussue
characterization
(nonelastographic), including
interpretation and report, obtained
with diagnostic ultrasound
examination of the same anatomy
(e.g., organ, gland, tissue, target

ctriictiira) (1 ict canaratahsin

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
Automated analysis of an existing
C\(/):rt’; lgre; ft:)arzgj g:;a(s)h %:;Ilﬁ:nfor PG0320 Bone Density Measurements;
0691T N 9 NON-COVERED NON-COVERED PG0043 Experimental Investigational NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
assessment of bone density when .
. Procedures Services
performed, data preparation,
interpretation, and report
0692T Therapeutic ultrafiltration NON-COVERED NON-COVERED PG0043 Experimental Investigational |\ 5. covERED - EXPERIMENTAL, INVESTIGATIONAL
Procedures Services
c%:s;zhrf‘:ﬂé ?ILUS"SZOSVK;‘;”;';‘:E " PG0339 Gait Analysis-Archived; PG0043
0693T L y X NON-COVERED NON-COVERED Experimental Investigational Procedures |NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
and kinetic motion analysis and :
Services
report
3-dimensional volumetric imaging
and reconstruction of breast or
axillary lymph node tissue, each . I
0694T excised specimen, 3-dimensional NON-COVERED NON-COVERED PG0043;?;‘223%22:2"{?;'93“0"a' NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
automatic specimen reorientation,
interpretation and report, real-time
intraoperative
Body surrace—acuvation mapping
of pacemaker or pacing
ca;dlgx]?zrée;ii{:?g!f ;0:1::?1?3:15) to PG0043 Experimental Investigational
0695T p. ) y Y. NON-COVERED NON-COVERED Procedures Services. PG0224 Cardioverter NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
cardiac resynchronization therapy - -
o " - Defibrillators-archived120124.
device, including connection,
recording, disconnection, review,
and ranart- at tima of imnlant ar
Body sUrface—activation mapping
of pacemaker or pacing
Ca;dlgr\;?zrteere_lii?:;"ﬁ sto:"l;?gf]s) o PG0043 Experimental Investigational
0696T p_ . y Y. NON-COVERED NON-COVERED Procedures Services. PG0224 Cardioverter INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
cardiac resynchronization therapy - ;
s " . Defibrillators-archived120124.
device, including connection,
recording, disconnection, review,
and ranart: at tima _nf falloweiin
Quanttative magnetic resonance
for analysis of tissue composition
(e.g., fat, iron, water content),
0697T including multiparametric data NON-COVERED NON-COVERED PG0043 Experimental Investigational |\ o\ ~6vERED - EXPERIMENTAL, INVESTIGATIONAL

acquisition, data preparation and
transmission, interpretation, and
report, obtained without diagnostic

AMDI avaminatinn nf tha cama

Procedures Services




Codes

Code Description

Paramount Commercial
Insurance Plans

Elite (Medicare Advantage)
Plans

Policy

DETAILS/NOTES

0698T

Quantratve 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

MDI avaminatinn af tha cama

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0700T

Molecular fluorescent imaging of
suspicious nevus; first lesion

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0701T

Molecular fluorescent imaging of
suspicious nevus; each additional
lesion

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0702T

Remote therapeutic monitoring of a
standardized online digital cognitive
behavioral therapy program
ordered by a physician or other
qualified health care professional;
supply and technical support, per
30 days

NON-COVERED

NON-COVERED

PG0402 Cognitive Rehabilitation-Archived
110124; PG0043 Experimental
Investigational Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL. Codes
0701T and 0702T deleted as of 01/01/2023.

0703T

Remote therapeutic monmormng or a
standardized online digital cognitive
behavioral therapy program
ordered by a physician or other
qualified health care professional;
management services by physician
or other qualified health care

nrafaccinnal nar calandar manth

NON-COVERED

NON-COVERED

PG0402 Cognitive Rehabilitation-Archived
110124; PG0043 Experimental
Investigational Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL. Codes
0701T and 0702T deleted as of 01/01/2023.

0704T

Remote treatment of amblyopia
using an eye tracking device;
device supply with initial setup and
patient education on use of
equipment

NON-COVERED

NON-COVERED

PG0318 Vision Therapy; PG0043
Experimental Investigational Procedures
Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0705T

Remote treatment of amblyopia
using an eye tracking device;
surveillance center technical

support including data transmission
with analysis, with a minimum of 18
training hours, each 30 days

NON-COVERED

NON-COVERED

PG0318 Vision Therapy; PG0043
Experimental Investigational Procedures
Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL




Codes

Code Description

Paramount Commercial
Insurance Plans

Elite (Medicare Advantage)
Plans

Policy

DETAILS/NOTES

0706T

Remote treatment of amblyopia
using an eye tracking device;
interpretation and report by
physician or other qualified health
care professional, per calendar
month

NON-COVERED

NON-COVERED

PG0318 Vision Therapy; PG0043
Experimental Investigational Procedures
Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0707T

TNJection(s), bone-supstute
material (e.g., calcium phosphate)
into subchondral bone defect (i.e.,
bone marrow lesion, bone bruise,

stress injury, microtrabecular

fracture), including imaging
guidance and arthroscopic

accictanna far inint vicnializatinn

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0708T

Intradermal cancer immunotherapy;
preparation and initial injection

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0709T

Intradermal cancer immunotherapy;
each additional injection

0710T

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

NonmvasIve areral praque
analysis using software processing
of data from non-coronary
computerized tomography
angiography; including data
preparation and transmission,
quantification of the structure and

camnancitinn of tha viaccal vl and

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0711T

Noninvasive arterial plaque
analysis using software processing
of data from non-coronary
computerized tomography
angiography; data preparation and
transmission

0712T

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

NonMvasIve arnerar pragque
analysis using software processing
of data from non-coronary
computerized tomography
angiography; quantification of the
structure and composition of the
vessel wall and assessment for

linid_rich nacratic cara nlannia tn

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL




Codes

Code Description

Paramount Commercial
Insurance Plans

Elite (Medicare Advantage)
Plans

Policy

DETAILS/NOTES

0713T

Noninvasive arterial plaque
analysis using software processing
of data from non-coronary
computerized tomography
angiography; data review,
interpretation and report

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0714T

Transperineal laser ablation of
benign prostatic hyperplasia,
including imaging guidance

NON-COVERED

NON-COVERED

PG0534 Fluid-Jet-Sytstem-in-the Freatment

Treatments for Benign Prostatic
Hypertrophy
(BPH); PG0043 Experimental
Investigational Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0715T

Percutaneous transluminal
coronary lithotripsy (List separately
in addition to code for primary
procedure)

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0716T

Cardiac acoustic waveform
recording with automated analysis
and generation of coronary artery

disease risk score

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0717T

ATTOIOgoUS aaipose-aerivea
regenerative cell (ADRC) therapy
for partial thickness rotator cuff
tear; adipose tissue harvesting,
isolation and preparation of
harvested cells, including
incubation with cell dissociation

anzumac filtratinn _wwachina and

NON-COVERED

NON-COVERED

PG0400 Stem Cell Therapy of Orthopedic
Applications

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0718T

Autologous adipose-derived
regenerative cell (ADRC) therapy
for partial thickness rotator cuff
tear; injection into supraspinatus
tendon including ultrasound
guidance, unilateral

NON-COVERED

NON-COVERED

PG0400 Stem Cell Therapy of Orthopedic
Applications

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0719T

Posterior vertebral joint
replacement, including bilateral
facetectomy, laminectomy, and

radical discectomy, including
imaging guidance, lumbar spine,
single segment

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL




Codes

Code Description

Paramount Commercial
Insurance Plans

Elite (Medicare Advantage)
Plans

Policy

DETAILS/NOTES

0720T

Percutaneous electrical nerve field
stimulation, cranial nerves, without
implantation

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0721T

Quantitative computed tomography
(CT) tissue characterization,
including interpretation and report,
obtained without concurrent CT
examination of any structure
contained in previously acquired
diagnostic imaging

0722T

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

Quantitative computed tomograpny
(CT) tissue characterization,
including interpretation and report,
obtained with concurrent CT
examination of any structure
contained in the concurrently
acquired diagnostic imaging

datacat (| ict canaratahs in additinn

0723T

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

GRS TRaghete resonancs
cholangiopancreatography
(QMRCP) including data
preparation and transmission,
interpretation, and report, obtained
without diagnostic magnetic
resonance imaging (MRI)

vamination

0724T

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

o of tha cama anatamys
Quantitative magnetic resonance
cholangiopancreatography
(QMRCP) including data
preparation and transmission,
interpretation, and report, obtained
with diagnostic magnetic resonance
imaging (MRI) examination of the

cama anatamv la n _arnan _aland

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0725T

Vestibular device implantation,
unilateral

NON-COVERED

NON-COVERED

PG0193 Treatment of Chronic Vertigo -
Archived 3/1/2025;; PG0043 Experimental
Investigational Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0726T

Removal of implanted vestibular
device, unilateral

NON-COVERED

NON-COVERED

PG0193 Treatment of Chronic Vertigo -
Archived 3/1/2025; PG0043 Experimental
Investigational Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL




Codes

Code Description

Paramount Commercial
Insurance Plans

Elite (Medicare Advantage)
Plans

Policy

DETAILS/NOTES

0727T

Removal and replacement of
implanted vestibular device,
unilateral

NON-COVERED

NON-COVERED

PG0193 Treatment of Chronic Vertigo -
Archived 3/1/2025;; PG0043 Experimental
Investigational Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0728T

Diagnostic analysis of vestibular
implant, unilateral; with initial
programming

NON-COVERED

NON-COVERED

PG0193 Treatment of Chronic Vertigo -
Archived 3/1/2025;; PG0043 Experimental
Investigational Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0729T

Diagnostic analysis of vestibular
implant, unilateral; with subsequent
programming

NON-COVERED

NON-COVERED

PG0193 Treatment of Chronic Vertigo -
Archived 3/1/2025;; PG0043 Experimental
Investigational Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0730T

Trabeculotomy by laser, including
optical coherence tomography
(OCT) guidance

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0731T

Augmentative Al-based facial
phenotype analysis with report

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0732T

Immunotherapy administration with
electroporation, intramuscular

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0733T

Remote real-time, motion capture-
based neurorehabilitative therapy
ordered by a physician or other
qualified health care professional;
supply and technical support, per
30 days.

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL




Codes

Code Description

Paramount Commercial

0734T

0735T

manth

placement of a radiation

Remote real-ume, motion capture-
based neurorehabilitative therapy
ordered by a physician or other
qualified health care professional,
treatment management services by
a physician or other qualified health
care professional, per calendar

Preparation of tumor cavity, with

therapy applicator for intraoperative

Insurance Plans

Plans

Elite (Medicare Advantage)

Policy

DETAILS/NOTES

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0736T

radiation therapy (IORT)

concurrent with primary craniotomy

Colonic lavage, 35 or more liters of
water, gravity-fed, with induced

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0737T

rectal catheter

Xenograft implantation into the

defecation, including insertion of

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0738T

articular surface

Treatment planning for magnetic
field induction ablation of
malignant prostate tissue, using

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

data from previously
performed magnetic resonance
imaging (MRI) examination

0739T

ADTation of mangnant prostate
tissue by magnetic field

induction, including all

intraprocedural, transperineal

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

needle/catheter placement for
nanoparticle installation and
intraprocedural temperature

0743T

manitarina_tharmal docimatng
Bone strength and fracture sk
using finite element analysis of
functional data and bone mineral
density (BMD), with concurrent

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

vertebral fracture assessment,
utilizing data from a computed

tomography scan, retrieval and

NON-COVERED

trancmiccinn nf tha cnaon data

NON-COVERED

PG0320 Bone Density Measurements;
PG0043 Experimental Investigational
Procedures Services




Codes

Code Description

Paramount Commercial
Insurance Plans

Elite (Medicare Advantage)
Plans

Policy

DETAILS/NOTES

07447

TNSertion of bIOprostnetic vaive,
open, femoral vein, including
duplex ultrasound imaging
guidance, when performed,
including autogenous or
nonautogenous patch graft (e.g.,

polyester, Eptfe, bovine

inardinm

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0745T

CHTGTAC ToCAT APBIOn taNEng
radiation therapy for arrhythmia;
noninvasive arrhythmia localization
and mapping of arrhythmia
site (nidus), derived from
anatomical image data (e.g., CT,

MR,

ar muncardial narfiician cnan) and

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0746T

Cardiac focal ablation utilizing
radiation therapy for arrhythmia;
conversion of arrhythmia
localization and mapping of
arrhythmia site (nidus) into a
multidimensional radiation
treatment plan

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0747T

Cardiac focal ablation utilizing
radiation therapy for arrhythmia;
delivery of radiation therapy,
arrhythmia

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0748T

Injections of stem cell product into
perianal perifistular soft tissue,
including fistula preparation (e.g.,
removal of setons, fistula
curettage, closure of internal
openings)

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0749T

Bone strengin and fracture-rsK
assessment using digital X-ray
radiogrammetry-bone mineral
density (DXR-BMD) analysis of
bone mineral density (BMD)
utilizing data from a digital X ray,
retrieval and transmission of digital

NON-COVERED

NON-COVERED

PG0320 Bone Density Measurements;
PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0750T

M.rav data _accacemant af hana
Bone strength and fracture-fisk
assessment using digital X-ray
radiogrammetry-bone mineral
density (DXR-BMD) analysis of
bone mineral density (BMD)
utilizing data from a digital X ray,
retrieval and transmission of digital

Y _raov data accacemant af hana

NON-COVERED

NON-COVERED

PG0320 Bone Density Measurements;
PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL




Codes

Code Description

Paramount Commercial
Insurance Plans

Elite (Medicare Advantage)
Plans

Policy

DETAILS/NOTES

0751T

Digitization of glass microscope
slides for level Il, surgical
pathology, gross and microscopic
examination (List separately in
addition to code for primary
procedure)

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0752T

Digitization of glass microscope
slides for level Ill, surgical
pathology, gross and microscopic
examination (List separately in
addition to code for primary
procedure)

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0753T

Digitization of glass microscope
slides for level IV, surgical
pathology, gross and microscopic
examination (List separately in
addition to code for primary
procedure)

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0754T

Digitization of glass microscope
slides for level V, surgical
pathology, gross and microscopic
examination (List separately in
addition to code for primary
procedure)

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0755T

Digitization of glass microscope
slide for level VI, surgical
pathology, gross and microscopic
examination (List separately in
addition to code for primary
procedure)

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0756T

Digitization of glass microscope
slides for special stain, including
interpretation and report, group |,
for microorganisms (e.g., acid fast,
methenamine silver) (List
separately in addition to code for
primary procedure)

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0757T

Digitization of glass microscope
slides for special stain, including
interpretation and report, group Il
all other (e.g., iron, trichrome),
except stain for microorganisms,
stains for enzyme constituents, or
immunocytochemistry and

immunnhictnchamictns (1 ict

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL




Codes

Code Description

Paramount Commercial
Insurance Plans

Elite (Medicare Advantage)
Plans

Policy

DETAILS/NOTES

0758T

Digitization of glass microscope
slides for special stain, including
interpretation and report,
histochemical stain on frozen tissue
block
(List separately in addition to code
for primary procedure)

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0759T

Digitization of glass microscope
slides for special stain, including
interpretation and report, group Il
for enzyme constituents
(List separately in addition to code
for primary procedure)

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0760T

Digitization of glass microscope
slides for immunohistochemistry or
immunocytochemistry, per
specimen, initial single antibody
stain procedure (List separately in
addition to code for primary
procedure)

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0761T

Digitization of glass microscope
slides for immunohistochemistry or
immunocytochemistry, per
specimen, each additional single
antibody stain procedure (List
separately in addition to code for
primary procedure)

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0762T

Digitization of glass microscope
slides for immunohistochemistry or
immunocytochemistry per
specimen, each multiplex antibody
stain procedure (List separately in
addition to code for primary
procedure)

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0763T

DIgiiZation of glass MICTOSCope
slides for morphometric analysis,
tumor immunohistochemistry (e.g.,
Her-2/neu, estrogen
receptor/progesterone receptor),
quantitative or semiquantitative, per
specimen, each single antibody

ctain nracadiuira nual (1 ict

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0764T

ASSISHVE Bgotthnic
electrocardiogram risk-based
assessment for cardiac
dysfunction (e.g., low-ejection
fraction, pulmonary hypertension,
hypertrophic cardiomyopathy);
related to concurrently performed

olactracardinnaram (1 ict canaratahs

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL




Codes

Code Description

Paramount Commercial
Insurance Plans

Elite (Medicare Advantage)
Plans

Policy

DETAILS/NOTES

0765T

related to previously performed
electrocardiogram

0766T

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

Transcutaneous magnetic
stimulation by focused low-
frequency electromagnetic pulse,
peripheral nerve, initial treatment,
with identification and marking of
the treatment location, including
noninvasive electroneurographic

lonalizatinn (nania canductinn

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0767T

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

0768T

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

Transcutaneous magnetic
stimulation by focused low-
frequency electromagnetic pulse,
peripheral nerve, subsequent
treatment, including noninvasive
electroneurographic localization
(nerve conduction localization),

whan narfarmad: firet nania

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0769T

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

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0775T

Arthrodesis, sacroiliac joint,
percutaneous, with image
guidance, includes placement of
intra-articular implant(s) (eg, bone
allograft[s], synthetic device[s])

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0776T

Therapeutc maucton of mntra-pram
hypothermia, including placement
of a mechanical temperature-
controlled cooling device to the
neck over carotids and head,
including monitoring (e.g., vital
signs and sport concussion
accoccmant tnnl E IGCATEN 20

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
Real-time pressure-sensing
0777T epidural guidance system (List NON-COVERED NON-COVERED PG0043 Experimental Investigational |\ | oVERED - EXPERIMENTAL, INVESTIGATIONAL
separately in addition to code for Procedures Services
primary procedure)
Surface mechanomyography
(Smmg) with concurrent application
0778T of inertial measurement unit (IMU) NON-COVERED NON-COVERED PG0043 Experimental Investigational |\ o\ 6vERED - EXPERIMENTAL, INVESTIGATIONAL
sensors for measurement of multi- Procedures Services
joint range of motion, posture, gait,
and muscle function
Gastrointestinal myoelectrical PG0043 Experimental Investigational
0779T activity study, stomach through NON-COVERED NON-COVERED P - 9 NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
e N Procedures Services
colon, with interpretation and report
Broncnoscopy, ngid or Texiole, with
|nsert|0r_1 of esop_hageal pmtgctlon PG0316 Bronchial Thermoplasty; PG0043
device and circumferential X L
radiofrequency destruction of the Experimental Investigational Procedures
0781T q Y . X NON-COVERED NON-COVERED Services. Archived-080124. PG0043 NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
pulmonary nerves, including i S
. . Experimental/lnvestigational
fluoroscopic guidance when :
- ) Procedures/Services
performed; bilateral mainstem
Broncr mscopy{"r?g"ﬁ%r TIEXIDIE, With
insertion of esophageal protection
device and circumferential PG0316 Bronchial Thermoplasty- Archived-
07827 radiofrequency destruction of the NON-COVERED NON-COVERED 080124. PG0043 NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
pulmonary nerves, including Experimental/Investigational
fluoroscopic guidance when Procedures/Services
performed; unilateral mainstem
hranchiic
I]?;z‘;?s]ﬁ?;;fnazgf_ﬂar PG0244 Electrical Nerve Stimulators-
0783T " X L P, . NON-COVERED NON-COVERED archived 120124; PG0043 Experimental |NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
calibration, and patient education - .
- Investigational Procedures Services
on use of equipment
ETECTronic analysis With Compiex
programming of implanted
integrated neurostimulation system
0789T (eg, electrode array and receiver), NON-COVERED NON-COVERED PG0043 Experimental Investigational |\ o\ ~6vERED - EXPERIMENTAL, INVESTIGATIONAL

including contact group(s),
amplitude, pulse width, frequency
(Hz), onloff cycling, burst, dose

lockant natiant calactahla

Procedures Services




Codes

Code Description

Paramount Commercial
Insurance Plans

Elite (Medicare Advantage)
Plans

Policy

DETAILS/NOTES

0792T

Application of silver diamine
fluoride 38%, by a physician or
other qualified health care
professional

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0793T

Percutaneous transcatheter
thermal ablation of nerves
innervating the pulmonary arteries,
including right heart catheterization,
pulmonary artery angiography, and
all imaging guidance

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

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

NON-COVERED

PRIOR AUTHORIZATION NOT
REQUIRED - Approval only
permitted when the member is
participating in an FDA approved
post approval trial that is
registered.

PG0043 Experimental Investigational
Procedures Services

Paramount Medicare Advantage Plans - Leadless Cardiac Pacemaker
Systems (i.e., MicraTM Transcatheter Pacemaker System, Aveir VR
Leadless System). Leadless cardiac pacemaker systems are
miniaturized, full featured single or dual chamber pacemakers that are
implanted directly in the right ventricle and right atrium in the case of dual
chamber pacemakers. They are thought to provide treatment options for
patients with Class | or Class Il indication for bradycardia pacing therapy
without the increased risk for infection. For Medicare Advantage
members only: approval if the member is participating in an FDA
approved post approval trial that is registered.

0796T

RIGHT ATRIAL PACEMAKER
COMPONENT (WHEN AN
EXISTING RIGHT VENTRICULAR
SINGLE LEADLESS
PACEMAKER EXISTS TO
CREATE A DUAL-CHAMBER
LEADLESS PACEMAKER
SYSTEM)

NON-COVERED

PRIOR AUTHORIZATION NOT
REQUIRED - Approval only
permitted when the member is
participating in an FDA approved
post approval trial that is
registered.

PG0043 Experimental Investigational
Procedures Services

Paramount Medicare Advantage Plans - Leadless Cardiac Pacemaker
Systems (i.e., MicraTM Transcatheter Pacemaker System, Aveir VR
Leadless System). Leadless cardiac pacemaker systems are
miniaturized, full featured single or dual chamber pacemakers that are
implanted directly in the right ventricle and right atrium in the case of dual
chamber pacemakers. They are thought to provide treatment options for
patients with Class | or Class Il indication for bradycardia pacing therapy
without the increased risk for infection. For Medicare Advantage
members only: approval if the member is participating in an FDA
approved post approval trial that is registered.

0797T

RIGHT VENTRICULAR
PACEMAKER COMPONENT
(WHEN PART OF A
DUALCHAMBER LEADLESS
PACEMAKER SYSTEM)

NON-COVERED

PRIOR AUTHORIZATION NOT
REQUIRED - Approval only
permitted when the member is
participating in an FDA approved
post approval trial that is
registered.

PG0043 Experimental Investigational
Procedures Services

Paramount Medicare Advantage Plans - Leadless Cardiac Pacemaker
Systems (i.e., MicraTM Transcatheter Pacemaker System, Aveir VR
Leadless System). Leadless cardiac pacemaker systems are
miniaturized, full featured single or dual chamber pacemakers that are
implanted directly in the right ventricle and right atrium in the case of dual
chamber pacemakers. They are thought to provide treatment options for
patients with Class | or Class Il indication for bradycardia pacing therapy
without the increased risk for infection. For Medicare Advantage
members only: approval if the member is participating in an FDA
approved post approval trial that is registered.




Codes

Code Description

Paramount Commercial
Insurance Plans

Elite (Medicare Advantage)
Plans

Policy

DETAILS/NOTES

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

NON-COVERED

PRIOR AUTHORIZATION NOT
REQUIRED - Approval only
permitted when the member is
participating in an FDA approved
post approval trial that is
registered.

PG0043 Experimental Investigational
Procedures Services

Paramount Medicare Advantage Plans - Leadless Cardiac Pacemaker
Systems (i.e., MicraTM Transcatheter Pacemaker System, Aveir VR
Leadless System). Leadless cardiac pacemaker systems are
miniaturized, full featured single or dual chamber pacemakers that are
implanted directly in the right ventricle and right atrium in the case of dual
chamber pacemakers. They are thought to provide treatment options for
patients with Class | or Class Il indication for bradycardia pacing therapy
without the increased risk for infection. For Medicare Advantage
members only: approval if the member is participating in an FDA
approved post approval trial that is registered.

0799T

RIGHT ATRIAL PACEMAKER
COMPONENT

NON-COVERED

PRIOR AUTHORIZATION NOT
REQUIRED - Approval only
permitted when the member is
participating in an FDA approved
post approval trial that is
registered.

PG0043 Experimental Investigational
Procedures Services

Paramount Medicare Advantage Plans - Leadless Cardiac Pacemaker
Systems (i.e., MicraTM Transcatheter Pacemaker System, Aveir VR
Leadless System). Leadless cardiac pacemaker systems are
miniaturized, full featured single or dual chamber pacemakers that are
implanted directly in the right ventricle and right atrium in the case of dual
chamber pacemakers. They are thought to provide treatment options for
patients with Class | or Class Il indication for bradycardia pacing therapy
without the increased risk for infection. For Medicare Advantage
members only: approval if the member is participating in an FDA
approved post approval trial that is registered.

0800T

RIGHT VENTRICULAR
PACEMAKER COMPONENT
(WHEN PART OF A
DUALCHAMBER LEADLESS
PACEMAKER SYSTEM)

NON-COVERED

PRIOR AUTHORIZATION NOT
REQUIRED - Approval only
permitted when the member is
participating in an FDA approved
post approval trial that is
registered.

PG0043 Experimental Investigational
Procedures Services

Paramount Medicare Advantage Plans - Leadless Cardiac Pacemaker
Systems (i.e., MicraTM Transcatheter Pacemaker System, Aveir VR
Leadless System). Leadless cardiac pacemaker systems are
miniaturized, full featured single or dual chamber pacemakers that are
implanted directly in the right ventricle and right atrium in the case of dual
chamber pacemakers. They are thought to provide treatment options for
patients with Class | or Class Il indication for bradycardia pacing therapy
without the increased risk for infection. For Medicare Advantage
members only: approval if the member is participating in an FDA
approved post approval trial that is registered.

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). WHEN

NON-COVERED

PRIOR AUTHORIZATION NOT
REQUIRED - Approval only
permitted when the member is
participating in an FDA approved
post approval trial that is
registered.

PG0043 Experimental Investigational
Procedures Services

Paramount Medicare Advantage Plans - Leadless Cardiac Pacemaker
Systems (i.e., MicraTM Transcatheter Pacemaker System, Aveir VR
Leadless System). Leadless cardiac pacemaker systems are
miniaturized, full featured single or dual chamber pacemakers that are
implanted directly in the right ventricle and right atrium in the case of dual
chamber pacemakers. They are thought to provide treatment options for
patients with Class | or Class Il indication for bradycardia pacing therapy
without the increased risk for infection. For Medicare Advantage
members only: approval if the member is participating in an FDA
approved post approval trial that is registered.




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
Paramount Medicare Advantage Plans - Leadless Cardiac Pacemaker
Systems (i.e., MicraTM Transcatheter Pacemaker System, Aveir VR
PRIOR AUTHORIZATION NOT Leadless System). Leadless cardiac pacemaker systems are
REQUIRED - Approval only miniaturized, full featured single or dual chamber pacemakers that are
0802T RIGHT ATRIAL PACEMAKER NON-COVERED permitted when the member is PG0043 Experimental Inyestigational implanted directly in the right ventricle and right _atrium in the case of dual
COMPONENT participating in an FDA approved Procedures Services chamber pacemakers. They are thought to provide treatment options for
post approval trial that is patients with Class | or Class Il indication for bradycardia pacing therapy
registered. without the increased risk for infection. For Medicare Advantage
members only: approval if the member is participating in an FDA
approved post approval trial that is registered.
Paramount Medicare Advantage Plans - Leadless Cardiac Pacemaker
Systems (i.e., MicraTM Transcatheter Pacemaker System, Aveir VR
RIGHT VENTRICULAR PRIOR AUTHORIZATION NOT Lgaldlesg System). Leadle;s cardiac pacemaker systems are
PACEMAKER COMPONENT REQUIRED - Approval only ] o mm|atunzed_, full fgatured_smgle or_dual cha_mber p.acer.nakers that are
0803T (WHEN PART OF A NON-COVERED pe_rrrlutte.d w_hen the member is PG0043 Experimental In\{estlgatlonal implanted directly in the right ventricle and right gtrlum in the case of dual
DUALCHAMBER LEADLESS participating in an FpA app_roved Procedures Services chgmber pacemakers. They are th.oug.ht to provide tregtment_optlons for
PACEMAKER SYSTEM) post approval trial that is patients with Class | or Class Il indication for bradycardia pacing therapy
registered. without the increased risk for infection. For Medicare Advantage
members only: approval if the member is participating in an FDA
approved post approval trial that is registered.
PROGRAMMING DEVICE
EY?;::‘;SS;EJEE?I\SACI;EEF%EH Paramouqt Medicare Advantage Plans - Leadless Cardiac Pacgmaker
IMPLANTABLE DEVICE TO TEST Systems (i.e., MicraTM Transcath_eter Pacemaker System, Aveir VR
THE FUNCTION OF DEVICE AND PRIOR AUTHORIZATION NOT L9§dle5§ System). Leadle§s cardiac pacemaker systems are
TO SELECT OPTIMAL REQUIRED - Approval only_ ) o _mlmatunzed_, full fe_atured_smgle or_dual cha_mber p_acer_nakers that are
0804T PERMANENT PROGRAMMED NON-COVERED pe_rrrlutte.d w_hen the member is PG0043 Experimental In\{estlgatlonal implanted directly in the right ventricle and right gtrlum in the case of dual
VALUES. WITH ANALYSIS participating in an FI_IJA app_roved Procedures Services chamber p_acemakers They are th_oug_ht to provide trea_tment_optlons for
REVIEW AND REPORT BYYA post apprqval trial that is pa_ments wnh Class | or.CIass .” |nd|§at|on for brelldycard|a pacing therapy
PHYél CIAN OR OTHéR registered. without the increased nskfor infection. I_:or Mgd_lcafe A_dvantage
QUALIFIED HEALTH CARE members only: approval If. the melmber.|s participating in an FDA
PROFESSIONAL, LEADLESS approved post approval trial that is registered.
PACEMAKER SYSTEM IN DUAL
Trar\llséc:;h:;\?;Zﬂgg{;}cgtiacn\fiazcgenor PG0108 Transcathgter Heart Valve
0805T implantation (ie, caval valve NON-COVERED NON-COVERED Procedures-Archived; PG0043 NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
implantation [CAVI]); percutaneous Experimental Investlgatlonal Procedures
femoral vein approach Services
Trar:lsecrzhci:\?;T)L:gz:;]zzrtiin\:ja:\r;genor PG0108 Transcath(_eter Heart Valve
0806T implantation (ie, caval valve NON-COVERED NON-COVERED Procedures-Archived; PG0043 NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

implantation [CAVI]); open femoral
vein approach

Experimental Investigational Procedures
Services




Codes

Code Description

Paramount Commercial
Insurance Plans

Elite (Medicare Advantage)
Plans

Policy

DETAILS/NOTES

0809T

Arthrodesis, sacroiliac joint,
percutaneous or minimally invasive
(indirect visualization), with image
guidance, placement of transfixing
device(s) and intra-articular
implant(s), including allograft or
synthetic device(s)

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0813T

Esophagogastroduodenoscopy,
flexible, transoral, with volume
adjustment of intragastric bariatric
balloon

NON-COVERED

NON-COVERED

PG0163 Metabolic and Bariatric Surgery;
PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0814T

Percutaneous injection of calcium-
based biodegradable
osteoconductive material, proximal
femur,
including imaging guidance,
unilateral

NON-COVERED

NON-COVERED

PG0365 Bone Graft Substitutes; PG0043
Experimental Investigational Procedures
Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0816T

OUpen Inserton or replacement ot
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

nctariar tihial nania:

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0817T

narfarmad nact.

Open INSeffion or replacement ot
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

narfarmad nnoctariar tihial nania-

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0818T

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

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0819T

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

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
Transcatheter insertion of Paramount Medicare Advantage Plans - Leadless Cardiac Pacemaker
permanent single-chamber Systems (i.e., MicraTM Transcatheter Pacemaker System, Aveir VR
leadless pacemaker, right atrial, PRIOR AUTHORIZATION NOT Leadless System). Leadless cardiac pacemaker systems are
including imaging guidance (eg, REQUIRED - Approval only miniaturized, full featured single or dual chamber pacemakers that are
0823T fluoroscopy, venous ultrasound, NON-COVERED permitted when the member is PG0043 Experimental Investigational implanted directly in the right ventricle and right atrium in the case of dual
right atrial angiography and/or right participating in an FDA approved Procedures Services chamber pacemakers. They are thought to provide treatment options for
ventriculography, femoral post approval trial that is patients with Class | or Class Il indication for bradycardia pacing therapy
venography, cavography) and registered. without the increased risk for infection. For Medicare Advantage
device evaluation (eg, interrogation members only: approval if the member is participating in an FDA
or programming), when performed approved post approval trial that is registered
Paramount Medicare Advantage Plans - Leadless Cardiac Pacemaker
Transcatheter removal of " . N
ermanent single-chamber Systems (i.e., MicraTM Transcatheter Pacemaker System, Aveir VR
P gle-ch - PRIOR AUTHORIZATION NOT Leadless System). Leadless cardiac pacemaker systems are
leadless pacemaker, right atrial, I A
including imaging guidance (eg REQUIRED - Approval only miniaturized, full featured single or dual chamber pacemakers that are
’ permitted when the member is PG0043 Experimental Investigational implanted directly in the right ventricle and right atrium in the case of dual
0824T fluoroscopy, venous ultrasound, NON-COVERED S - - .
. ) h ) participating in an FDA approved Procedures Services chamber pacemakers. They are thought to provide treatment options for
right atrial angiography and/or right 5 5 X ] T ) .
- post approval trial that is patients with Class | or Class Il indication for bradycardia pacing therapy
ventriculography, femoral ; ) . . . N A
registered. without the increased risk for infection. For Medicare Advantage
venography, cavography), when . ) ; S
members only: approval if the member is participating in an FDA
performed - - .
approved post approval trial that is registered
re E::;Zﬁhgfte;;n;i\;ﬁ?: e Paramount Medicare Advantage Plans - Leadless Cardiac Pacemaker
ch;)mber Ieadlesz acemaker ng| ht Systems (i.e., MicraTM Transcatheter Pacemaker System, Aveir VR
atrial, includin impa in uidéncge PRIOR AUTHORIZATION NOT Leadless System). Leadless cardiac pacemaker systems are
('e fluorc?sco 9 vgeﬁous REQUIRED - Approval only miniaturized, full featured single or dual chamber pacemakers that are
9. 3 p.y' X permitted when the member is PG0043 Experimental Investigational implanted directly in the right ventricle and right atrium in the case of dual
0825T ultrasound, right atrial angiography NON-COVERED S } ) ¥
! N participating in an FDA approved Procedures Services chamber pacemakers. They are thought to provide treatment options for
and/or right ventriculography, : . X . P B .
post approval trial that is patients with Class | or Class Il indication for bradycardia pacing therapy
femoral venography, cavography) B - - . B N )
. - registered. without the increased risk for infection. For Medicare Advantage
and device evaluation (eg, . ) - LT
. ; ] members only: approval if the member is participating in an FDA
interrogation or programming), approved post approval trial that is registered
when performed pp P pp 9
Programming device evaluation (in Paramount Medicare Advantage Plans - Leadless Cardiac Pacemaker
person) with iterative adjustment of Systems (i.e., MicraTM Transcatheter Pacemaker System, Aveir VR
the implantable device to test the PRIOR AUTHORIZATION NOT Leadless System). Leadless cardiac pacemaker systems are
function of the device and select REQUIRED - Approval only miniaturized, full featured single or dual chamber pacemakers that are
optimal permanent programmed permitted when the member is PG0043 Experimental Investigational implanted directly in the right ventricle and right atrium in the case of dual
0826T . . . NON-COVERED ST . X X
values with analysis, review and participating in an FDA approved Procedures Services chamber pacemakers. They are thought to provide treatment options for
report by a physician or other post approval trial that is patients with Class | or Class Il indication for bradycardia pacing therapy
qualified health care professional, registered. without the increased risk for infection. For Medicare Advantage
leadless pacemaker system in members only: approval if the member is participating in an FDA
single-cardiac chamber approved post approval trial that is registered
Externally applied transcranial
magnetic stimulation with PRIOR AUTHORIZATION PRIOR AUTHORIZATION PG0294 Transcranial Magnetic Stimulation |Procedure 0858T went from noncoverage E/I to allowed coverage with a
0858T concomitant measurement of

evoked cortical potentials with
automated report

REQUIRED - MEDICAL POLICY

REQUIRED - MEDICAL POLICY

(TMS)

PA effective 06/01/2024




0861T

Removal of pulse generator for
wireless cardiac stimulator for left
ventricular pacing; both
components (battery and
transmitter)

PG0043 Experimental Investigational
Procedures Services

0862T

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

PG0043 Experimental Investigational
Procedures Services

0863T

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

PG0043 Experimental Investigational
Procedures Services

0864T

Low-intensity extracorporeal shock
wave therapy involving corpus
cavernosum, low energy Status
Code C-Carriers price code

PG0004 Extracorporeal Shock Wave
(ESWT)-Archived 090124. PG0043
Experimental Investigational Procedures
Services

New code effective 01/01/2024

0865T

Quantitative magnetic resonance
image (MRI) analysis of the brain
with comparison to prior magnetic
resonance (MR) study(ies),
including lesion identification,
characterization, and quantification,
with brain volume(s) quantification
and/or severity score, when
performed, data preparation and
transmission, interpretation and
report, obtained without diagnostic
MRI examination of the brain during
the same session

PG0043 Experimental Investigational
Procedures Services

New code effective 01/01/2024




Codes

Code Description

Paramount Commercial
Insurance Plans

Elite (Medicare Advantage)
Plans

Policy

DETAILS/NOTES

0866T

Quantitative magnetic resonance
image (MRI) analysis of the brain
with comparison to prior magnetic
resonance (MR) study(ies),
including lesion detection,
characterization, and quantification,
with brain volume(s) quantification
and/or severity score, when
performed, data preparation and
transmission, interpretation and
report, obtained with diagnostic
MRI examination of the brain (List
separately in addition to code for
primary procedure)

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

New code effective 01/01/2024

0889T

0890T

0891T

0892T

Personalized target development
for accelerated, repetitive high-
dose functional connectivity MRI-
guided theta-burst stimulation
derived from a structural and
resting-state functional MRI,
including data preparation and
transmission, generation of the
target, motor threshold-starting

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

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

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

NON-COVERED

NON-COVERED

PG0294 Transcranial Magnetic Stimulation
(TMS)

New Code Effective 7/1/2024

NON-COVERED

NON-COVERED

PG0294 Transcranial Magnetic Stimulation
(TMS)

New Code Effective 7/1/2024

NON-COVERED

NON-COVERED

PG0294 Transcranial Magnetic Stimulation
(TMS)

New Code Effective 7/1/2024

NON-COVERED

NON-COVERED

PG0294 Transcranial Magnetic Stimulation
(TMS)

New Code Effective 7/1/2024

0906T

Concurrent optical and magnetic
stimulation (COMS) therapy, wound
assessment and dressing care, first
application, total wound(s) surface
area less than or equal to 50 sq cm

NON-COVERED

NON-COVERED - See
Detail/Notes

PG0043 Experimental Investigational
Procedures Services

New code effective 01/01/2025. For recipients of Concurrent Optical and
Magnetic Stimulation (COMS® One Therapy System) who ARE

participating in the

Medicare-approved Category B Investigational Device Exemption (IDE)

study:

This service may be covered by Medicare only if the member is enrolled




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
Toncurrent optical and magnetic NEw code effective UL/0172025. For recipients of Concurrent optcal and |
stimulation (COMS) therapy, wound Magnetic Stimulation (COMS® One Therapy System) who ARE
assessment and dressing care; ) _ . - participating in the
0907T each additional application, total NON-COVERED Dol COV_ERED SeB PG0043 Experimental In\(estlgatlonal Medicare-approved Category B Investigational Device Exemption (IDE)
Detail/Notes Procedures Services ;
wound(s) surface area less than or study:
equal to 50 sq cm (List separately This service may be covered by Medicare only if the member is enrolled
in_ additinn tn cada far nrimmans in tha Madicara_annrovad Catannns B ctidhy
Photobiomodulation therapy of
0936T retina, smgl(_a session [\/aleda NON-COVERED NON-COVERED PG0043 Experimental In\(estlgatlonal (New code 01/01/2025) [Valeda Photobiomodulation
Photobiomodulation Procedures Services System(LumaThera)]
System(LumaThera)],
Nonemergency transportation and
. . y PRIOR AUTHORIZATION PRIOR AUTHORIZATION . . . . .
A0140 air travgl (prlvatg or commercial) REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL POLICY PG0455 Ambulance Transportation Review medical policy for coverage/noncoverage details.
intra-or interstate
Extra ambulance attendant, ground . . . . .
L ! PRIOR AUTHORIZATION PRIOR AUTHORIZATION . Review medical policy for coverage/noncoverage details. Requires
AD424 (ALS or BLS) or air (fixed or rofary | pe o) |pep - MEDICAL POLICY | REQUIRED - MEDICAL POLICY PG0455 Ambulance Transportation 0 oo review,
winged); (requires medical review)
Ambulance service, conventional
. . ! PRIOR AUTHORIZATION PRIOR AUTHORIZATION . . . . .
A0430 air sewlce(:;,i,xtéznwsi;;c;r)t, one way REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL POLICY PG0455 Ambulance Transportation Review medical policy for coverage/noncoverage details.
Ambulance service, conventional
. . ! PRIOR AUTHORIZATION PRIOR AUTHORIZATION . . ) . .
A0431 air servnc?rsc;tg?;:‘l;i)r?;), one way REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL POLICY PG0455 Ambulance Transportation Review medical policy for coverage/noncoverage details.
Fixed wing air mileage, per statute PRIOR AUTHORIZATION PRIOR AUTHORIZATION . ; ) . )
A0435 mile REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL POLICY PG0455 Ambulance Transportation Review medical policy for coverage/noncoverage details.
A0436 Rotary wing air mileage, per statute O A LORIZATION AN O AILIORIZATION PG0455 Ambulance Transportation Review medical policy for coverage/noncoverage details.

mile

REQUIRED - MEDICAL POLICY

REQUIRED - MEDICAL POLICY




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description e CES o Policy DETAILS/NOTES
Noncovered ambulance mileage,
. . PRIOR AUTHORIZATION PRIOR AUTHORIZATION . . . . .
A0888 per mile (e.g., for mlle§ travelg_d REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL POLICY PG0455 Ambulance Transportation Review medical policy for coverage/noncoverage details.
beyond closest appropriate facility)
Unlisted ambulance service [when
- . PRIOR AUTHORIZATION PRIOR AUTHORIZATION . . . . .
A0999 specified as ambulance service, REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL POLICY PG0455 Ambulance Transportation Review medical policy for coverage/noncoverage details.
water transport]
Supply allowance for adjunctive,
nonimplanted continuous glucose PRIOR AUTHORIZATION NOT
A4238 monitor (CGM), includes all PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0177 Continuous Blood Glucose Paramount Medicare Advantage Plans - no prior authorization required
supplies and accessories, 1 month REQUIRED - INTERQUAL MEDICARE COVERAGE Monitoring Systems & Insulin Pumps Coverage to follow CMS coverage guidelines.
supply = 1 unit of service (Effective CRITERIA
04/01/2022)
Supply allowance for
nonadjunctive, nonimplanted
A4239 Cont'r‘i:gﬁlsdiu;ﬁii mizzogn(SCM)' PRIOR AUTHORIZATION PRIOR AUTHORIZATION NOT PGO0177 Continuous Blood Glucose Paramount Medicare Advantage Plans - no prior authorization required
: PP REQUIRED - INTERQUAL REQUIRED Monitoring Systems & Insulin Pumps Coverage to follow CMS coverage guidelines.
accessories, 1 month supply = 1
unit of service (Effective
01/01/2023)
Effective 01/01/2023, Paramount Medicare Advantage Plans - No prior
Blood Ketone test or reagent strip, PRIOR AUTHORIZATION PRIOR AUTHORIZATION PG0155 Glucose Testing Supplles-ar(_:hlved- authonz_a_tlon_ required for Blood Glucose Mo_nltors e_md Testing Supplies
A4252 each REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL POLICY converted to RM032 Glucose Testing when utilization of a preferred product , medical policy PG0155 Glucose
Supplies.100124 Testing Supplies-archived-converted to RM032 Glucose Testing
Supplies.100124
Blood glucose test or reagent strips PRIOR AUTHORIZATION Effective 01/01/2023, Paramount Medicare Advantage Plans - No prior
for home blood glucose monitor, PG0155 Glucose Testing Supplies-archived- authorization required for Blood Glucose Monitors and Testing Supplies
N } PRIOR AUTHORIZATION REQUIRED - FOLLOW X P N )
A4253 per 50 strips (e.g., True Metrix, One converted to RM032 Glucose Testing when utilization of a preferred product. Refer to medical policy PG0155
REQUIRED - MEDICAL POLICY MEDICARE COVERAGE . ) X . .
Touch, FreeStyle, Accu-Chek, CRITERIA. See Notes Supplies.100124 Glucose Testing Supplies-archived-converted to RM032 Glucose Testing
Contour) : Supplies.100124
Effective 01/01/2023, Paramount Medicare Advantage Plans - No prior
PRIOR AUTHORIZATION . . . - A X . .
Platforms for home blood glucose PRIOR AUTHORIZATION REQUIRED - FOLLOW PGOlSl_—S Glucose Testing Supplies-archived| authonz_a_uon_ required for Blood Glucose Mo_nltors a_\nd Testing Supplies
A4255 . -archived-converted to RM032 Glucose |when utilization of a preferred product , medical policy PG0155 Glucose
monitor, 50 per box REQUIRED - MEDICAL POLICY MEDICARE COVERAGE - . . " . N
CRITERIA Testing Supplies.100124 Testing Supplies-archived-converted to RM032 Glucose Testing

Supplies.100124




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
Effective 01/01/2023, Paramount Medicare Advantage Plans - No prior
. ) ERIORIATNORIZLTION PGO0155 Glucose Testing Supplies-archived-|authorization required for Blood Glucose Monitors ar?d Testing Supzlies
Normal, low, and high calibrator PRIOR AUTHORIZATION REQUIRED - FOLLOW . P ; N
A4256 . - converted to RM032 Glucose Testing when utilization of a preferred product , medical policy PG0155 Glucose
solution/chips REQUIRED - MEDICAL POLICY MEDICARE COVERAGE " . . . .
Supplies.100124 Testing Supplies-archived-converted to RM032 Glucose Testing
CRITERIA .
Supplies.100124
Effective 01/01/2023, Paramount Medicare Advantage Plans - No prior
. ) PRIOR AUTHORIZATION ) . ) ve . dvantage Fian pr
Replacement lens shield cartridge PGO0155 Glucose Testing Supplies-archived- authorization required for Blood Glucose Monitors and Testing Supplies
R S PRIOR AUTHORIZATION REQUIRED - FOLLOW n P . )
A4257 for use with laser skin piercing archived-converted to RM032 Glucose |when utilization of a preferred product , medical policy PG0155 Glucose
X REQUIRED - MEDICAL POLICY MEDICARE COVERAGE R y . " . .
device, each (Not Covered) Testing Supplies.100124 Testing Supplies-archived-converted to RM032 Glucose Testing
CRITERIA X
Supplies.100124
Effective 01/01/2023, Paramount Medicare Advantage Plans - No prior
PRIOR AUTHORIZATION . ) . o S X . .
Spring-powered device for lancet, PRIOR AUTHORIZATION REQUIRED - FOLLOW PG015_5 Glucose Testing Supplies-archived authonz.a.non. required for Blood Glucose Mo.nltors a}nd Testing Supplies
A4258 archived-converted to RM032 Glucose |when utilization of a preferred product , medical policy PG0155 Glucose
each REQUIRED - MEDICAL POLICY MEDICARE COVERAGE ; N - . ) .
Testing Supplies.100124 Testing Supplies-archived-converted to RM032 Glucose Testing
CRITERIA .
Supplies.100124
Effective 01/01/2023, Paramount Medicare Advantage Plans - No prior
PRIOR AUTHORIZATION ) . ) ve e dvantage Fian pri
PG0155 Glucose Testing Supplies-archived- authorization required for Blood Glucose Monitors and Testing Supplies
PRIOR AUTHORIZATION REQUIRED - FOLLOW . P . )
A4259 Lancets, per box of 100 converted to RM032 Glucose Testing when utilization of a preferred product. Refer to medical policy PG0155
REQUIRED - MEDICAL POLICY MEDICARE COVERAGE . ) X . X
Supplies.100124 Glucose Testing Supplies-archived-converted to RM032 Glucose Testing
CRITERIA. See Notes :
Supplies.100124
Surgical dressing holder, non-
A4461 g 9 NoN-COVERED NON-COVERED
reusable, each
A4463 Surgical dress'gg:ﬁ'de“ reusable, NoN-COVERED NON-COVERED
Distal transcutaneous electrical . L
- - P 43 Experimental Investigational
A4540 nerve stimulator, stimulates NON-COVERED NON-COVERED G0043 Experimental Investigationa

peripheral nerves of the upper arm

Procedures Services




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
Ad5A1 Monthly supplies for use of device NON-COVERED NON-COVERED PG0043 Experimental In\(estlgatlonal
coded at E0733 Procedures Services
Supplies and accessories for PRIOR AUTHORIZATION
Ad542 external upper limb tremor PRIOR AUTHORIZATION REQUIRED - FOLLOW
stimulator of the peripheral nerves REQUIRED - INTERQUAL MEDICARE COVERAGE
of the wrist CRITERIA
Neuromuscular electrical stimulator PG0228 Neuromuscular, Functional, &
Ad560 (NMES), disposable, replacement NON-COVERED NON-COVERED Therapeutic Electrlcal Stlmulathn Therapy, Effective 08/01/2024 procedures A4560, A4593, A4594 listed as non-
onl PG0043 Experimental Investigational covered
Y Procedures Services
PG0462 Rectal Control System for Fecal |NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL. 46999-
Rectal control system for vaginal Incontinence (Eclipse)-Archived; PG0043 |[Unlisted procedure, anus = noncovered when related to the treatment of
A4563 ) insertion, for long term use, NON-COVERED NON-COVERED Experlmenta} Investigational Procedurfes Rectal Control System.for Fecal Incontlnence.(Ecllpse). 58999-Unlisted
includes pump and all supplies and Services -Vaginal bowel control (eg, Eclipse |procedure, female genital system (nonobstetrical) = noncovered when
accessories, any type each system) for fecal incontinence are Not related to the treatment of Rectal Control System for Fecal Incontinence
Covered. (Eclipse)
Topical hyperbaric oxygen PG0205 Hyperbaric Oxygen Therapy
A4575 P VP . Y9 NON-COVERED NON-COVERED (HBOT); PG0043 Experimental NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
chamber, disposable A -
Investigational Procedures Services
Neuromodulation stimulator PG0228 Neuromuscular, Functional, &
A4593 system, adjunct to rehabilitation NON-COVERED NON-COVERED Therapeutic Electrllcal Stlmulathn Therapy, Effective 08/01/2024 procedures A4560, A4593, A4594 listed as non-
f PG0043 Experimental Investigational covered
therapy regime, controlle ;
Procedures Services
Neuromodulation stimulator PG0228 Neuromuscular, Functional, &
A4594 system, adjunct to rehabilitation NON-COVERED NON-COVERED Therapeutic Electrical Stimulation Therapy, |Effective 08/01/2024 procedures A4560, A4593, A4594 listed as non-

therapy regime, mouthpiece, each

PG0043 Experimental Investigational
Procedures Services

covered




A4633

Replacement bulb/lamp for
ultraviolet light therapy system,
each

A6000

Noncontact wound-warming wound
cover for use with the noncontact
wound-warming device and
warming card

PG0383 Home Phototherapy for
Dermatologic Conditions-archived-
combined with medical policy PG0162
Phototherapy, PUVA, UV-A, UV-B and
Targeted
for Dermatologic Conditions, Office & Home

Effective 12/01/2024 procedure A4633 requires a prior authorization for
all product lines.

AB025

Gel sheet for dermal or epidermal
application, (e.g., silicone, hydrogel,
other), each wound pouch, each

AB413

Adhesive bandage, first-aid type,
any size, each

A7020

Interface for cough stimulating
device, includes all components,
replacement only

A7021

Supplies and accessories for lung
expansion airway clearance,
continuous high frequency
oscillation, and nebulization device
(e.g., handset, nebulizer kit,
biofilter)

PG0227 Airway Clearance Devices

PG0227 Airway Clearance Devices




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
High frequency chest wall PRIOR AUTHORIZATION
oscillation system vest, PRIOR AUTHORIZATION REQUIRED - FOLLOW ; .
AT025 replacement for use with patient REQUIRED - INTERQUAL MEDICARE COVERAGE PG0227 Ainway Clearance Devices
owned equipment, each CRITERIA
High frequency chest wall PRIOR AUTHORIZATION
oscillation system hose, PRIOR AUTHORIZATION REQUIRED - FOLLOW . .
A7026 replacement for use with patient REQUIRED - INTERQUAL MEDICARE COVERAGE PGO227 Airway Clearance Devices
owned equipment, each CRITERIA
External ambulatory insulin delivery PRIOR AUTHORIZATION NOT
A9274 system, disposable, each, includes PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0177 Continuous Blood Glucose Paramount Medicare Advantage Plans - no prior authorization required
all supplies and accessories (used REQUIRED - INTERQUAL MEDICARE COVERAGE Monitoring Systems & Insulin Pumps Coverage to follow CMS coverage guidelines.
for the Omni Pods) CRITERIA
Sensor; invasive (e.g.,
subcutaneous), disposable, for use PRIOR AUTHORIZATION NOT Effective 01/01/2023 procedures A9278, A9277, and A9276 will be
A9276 with nondurable medical equipment NON-COVERED REQUIRED - FOLLOW PG0177 Continuous Blood Glucose denied as noncovered.
interstitial continuous glucose MEDICARE COVERAGE Monitoring Systems & Insulin Pumps Paramount Medicare Advantage Plans - no prior authorization required
monitoring system (CGM), on unit = CRITERIA Coverage to follow CMS coverage guidelines.
1 month supply
Transmitter; external, for use with PRIOR AUTHORIZATION NOT Effective 01/01/2023 procedures A9278, A9277, and A9276 will be
A92TT nondurable medical equipment NON-COVERED REQUIRED - FOLLOW PG0177 Continuous Blood Glucose denied as noncovered.
interstitial continuous glucose MEDICARE COVERAGE Monitoring Systems & Insulin Pumps Paramount Medicare Advantage Plans - no prior authorization required
monitoring system (CGM) CRITERIA Coverage to follow CMS coverage guidelines.
Receiver (monitor); external, for PRIOR AUTHORIZATION NOT Effective 01/01/2023 procedures A9278, A9277, and A9276 will be
A9278 use with nondurable medical NON-COVERED REQUIRED - FOLLOW PG0177 Continuous Blood Glucose denied as noncovered.
equipment interstitial continuous MEDICARE COVERAGE Monitoring Systems & Insulin Pumps Paramount Medicare Advantage Plans - no prior authorization required
glucose monitoring system (CGM) CRITERIA Coverage to follow CMS coverage guidelines.
. - . PG0506 Prescription Digital Therapeutics
Prescription digital behavioral .
A9291 therapy, FDA cleared, per course NON-COVERED NON-COVERED (PDTs) Health Products; PG0043

of treatment

Experimental Investigational Procedures
Services




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
P
A9292 software-only, FDA cleared, per NON-COVERED NON-COVERED P d . p ’ NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
Health Products; PG0043 Experimental
course of treatment o N
Investigational Procedures Services
A9513 Lutetium Lu 177, dotatate, PRIOR AUTHORIZATION PRIOR AUTHORIZATION PG0494 Lutathera (Lutetium Lu 177
therapeutic, 1 millicurie REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL POLICY Dotatate)
Enteral formula, for adults, used to PRSI AURI PO
B4102 replace fluids ary1d electrol ’ es (e PRIOR AUTHORIZATION REQUIRED - FOLLOW PGO114 Enteral and Parenteral Nutrition Prior authorization required if NOT diagnosed with inborn errors of
P _— _yt \¢-0- | REQUIRED - MEDICAL POLICY MEDICARE COVERAGE metabolism.
clear liquids), 500 ml = 1 unit
CRITERIA
Enteral formula, for pediatrics, used BRIONACINORIZAON
- ! PRIOR AUTHORIZATION REQUIRED - FOLLOW ", Prior authorization required if NOT diagnosed with inborn errors of
B4103 (;0 reglg;:relifll:]liclij'ss)ar;%glemcltr_ollytj:‘it REQUIRED - MEDICAL POLICY MEDICARE COVERAGE PGO0114 Enteral and Parenteral Nutrition metabolism.
9 quics). = CRITERIA
PRIOR AUTHORIZATION
Additive for enteral formula (e.g. PRIOR AUTHORIZATION REQUIRED - FOLLOW - Prior authorization required if NOT diagnosed with inborn errors of
B4l04 fiber) REQUIRED - MEDICAL POLICY MEDICARE COVERAGE PG0114 Enteral and Parenteral Nutrition | oo e
CRITERIA
In-line cartridge containin PRIOR AUTHORIZATION Prior authorization required if NOT diagnosed with inborn errors of
B4105 digestive enz rT?e(s) for entgral PRIOR AUTHORIZATION REQUIRED - FOLLOW PGO114 Enteral and Parenteral Nutrition metabolism. Procedure B4105 coverage with a diagnosis of Exocrine
g 4 REQUIRED - MEDICAL POLICY MEDICARE COVERAGE Pancreatic Insufficiency (EPI), per CMS and ODM-appendix DD,
feeding, each .
CRITERIA coverage indicated
Enteral formula, manufactured
’ S : PRIOR AUTHORIZATION REQUIRED - FOLLOW . Prior authorization required if NOT diagnosed with inborn errors of
B4149 fats, parbohydratgs, vnam!ns and REQUIRED - INTERQUAL MEDICARE COVERAGE PGO0114 Enteral and Parenteral Nutrition metabolism.
minerals, may include fiber, CRITERIA

administered through an enteral
feeding tube, 100 calories = 1 unit




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
Enteral formula, nutritionally
°°miﬁlcﬁixtgrﬁﬁﬁts”fﬁf"ts’ PRIOR AUTHORIZATION
Lo PRIOR AUTHORIZATION REQUIRED - FOLLOW . Prior authorization required if NOT diagnosed with inborn errors of
B4150 ca_rbohydrates,_vnamln; and REQUIRED - INTERQUAL MEDICARE COVERAGE PGO0114 Enteral and Parenteral Nutrition metabolism.
minerals, may include fiber,
- CRITERIA
administered through an enteral
feeding tube, 100 calories = 1 unit
Enterar formura, nutrmonany
complete, calorically dense (equal
to or greater than 1.5 kcal/ml) with PRIOR AUTHORIZATION
intact nutrients, includes proteins, PRIOR AUTHORIZATION REQUIRED - FOLLOW ", Prior authorization required if NOT diagnosed with inborn errors of
B4152 fats, carbohydrates, vitamins and REQUIRED - INTERQUAL MEDICARE COVERAGE PG0114 Enteral and Parenteral Nutrition metabolism.
minerals, may include fiber, CRITERIA
administered through an enteral
fooding titha 100 calarice — 1 _unit
Enteral formura, nutronary
complete, hydrolyzed proteins
(amino acids and peptide chain), PRIOR AUTHORIZATION
includes fats, carbohydrates, PRIOR AUTHORIZATION REQUIRED - FOLLOW - Prior authorization required if NOT diagnosed with inborn errors of
B4153 vitamins and minerals, may include | REQUIRED - INTERQUAL MEDICARE COVERAGE PGO114 Enteral and Parenteral Nutrition | oo e
fiber, administered through an CRITERIA
enteral feeding tube, 100 calories =
Enterar formula, nutronan orrﬁu”é',"nu Trionany
complete, for special metabolic
needs, excludes inherited disease PRIOR AUTHORIZATION
of metabolism, includes altered PRIOR AUTHORIZATION REQUIRED - FOLLOW - Prior authorization required if NOT diagnosed with inborn errors of
B4154 composition of proteins, fats, REQUIRED - INTERQUAL MEDICARE COVERAGE PG0114 Enteral and Parenteral Nutrition metabolism.
carbohydrates, vitamins and/or CRITERIA
minerals, may include fiber,
adminictarad thraiiah an antaral
ERterar rormula, nutrtonaity’
incomplete/modular nutrients,
includes specific nutrients, PRIOR AUTHORIZATION
carbohydrates (e.g. glucose PRIOR AUTHORIZATION REQUIRED - FOLLOW - Prior authorization required if NOT diagnosed with inborn errors of
BA4155 polymers), proteinslamino acids |  REQUIRED - INTERQUAL MEDICARE COVERAGE PGO114 Enteral and Parenteral Nutriion | o i
(e.g. glutamine, arginine), fat (e.g. CRITERIA
medium chain triglycerides) or
oomhination_adminictarad thranah
Enterar formula, nutriionary’
complete, for special metabolic
needs for inherited disease of PRIOR AUTHORIZATION
metabolism, includes proteins, fats, PRIOR AUTHORIZATION REQUIRED - FOLLOW . Prior authorization required if NOT diagnosed with inborn errors of
B4157 carbohydrates, vitamins and REQUIRED - INTERQUAL MEDICARE COVERAGE PGO114 Enteral and Parenteral Nutrition | o
minerals, may include fiber, CRITERIA
administered through an enteral
faadinag titha 100 calariae — 1_unit
ERteral formula, Tor pedratrics,
nutritionally complete with intact
nutrients, includes proteins, fats, PRIOR AUTHORIZATION
carbohydrates, vitamins and PRIOR AUTHORIZATION REQUIRED - FOLLOW - Prior authorization required if NOT diagnosed with inborn errors of
B4158 minerals, may include fiber and/or [ REQUIRED - INTERQUAL MEDICARE COVERAGE PG0114 Enteral and Parenteral Nutrition | 0o i
iron, administered through an CRITERIA

enteral feeding tube, 100 calories =

1 _unit




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
Enterar formura, Tor pearatrics,
nutritionally complete soy based
with intact nutrients, includes PRIOR AUTHORIZATION
proteins, fats, carbohydrates, PRIOR AUTHORIZATION REQUIRED - FOLLOW - Prior authorization required if NOT diagnosed with inborn errors of
B4159 vitamins and minerals, may include | REQUIRED - INTERQUAL MEDICARE COVERAGE PG0114 Enteral and Parenteral Nutrition | oo e
fiber and/or iron, administered CRITERIA
through an enteral feeding tube,
100 calariac — 1 _1init
Enterar formula, Tor pediatrics,
nutritionally complete calorically
dense (equal to or greater than 0.7 PRIOR AUTHORIZATION
kcal/ml) with intact nutrients, PRIOR AUTHORIZATION REQUIRED - FOLLOW ", Prior authorization required if NOT diagnosed with inborn errors of
B4160 includes proteins, fats, REQUIRED - INTERQUAL MEDICARE COVERAGE PGO0114 Enteral and Parenteral Nutrition | o e
carbohydrates, vitamins and CRITERIA
minerals, may include fiber,
adminictarad thraninh an antaral
Enteral formula, for pediatrics,
e hain poteins, incues LA B LY
I PRIOR AUTHORIZATION REQUIRED - FOLLOW . Prior authorization required if NOT diagnosed with inborn errors of
B4161 fats, F:arbohydratgs, V|tam!ns and REQUIRED - INTERQUAL MEDICARE COVERAGE PGO0114 Enteral and Parenteral Nutrition metabolism.
minerals, may include fiber,
- CRITERIA
administered through an enteral
feeding tube, 100 calories = 1 unit
Enterar formura, Tor peaiatrcs,
special metabolic needs for
inherited disease of metabolism, PRIOR AUTHORIZATION
includes proteins, fats, PRIOR AUTHORIZATION REQUIRED - FOLLOW - Prior authorization required if NOT diagnosed with inborn errors of
B4162 carbohydrates, vitamins and REQUIRED - INTERQUAL MEDICARE COVERAGE PGO114 Enteral and Parenteral Nutrition | o
minerals, may include fiber, CRITERIA
administered through an enteral
faadina titha 100 calariae — 1 1init
C1052 Hemostatic agent, gastrointestinal, NON-COVERED NON-COVERED PG0043 Experimental Investigational |\ o\ ~vERED - EXPERIMENTAL, INVESTIGATIONAL
topical (Hemospray®) Procedures Services
c1761 Catheter, transluminal intravascular NON-COVERED NON-COVERED PG0043 Experimental Investigational |\ o\ oVERED - EXPERIMENTAL, INVESTIGATIONAL
lithotripsy, coronary Procedures Services
c1782 NON-COVERED NON-COVERED PG0344 Uterine Fibroid Surgical

Morcellator

Treatments-Archived 080124




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
C1839 Iris prosthesis NON-COVERED NON-COVERED PG0043 Experimental Investigational |\ o\ ~6vERED - EXPERIMENTAL, INVESTIGATIONAL
Procedures Services
Retinal prosthesis, includes all
c1841 internal and external components NON-COVERED NON-COVERED PG0043 Experimental Investigational |\ 5. covERED - EXPERIMENTAL, INVESTIGATIONAL
(Argus Il Retinal Prosthesis Procedures Services
System)
Retinal prosthesis, includes all
c1842 internal and external components; NON-COVERED NON-COVERED PG0043 Experimental Investigational |\ | coVERED - EXPERIMENTAL, INVESTIGATIONAL
add-on to C1841 (Argus Il Retinal Procedures Services
Prosthesis System)
Implantable wireless pulmonary
C2624 artery pressure sensor with delivery NON-COVERED NON-COVERED PG0043 Experimental Investigational |\ ~6vERED - EXPERIMENTAL, INVESTIGATIONAL
catheter, including all system Procedures Services
components
PG0384 Drug Eluting Devices for Use
Mometasone furoate sinus implant, Following Endoscopic Sinus Surgery-
C9122 10 micrograms (Sinuva) NON-COVERED NON-COVERED archived 120124; PG0043 Experimental NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
Investigational Procedures Services
Procedures QZU4T, Q20427 QZ053, QZ05%4, QZU55, QZU56, SZI07 may
not be an all-inclusive listing, and C9399 when utilized for a CAR-T cell
therapy. Prior Authorization review and approval is required for every
9399 Unclassified drugs or biologicals PRIOR AUTHORIZATION PRIOR AUTHORIZATION PG0460 Chimeric Antigen Receptor (CAR)- [request of intravenous infusion of Chimeric Antigen Receptor (CAR)-T
9 9 REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL POLICY T Cell Therapy Cell Therapy [including, but not limited to, tisagenlecleucel (Kymriah),
axicabtagene ciloleucel (Yescarta), lisocabtagene maraleucel (Breyanzi),
brexucabtagene autoleucel (Tecartus), and idecabtagene vicleucel
[Ahacmall Effacthia March 120292 _ fanmard Car. T Coll Tharanv Driar.
Cystourethroscopy, with insertion of| EFFECTIVE 04/01/2025 PRIOR | EFFECTIVE 04/01/2025 PRIOR . .
C9739 rans-prostatic implant; one to three | AUTHORIZATION REQUIRED - | AUTHORIZATION REQUIRED - | FCG0534 Treatments for Benigh Prostatic

implants (Urolift System)

MEDICAL POLICY

MEDICAL POLICY

Hypertrophy (BPH)




Codes

Code Description

Paramount Commercial
Insurance Plans

Elite (Medicare Advantage)
Plans

Policy

DETAILS/NOTES

C9740

Cystourethroscopy, with insertion of
trans-prostatic implant; four or more
implants (Urolift System)

EFFECTIVE 04/01/2025 PRIOR
AUTHORIZATION REQUIRED -
MEDICAL POLICY

EFFECTIVE 04/01/2025 PRIOR
AUTHORIZATION REQUIRED -
MEDICAL POLICY

PG0534 Treatments for Benigh Prostatic
Hypertrophy (BPH)

C9759

Transcatheter intraoperative blood
vessel microinfusion(s) (e.g.,
intraluminal, vascular wall and/or
perivascular) therapy, any vessel,
including radiological supervision
and interpretation, when performed

C9764

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

Revascurarizaton, endovascular,
open or percutaneous, lower
extremity artery(ies), except

tibial/peroneal; with intravascular

lithotripsy, includes angioplasty
within the same vessel(s), when
performed (Shockwave Medical

travacoular |ithatriney TN/1 1

C9765

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

Heer
open or percutaneous, lower
extremity artery(ies), except

tibial/peroneal; with intravascular

lithotripsy, and transluminal stent
placement(s), includes angioplasty
within the same vessel(s), when

arfarmad (Shaclanave Madical

C9766

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

r?evascwanzatlon enaovascurar,
open or percutaneous, lower
extremity artery(ies), except
tibial/peroneal; with intravascular
lithotripsy and atherectomy,
includes angioplasty within the
same vessel(s), when performed

CShneclanova Madical Intravaconlar

C9767

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

Hevm
open or percutaneous, lower
extremity artery(ies), except

tibial/peroneal; with intravascular

lithotripsy and transluminal stent
placement(s), and atherectomy,
includes angioplasty within the

rfarma

C9772

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

R ST Ao e haovAsEar
open or percutaneous,
tibial/peroneal artery(ies), with
intravascular lithotripsy, includes
angioplasty within the same
vessel(s), when performed
(Shockwave Medical Intravascular

Iithatriney TV /1 1 Syuctam)

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL




Codes

Code Description

Paramount Commercial
Insurance Plans

Elite (Medicare Advantage)
Plans

Policy

DETAILS/NOTES

C9773

Revascurarization, endovascurar,
open or percutaneous,
tibial/peroneal artery(ies); with
intravascular lithotripsy, and
transluminal stent placement(s),
includes angioplasty within the
same vessel(s), when performed

claniava Madi, ntravacecnla

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

C9774

{Shn =~ ~al | r
Revascularizaton, endovascurar,
open or percutaneous,
tibial/peroneal artery(ies); with
intravascular lithotripsy and
atherectomy, includes angioplasty
within the same vessel(s), when
performed (Shockwave Medical

troviaconlar |ithatriney [IV/1 1

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

C9775

RV AR ZATon SOV AsaaT,
open or percutaneous,
tibial/peroneal artery(ies); with
intravascular lithotripsy and
transluminal stent placement(s),
and atherectomy, includes
angioplasty within the same

viaccalle) whan narfarmad

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

co777

Esophageal mucosal integrity
testing by electrical impedance,
transoral (list separately in addition
to code for primary procedure)
(e.g., Mivu™)

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

Cc9781

Arthroscopy, shoulder, surgical;
with implantation of subacromial
spacer (e.g., balloon), includes
debridement (e.g., limited or
extensive), subacromial
decompression, acromioplasty, and
biceps tenodesis when performed

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

Clinical Trials prior authorization

See NOTES --Paramount does
not require prior authorization for

See details related to Clinical Trials Prior Authorization and Notification,

CLINICAL TRIALS and nofification See NOTES participation in a Medicare- PG0446 Clinical Trials Out-Patient services, procedures at Medical Policy PG0446. Effective
qualified clinical trial. - MEDICAL 7/1/2022 no prior authorization/notification required
POLICY
Court Court Ordered/Legally Mandated PRIOR AUTHORIZATION PRIOR AUTHORIZATION PG0532 Court-Ordered Services Legally

Ordered/Legally
Mandated Tx

Treatment

REQUIRED - MEDICAL POLICY

REQUIRED - MEDICAL POLICY

Mandated Treatment




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
COSMETIC . . PRIOR AUTHORIZATION PRIOR AUTHORIZATION . .
SURGERY Potentially cosmetic surgery REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL POLICY PG0104 Cosmetic&Reconstructive Surgery
PRIOR AUTHORIZATION
. - PRIOR AUTHORIZATION REQUIRED - FOLLOW . - .
E0194 Air-fluidized bed REQUIRED - INTERQUAL MEDICARE COVERAGE PG0352 Air Fluidized Bed-archived 120124
CRITERIA
ACTIVE OF pasSIVe CooNNg JEVICES (WIth OF WIthoUt pneumatic
compression, continuous or intermittent), as well as devices that combine
compression, vibration, or heat therapy in the same device, are
£0217 Water circulating heat pad with NON-COVERED NON-COVERED PG0043 Experlmentalllnyestlgatlonal conadergd expenmental/lnvgstlgaﬂonal and not medically necessary for
pump Procedures/Services all uses, including but not limited to recovery after orthopedic surgery or
trauma. The following heat and cold therapy devices (with or without
pneumatic compression) are considered investigational and not
RENVE 0PRSS Co0NNg a8V Ices (WIth oF WA predrmaie |
compression, continuous or intermittent), as well as devices that combine
compression, vibration, or heat therapy in the same device, are
£0218 Water circulating cold pad with NON-COVERED NON-COVERED PG0043 Experlmentallln\{estlgatlonal conydergd expenmental/mvgstlgaﬂonal and not medically necessary for
pump Procedures/Services all uses, including but not limited to recovery after orthopedic surgery or
trauma. The following heat and cold therapy devices (with or without
pneumatic compression) are considered investigational and not
RO PR S g b R i G WRAB I peiRae
compression, continuous or intermittent), as well as devices that combine
compression, vibration, or heat therapy in the same device, are
£0236 Pump for water circulating pad NON-COVERED NON-COVERED PG0043 Expenmental/ln\_/estlgatlonal c0n5|der9d expenmental/lpvgstlgaﬂonal and not medically necessary for
Procedures/Services all uses, including but not limited to recovery after orthopedic surgery or
trauma. The following heat and cold therapy devices (with or without
pneumatic compression) are considered investigational and not
madicalhs nacaccans far all 1icac _nat an allinchiciva lictina-
PRIOR AUTHORIZATION
Powered pressure-reducing air PRIOR AUTHORIZATION REQUIRED - FOLLOW . .
B0277 mattress REQUIRED - INTERQUAL MEDICARE COVERAGE PG0245 Hospital Beds and Accessories
CRITERIA
Pediatric crib, hospital grade, fully BRORACINORIZIION
- ; ’ PRIOR AUTHORIZATION REQUIRED - FOLLOW . -
E0300 enclosed, with or without top REQUIRED - INTERQUAL MEDICARE COVERAGE PG0245 Hospital Beds and Accessories

enclosure

CRITERIA




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
- PRIOR AUTHORIZATION REQUIRED - FOLLOW . .
E0328 hegdboard, fo_otboard, and side REQUIRED - INTERQUAL MEDICARE COVERAGE PG0245 Hospital Beds and Accessories
rails up to 24 inches above the
I CRITERIA
spring, includes mattress
Hospital bed, pediatric, electric or
semi-electric, 360 degree side PRIOR AUTHORIZATION
enclosures, top of headboard, PRIOR AUTHORIZATION REQUIRED - FOLLOW . .
B0329 footboard, and side rails up to 24 REQUIRED - INTERQUAL MEDICARE COVERAGE PG0245 Hospital Beds and Accessories
inches above the spring, includes CRITERIA
mattress
Topical oxygen delivery system, not; !
E0446 otherwise specified, includes all NON-COVERED NON-COVERED PG0205 Hyper(ﬁ;'g%xyge” Therapy
supplies and accessories
Lung expansion airway clearance,
E0469 continuous high frequency NON-COVERED NON-COVERED PG0227 Airway Clearance Devices
oscillation, and nebulization device
Exception: Prior Notification see medical policy details. Sleep Study
Respiratory assist device, bi-level Validation Form must be completed,
pressure capability, without back-up https://iwww.paramounthealthcare.com/services/providers/tools-and-
. ] ! PRIOR AUTHORIZATION . X
. -and-fi ,al h The Di le M |
E0470 ir:::r;::;“fé “Sr?:S"avl'tgrr}gz:;}'zsa";i PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0247 Testing and Management of E;&;L:gi’tdsgfer?;?t\zzfé o on with The Durable Medica
(intermittent assist device with IREQUIRED = [NEREUAL MEDIC@;‘ETE%\;ERAGE Obstructive Sleep Apnea https://www.paramounthealthcare.com/assets/documents/provider/fax-
continuous positive airway pressure request-form-dme.pdf Effective 02/01/2025 the Sleep Study
device) Validation Form will not be needed, and the Prior Authorization will
follow InterQual coverage criteria.
- " - " EXCe T
Respiratory a55|lslt devyce, bi-level Validation Form must be completed
rapt:aefseS:tr:rsaEsasclilI:/)\llit‘f:/f;:ii?/gsuiee https://www.paramounthealthcare.com/services/providers/tools-and-
E0471 interface e' nasal or facial mask PRIOR AUTHORIZATION PRIOR AUTHORIZATION PG0247 Testing and Management of resources/documents-and-forms, along with The Durable Medical
(interm}ttegr;t assist device with REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL POLICY Obstructive Sleep Apnea Equipment Referral Worksheet.
CoNtinUoUS positive airway pressure https://www.paramounthealthcare.com/assets/documents/provider/fax-
P Sev P request-form-dme.pdf Effective 02/01/2025 the Sleep Study
EVICE) M alidatinn Enrm will nat ha noadad and tho Driar Autharizatinon ill
Exception: Prior Notification see medical policy details. Sleep Study
Respirat ist device. bidevel Validation Form must be completed,
ersp|rarory aSS:I.I ev'.(tf ’b "E ve https://www.paramounthealthcare.com/services/providers/tools-and-
P fssf“ ‘: capabll dy' ";‘1 1 backup PRIOR AUTHORIZATION PRIOR AUTHORIZATION resources/documents-and-forms, along with The Durable Medical
rate leature, used with Invasive | gy Rep - MEDICAL POLICY | REQUIRED - MEDICAL POLICY -|  PG0247 Testing and Management of ~ |Equipment Referral Worksheet.
E0472 interface, eg, tracheostomy tube

(intermittent assist device with
continuous positive airway pressure
device)

Effective 01/01/2025 no prior

authroization required

See Details Effective 01/01/2025
no prior authroization required

Obstructive Sleep Apnea

https://www.paramounthealthcare.com/assets/documents/provider/fax-
request-form-dme.pdf Effective 02/01/2025 the Sleep Study
Validation Form will not be needed, and the Prior Authorization will
follow InterQual coverage criteria. And Effective 01/01/2025 no prior
authroization reauired for E0472




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
PRIOR AUTHORIZATION
Percussor, electric or pneumatic, PRIOR AUTHORIZATION REQUIRED - FOLLOW ; .
E0480 home model REQUIRED - INTERQUAL MEDICARE COVERAGE PG0227 Ainway Clearance Devices
CRITERIA
Cough stimulating device BRORACLORIZAION
. . " PRIOR AUTHORIZATION REQUIRED - FOLLOW . .
E0482 alternat|r;?rvr‘)lgsnl\r/:szﬁl:eneganve REQUIRED - INTERQUAL MEDICARE COVERAGE PG0227 Airway Clearance Devices
P CRITERIA
High frequency chest wall PRIOR AUTHORIZATION
oscillation air-pulse generator PRIOR AUTHORIZATION REQUIRED - FOLLOW - .
E0483 system, (includes hoses and vest), |  REQUIRED - INTERQUAL MEDICARE COVERAGE PG0227 Ainway Clearance Devices
each CRITERIA
Oscillatory positive expirato BRIORICINORIZSION
E0484 ressure d?\l/i'():e non-elepctric Zn ARG R P2-UTOR REQUIRED = [AOLLOLY PG0227 Airway Clearance Devices
p i @V | REQUIRED - INTERQUAL MEDICARE COVERAGE v
type, CRITERIA
I
E0485 ad'ustggle or nor?/ad'ustglble y RRICRAUIORIZATON REUIRED = [ROILLOYY rior authorization per InterQual coverage criteria
us ! justable, REQUIRED - INTERQUAL MEDICARE COVERAGE p p 9
prefabricated, includes fitting and
" CRITERIA
adjustment
Oral device/appliance used to
reduce upper airway collapsibility, BRIONACINORIZAION PGO0131 Custom Oral Appliance for OSA-
E0486 adjustable or nonadjustable RIS U2 REQUIRED - [FOLLOLY Archived 120124. Maintain prior rior authorization per InterQual coverage criteria
! c nagjustabe, REQUIRED - INTERQUAL MEDICARE COVERAGE ren ; prior P P 9
custom fabricated, includes fitting authorization per InterQual coverage criteria
N CRITERIA
and adjustment
Power source and control
electronics unit for oral PG0247 Testing and Management of
E0490 device/appliance for neuromuscular NON-COVERED NON-COVERED Obstructive Sleep Apnea; PG0043 |\ 5\ cOVERED - EXPERIMENTAL, INVESTIGATIONAL

electrical stimulation of the tongue
muscle, controlled by hardware
remote

Experimental Investigational Procedures
Services




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
Oral device/appliance for
. neu_romuscular electrical PG0247 Testing & Management of
stimulation of the tongue muscle, Obstructive Sleep Apnea: PG0043
E0491 used in conjunction with the power NON-COVERED NON-COVERED . P Ap! S NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
! ) Experimental/lnvestigational
source and control electronics unit, Procedures/Services
controlled by hardware remote, 90-
day supply
Power source and control
electronics unit for oral
£0492 deV|ce/appI|§nce f_or neuromuscular NON-COVERED NON-COVERED PG0043 Expenmental/lnyestlgatlonal
electrical stimulation of the tongue Procedures/Services
muscle, controlled by phone
application
Oral device/appliance for
neuromuscular electrical
stimulation of the tongue muscle, . -
E0493 used in conjunction with the power NON-COVERED NON-COVERED PG0043 Experlmentalllnyestlgatlonal
. ) Procedures/Services
source and control electronics unit,
controlled by phone application, 90-
day supply
EXCT
Validation Form must be completed,
e et S et
E0601 Continuous airway pressure PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0247 Testing and Management of Equipment Referral Worksheet ! 9
(CPAP) device REQUIRED - INTERQUAL MEDICARE COVERAGE Obstructive Sleep Apnea d p § .
CRITERIA https://www.paramounthealthcare.com/assets/documents/provider/fax-
request-form-dme.pdf Effective 02/01/2025 the Sleep Study
Validation Form will not be needed, and the Prior Authorization will
fallow IntarOuial coviarana critaria
E0604 Breast pump, hospital grade, B ALIORIZET O PO TLIORIZATIONS PB?eO;s?PErr:VTEm:ien?:r?t/Jgi& ';SSO:r?dl EO0604 - Prior authorization required if utilized for more that 6 months
electric (AC and/or DC), any type | REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL POLICY P Equipm pp q
Counseling,archived 120124.
PRIOR AUTHORIZATION ) _ ) Effectlye (_)1/01/20_23, Paramount Medicare AQvantage Plans -No prior
PG0155 Glucose Testing Supplies-archived- authorization required for Blood Glucose Monitors and Testing Supplies
. PRIOR AUTHORIZATION REQUIRED - FOLLOW N P . "
E0607 Home blood glucose monitor converted to RM032 Glucose Testing when utilization of a preferred product , medical policy. PG0155 Glucose
REQUIRED - MEDICAL POLICY MEDICARE COVERAGE ; - . ] -
Supplies.100124 Testing Supplies-archived-converted to RM032 Glucose Testing
CRITERIA X
Supplies.100124
Pneumatic compressor, segmental BRI ORIZAIO
E0652 home moderwith cailibrgted PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0215 Pneumatic Compression Devices
REQUIRED - INTERQUAL MEDICARE COVERAGE and Supplies-Archived

gradient pressure

CRITERIA




E0677

Non-pneumatic sequential
compression garment, trunk

E0678

Non-pneumatic sequential
compression garment, full leg

E0679

E0679 Non-pneumatic sequential
compression garment, half leg

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

PG0043 Experimental Investigational
Procedures Services

PG0043 Experimental Investigational
Procedures Services

PG0043 Experimental Investigational
Procedures Services

E0691

Ultraviolet light therapy system
panel, includes bulbs/lamps, timer
and eye protection; treatment area

2sq ft or less

PG0043 Experimental Investigational
Procedures Services

PG0043 Experimental Investigational
Procedures Services

PG0043 Experimental Investigational
Procedures Services

PG0383 Home Phototherapy for
Dermatologic Conditions-archived-
combined with medical policy PG0162
Phototherapy, PUVA, UV-A, UV-B and
Targeted for Dermatologic Conditions,
Office & Home. PG0348 Acne Surgery,
Dermabrasion and Chemical Peels




Paramount Commercial

Elite (Medicare Advantage)

Policy

DETAILS/NOTES

Codes Code Description e CES o
PG0383 Home Phototherapy for
Dermatologic Conditions-archived-
cons | it e | eRoR UTHORZATION | PRIORAUTHOREZATION | ST e ko Po0ees
panet, DU ps, REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL POLICY Py, r DVAA, DVED
and eye protection; four foot panel Targeted for Dermatologic Conditions,
Office & Home. PG0348 Acne Surgery,
Dermabrasion and Chemical Peels
PG0383 Home Phototherapy for
Dermatologic Conditions-archived-
o | iy | eriom suomzaTon | _eRIOR AuTHORZATON | STbne ek poi FO0Les
panet, oulos/amps, REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL POLICY py. P SVIA, SVES
and eye protection; six foot panel Targeted for Dermatologic Conditions,
Office & Home. PG0348 Acne Surgery,
Dermabrasion and Chemical Peels
PG0383 Home Phototherapy for
Ultraviolet multidirectional light Dermatologic Conditions-archived-
£0694 therapy system in six foot cabinet, PRIOR AUTHORIZATION PRIOR AUTHORIZATION combined with medical policy PG0162
includes bulbs/lamps, timer, and | REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL POLICY Phototherapy, PUVA, UV-A, UV-B and
eye protection Targeted
for Dermatologic Conditions, Office & Home
Intravaginal device intended to . I
E0715 strengthen pelvic floor muscles NON-COVERED NON-COVERED PG0043 Experimental Investigational
- . Procedures Services
during kegel exercises
Supplies and accessories for
£0716 intravaginal de\_/lce intended to NON-COVERED NON-COVERED PG0043 Experimental In\_/estlgatlonal
strengthen pelvic floor muscles Procedures Services
during kegel exercises
£0732 Cranial electrotherapy stimulation NON-COVERED NON-COVERED PG0043 Experimental In\{estlgatlonal
(CES) system, any type Procedures Services
Transcutaneous electrical nerve . I
E0733 stimulator for electrical stimulation NON-COVERED NON-COVERED PG0043 Experimental Investigational
Procedures Services

of the trigeminal nerve




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
External upper limb tremor ERIORIATNORIZLTION
E0734 stimulator of tl?g eripheral nerves PRICIR ARSI UGCH FAUINED = [OILLEEY
of thepwri’;t REQUIRED - INTERQUAL MEDICARE COVERAGE
CRITERIA
NON-COVERED PRIOR PG0043 Experimental Investigational .
Non-implanted pelvic floor electrical AUTHORIZATION REQUIRED - Procedures Services: PG0497 Urinary Effective 1.2/01/2924 proce.dur‘e E0740 changgd from noncovered to
E0740 . NON-COVERED X . . covered with a prior authorization, for the Medicare Plans, per NCD, per
stimulator, complete system FOLLOW MEDICARE Incontinence/ Voiding Dysfunction InterQual
COVERAGE CRITERIA Treatments and Devices-achived 120124.
. PRIOR AUTHORIZATION .
orts | e | PRORAUTHORZATION | REQUIRED - Fouow | PO e i
TES) ! ’ REQUIRED - INTERQUAL MEDICARE COVERAGE EIectricaI’StimuIation’Thera p
CRITERIA Py
. - The use of home biofeedback devices is considered not medically
E0746 EIecFromyography (I.EMG)’ NON-COVERED NON-COVERED PG0043 Experimental In\{estlgatlonal necessary and not covered for all conditions. As they are considered
biofeedback device Procedures Services ! . A
experimental, investigational or unproven and are non-covered:
Osteogenesis stimulator, electrical IFIRIGIR AUUAIGIPAUIIGIY
E0747 non?nvasive other the{n spinal ’ PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0232 Bone Growth Stimulating Services-
T p REQUIRED - INTERQUAL MEDICARE COVERAGE Devices (Osteogenic Stimulators)-Archived
applications
CRITERIA
PRIOR AUTHORIZATION
£0748 Osteogenesis stimulator, electrical, PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0232 Bone Growth Stimulating Services-
noninvasive, spinal applications REQUIRED - INTERQUAL MEDICARE COVERAGE Devices (Osteogenic Stimulators)-Archived
CRITERIA
£0749 Osteogenesis stimulator, electrical, PRIOR AUTHORIZATION NON-COVERED PG0232 Bone Growth Stimulating Services- Code E0749 is non-covered for Medicare Advantage Plans

surgically implanted

REQUIRED - INTERQUAL

Devices (Osteogenic Stimulators)-Archived




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
PRIOR AUTHORIZATION
E0760 Osteogenesis stimulator, low PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0232 Bone Growth Stimulating Services-
intensity ultrasound, noninvasive REQUIRED - INTERQUAL MEDICARE COVERAGE Devices (Osteogenic Stimulators)-Archived
CRITERIA
Functional neuromuscular
stimulation, transcutaneous
stimulation of sequential muscle PRIOR AUTHORIZATION }
E0764 groups of ambulation with computer|  PRIOR AUTHORIZATION REQUIRED - FOLLOW. Peoﬁfﬂﬂiujigfjfﬂﬁﬁcﬁiﬁmga" &
control, used for walking by spinal | REQUIRED - MEDICAL POLICY MEDICARE COVERAGE Therapeutic ElectricalyStimulationyThera
cord injured, entire system, after CRITERIA p by
completion of training program
(FES)
Electrical stimulation device used BRIORICINORIZSION
E0766 for cancer treatment, includes all PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0371 Electric Tumor Treatment Fields -
accessories ar’] o REQUIRED - INTERQUAL MEDICARE COVERAGE Archived
- any typ CRITERIA
Functional electrical stimulator,
N . i PRIOR AUTHORIZATION .
o | reot e o) eRioR AUTHORZATION | REQUIRED- FoLtow | POTZE e frcionat
9roups, any ype, | e |RED - MEDICAL POLICY MEDICARE COVERAGE ! dlar, Functional,
complete system, not otherwise Therapeutic Electrical Stimulation Therapy
. CRITERIA
specified (FES)
External ambulatory infusion pump, PRIOR AUTHORIZATION
£0784 insulin (should not be used for the PRIOR AUTHORIZATION REQUIRED - FOLLOW PGO0177 Continuous Blood Glucose Paramount Medicare Advantage Plans - no prior authorization required
Omnipod, there is no separate REQUIRED - INTERQUAL MEDICARE COVERAGE Monitoring Systems & Insulin Pumps Coverage to follow CMS coverage guidelines.
“pump” for Omnipod) CRITERIA
PRIOR AUTHORIZATION
£0985 Wheelchair accessory, seat lift PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0284 Manual, Powered, and Motorized
mechanism REQUIRED - INTERQUAL MEDICARE COVERAGE Wheeled Mobility Devices
CRITERIA
PRIOR AUTHORIZATION
£0986 Manual wheelchair accessory, push PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0284 Manual, Powered, and Motorized
rim activated power assist system REQUIRED - INTERQUAL MEDICARE COVERAGE Wheeled Mobility Devices

CRITERIA




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
PRIOR AUTHORIZATION
E1002 Wheelchair accessory, power PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0284 Manual, Powered, and Motorized
seating system, tilt only REQUIRED - INTERQUAL MEDICARE COVERAGE Wheeled Mobility Devices
CRITERIA
Wheelchair accessory, power PRIOR AUTHORIZATION
£1007 seating system, combination tilt and PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0284 Manual, Powered, and Motorized
recline, with mechanical shear REQUIRED - INTERQUAL MEDICARE COVERAGE Wheeled Mobility Devices
reduction CRITERIA
Wheelchair accesso ower PRSI AURI PO
£1008 seating system combing}opn tilt and PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0284 Manual, Powered, and Motorized
X 9 y. ! . REQUIRED - INTERQUAL MEDICARE COVERAGE Wheeled Mobility Devices
recline, with power shear reduction
CRITERIA
Wheelchair accessory, addition to PRIOR AUTHORIZATION
£1010 power seating system, power leg PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0284 Manual, Powered, and Motorized
elevation system, including leg REQUIRED - INTERQUAL MEDICARE COVERAGE Wheeled Mobility Devices
rests, pair CRITERIA
PRIOR AUTHORIZATION
£1030 Wheelchair accessory, ventilator PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0284 Manual, Powered, and Motorized
tray, gimbaled REQUIRED - INTERQUAL MEDICARE COVERAGE Wheeled Mobility Devices
CRITERIA
PRIOR AUTHORIZATION
E1161 Manual adult size wheelchair, PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0284 Manual, Powered, and Motorized
includes tilt in space REQUIRED - INTERQUAL MEDICARE COVERAGE Wheeled Mobility Devices
CRITERIA
Power operated vehicle (3- or 4- PRIOR AUTHORIZATION PRIOR AUTHORIZATION PG0284 Manual, Powered, and Motorized
E1230 wheel non-highway) specify brand

name and model number

REQUIRED - MEDICAL POLICY

REQUIRED - MEDICAL POLICY

Wheeled Mobility Devices




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
Wheelchair, pediatric size, tilt-in- ERIORIATNORIZLTION
E1232 space f0|(;iilf ad'ustablé with PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0284 Manual, Powered, and Motorized
pace, Seaﬁg' . Jstem ' REQUIRED - INTERQUAL MEDICARE COVERAGE Wheeled Mobility Devices
g sy CRITERIA
Wheelchair, pediatric size, tilt-in- BRIORIACINORIZANON
£1233 space. ri ici pad'ustable vClithout PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0284 Manual, Powered, and Motorized
pace, Sgea’tm ‘S o REQUIRED - INTERQUAL MEDICARE COVERAGE Wheeled Mobility Devices
9y CRITERIA
Wheelchair, pediatric size, tilt-in- PRSI AURI PO
E1234 space foldin' P adiustable Without PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0284 Manual, Powered, and Motorized
pace, Sea%'n ; o | REQUIRED - INTERQUAL MEDICARE COVERAGE Wheeled Mobility Devices
g sy CRITERIA
PRIOR AUTHORIZATION
E1235 Wheelchair, pediatric size, rigid, PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0284 Manual, Powered, and Motorized
adjustable, with seating system REQUIRED - INTERQUAL MEDICARE COVERAGE Wheeled Mobility Devices
CRITERIA
PRIOR AUTHORIZATION
E1236 Wheelchair, pediatric size, folding, PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0284 Manual, Powered, and Motorized
adjustable, with seating system REQUIRED - INTERQUAL MEDICARE COVERAGE Wheeled Mobility Devices
CRITERIA
PRIOR AUTHORIZATION
E1238 Wheelchair, pediatric size, folding, PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0284 Manual, Powered, and Motorized
adjustable, without seating system REQUIRED - INTERQUAL MEDICARE COVERAGE Wheeled Mobility Devices
CRITERIA
E1239 Power wheelchair, pediatric size, PRIOR AUTHORIZATION PRIOR AUTHORIZATION PG0284 Manual, Powered, and Motorized

not otherwise specified

REQUIRED - MEDICAL POLICY

REQUIRED - MEDICAL POLICY

Wheeled Mobility Devices




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
PRIOR AUTHORIZATION
E1392 Portable oxygen concentrator, PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0234 Home Oxygen Therapy-archived
rental REQUIRED - INTERQUAL MEDICARE COVERAGE 120124
CRITERIA
BRORACLORIZAION PG0227 Airway Clearance Devices;
£1399 Durable medical equipment, PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0139 Bedzvetlin Alarms for ! Bedwetting alarms are non-covered for Elite( Medicare Advantage)
miscellaneous REQUIRED - INTERQUAL MEDICARE COVERAGE . 9 . Plans
Nocturnal Enuresis-Archived 4/8/2025
CRITERIA
Communication board, non-
E1902 electronic augmentative or NON-COVERED NON-COVERED
alternative communication device
Suction pump, home model,
portable or stationary, electric, any . I
E2001 type, for use with external urine NON-COVERED NON-COVERED PG0043 Experimental Investigational |\ 5\ coVERED - EXPERIMENTAL, INVESTIGATIONAL
Procedures Services
and/or fecal management system
(i.e. PureWick)
Effective 01/01/2023, Paramount Medicare Advantage Plans - No prior
PRIOR AUTHORIZATION . ) . o ; X ) .
Blood glucose monitor with PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0155 Glucose Testing Supplles-ar(_:hlved- authonz_a_tlon_ required for Blood Glucose Mo_nltors e_md Testing Supplies
E2100 . 8 . converted to RM032 Glucose Testing when utilization of a preferred product , medical policy. PG0155 Glucose
integrated voice synthesizer REQUIRED - MEDICAL POLICY MEDICARE COVERAGE ’ - " . N
Supplies.100124 Testing Supplies-archived-converted to RM032 Glucose Testing
CRITERIA .
Supplies.100124
BRIORICTNORIZSION PGO0155 Glucose Testing Suppliesarchived- Etfjftiztrl;’zeaat(i)jrﬁorgzl.%:& 'fgoarr;rlro]ztcjin(t}I’\Sceg:;alr\/leoAnﬁgisn;gde TF;':t"i]: -gll.? pTilg;
Blood glucose monitor with PRIOR AUTHORIZATION REQUIRED - FOLLOW 9 Supp ' ationreq ! ! 9 SUpP
E2101 . " converted to RM032 Glucose Testing when utilization of a preferred product , medical policy. PG0155 Glucose
integrated lancing/blood sample REQUIRED - MEDICAL POLICY MEDICARE COVERAGE . . y . .
Supplies.100124 Testing Suppliesarchived-converted to RM032 Glucose Testing
CRITERIA "
Supplies.100124
Adjunctive, nonimplantable O ORI ON el
Aol ’ pa PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0177 Continuous Blood Glucose Paramount Medicare Advantage Plans - no prior authorization required
E2102 continuous glucose monitor (CGM)

or receiver (Effective 04/01/2022)

REQUIRED - INTERQUAL

MEDICARE COVERAGE
CRITERIA

Monitoring Systems & Insulin Pumps

Coverage to follow CMS coverage guidelines.




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
Nonadjunctive, nonimplanted ARIEIR AR MTTR] NOr . . . - .
E2103 continuous glucose mornitor (CGM) PRIOR AUTHORIZATION REQUIRED - FOLLOW PGQ17_7 Continuous BIood_GIucose Paramount Medicare Advantage Plan§ - o prior authorization required
- - REQUIRED - INTERQUAL MEDICARE COVERAGE Monitoring Systems & Insulin Pumps Coverage to follow CMS coverage guidelines.
or receiver (Effective 01/01/2023)
CRITERIA
PRIOR AUTHORIZATION
Wheelchair accessory, power seat REQUIRED - FOLLOW PG0284 Manual, Powered, and Motorized
E2300 elevation system, any type RN COMERED MEDICARE COVERAGE Wheeled Mobility Devices
CRITERIA
POwWer wWhneelchair accessory,
electronic connection between
wheelchair controller and one PRIOR AUTHORIZATION
£2310 power seating system motor, PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0284 Manual, Powered, and Motorized
including all related electronics, REQUIRED - INTERQUAL MEDICARE COVERAGE Wheeled Mobility Devices
indicator feature, mechanical CRITERIA
function selection switch, and fixed
Poﬁ%k%‘f%ory,
electronic connection between
wheelchair controller and 2 or more PRIOR AUTHORIZATION
E2311 power seating system motors, PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0284 Manual, Powered, and Motorized
including all related electronics, REQUIRED - INTERQUAL MEDICARE COVERAGE Wheeled Mobility Devices
indicator feature, mechanical CRITERIA
function selection switch, and fixed
moauntina harchaarg
Power wheelchair accessory, sip,
and puff interface, nonproportional, PRIOR AUTHORIZATION
£2325 including all related electronics, PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0284 Manual, Powered, and Motorized
mechanical stop switch, and REQUIRED - INTERQUAL MEDICARE COVERAGE Wheeled Mobility Devices
manual swing away mounting CRITERIA
hardware.
Power wheelchair accessory, hand PRIOR AUTHORIZATION
£2373 or chin control interface, compact PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0284 Manual, Powered, and Motorized
remote joystick, proportional, REQUIRED - INTERQUAL MEDICARE COVERAGE Wheeled Mobility Devices
including fixed mounting hardware CRITERIA
Negative pressure wound therapy BRORACINORIZIION . . . . -
£2402 electrical pump, stationary or PRIOR AUTHORIZATION REQUIRED - FOLLOW Effective 02/01_/2025 procedure E2402 will require a prior authorization
¢ REQUIRED - INTERQUAL MEDICARE COVERAGE for all product lines, per the InterQual coverage criteria.

portable

CRITERIA




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
Speech generating device, digitized PRIOR AUTHORIZATION
E2500 speech, using pre-recorded PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0135 Speech Generating Devices,
messages, less than or equal to 8 REQUIRED - INTERQUAL MEDICARE COVERAGE Archived 07/01/2024
min recording time CRITERIA
Spezcz(;’;”el::itr']”g ?:Vr'gce(’)sj'gg'md PRIOR AUTHORIZATION
£2502 mesza oy |essgth2m 108 PRIOR AUTHORIZATION REQUIRED - FOLLOW PGO135 Speech Generating Devices,
. 9 S q REQUIRED - INTERQUAL MEDICARE COVERAGE Archived 07/01/2024
min recording time, but less than or
. o CRITERIA
equal to 20 min recording time
Speicgfc‘;"elj;tr']“g ‘rjee_‘i:f(’):j'gg'md PRIOR AUTHORIZATION
E2504 messf)a es ’ reatgefthan 20 min but PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0135 Speech Generating Devices,
9es, g . REQUIRED - INTERQUAL MEDICARE COVERAGE Archived 07/01/2024
less than or equal to 40 min
A CRITERIA
recording time
Speech generating device, digitized PRIOR AUTHORIZATION
E2506 speech, using pre-recorded PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0135 Speech Generating Devices,
messages greater than 40 min REQUIRED - INTERQUAL MEDICARE COVERAGE Archived 07/01/2024
recording time CRITERIA
mhesizod speech requi LR AAPRIE TN
£2508 mg’ssa " fmml’;ation*b ‘i_ e"ig PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0135 Speech Generating Devices,
9 1 Dy spefling REQUIRED - INTERQUAL MEDICARE COVERAGE Archived 07/01/2024
and access by physical contact
. . CRITERIA
with the device
cymihesized spocch. penmin PRIOR AUTHORIZATION
£2510 ;’mm Ie methﬁ’) e of r‘;essa eg PRIOR AUTHORIZATION REQUIRED - FOLLOW PGO135 Speech Generating Devices,
p_ 5 9 REQUIRED - INTERQUAL MEDICARE COVERAGE Archived 07/01/2024
formulation and multiple methods
N CRITERIA
of device access
Speech generating software BRIORACINORIZION
£2511 o fam fo? ersona?com uter or PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0135 Speech Generating Devices,
program, for p n REQUIRED - INTERQUAL MEDICARE COVERAGE Archived 07/01/2024

personal digital assistant

CRITERIA




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
PRIOR AUTHORIZATION
E2512 Accessory for speech generating PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0135 Speech Generating Devices,
device, mounting system REQUIRED - INTERQUAL MEDICARE COVERAGE Archived 07/01/2024
CRITERIA
PRIOR AUTHORIZATION
£2599 Accessory for speech generating PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0135 Speech Generating Devices,
device, not otherwise classified REQUIRED - INTERQUAL MEDICARE COVERAGE Archived 07/01/2024
CRITERIA
Services performed by a qualified PRIOR AUTHORIZATION
GO151 physical therapist in the home PRIOR AUTHORIZATION REQUIRED - FOLLOW
health or hospice setting, each 15 | REQUIRED - MEDICAL POLICY MEDICARE COVERAGE
minutes CRITERIA
Services performed by a qualified PRIOR AUTHORIZATION
G0152 occupational therapist in the home PRIOR AUTHORIZATION REQUIRED - FOLLOW
health or hospice setting, each 15 | REQUIRED - MEDICAL POLICY MEDICARE COVERAGE
minutes CRITERIA
Services performed by a qualified PRIOR AUTHORIZATION
G0153 speech-language pathologist in the PRIOR AUTHORIZATION REQUIRED - FOLLOW
home health or hospice setting, REQUIRED - MEDICAL POLICY MEDICARE COVERAGE
each 15 minutes CRITERIA
Services of clinical social worker in BRIORICTNORIZSION
G0155 the home health or hospice setting ARSI U P2 REQUIRED - [FOLLOLY
each 15 minutes | REQUIRED - MEDICAL POLICY MEDICARE COVERAGE
CRITERIA
Services of home health/hospice BRORACINORIZIION
S : PRIOR AUTHORIZATION REQUIRED - FOLLOW
G0156 aide in the home health or hospice
REQUIRED - MEDICAL POLICY MEDICARE COVERAGE

setting, each 15 minutes

CRITERIA




Codes

Code Description

Paramount Commercial
Insurance Plans

Elite (Medicare Advantage)
Plans

Policy

DETAILS/NOTES

G0235

PET imaging, any site, not
otherwise specified

PRIOR AUTHORIZATION
REQUIRED - INTERQUAL

PRIOR AUTHORIZATION
REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA

PG0450 Positron Emission Tomography
(PET) Oncology and Miscellaneous
Applications

Effective 08/01/2021, an additional option for outpatient imaging prior
authorization requests from Paramount participating in-plan providers;
Paramount is recognizing the Protecting Access to Medicare Act (PAMA)
scores greater than or equal to a score of 8, for administrative approvals
across all product lines. The request form can be located at:
https:/www.paramounthealthcare.com/assets/documents/provider/Fax-
Request-Form-imaging.pdf < 01/06/2024 - Medical Policy PG0450
Positron Emission Tomography (PET) Oncology and Miscellaneous
Applications to be archived. The procedure codes 78608, 78609, 78811,
78812, 78813, 78814, 78815, 78816, G0235, G0252 require a prior
authorization, and will maintain requiring a prior authorization. The
coverage criteria will follow the InterQual criteria, as is indicated on the
prior authorization excel spreadsheet. The procedure codes will align
with the prior authorization excel spreadsheet and not the medical policy.

G0252

PET imaging, full and partial-ring
PET scanners only, for initial
diagnosis of breast cancer and/ or
surgical planning for breast cancer
(e.g., initial staging of axillary lymph
nodes)

PRIOR AUTHORIZATION
REQUIRED - INTERQUAL

PRIOR AUTHORIZATION
REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA

PG0450 Positron Emission Tomography
(PET) Oncology and Miscellaneous
Applications

Effective 08/01/2021, an additional option for outpatient imaging prior
authorization requests from Paramount participating in-plan providers;
Paramount is recognizing the Protecting Access to Medicare Act (PAMA)
scores greater than or equal to a score of 8, for administrative approvals
across all product lines. The request form can be located at:
https:/iwww.paramounthealthcare.com/assets/documents/provider/Fax-
Request-Form-imaging.pdf < 01/06/2024 - Medical Policy PG0450
Positron Emission Tomography (PET) Oncology and Miscellaneous
Applications to be archived. The procedure codes 78608, 78609, 78811,
78812, 78813, 78814, 78815, 78816, G0235, G0252 require a prior
authorization, and will maintain requiring a prior authorization. The
coverage criteria will follow the InterQual criteria, as is indicated on the
prior authorization excel spreadsheet. The procedure codes will align
with the prior authorization excel spreadsheet and not the medical policy.

G0282

Electrical stimulation, (unattended),
to one or more areas, for wound
care other than described in G0281

NON-COVERED

NON-COVERED

PG0271 Electrical Stimulation and
Electromagnetic Therapy for Wound
Healing - Archived 5/1/2025

G0295

Electromagnetic therapy, to one or
more areas, for wound care other
than described in G0329 or for
other uses

NON-COVERED

NON-COVERED

PG0271 Electrical Stimulation and
Electromagnetic Therapy for Wound
Healing - Archived 5/1/2025




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
Direct skilled nursing services of a PRIOR AUTHORIZATION
G0299 registered nurse (RN) in the home PRIOR AUTHORIZATION REQUIRED - FOLLOW
health or hospice setting, each15 REQUIRED MEDICARE COVERAGE
minutes CRITERIA
Direct skilled nursing services of a PRIOR AUTHORIZATION
G0300 licensed practical nurwse (LPN) in PRIOR AUTHORIZATION REQUIRED - FOLLOW
the home health or hospice setting, REQUIRED MEDICARE COVERAGE
each15 minutes CRITERIA
PRIOR AUTHORIZATION
Colorectal cancer screening; blood- REQUIRED - FOLLOW .
G0327 based biomarker NON-COVERED MEDICARE COVERAGE PG0065 Colorectal Cancer Screening
CRITERIA
Facility services for dental
r:;i?r::teeg"éz Z’O:Egﬁtri\(,f])o PRIOR AUTHORIZATION
©0330 rep Lires monitorez anesthesia PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0536 Anesthesia Services for Dental |Effective 10/01/2024 - Prior authorization is required for CPT code
q - N REQUIRED MEDICARE COVERAGE Procedures in the Facility Setting G0330
(e.g., general, intravenous sedation
A . CRITERIA
(monitored anesthesia care) and
use of an operating room
60341 i:;f;ézneoort’; '\f:r‘] ii':;:g:z”;at::n PRIOR AUTHORIZATION PRIOR AUTHORIZATION PG0415 Pancreatic Islet Cell
P and infusion REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL POLICY Transplantation
60342 Irar';:ﬂgrncisf:cﬁ’ﬁgg'S:frtt;e\l'em PRIOR AUTHORIZATION PRIOR AUTHORIZATION PG0415 Pancreatic Islet Cell
P N p_ . REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL POLICY Transplantation
catheterization and infusion
Laparotomy for islet cell ransplant, | ppy o0 AUTHORIZATION PRIOR AUTHORIZATION PG0415 Pancreatic Islet Cell
G0343 includes portal vein catheterization

and infusion

REQUIRED - MEDICAL POLICY

REQUIRED - MEDICAL POLICY

Transplantation




Codes

Code Description

Paramount Commercial
Insurance Plans

Elite (Medicare Advantage)
Plans

Policy

DETAILS/NOTES

G0389

Home sleep study test (HST) with
type Il portable monitor,
unattended; minimum of 7
channels: EEG, EOG, EMG,
ECG/heart rate, airflow, respiratory
effort and oxygen saturation

PRIOR AUTHORIZATION
REQUIRED - MEDICAL POLICY -
See Details

PRIOR AUTHORIZATION
REQUIRED - MEDICAL POLICY -
See Details

PG0207 Sleep Study Testing-archived

120124. PG0247 Testing and Management

of Obstructive Sleep Apnea

Paramount supports the initial unattended (unsupervised) adult home
sleep testing and one repeat unattended (unsupervised) adult home
sleep testing without a prior authorization when the coverage criteria
below is met. Prior Authorization IS ONLY required for additional
repeat unattended (unsupervised) adult home sleep study testing.
Pediatric home sleep study testing (95800, 95801, 95806, G0398,
G0399, and G0400) is non-covered.

G0399

Home sleep test (HST) with type IIl
portable monitor, unattended;
minimum of 4 channels: 2
respiratory movement/airflow, 1
ECG/heart rate and 1 oxygen
saturation

PRIOR AUTHORIZATION
REQUIRED - MEDICAL POLICY -
See Details

PRIOR AUTHORIZATION
REQUIRED - MEDICAL POLICY -
See Details

PG0207 Sleep Study Testing-archived

120124. PG0247 Testing and Management

of Obstructive Sleep Apnea

Paramount supports the initial unattended (unsupervised) adult home
sleep testing and one repeat unattended (unsupervised) adult home
sleep testing without a prior authorization when the coverage criteria
below is met. Prior Authorization IS ONLY required for additional
repeat unattended (unsupervised) adult home sleep study testing.
Pediatric home sleep study testing (95800, 95801, 95806, G0398,
G0399, and G0400) is non-covered.

G0400

Home sleep test (HST) with type IV
portable monitor, unattended,;
minimum of 3 channels

PRIOR AUTHORIZATION
REQUIRED - MEDICAL POLICY -
See Details

PRIOR AUTHORIZATION
REQUIRED - MEDICAL POLICY -
See Details

PG0207 Sleep Study Testing-archived

120124. PG0247 Testing and Management

of Obstructive Sleep Apnea

Paramount supports the initial unattended (unsupervised) adult home
sleep testing and one repeat unattended (unsupervised) adult home
sleep testing without a prior authorization when the coverage criteria
below is met. Prior Authorization IS ONLY required for additional
repeat unattended (unsupervised) adult home sleep study testing.
Pediatric home sleep study testing (95800, 95801, 95806, G0398,
G0399, and G0400) is non-covered.

G0422

Intensive cardiac rehabilitation, with
or without continuous ECG
monitoring with exercise, per
session

PRIOR AUTHORIZATION NOT
REQUIRES - SEE NOTES

PRIOR AUTHORIZATION NOT
REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA -SEE NOTES

TTTE TTOTTOET U FTTaSE T CaruTat TETauauoTT SESSIOTTS TS TITEU 0 e
maximum of 2 1-hour sessions per day, utilizing any combination of the
CPT or HCPCS codes (93798, 93797 or G0422, G0423), for up to 36
sessions or as the members benefit contract limitation indicates, over up
to 36 weeks.

The following are considered not medically necessary and are therefore

non-covered:

F Y S NN T RS TSR SO YT} PR N TR S O RO

G0423

Intensive cardiac rehabilitation, with
or without continuous ECG
monitoring without exercise, per
session

PRIOR AUTHORIZATION NOT
REQUIRES - SEE NOTES

PRIOR AUTHORIZATION NOT
REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA -SEE NOTES

The number of Phase Il cardiac rehabilitation sessions is limited to a
maximum of 2 1-hour sessions per day, utilizing any combination of the
CPT or HCPCS codes (93798, 93797 or G0422, G0423), for up to 36
sessions or as the members benefit contract limitation indicates, over up
to 36 weeks.

The following are considered not medically necessary and are therefore
non-covered:

POutpatient phase Il cardiac rehabilitation for any indications other than
those listed above; and

EPhase lll cardiac rehabilitation programs, or self-directed, self-
controlled, or monitored exercise programs; and

FPhase IV cardiac rehabilitation programs or maintenance therapy that
may be safely conducted without medical supervision; and

FiCardiac rehabilitation when used in a preventive or prophylactic way,
such as for angina, hypertension, or diabetes; and

Any cardiac rehabilitation services that are considered primarily
educational or training in nature.

G0429

Dermal filler injection(s) for the
treatment of facial lipodystrophy
syndrome (lds) (e.g., as a result of
highly active antiretroviral therapy)

PRIOR AUTHORIZATION
REQUIRED - INTERQUAL

PRIOR AUTHORIZATION
REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA

PG0104 Cosmetic and Reconstructive
Surgery




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
PRIOR AUTHORIZATION
Molecular pathology procedure; PRIOR AUTHORIZATION REQUIRED - FOLLOW - . Prior authorization is required for genetic testing unless otherwise noted
G0452 physician interpretation and report REQUIRED - INTERQUAL MEDICARE COVERAGE PG0041 Genetic Testing in one of our policies.
CRITERIA
Autologous platelet rich plasma for
non-diabetic chronic
wounds/ulcers, including PsllioQTJ%UET;?lfoliﬁg\?vN PG0293 Platelet Rich Plasma-Archived,;
G0460 phlebotomy, centrifugation, and all NON-COVERED PG0043 Experimental Investigational
MEDICARE COVERAGE .
other preparatory procedures, Procedures Services
s X . CRITERIA
administration and dressings, per
treatment
AUTOI0GOUS pratelet fich prasma
(PRP) for diabetic chronic
wounds/ulcers,_ using an FDA- PRIOR AUTHORIZATION PG0293 Platelet Rich Plasma-Archived:
G0465 cleared device (includes NON-COVERED REUINED = [ROILLGHY PG0043 Experimental Investigational
administration, dressings, MEDICARE COVERAGE Procedures Services
phlebotomy, centrifugation, and all CRITERIA
other preparatory procedures, per
traatmaont)
Infectious agent detection by
nucleic acid (DNA or RNA); Human PRIOR AUTHORIZATION
Papillomavirus (HPV), high-risk PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0369 Human Papillomavirus (HPV) 87623, 87624, 87625, G0476 for ages under 21. AND 87623, 87§24,
G0476 types (e.g.,16, 18, 31, 33, 35, 39, REQUIRED - MEDICAL POLICY MEDICARE COVERAGE Screening 87625, G0476 for ages 21-29 and over age 65 only when the cervical
45, 51, 52, 56, 58, 59, 68) for CRITERIA cytology screening test results do not report as ASC-US or LSIL.
cervical cancer screening, must be
performed in addition to pap test
DrFug 1es1(s), deTmniive, Uunzing arag
identification methods able to Effective 01/01/2024: Presumptive drug screening (CPT code 80305,
identify individual drugs and PRIOR AUTHORIZATION PRIOR AUTHORIZATION 80306 or 80307) and Definitive drug testing (HCPCs code G0480,
G0480 distinguish between structural REQUIRED - INTERQUAL - See REQUIRED - FOLLOW PG0069 Drug Testing G0481, G0482, G0483, or G0659) ARE ONLY REIMBURSABLE 45
isomers (but not necessarily Details/Notes MEDICARE COVERAGE times total every 365 days [any combination of procedures 80305,
stereoisomers), including, but not CRITERIA - See Details/Notes 80306, 80307, G0480, G0481, G0483, or G0659], when the coverage
limited to GC/MS (any type, single criteria, Medical Policy PG0069 Drug Testing, are met.
ar tandam) and | OIS (anmv hmao
Drug test(s), defmnitve, utmzing arug
identification methods able to Effective 01/01/2024: Presumptive drug screening (CPT code 80305,
identify individual drugs and PRIOR AUTHORIZATION PRIOR AUTHORIZATION 80306 or 80307) and Definitive drug testing (HCPCs code G0480,
G0481 distinguish between structural REQUIRED - INTERQUAL - See REQUIRED - FOLLOW PG0069 Drug Testing G0481, G0482, G0483, or G0659) ARE ONLY REIMBURSABLE 45
isomers (but not necessarily Details/Notes MEDICARE COVERAGE times total every 365 days [any combination of procedures 80305,
stereoisomers), including, but not CRITERIA - See Details/Notes 80306, 80307, G0480, G0481, G0483, or G0659], when the coverage
limited to GC/MS (any type, single criteria, Medical Policy PG0069 Drug Testing, are met.
ar tandam) and | OIS (anvy hna
Drug tesi(s), defmiive, Utmzing arug
identification methods able to Effective 01/01/2024: Presumptive drug screening (CPT code 80305,
identify individual drugs and PRIOR AUTHORIZATION PRIOR AUTHORIZATION 80306 or 80307) and Definitive drug testing (HCPCs code G0480,
G0482 distinguish between structural REQUIRED - INTERQUAL - See REQUIRED - FOLLOW PG0069 Drug Testing G0481, G0482, G0483, or G0659) ARE ONLY REIMBURSABLE 45
isomers (but not necessarily MEDICARE COVERAGE times total every 365 days [any combination of procedures 80305,

stereoisomers), including, but not
limited to GC/MS (any type, single

ar tandam) and | NS (anmvy hmao

Details/Notes

CRITERIA - See Details/Notes

80306, 80307, G0480, G0481, G0483, or G0659], when the coverage
criteria, Medical Policy PG0069 Drug Testing, are met.




Codes

Code Description

G0483

Paramount Commercial
Insurance Plans

Elite (Medicare Advantage)
Plans

Policy

DETAILS/NOTES

Drug test(s), dennitive, utnzing arug
identification methods able to
identify individual drugs and
distinguish between structural
isomers (but not necessarily
stereoisomers), including, but not
limited to GC/MS (any type, single

ar tandam) and | CINMS (anmy hna

PRIOR AUTHORIZATION
REQUIRED - INTERQUAL - See
Details/Notes

PRIOR AUTHORIZATION
REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA - See Details/Notes

PG0069 Drug Testing

Effective 01/01/2024: Presumptive drug screening (CPT code 80305,
80306 or 80307) and Definitive drug testing (HCPCs code G0480,
G0481, G0482, G0483, or G0659) ARE ONLY REIMBURSABLE 45
times total every 365 days [any combination of procedures 80305,
80306, 80307, G0480, G0481, G0483, or G0659], when the coverage
criteria, Medical Policy PG0069 Drug Testing, are met.

G0555

Provision of replacement patient
electronics system (e.g., system
pillow, handheld reader) for home
pulmonary artery pressure
monitoring

NON-COVERED

NON-COVERED

New code effective 1/1/2025 - CardioMEMS accessory pillow

G0561

Tympanostomy with local or topical
anesthesia and insertion of a
ventilating tube when performed
with tympanostomy tube delivery
device, unilateral (list separately in
addition to 69433) (do not use in
conjunction with 0583T)

G0659

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Services

New code effective 1/1/2025 - Tympanostomy with local or topical
anesthesia and insertion of a ventilating tube when performed with
tympanostomy tube delivery device, unilateral (list separately in addition
to 69433) (do not use in conjunction with 0583T)

Drug esi(s), demnnitive, uunzing arug
identification methods able to
identify individual drugs and
distinguish between structural
isomers (but not necessarily
stereoisomers), including but not
limited to, GC/MS (any type, single

G2082

PRIOR AUTHORIZATION
REQUIRED - INTERQUAL - See
Details/Notes

PRIOR AUTHORIZATION
REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA - See Details/Notes

PG0069 Drug Testing

Effective 01/01/2024: Presumptive drug screening (CPT code 80305,
80306 or 80307) and Definitive drug testing (HCPCs code G0480,
G0481, G0482, G0483, or G0659) ARE ONLY REIMBURSABLE 45
times total every 365 days [any combination of procedures 80305,
80306, 80307, G0480, G0481, G0483, or G0659], when the coverage
criteria, Medical Policy PG0069 Drug Testing, are met.

ar tandam) and | CIMS (anv hing
UTTiCe Or other outpatient VISIT Tor
the evaluation and management of
an established patient that requires
the supervision of a physician or
other qualified health care
professional and provision of up to
56 mg of esketamine nasal self-

adminictratinn_incluidac 2

G2083

PRIOR AUTHORIZATION
REQUIRED - INTERQUAL

PRIOR AUTHORIZATION
REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA

PG0409 Ketamine and Esketamine for

Treatment of Psychiatric Disorders and Pain

Management

Uf‘nce or omﬁﬁf Tor
the evaluation and management of
an established patient that requires

the supervision of a physician or

other qualified health care
professional and provision of
greater than 56 mg esketamine

nacal calf_adminictratian_inchida.

G2171

PRIOR AUTHORIZATION
REQUIRED - MEDICAL POLICY

PRIOR AUTHORIZATION
REQUIRED - MEDICAL POLICY

PG0409 Ketamine and Esketamine for

Treatment of Psychiatric Disorders and Pain

Management

PercUTaneons arterovenous fstara
creation (avf), direct, any site, using
magnetic-guided arterial and
venous catheters and
radiofrequency energy, including
flow-directing procedures (e.g.,
vascular coil embolization with

radinlanic ciinansicinn and

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
Warfarin responsiveness testing by Effective 06/01/2024 procedure G9143 covered with a prior authorization
9143 genetic technique using any PRIOR AUTHORIZATION PRIOR AUTHORIZATION NOT for Paramount Commercial Insurance Plans/per InterQual coverage
method, any number of REQUIRED - INTERQUAL REQUIRED criteria and is covered without a prior authorization for the Elite
specimen(s) (Medicare Advantage) Plans
L0035 Hogopental Heallh Parta PRIOR AUTHORIZATION PRIOR AUTHORIZATION PGO531 Behavioral Health Partial
p Hours REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL POLICY Hospitalization Program
Assertive community treatment, PRIOR AUTHORIZATION PRIOR AUTHORIZATION . .
HO0039 face-to-face, per 15 minutes | REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL POLICY | FG0503 Assertive Community Therapy
Assertive community treatment PRIOR AUTHORIZATION PRIOR AUTHORIZATION . .
H0040 program, per diem REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL POLICY | FCG0°03 Assertive Community Therapy
PRIOR AUTHORIZATION
IHNgg-PnlE’:I Inpatient admissions PRIOR AUTHORIZATION REQUIRED - FOLLOW
ADMISSIONS p REQUIRED MEDICARE COVERAGE
CRITERIA
INTENSIVE PRIOR AUTHORIZATION NOT PRIOR AUTHORIZATION NOT Effective 7/1/2021 Intensive Outpatient Admissions do not require a prior
OUTPATIENT Outpatient admissions REQUIRED REQUIRED authorization p q p
ADMISSIONS
Effective 05/11/2022 Utilization of Corticosteroid Intravitreal Implants will
. be managed through Prime Therapeutics Management LLC by either
Dexamethasone, lacrimal PG0495 Intravitreal and Punctum ost service claim editing or prior authorization. Refer to
J1096 ophthalmic insert, 0.1 mg SEE NOTES SEE NOTES P g orp - el

(Dextenza)

Corticosteroid Implants

Adercom d ey nter/policies
Iprovaer-eomif -centerp

http://www.primetherapeutics.com for

hitos/specialtvdrug I
ARPSHSP yerag-mag

current policies.




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
Injection, etranacogene . Codes J1411, J3490, J3590, J9999 [when specified as etranacogene
J1411 dezaparvovec-drib, per therapeutic SEE NOTES SEE NOTES 2(30519 Hemger:x ;gtragii%%ezr;e dezaparvovec-drlb (Hemgenix)] requires prior authorization, via Prime
dose lezaparvovec)-Archive Therapeutics Management LLC https://www.primetherapeutics.com/
Injection, voretigene neparvovec- PG0520 Luxturna ((voretigene neparvovec- [Code J3398 requires a prior authorization with Prime Therapeutics
3398 rzyl, 1 billion vector genomes SESLOIES SEEROIES rzyl)-Archived 110124 Management LLC https://www.primetherapeutics.com/
Not otherwise classified . . . - ]
- N ! . Zynteglo (betibeglogene autotemcel) requires a prior authorization with
J3398 antineoplasfic drugs [when SEE NOTES SEE NOTES PGO523 Zynteglo (betibeglogene Prime Therapeutics Management LLC
specified as betibeglogene autotemcel)-Archived 110124 ) - N
https:/iwww.primetherapeutics.com/
autotemcel (Zynteglo)]
Injection, Onasemnogene PG0522 Zolgensma (onasemnogene Maintain Prior Authorization; Zolgensma (onasemnogene abeparvovec)
J3399 abeparvovec-xioi, per treatment, up SEE NOTES SEE NOTES 9 X g requires a prior authorization with Prime Therapeutics Management LLC
abeparvovec)-Archived 110124 . - .
to 5x1015 vector genomes https://www.primetherapeutics.com/
13490 Unclassified drugs SEE NOTES SEE NOTES PG0225 Implantable Testosterone Pellets Un_llste_zd code J3490 should be billed for Testopel® for Elite per CMS
(Testopel®) guidelines
. - Maintain Prior Authorization: Codes J9029, J3490, J3590, J9999 [when
Unclassified drugs [when specified PG0518 Adstiladrin (nadofaragene specified as nadofaragene firadenovecvncg (Adstiladrin)] requires a prior
J3490 as nadofaragene firadenovecvncg SEE NOTES SEE NOTES ] X 9 pecitied ¢ dotarag : 9 a P
o firadenovecvncg)-Archived 110124 authorization, via Prime Therapeutics Management LLC
(Adstiladrin)] . . X
https://www.primetherapeutics.com/
Unclassified drugs [when specified . Codes J1411, J3490, J3590, J9999 [when specified as etranacogene
J3490 as etranacogene dezaparvovec- SEE NOTES SEE NOTES PGO519 Hemgenix (etranacogene dezaparvovec-drlb (Hemgenix)] requires prior authorization, via Prime

drlb (Hemgenix)]

dezaparvovec)-Archived 110124

Therapeutics Management LLC https://www.primetherapeutics.com/




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
o . Maintain Prior Authorization: Codes J3490, J3590, J9999 [when
Unclassified drugs [when specified PG0521 Skysona (elivaldogene autotemcel){specified as elivaldogene autotemcel (Skysona)] requires a prior
J3490 as elivaldogene autotemcel SEE NOTES SEE NOTES A 9 pecilied ¢ . 9 . a p
Archived 110124 authorization with Prime Therapeutics Management LLC
(Skysona)] X \ N
https://iwww.primetherapeutics.com/
- . . Maintain Prior Authorization: Codes J9029, J3490, J3590, J9999 [when
Unclassified biologics [when PG0518 Adstiladrin (nadofaragene specified as nadofaragene firadenovecvncg (Adstiladrin)] requires a prior
J3590 specified as nadofaragene SEE NOTES SEE NOTES . i 9 pecitied as nadolarag ‘ 9 a P
) AR firadenovecvncg)-Archived 110124 authorization, via Prime Therapeutics Management LLC
firadenovecvncg (Adstiladrin)] . . X
https://www.primetherapeutics.com/
Unclassified biologics [when . Codes J1411, J3490, J3590, J9999 [when specified as etranacogene
J3590 specified as etranacogene SEE NOTES SEE NOTES :(30519 Hemger:x ﬁtra(;\eii%glezr:le dezaparvovec-drlb (Hemgenix)] requires prior authorization, via Prime
dezaparvovec-drlb (Hemgenix)] lezaparvovec)-Archive Therapeutics Management LLC https://www.primetherapeutics.com/
- 5 5 Maintain Prior Authorization: Codes J3490, J3590, J9999 [when
Unclassified biologics [when PG0521 Skysona (elivaldogene autotemcel){specified as elivaldogene autotemcel (Skysona)] requires a prior
J3590 specified as elivaldogene SEE NOTES SEE NOTES ) 9 peciiied as elivaidog . q P
Archived 110124 authorization with Prime Therapeutics Management LLC
autotemcel (Skysona)] - - N
https://www.primetherapeutics.com/
Effective 05/11/2022 Utilization of Corticosteroid Intravitreal Implants will
- . . be managed through Prime Therapeutics Management LLC by either
Injection, fluocinolone acetonide, PG0495 Intravitreal and Punctum ost service claim editin or rior authorization. Refer to
J7311 intravitreal implant (Restisert), 0.01 SEE NOTES SEE NOTES ! : P g orp ton. )
m COrt|COSter0|d |mp|ants knnr Ilrn |:\Ih1rlv| |g m:\nc\ nrlnr _COM e} Ater/p: olicies
9 aﬂd—gmdehnesﬁparameumaspx https:/iwww. pnmetherapeutlcs com/ for
current policies.
Effective 05/11/2022 Utilization of Corticosteroid Intravitreal Implants will
P be managed through Prime Therapeutics Management LLC
Injection, dexamethasone, PG0495 Intravitreal and Punctum Management by either post service claim editing or prior authonzatlon
J7312 intravitreal implant, 0.1 mg SEE NOTES SEE NOTES ! i d ,,y =1 PO ; ciuing or prior ¢
Corticosteroid Implants Refer to hitps#/sp Hyelrig-+ provider-comn .
(Ozurdex)
https://iwww.primetherapeutics.com/ for current policies.
Effective 05/11/2022 Utilization of Corticosteroid Intravitreal Implants will
_— . . be managed through Prime Therapeutics Management LLC
Injection, fluocinalone acetonide, PG0495 Intravitreal and Punctum Management by either post servnce clalm editing or prior authorization.
J7313 intravitreal implant (lluvien), 0.01 SEE NOTES SEE NOTES ! : g 0y elther pA g orp
mg Corticosteroid Implants Refer to https:sp Hg-H provider-com/medication
d idali mntasp:
Ater/ res/parameunt-asp

https: IIWWW primetherapeutics.com/ for current policies.




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
Effective 05/11/2022 Utilization of Corticosteroid Intravitreal Implants will
be managed through Prime Therapeutics Management LLC
Injection, fluocinolone acetonide, PG0495 Intravitreal and Punctum Management by either post service claim editing or prior authonzatlon

7314 intravitreal implant (Yutig), 0.01 mg SEEICIES SEEHICIES Corticosteroid Implants Refer to hitps#/specialtydrug-magellanprovider-com/medi -

center/poliek m—l auidek ountasp:
Aterf and tes/parameunt-asp

https://iwww.primetherapeutics.com/ for current policies.

Prior Authorization required, with an exception:

oPreferred products may not require authorization.

oQontact Prime Therapeutics Management LLC to advise on whether

prior authorization is needed.

Refer to the Prime Therapeutics Management LLC Prescription Drug
Hyaluronan or derivative, durolane, PG0204 Viscosupplementation for Benefits/Prior Authorizations. The Viscosupplementations will continue to

7318 for intra-articular injection, 1 mg SEERCIES SEERCOES Osteoarthritis be billed to the medical benefit. Refer to Prescription Drug Benefits/Prior
Authonzanons
aﬁtheﬂzaﬂen—eﬂtem%mageﬂaﬂ—mﬁe https //WWW prlmetherapeutlcs com/
[Euflexxa, Synvisc, and Synvisc-One are the preferred products and do
nat reauire Prior Authorization 1
Prior Authorization required, with an exception:
oPreferred products may not require authorization.
oQontact Prime Therapeutics Management LLC to advise on whether
prior authorization is needed.

Hyaluronan or derivitive, genvisc Refer to the Prime Therapeutics Management LLC Prescription Drug

J7320 850, for intra-articular injection, 1 SEE NOTES SEE NOTES PG0204 Vlscosupplementatlon for Ben_eﬂts/Pnor Autho_nzanons._The Vlscosuppler_ne.ntatlons will cor_1t|nu§ to

m Osteoarthritis be billed to the medical benefit. Refer to Prescription Drug Benefits/Prior
9 Authonzanons

a&theﬂzaﬂen—eﬂtena%mageﬂan—mﬁe https //WWW pnmetherapeutlcs com/
[Euflexxa, Synvisc, and Synvisc-One are the preferred products and do
not require Prior Authorization. ]
Prior Authorization required, with an exception:
oBreferred products may not require authorization.
oQontact Prime Therapeutics Management LLC to advise on whether
prior authorization is needed.

Hyaluronan or derivative, hyalgan, . . Refer to the Prime Therapeutics Management LLC Prescription Drug

J7321 supartz or visco-3, for intra-articular SEE NOTES SEE NOTES PG0204 Vlscosupple_rr_lentatlon for Benefits/Prior Authorizations. The Viscosupplementations will continue to

L Osteoarthritis ¥ " " . N :
injection, per dose be billed to the medical benefit. Refer to Prescription Drug Benefits/Prior
Authorlzanons
amheﬂzaﬂen—emeﬂa%mageuaﬂ—mm https IIWWW pnmetherapeutlcs com/
[Euflexxa. Svnvisc. and Svnvisc-One are the preferred products and do
Prior AUthorization required, with an excepwon: |
oPreferred products may not require authorization.
oQontact Prime Therapeutics Management LLC to advise on whether
Hyaluronan or derivative, hymovis, PG0204 Viscosupplementation for prior authorization is needed.

Jrs22 for intra-articular injection, 1 mg EEEROIES EEEOIES Osteoarthritis Refer to the Prime Therapeutics Management LLC Prescription Drug
Benefits/Prior Authorizations. The Viscosupplementations will continue to
be billed to the medical benefit. Refer to Prescription Drug Benefits/Prior
PHE AT S amon required, With am eXcapton”
oBreferred products may not require authorization.
oQontact Prime Therapeutics Management LLC to advise on whether

17323 Hyaluronan or derivative, Euflexxa, SEE NOTES SEE NOTES PG0204 Viscosupplementation for prior authorization is needed.

for intra-articular injection, per dose

Osteoarthritis

Refer to the Prime Therapeutics Management LLC Prescription Drug
Benefits/Prior Authorizations. The Viscosupplementations will continue to
be billed to the medical benefit. Refer to Prescription Drug Benefits/Prior

Auvtharizatinne




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
PTior AUthorization required, WIth an exception:
oPreferred products may not require authorization.
- oQontact Prime Therapeutics Management LLC to advise on whether
Hyaluronan or derivative, PG0204 Viscosupplementation for prior authorization is needed
J7324 Orthovisc, for intra-articular SEE NOTES SEE NOTES - - - s
injection, per dose Osteoarthritis Refer. to tr_le Prime 'I_'herapeutlcs M_anagement LLC F?rescrl_pnon D_rug
Benefits/Prior Authorizations. The Viscosupplementations will continue to
be billed to the medical benefit. Refer to Prescription Drug Benefits/Prior
BHE AT GH S aTon TeqUITed, WItT & EXCEpTom.
oPreferred products may not require authorization.
- . oQontact Prime Therapeutics Management LLC to advise on whether
Hyaluronan or derivative, Synvisc PG0204 Viscosupplementation for prior authorization is needed
J7325 or Synvisc-One, for intra-articular SEE NOTES SEE NOTES - - - -
injection, 1 mg Osteoarthritis Refer_ to the Prime Therapeutlcs M.anagement LLC F_’rescnpnon Qrug
Benefits/Prior Authorizations. The Viscosupplementations will continue to
be billed to the medical benefit. Refer to Prescription Drug Benefits/Prior
P or RGO 2 aToN FEUITea, Wt &N SXCEpTom,
oBreferred products may not require authorization.
oQontact Prime Therapeutics Management LLC to advise on whether
Hyaluronan or derivative, Gel-One, PG0204 Viscosupplementation for prior authorization is needed.

17326 for intra-articular injection, per dose SEENCIES SEERCIES Osteoarthritis Refer to the Prime Therapeutics Management LLC Prescription Drug
Benefits/Prior Authorizations. The Viscosupplementations will continue to
be billed to the medical benefit. Refer to Prescription Drug Benefits/Prior
BHE AT TS aTon TeqUITed, WItT &I eXCEpTom.
oPreferred products may not require authorization.

- oQontact Prime Therapeutics Management LLC to advise on whether
Hyaluronan or derivative, PG0204 Viscosupplementation for prior authorization is needed
J7327 monovisc, for intra-articular SEE NOTES SEE NOTES - - - L
injection, per dose Osteoarthritis Referl to the Prime 'Ijherapeutlcs Mgnagement LLC Erescrlpt|on Qrug
Benefits/Prior Authorizations. The Viscosupplementations will continue to
be billed to the medical benefit. Refer to Prescription Drug Benefits/Prior
B R G o reqUITeT, WITT AN SXCEpTom,
oBreferred products may not require authorization.
oQontact Prime Therapeutics Management LLC to advise on whether
Hyaluronan or derivative, Gel-Syn, PG0204 Viscosupplementation for prior authorization is needed.

J7328 for intra-articular injection, 0.1 mg SE == Non=E Osteoarthritis Refer to the Prime Therapeutics Management LLC Prescription Drug
Benefits/Prior Authorizations. The Viscosupplementations will continue to
be billed to the medical benefit. Refer to Prescription Drug Benefits/Prior
C)'ri'o"r"l\'ﬁ[’ﬁ'c?r?z%mthn exception:
oPreferred products may not require authorization.
oQontact Prime Therapeutics Management LLC to advise on whether

Hyaluronan or derivative, trivisc, for PG0204 Viscosupplementation for prior authorization is needed.

7329 intra-articular injection, 1 mg SEENOES EEEOIES Osteoarthritis Refer to the Prime Therapeutics Management LLC Prescription Drug
Benefits/Prior Authorizations. The Viscosupplementations will continue to
be billed to the medical benefit. Refer to Prescription Drug Benefits/Prior
Autharizatinne

Autologous cultured chondrocytes, PRIOR AUTHORIZATION

37330 implar_n [except minced artic_ular PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0190 Focal Articular Cartilage of the

cartilage (whether synthetic, REQUIRED - INTERQUAL MEDICARE COVERAGE Knee
allograft or autograft)] CRITERIA




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
Prior AUthorization requited, WIth an exception:
oPreferred products may not require authorization.
- oQontact Prime Therapeutics Management LLC to advise on whether
Hyaluronan or derivative, PG0204 Viscosupplementation for prior authorization is needed
7331 Synoloi)rflné,cii(;rr:n;-ri;artlcular == Nem=E SEERCEES Osteoarthritis Refer to the Prime Therapeutics Management LLC Prescription Drug
) ! 9 Benefits/Prior Authorizations. The Viscosupplementations will continue to
be billed to the medical benefit. Refer to Prescription Drug Benefits/Prior
B AT oY S aton FequITeT, Wit B eXce] TequIred, With an exception:
oPreferred products may not require authorization.
oQontact Prime Therapeutics Management LLC to advise on whether
Hyaluronan or derivative, Triluron, PG0204 Viscosupplementation for prior authorization is needed.

J7332 for intra-articular injection, 1 mg SEEROIES SEEROIES Osteoarthritis Refer to the Prime Therapeutics Management LLC Prescription Drug
Benefits/Prior Authorizations. The Viscosupplementations will continue to
be billed to the medical benefit. Refer to Prescription Drug Benefits/Prior
BHO AT oY S aTon FequITed, Wit & eXCe] TEquUITed, WIth an excepuion:
oBreferred products may not require authorization.
oQontact Prime Therapeutics Management LLC to advise on whether

Hyaluronan or derivative, Visco-3, PG0204 Viscosupplementation for prior authorization is needed.

7333 for intra-articular injection, per dose SEERCIES SEERCIES Osteoarthritis Refer to the Prime Therapeutics Management LLC Prescription Drug
Benefits/Prior Authorizations. The Viscosupplementations will continue to
be billed to the medical benefit. Refer to Prescription Drug Benefits/Prior
Autharizatinne

Injection, Nadofaragene PGO518 Adstiladrin (nadofaragene Maintain Prior Authorization: Codes J9029, J3490, J3590, J9999 [when

J9029 Firadenovec-Vncg, per therapeutic SEE NOTES SEE NOTES ] . 9 specified as nadofaragene firadenovecvncg (Adstiladrin)] requires a prior

firadenovecvncg)-Archived 110124 R S .
dose authorization, via Prime Therapeutics Management LLC
Warfarin responsiveness testing by
9143 genetic technique using any PRIOR AUTHORIZATION Covered with No Prior
method, any number of REQUIRED - INTERQUAL Authorization Required
specimen(s)
PG0384 Drug Eluting Devices for Use
J7402 Mometasone furoate sinus implant, NON-COVERED NON-COVERED Following Endoscopic Sinus Surgery- |\ o\ ERED - EXPERIMENTAL, INVESTIGATIONAL
(sinuva), 10 micrograms archived 120124; PG0043 Experimental
Investigational Procedures Services
a’;‘;’;;’éhfa”g'ze dfllasssgl'vi‘in PGO518 Adstiladrin (nadofaragene | MaiNtain Prior Authorization: Codes 9029, 33490, J3590, 9999 [when
J9999 P 9 SEE NOTES SEE NOTES 9 specified as nadofaragene firadenovecvncg (Adstiladrin)] requires a prior

specified as nadofaragene
firadenovecvncg (Adstiladrin)]

firadenovecvncg)-Archived 110124

authorization, via Prime Therapeutics Management LLC




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
Not otherwise classified, Codes J1411, J3490, J3590, J9999 [when specified as etranacogene
J9999 antln_e;_or:jlastlc drugs [when SEE NOTES SEE NOTES 260519 Hemger:x i]e_tragii%%ezr;e dezaparvovec-drlb (Hemgenix)] requires prior authorization, via Prime
specified as etranacogene ezaparvovec)-Archive Therapeutics Management LLC
dezaparvovec-drlb (Hemgenix)]
aﬂg;g;higiediasssmie,n PG0521 Skysona (elivaldogene autotemcel) Maintain Prior Authorization: Codes J3490, J3590, J9999 [when
J9999 >op g SEE NOTES SEE NOTES . 9 specified as elivaldogene autotemcel (Skysona)] requires a prior
specified as elivaldogene Archived 110124 A . : .
authorization with Prime Therapeutics Management LLC
autotemcel (Skysona)]
PRIOR AUTHORIZATION
. . . PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0284 Manual, Powered, and Motorized
K0005 Ultra-lightweight wheelchair REQUIRED - INTERQUAL MEDICARE COVERAGE Wheeled Mobility Devices
CRITERIA
K0010 Standard-weight frame PRIOR AUTHORIZATION PRIOR AUTHORIZATION PG0284 Manual, Powered, and Motorized
motorized/power wheelchair REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL POLICY Wheeled Mobility Devices
Standard-weight frame
motorized/power wheelchair with
KOO11 programmable control parameters PRIOR AUTHORIZATION PRIOR AUTHORIZATION PG0284 Manual, Powered, and Motorized
for speed adjustment, tremor REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL POLICY Wheeled Mobility Devices
dampening, acceleration control
and braking
K0012 Lightweight portable PRIOR AUTHORIZATION PRIOR AUTHORIZATION PG0284 Manual, Powered, and Motorized
motorized/power wheelchair REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL POLICY Wheeled Mobility Devices
PRIOR AUTHORIZATION
K0013 Custom motorized/power PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0284 Manual, Powered, and Motorized
wheelchair base REQUIRED - INTERQUAL MEDICARE COVERAGE Wheeled Mobility Devices

CRITERIA




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
K0014 Other motorized/power wheelchair PRIOR AUTHORIZATION PRIOR AUTHORIZATION PG0284 Manual, Powered, and Motorized
base REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL POLICY Wheeled Mobility Devices
PRIOR AUTHORIZATION
KO108 Wheelchair comppnent or PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0284 Manual, Powgred, an‘d Motorized
accessory, not otherwise specified REQUIRED - INTERQUAL MEDICARE COVERAGE Wheeled Mobility Devices
CRITERIA
Automatic external defibrillator, with PRSI AURI PO ) - .
KO606 integrated electrocardiogram PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0224 Cardioverter Defibrillators-archived
analysis, garment type REQUIRED - INTERQUAL MEDICARE COVERAGE 120124
! CRITERIA
Power operated vehicle, group 1 BRIONACINORIZAON .
KO800 standard, patient weight capacity PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0284 Manual, Powgred, an.d Motorized
e . REQUIRED - INTERQUAL MEDICARE COVERAGE Wheeled Mobility Devices
up to and including 300 pounds
CRITERIA
Power operated vehicle, group 1 IFIRIGIR AUUAIGIPAUIIGIY .
K0801 heavy duty, patient weight capacity PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0284 Manual, POW_e_red, an_d Motorized
. ! REQUIRED - INTERQUAL MEDICARE COVERAGE Wheeled Mobility Devices
301 to 450 pounds
CRITERIA
Power operated vehicle, group 1 BRIONACINORIZAION .
K0802 very heavy duty, patient weight PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0284 Manual, Powgred, an.d Motorized
X ! REQUIRED - INTERQUAL MEDICARE COVERAGE Wheeled Mobility Devices
capacity 451 to 600 pounds
CRITERIA
Power operated vehicle, group 2 BRORACINORIZIION .
K0806 standard, patient weight capacity PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0284 Manual, Pow:_e_red, an_d Motorized
’ REQUIRED - INTERQUAL MEDICARE COVERAGE Wheeled Mobility Devices

up to and including 300 pounds

CRITERIA




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
Power operated vehicle, group 2 BRIORECINORIZATION .
K0807 heavy duty, patient weight capacity PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0284 Manual, Powa_a_red, an_d Motorized
; REQUIRED - INTERQUAL MEDICARE COVERAGE Wheeled Mobility Devices
301 to 450 pounds
CRITERIA
Power operated vehicle group 2 BRORACLORIZAION .
KO808 very heavy duty, patient weight PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0284 Manual, Powgred, an‘d Motorized
X ! REQUIRED - INTERQUAL MEDICARE COVERAGE Wheeled Mobility Devices
capacity 451 to 600 pounds
CRITERIA
PRIOR AUTHORIZATION
KO812 Power operated vehicle, not PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0284 Manual, Powered, and Motorized
otherwise classified REQUIRED - INTERQUAL MEDICARE COVERAGE Wheeled Mobility Devices
CRITERIA
Power wheelchair, group 1 PRIOR AUTHORIZATION
K0813 standard, portable, sling/solid seat PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0284 Manual, Powered, and Motorized
and back, patient weight capacity REQUIRED - INTERQUAL MEDICARE COVERAGE Wheeled Mobility Devices
up to and including 300 pounds CRITERIA
Power wheelchair, group 1 PRIOR AUTHORIZATION
K0814 standard, portable, captain’s chair, PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0284 Manual, Powered, and Motorized
patient weight capacity up to and REQUIRED - INTERQUAL MEDICARE COVERAGE Wheeled Mobility Devices
including 300 pounds CRITERIA
Power wheelchair, group 1 PRIOR AUTHORIZATION
K0815 standard, portable, sling/solid seat PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0284 Manual, Powered, and Motorized
and back, patient weight capacity REQUIRED - INTERQUAL MEDICARE COVERAGE Wheeled Mobility Devices
up to and including 300 pounds CRITERIA
Power wheelchair, group 1 PRIOR AUTHORIZATION
K0816 standard, captain’s chair, patient PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0284 Manual, Powered, and Motorized
weight capacity up to and including REQUIRED - INTERQUAL MEDICARE COVERAGE Wheeled Mobility Devices
300 pounds CRITERIA




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
Power wheelchair, group 2 PRIOR AUTHORIZATION
K0820 standard, portable, sling/solid PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0284 Manual, Powered, and Motorized
seat/back, patient weight capacity REQUIRED - INTERQUAL MEDICARE COVERAGE Wheeled Mobility Devices
up to and including 300 pounds CRITERIA
Power wheelchair, group 2 PRIOR AUTHORIZATION
KO821 standard, portable, captain’s chair, PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0284 Manual, Powered, and Motorized
patient weight capacity up to and REQUIRED - INTERQUAL MEDICARE COVERAGE Wheeled Mobility Devices
including 300 pounds CRITERIA
Power wheelchair, group 2 PRIOR AUTHORIZATION
K0822 standard, sling/solid seat/back, PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0284 Manual, Powered, and Motorized
patient weight capacity up to and REQUIRED - INTERQUAL MEDICARE COVERAGE Wheeled Mobility Devices
including 300 pounds CRITERIA
Power wheelchair, group 2 PRIOR AUTHORIZATION
K0823 standard, captain’s chair, patient PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0284 Manual, Powered, and Motorized
weight capacity up to and including REQUIRED - INTERQUAL MEDICARE COVERAGE Wheeled Mobility Devices
300 pounds CRITERIA
Power wheelchair, group 2 heavy IFIRIGIR AUUAIGIPAUIIGIY )
K0824 duty, sling/solid seatlback, patient PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0284 Manual, POW_e_red, an_d Motorized
) ! ! REQUIRED - INTERQUAL MEDICARE COVERAGE Wheeled Mobility Devices
weight capacity 301 to 450 pounds
CRITERIA
Power wheelchair, group 2 heavy BRIONACINORIZAION .
K0825 duty, captains chair, patient weight PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0284 Manual, Powgfed, an.d Motorized
’ 3 . REQUIRED - INTERQUAL MEDICARE COVERAGE Wheeled Mobility Devices
capacity 301 to 450 pounds
CRITERIA
Power wheelchair, group 2 very PRIOR AUTHORIZATION
KO826 heavy duty, sling/solid seat/back, PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0284 Manual, Powered, and Motorized
patient weight capacity 451 to 600 REQUIRED - INTERQUAL MEDICARE COVERAGE Wheeled Mobility Devices
pounds CRITERIA




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
Power wheelchair, group 2 very BRIORECINORIZATION .
K0827 heavy duty, captain’s chair, patient PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0284 Manual, Powa_a_red, an_d Motorized
- P ’ REQUIRED - INTERQUAL MEDICARE COVERAGE Wheeled Mobility Devices
weight capacity 451 to 600 pounds
CRITERIA
Power wheelchair, group 2 extra PRIOR AUTHORIZATION
K0828 heavy duty, sling/solid seat/back, PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0284 Manual, Powered, and Motorized
patient weight capacity 601 pounds REQUIRED - INTERQUAL MEDICARE COVERAGE Wheeled Mobility Devices
or more CRITERIA
Power wheelchair, group 2 extra PRIOR AUTHORIZATION
K0829 heavy duty, captain’s chair, patient PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0284 Manual, Powered, and Motorized
weight capacity 601 pounds or REQUIRED - INTERQUAL MEDICARE COVERAGE Wheeled Mobility Devices
more CRITERIA
Power wheelchair, group 2 PRIOR AUTHORIZATION
K0830 standard, seat elevator, sling/solid PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0284 Manual, Powered, and Motorized
seat/back, patient weight capacity REQUIRED - INTERQUAL MEDICARE COVERAGE Wheeled Mobility Devices
up to and including 300 pounds CRITERIA
Power wheelchair, group 2 PRIOR AUTHORIZATION
K0831 standard, seat elevator, captain’s PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0284 Manual, Powered, and Motorized
chair, patient weight capacity up to REQUIRED - INTERQUAL MEDICARE COVERAGE Wheeled Mobility Devices
and including 300 pounds CRITERIA
Power wheelchair, gri 2
star?d:rd, siﬁ:IZ paov'vgroolgiion, BRIONACINORIZAION .
K0835 sling/solid seat/back, patient weight PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0284 Manual, Powgfed, an.d Motorized
. . . REQUIRED - INTERQUAL MEDICARE COVERAGE Wheeled Mobility Devices
capacity up to and including 300
CRITERIA
pounds
Power wheelchair, group 2
standard, single powgr opF;ion, BRORACINORIZIION .
KO836 captain's chair, patient weight PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0284 Manual, Powc_e_red, an_d Motorized
. T ) REQUIRED - INTERQUAL MEDICARE COVERAGE Wheeled Mobility Devices
capacity up to and including 300 CRITERIA

pounds




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
Power wheelchair, group 2 heavy PRIOR AUTHORIZATION
K0837 duty, single power option, PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0284 Manual, Powered, and Motorized
sling/solid seat/back, patient weight REQUIRED - INTERQUAL MEDICARE COVERAGE Wheeled Mobility Devices
capacity 301 to 450 pounds CRITERIA
Power wheelchair, group 2 heavy PRIOR AUTHORIZATION
K0838 duty, single power option, captain’s PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0284 Manual, Powered, and Motorized
chair, patient weight capacity 301 REQUIRED - INTERQUAL MEDICARE COVERAGE Wheeled Mobility Devices
to 450 pounds CRITERIA
Power wheelchair, group 2 very PRIOR AUTHORIZATION
K0839 heavy duty, single power option, PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0284 Manual, Powered, and Motorized
sling/solid seat/back, patient weight REQUIRED - INTERQUAL MEDICARE COVERAGE Wheeled Mobility Devices
capacity 451 to 600 pounds CRITERIA
Power wheelchair, group 2 extra PRIOR AUTHORIZATION
KO840 heavy duty, single power option, PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0284 Manual, Powered, and Motorized
sling/solid seat/back, patient weight REQUIRED - INTERQUAL MEDICARE COVERAGE Wheeled Mobility Devices
capacity 601 pounds or more CRITERIA
Power wheelchair, group 2
standard, multiple pov\?er ol;tion, PRSI UGB PZLTOR )
K0841 sling/solid seat/back, patient weight PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0284 Manual, POW_e_red, an_d Motorized
. B . REQUIRED - INTERQUAL MEDICARE COVERAGE Wheeled Mobility Devices
capacity up to and including 300
CRITERIA
pounds
Power wheelchair, group 2
stanZared, mtﬁt?p‘lze T)c;vgelr)z,;tion, BRIONACINORIZAION .
K0842 captain's chair, patient weight PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0284 Manual, Powgred, an.d Motorized
- T ) REQUIRED - INTERQUAL MEDICARE COVERAGE Wheeled Mobility Devices
capacity up to and including 300
CRITERIA
pounds
Power wheelchair, group 2 heavy PRIOR AUTHORIZATION
K0843 duty, multiple power option, PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0284 Manual, Powered, and Motorized
sling/solid seat/back, patient weight REQUIRED - INTERQUAL MEDICARE COVERAGE Wheeled Mobility Devices
capacity 301 to 450 pounds CRITERIA




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
Power wheelchair, group 3 PRIOR AUTHORIZATION
K0848 standard, sling/solid seat/back, PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0284 Manual, Powered, and Motorized
patient weight capacity up to and REQUIRED - INTERQUAL MEDICARE COVERAGE Wheeled Mobility Devices
including 300 pounds CRITERIA
Power wheelchair, group 3 PRIOR AUTHORIZATION
K0849 standard, captain’s chair, patient PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0284 Manual, Powered, and Motorized
weight capacity up to and including REQUIRED - INTERQUAL MEDICARE COVERAGE Wheeled Mobility Devices
300 pounds CRITERIA
Power wheelchair, group 3 heavy PRSI AURI PO .
KO850 duty, sling/solid seat/back, patient PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0284 Manual, Powa_e_red, an_d Motorized
2 ! ! REQUIRED - INTERQUAL MEDICARE COVERAGE Wheeled Mobility Devices
weight capacity 301 to 450 pounds
CRITERIA
p heelchai 3h PRIOR AUTHORIZATION
<0851 du‘t’)‘,’vig“’)"ta?ﬁgc:;rgg;‘:i’; o We:igt PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0284 Manual, Powered, and Motorized
X ) . REQUIRED - INTERQUAL MEDICARE COVERAGE Wheeled Mobility Devices
capacity 301 to 450 pounds
CRITERIA
Power wheelchair, group 3 very PRIOR AUTHORIZATION
KO852 heavy duty, sling/solid seat/back, PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0284 Manual, Powered, and Motorized
patient weight capacity 451 to 600 REQUIRED - INTERQUAL MEDICARE COVERAGE Wheeled Mobility Devices
pounds CRITERIA
Power wheelchair, group 3 very BRIONACINORIZAION .
K0853 heavy duty. captain:s chair, patient PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0284 Manual, Powered, and Motorized
X T ’ REQUIRED - INTERQUAL MEDICARE COVERAGE Wheeled Mobility Devices
weight capacity 451 to 600 pounds
CRITERIA
Power wheelchair, group 3 extra PRIOR AUTHORIZATION
KO854 heavy duty, sling/solid seat/back, PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0284 Manual, Powered, and Motorized
patient weight capacity 601 pounds REQUIRED - INTERQUAL MEDICARE COVERAGE Wheeled Mobility Devices

or more

CRITERIA




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
Power wheelchair, group 3 extra PRIOR AUTHORIZATION
KO855 heavy duty, captain’s chair, patient PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0284 Manual, Powered, and Motorized
weight capacity 601 pounds or REQUIRED - INTERQUAL MEDICARE COVERAGE Wheeled Mobility Devices
more CRITERIA
Power wheelchair, group 3
standard, single powgr opF:ion, BRORACLORIZAION .
KO856 sling/solid seat/back, patient weight PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0284 Manual, Powgred, an‘d Motorized
. " . REQUIRED - INTERQUAL MEDICARE COVERAGE Wheeled Mobility Devices
capacity up to and including 300
CRITERIA
pounds
Power wheelchair, group 3
standard, single powgr opliion, PRSI AURI PO .
KO857 captain's chair, patient weight PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0284 Manual, Powa_e_red, an_d Motorized
. P . REQUIRED - INTERQUAL MEDICARE COVERAGE Wheeled Mobility Devices
capacity up to and including 300
CRITERIA
pounds
Power wheelchair, group 3 heavy PRIOR AUTHORIZATION
KO858 duty, single power option, PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0284 Manual, Powered, and Motorized
sling/solid seat/back, patient weight REQUIRED - INTERQUAL MEDICARE COVERAGE Wheeled Mobility Devices
capacity 301 to 450 pounds CRITERIA
Power wheelchair, group 3 heavy PRIOR AUTHORIZATION
KO859 duty, single power option, captain’s PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0284 Manual, Powered, and Motorized
chair, patient weight capacity 301 REQUIRED - INTERQUAL MEDICARE COVERAGE Wheeled Mobility Devices
to 450 pounds CRITERIA
Power wheelchair, group 3 very PRIOR AUTHORIZATION
K0860 heavy duty, single power option, PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0284 Manual, Powered, and Motorized
sling/solid seat/back, patient weight REQUIRED - INTERQUAL MEDICARE COVERAGE Wheeled Mobility Devices
capacity 451 to 600 pounds CRITERIA
Power wheelchair, group 3
standard, multiple poveer oF;))tion, BRORACINORIZIION .
KOS61 sling/solid seat/back, patient weight PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0284 Manual, Powc_e_red, an_d Motorized
. " . REQUIRED - INTERQUAL MEDICARE COVERAGE Wheeled Mobility Devices
capacity up to and including 300 CRITERIA

pounds




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
Power wheelchair, group 3 heavy PRIOR AUTHORIZATION
K0862 duty, multiple power option, PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0284 Manual, Powered, and Motorized
sling/solid seat/back, patient weight REQUIRED - INTERQUAL MEDICARE COVERAGE Wheeled Mobility Devices
capacity 301 to 450 pounds CRITERIA
Power wheelchair, group 3 very PRIOR AUTHORIZATION
KO863 heavy duty, multiple power option, PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0284 Manual, Powered, and Motorized
sling/solid seat/back, patient weight REQUIRED - INTERQUAL MEDICARE COVERAGE Wheeled Mobility Devices
capacity 451 to 600 pounds CRITERIA
Power wheelchair, group 3 extra PRIOR AUTHORIZATION
KO864 heavy duty, multiple power option, PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0284 Manual, Powered, and Motorized
sling/solid seat/back, patient weight REQUIRED - INTERQUAL MEDICARE COVERAGE Wheeled Mobility Devices
capacity 601 pounds or more CRITERIA
Power wheelchair, group 4 PRIOR AUTHORIZATION
KO868 standard, sling/solid seat/back, PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0284 Manual, Powered, and Motorized
patient weight capacity up to and REQUIRED - INTERQUAL MEDICARE COVERAGE Wheeled Mobility Devices
including 300 pounds CRITERIA
Power wheelchair, group 4 PRIOR AUTHORIZATION
KO869 standard, captain’s chair, patient PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0284 Manual, Powered, and Motorized
weight capacity up to and including REQUIRED - INTERQUAL MEDICARE COVERAGE Wheeled Mobility Devices
300 pounds CRITERIA
Power wheelchair, group 4 heavy BRIONACINORIZAION .
K0870 duty, sling/solid seat/back, patient PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0284 Manual, Powgred, an.d Motorized
Y . ! REQUIRED - INTERQUAL MEDICARE COVERAGE Wheeled Mobility Devices
weight capacity 301 to 450 pounds
CRITERIA
Power wheelchair, group 4 very PRIOR AUTHORIZATION
KOS71 heavy duty, sling/solid seat/back, PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0284 Manual, Powered, and Motorized
patient weight capacity 451 to 600 REQUIRED - INTERQUAL MEDICARE COVERAGE Wheeled Mobility Devices
pounds CRITERIA




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
KO877 sling/solid s’eatlgaclf atienrt)wei’ ht PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0284 Manual, Powered, and Motorized
g'sol  patient weig REQUIRED - INTERQUAL MEDICARE COVERAGE Wheeled Mobility Devices
capacity up to and including 300
CRITERIA
pounds
e o
k0878 A PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0284 Manual, Powered, and Motorized
pia » patient welg REQUIRED - INTERQUAL MEDICARE COVERAGE Wheeled Mobility Devices
capacity up to and including 300
CRITERIA
pounds
Power wheelchair, group 4 heavy PRIOR AUTHORIZATION
KO879 duty, single power option, PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0284 Manual, Powered, and Motorized
sling/solid seat/back, patient weight REQUIRED - INTERQUAL MEDICARE COVERAGE Wheeled Mobility Devices
capacity 301 to 450 pounds CRITERIA
Power wheelchair, group 4 very PRIOR AUTHORIZATION
KO880 heavy duty, single power option, PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0284 Manual, Powered, and Motorized
sling/solid seat/back, patient weight REQUIRED - INTERQUAL MEDICARE COVERAGE Wheeled Mobility Devices
capacity 451 to 600 pounds CRITERIA
ctandard, mulipe power opon LR AAPRIE TN
K0884 slina/solid ;eat!bgckp atient’?/vei 'ht PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0284 Manual, Powered, and Motorized
'S0l  patient weig REQUIRED - INTERQUAL MEDICARE COVERAGE Wheeled Mobility Devices
capacity up to and including 300
CRITERIA
pounds
Standard, mulile power opion PRIOR AUTHORIZATION
ko885 oS chai': gﬁem Wepi ot PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0284 Manual, Powered, and Motorized
pta » patient welg REQUIRED - INTERQUAL MEDICARE COVERAGE Wheeled Mobility Devices
capacity up to and including 300
CRITERIA
pounds
Power wheelchair, group 4 heavy PRIOR AUTHORIZATION
KO886 duty, multiple power option, PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0284 Manual, Powered, and Motorized
sling/solid seat/back, patient weight REQUIRED - INTERQUAL MEDICARE COVERAGE Wheeled Mobility Devices
capacity 301 to 450 pounds CRITERIA




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
e et g
K0890 S"np ol S’eaugacE atien’i woiot|  PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0284 Manual, Powered, and Motorized
/S0l  patient weig REQUIRED - INTERQUAL MEDICARE COVERAGE Wheeled Mobility Devices
capacity up to and including 125
CRITERIA
pounds
e, mulipe power opton PRIOR AUTHORIZATION
k0801 S"‘r’] ps 'Seat/b’;ckp atiempwei '«|  PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0284 Manual, Powered, and Motorized
/S0 - patient weig REQUIRED - INTERQUAL MEDICARE COVERAGE Wheeled Mobility Devices
capacity up to and including 125
CRITERIA
pounds
PRIOR AUTHORIZATION
K0898 Power wheelchair, not otherwise PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0284 Manual, Powered, and Motorized
classified REQUIRED - INTERQUAL MEDICARE COVERAGE Wheeled Mobility Devices
CRITERIA
Power mobility device, not coded BRIONACINORIZAON
K0899 by DME PDAt}é or doés not meet PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0284 Manual, Powered, and Motorized
Y - REQUIRED - MEDICAL POLICY MEDICARE COVERAGE Wheeled Mobility Devices
criteria
CRITERIA
Cranial electrotherapy stimulation PG0244 Electrical Nerve Stimulators-
K1002 (CES) system, includes all supplies NON-COVERED NON-COVERED archived 120124; PG0043 Experimental | O\ -COVERED - EXPERIMENTAL, INVESTIGATIONAL. Procedure
. L . code deleted 01/01/2024
and accessories, any type Investigational Procedures Services
Low frequency ultrasonic diathermy
K1004 treatment device for home use, NON-COVERED NON-COVERED PG0043 Experimental Investigational |\ o\ ~6vERED - EXPERIMENTAL, INVESTIGATIONAL
includes all components and Procedures Services
accessories (PainShield®)
Bilaterar nip, Knee, ankie, 100t
device, powered, includes pelvic
component, single or double PG0425 Powered Robotic Lower Body
K1007 upright(s), knee joints any type, with NON-COVERED NON-COVERED Bxoskeleton Devices-Archived 090124; |\ - ERED - EXPERIMENTAL, INVESTIGATIONAL

or without ankle joints any type,
includes all components and
accessories, motors,

micranrncacenre cancarc

PG0043 Experimental Investigational
Procedures Services




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
Speech volume modulation system,
any type, including all components PG0043 Experimental Investigational
K1009 ; R NON-COVERED NON-COVERED - NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
and accessories (SpeechVive Procedures Services
Device)
Transcutaneous electrical nerve PG0244 Electrical Nerve Stimulators-
. - N N archived 120124. PG0361 Alternative
K1016 stlmulatqr for»electncal stimulation NON-COVERED NON-COVERED Radiofrequency Methods of Denervation: NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL. Procedure
of the trigeminal nerve (Monarch . o code deleted 01/01/2024
PG0043 Experimental Investigational
Etns) .
Procedures Services
Transcutaneous el.ectnc_al nerve PG0244 Electrical Nerve Stimulators-
stimulator for electrical stimulation archived 120124. PGO361 Alternative
K1017 of the trigeminal nerve (Monarch NON-COVERED NON-COVERED Radiofrequency Methods of Denervation: NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL. Procedure
Etns) N L code deleted 01/01/2024
. ) PG0043 Experimental Investigational
Monthly supplies for use of device Procedures Services
coded at K1016 (Monarch Etns)
PG0244 Electrical Nerve Stimulators-
External upper limb tremor archived 120124. PG0361 Alternative
K1018 stimulator of the peripheral nerves NON-COVERED NON-COVERED Radiofrequency Methods of Denervation; S(Sj':_ge%\t/:ngl?ol/EzﬁszRlMENTAL’ INVESTIGATIONAL. Procedure
of the wrist (e.g., Cala Trio™) PG0043 Experimental Investigational
Procedures Services
PG0244 Electrical Nerve Stimulators-
. . archived 120124. PG0361 Alternative
K1019 Monthly supplies for use of delVIce NON-COVERED NON-COVERED Radiofrequency Methods of Denervation: NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL. Procedure
coded at K1018 (e.g., Cala Trio™) X L code deleted 01/01/2024
PG0043 Experimental Investigational
Procedures Services
PG0244 Electrical Nerve Stimulators-
Distal transcutaneous electrical archived 120124. PG0361 Alternative
K1023 nerve stimulator, stimulates NON-COVERED NON-COVERED Radiofrequency Methods of Denervation; NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL. Procedure
. . - code deleted 01/01/2024
peripheral nerves of the upper arm PG0043 Experimental Investigational
Procedures Services
Mechanical allergen particle PG0188 Allergy Testing and Treatments;
K1026 barrier/inhalation filter, cream, NON-COVERED NON-COVERED PG0043 Experimental Investigational NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

nasal, topical (Alzair™).

Procedures Services




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
Oral dewce/apphance useq to PG0043 Experimental Investigational
reduce upper airway collapsibilty, Procedures Services. PG0131 Custom Oral
K1027 without fixed mechanical hinge, NON-COVERED NON-COVERED - S NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
R X " Appliances for Obstructive Sleep Apnea-
custom fabricated, includes fitting ;
X archived 120124.
and adjustment
External recharging system for
battery (internal) for use with PG0043 Experimental Investigational
K1030 implanted cardiac contractility NON-COVERED NON-COVERED P . 9 NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
. Procedures Services
modulation generator, replacement
only
Supplies and accessories (e.g.,
K1036 transducer) for low frequency NON-COVERED NON-COVERED PG0043 Experimental Investigational |\ o\ cvERED - EXPERIMENTAL, INVESTIGATIONAL
ultrasonic diathermy treatment Procedures Services
device, per month
Cranial cervical orthosis, congenital PRIOR AUTHORIZATION . . .
Lo11s torticollis type, with or without soft | PRIOR AUTHORIZATION REQUIRED - FOLLOW PPGrgtt";‘t)i\gﬂgiggx’fgvzsvl'g‘flZ’:d
interface material, adjustable range REQUIRED - INTERQUAL MEDICARE COVERAGE maintain PA per InterOual coverage cri£eria
of motion joint, custom fabricated CRITERIA p Q 9
Cranial cervical orthotic, torticollis
N . L . PRIOR AUTHORIZATION . . .
Lotz | “wihoutsoft merace materi, | PRIORAUTHORIZATION REQUIRED-FoLLOW | - FC L O o on,
- ) " ! REQUIRED - INTERQUAL MEDICARE COVERAGE Lo -
prefabricated, includes fitting and maintain PA per InterQual coverage criteria
. CRITERIA
adjustment
Knee orthosis, elastic with joints,
trﬂf;izml:)?r?td ;iﬂ;zatazzz:w?:d PRIGIR AUTCIREZ SN PIEIIEOQTJIILI\RUETI;'? lf(l)zLﬁg\(lJVN Prior Authorization will be required for Knee Orthosis with a charged
L1810 or otherwise customized to fit a REQUIRED "\IELERQUAL‘ 82 MEDICARE COVERAGE PGO480 Knee Orthosis-archived 120124 amount greater than $500.00.
specific patient by an individual with CRITERIA. See Notes
expertise
PRIOR AUTHORIZATION
. IR PRIOR AUTHORIZATION . - ] ’ S
Knee orthosis, elastic with joints, N REQUIRED - FOLLOW - ) Prior Authorization will be required for Knee Orthosis with a charged
L1812 prefabricated, off-the-shelf REQUIRED = NTEREIUAL. S22 MEDICARE COVERAGE PG0480 Knee Orthosis-archived 120124 amount greater than $500.00.

Notes

CRITERIA. See Notes




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
Knee orthotic, elastic with condylar PRIOR AUTHORIZATION
L ) ) PRIOR AUTHORIZATION . - . . -
pads and joints, with or without N REQUIRED - FOLLOW o . Prior Authorization will be required for Knee Orthosis with a charged
L1820 patellar control, prefabricated, REQUIRED ’\Ill;lt'LIZRQUAL. s MEDICARE COVERAGE PGO480 Knee Orthosis-archived 120124 amount greater than $500.00.
includes fitting and adjustment CRITERIA. See Notes
Knee orthosis, immobilizer, canvas ARICRIUILIORIZAION PséOQTJ%UET;?EOIiﬁg\?VN Prior Authorization will be required for Knee Orthosis with a charged
L1830 longitudinal, prthaetifncated, off-the- | REQUIRED —’\IE;LERQUAL. See MEDICARE COVERAGE PG0480 Knee Orthosis-archived 120124 amount greater than $500.00.
CRITERIA. See Notes
. . . PRIOR AUTHORIZATION
Knee orthotic, locking knee joint(s), PRIOR AUTHORIZATION ’ -~ ] ] S
. . . REQUIRED - FOLLOW - ) Prior Authorization will be required for Knee Orthosis with a charged
L1831 p;s;lﬂj(;r:! g{tﬁ:otgthgr;e;gfsr:(rféi(tj, REQUIRED —’\Ill;lt'LIZRQUAL. See MEDICARE COVERAGE PG0480 Knee Orthosis-archived 120124 amount greater than $500.00.
9 ! CRITERIA. See Notes
RNEE ortnosis, adjustanle Knee
joints (unicentric or polycentric),
g:)esfggrri]:;gttihi(t);rl:’t:gltdhzl;pge?:r’] RO T LIORIZATION PsIIEOQTJIIL\RUET;? lfolzLﬁ-g\?VN Prior Authorization will be required for Knee Orthosis with a charged
L1832 trimmed, bent, molded, assembled, REQUIRED -’\IE;I:‘RQUAL' &2 MEDICARE COVERAGE PGO480 Knee Orthosis-archived 120124 amount greater than $500.00.
or otherwise customized to fita CRITERIA. See Notes
specific patient by an individual with
avnartica
Knee orthosis, adjustable knee PRIOR AUTHORIZATION
o . y . PRIOR AUTHORIZATION . - . . s
joints (unicentric or polycentric), N REQUIRED - FOLLOW - ) Prior Authorization will be required for Knee Orthosis with a charged
L1833 positional orthosis, rigid support, IREQUIIRED &':;ERQUAL' e MEDICARE COVERAGE PG0480 Knee Orthosis-archived 120124 amount greater than $500.00.
prefabricated, off-the shelf CRITERIA. See Notes
PRIOR AUTHORIZATION
: . PRIOR AUTHORIZATION . - . . -
Knee orthotic (KO), without knee REQUIRED - FOLLOW . . Prior Authorization will be required for Knee Orthosis with a charged
L1834 joint, rigid, custom fabricated REQUIIED ’\IELERQUAL. 2 MEDICARE COVERAGE PG0480 Knee Orthosis-archived 120124 amount greater than $500.00.
CRITERIA. See Notes
S . . PRIOR AUTHORIZATION
Knee orthosis, rigid, without joint(s), PRIOR AUTHORIZATION . - . . -
. - . REQUIRED - FOLLOW . . Prior Authorization will be required for Knee Orthosis with a charged
L1836 includes soft interface material, REQUIRED - INTERQUAL. See MEDICARE COVERAGE PG0480 Knee Orthosis-archived 120124 amount greater than $500.00.

prefabricated, off-the-shelf

Notes

CRITERIA. See Notes




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
. . PRIOR AUTHORIZATION
Knee orthotic (KO), derotation, PRIOR AUTHORIZATION . - . . -
X ) ) REQUIRED - FOLLOW ) . Prior Authorization will be required for Knee Orthosis with a charged
L1840 mﬁd;i:-é?(ercaligta;;f;:)g:Cr:f;te REQUIRED ’\Ill;lt'LIZRQUAL. See MEDICARE COVERAGE PG0480 Knee Orthosis-archived 120124 amount greater than $500.00.
g » CRITERIA. See Notes
RNEE OrtosIs, sMgie Uprignt, tgn
and calf, with adjustable flexion and
pgr;fgr?':s;l)lo:ééilgfaigtrx;r:d FRIOIR AICIPZ IO PIEIIEOQTJT:?UET;? 'féiﬁ'g\?vN Prior Authorization will be required for Knee Orthosis with a charged
L1843 rotation control, with or without REQUIRED _’\IE;LERQUAL' s MEDICARE COVERAGE PGO480 Knee Orthosis-archived 120124 amount greater than $500.00.
varus/valgus adjustment, CRITERIA. See Notes
prefabricated item that has been
trimmad hant maldad accamhlad
Knee orthotic (KO), single upright,
thigh and calf, with adjustable
flexion and extension joint RO S LIORIZATION PFTIIEOQRL’J'IARUET;-O l?(.'l)f_ﬁ-gvovN Prior Authorization will be required for Knee Orthosis with a charged
L1844 (unicentric or pqucentrlc), mgdlal- REQUIRED - INTERQUAL. See MEDICARE COVERAGE PG0480 Knee Orthosis-archived 120124 amount greater than $500.00.
lateral and rotation control, with or Notes
) ) CRITERIA. See Notes
without varus/valgus adjustment,
custom fabricated
RNEe ortnosIs, ouple Uprignt, thign
and calf, with adjustable flexion and
pgr;::r?sg)lo:ééilg;faiztrralf;r:d A ORIZATON PsIIEOQTJIIL\RUET;? lfolzLﬁ-g\?VN Prior Authorization will be required for Knee Orthosis with a charged
L1845 rotation control, with or without REQUIRED -’\IE;I:‘RQUAL' &2 MEDICARE COVERAGE PGO480 Knee Orthosis-archived 120124 amount greater than $500.00.
varus/valgus adjustment, CRITERIA. See Notes
prefabricated item that has been
trimmad hant maldad accambhlad
Knee orthotic, double upright, thigh
and calf, with adjustable flexion and
extension joint (unicentric or O S MIORIZATION PSIIEC(‘QFIQ.J'IGI;&UETE')-'-O lfcl)f_ﬁg\?vN Prior Authorization will be required for Knee Orthosis with a charged
L1846 polygentrlc), medlal-latera}l and REQUIRED - INTERQUAL. See MEDICARE COVERAGE PG0480 Knee Orthosis-archived 120124 amount greater than $500.00.
rotation control, with or without Notes
; CRITERIA. See Notes
varus/valgus adjustment, custom
fabricated
Knee orthosis, double upright with
adjustable joint, with inflatable air
support chamber(s), prefabricated . - . . -
L1847 item that has been trimmed, bent, NON-COVERED NON-COVERED PGO480 Knee Orthosis-archived 120124 | "ior Authorization will be required for Knee Orthosis with a charged
- amount greater than $500.00.
molded, assembled, or otherwise
customized to fit a specific patient
by an individual with expertise
Knee orthosis, double upright with
L1848 adjustable joint, with inflatable air NON-COVERED NON-COVERED PG0480 Knee Orthosis-archived 120124 Prior Authorization will be required for Knee Orthosis with a charged

support chamber(s), prefabricated,
off-the-shelf

amount greater than $500.00.




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
PRIOR AUTHORIZATION
. . PRIOR AUTHORIZATION . - . . -
Knee orthosis, Swedish type, REQUIRED - FOLLOW ) . Prior Authorization will be required for Knee Orthosis with a charged
L1850 prefabricated, off-the-shelf REQUIRED ’\Ill;lt'LIZRQUAL. s MEDICARE COVERAGE PGO480 Knee Orthosis-archived 120124 amount greater than $500.00.
CRITERIA. See Notes
Knee orthosis (KO), single upright,
thigh and calf, with adjustable
flexion and extension joint ARICRIUILIORIZAION PséOQTJ%UET;?EOIiﬁg\?VN Prior Authorization will be required for Knee Orthosis with a charged
L1851 (unicentric or pqucentrlc), me_dlal- REQUIRED - INTERQUAL. See MEDICARE COVERAGE PG0480 Knee Orthosis-archived 120124 amount greater than $500.00.
lateral and rotation control, with or Notes
) ) CRITERIA. See Notes
without varus/valgus adjustment,
prefabricated, off-the-shelf
Knee orthosis (KO), double upright,
thigh and calf, with adjustable
flexion and extension joint RO S LIORIZATION PFTIIEOQRL’J'IARUET;-O l?(.'l)f_ﬁ-gvovN Prior Authorization will be required for Knee Orthosis with a charged
L1852 (unicentric or pqucentrlc), mgdlal— REQUIRED - INTERQUAL. See MEDICARE COVERAGE PG0480 Knee Orthosis-archived 120124 amount greater than $500.00.
lateral and rotation control, with or Notes
) . CRITERIA. See Notes
without varus/valgus adjustment,
prefabricated, off-the-shelf
Knee orthotic (KO), modification of PRIOR AUTHORIZATION BRIONACINORIZAON . - . . -
L1860 supracondylar prosthetic socket, | REQUIRED - INTERQUAL. See REQUINED - [FOLLOY PG0480 Knee Orthosis-archived 120124 |- 10F Authorization will be required for Knee Orthosis with a charged
custom fabricated (SK) ! Notes : MEDICARE COVERAGE amount greater than $500.00.
CRITERIA. See Notes
Below knee. molded socket, shin PRIORAUTHORIZAHON- PRIOR-AUTHORIZATON- PG0489 Lower Limb Prostheses. Prior
£536% SACH foot'endoskeletal s Ystem' REQUIRED—INTERQUAL: Prior | REQURED—INTERQUAL Prior Authorization end-dated 07/01/2024,
! 4 authoriztion end-dated 07/01/2024 | authoriztion end-dated 07/01/2024 Medical Policy Archived
Above knee, molded socket, open PRIOGR-AUTHORIZAHON- PRIGR-AUTHORIZATHON- PG0489 Lower Limb Prostheses. Prior
£5321 end, SACH foot, endoskeletal REQUIRED—INTERQUAL: Prior | REQUIREB—INTERQUAL Prior Authorization end-dated 07/01/2024,
system, single axis knee authoriztion end-dated 07/01/2024 | authoriztion end-dated 07/01/2024 Medical Policy Archived
- . PRIORAUFHORIZAHON- PRIOR-AUTHORIZATHON- PG0489 Lower Limb Prostheses. Prior
L5647 Addition to lower extremity, below - Prior L Prior Authorization end-dated 07/01/2024,

knee suction socket

REQUIRED—INTERQUAL:
authoriztion end-dated 07/01/2024

REQUIREB—INTERQUAI
authoriztion end-dated 07/01/2024

Medical Policy Archived




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
L Lo PRIORAUTHORIZAHON- PRIOGR-AUTHORIZAHON- PG0489 Lower Limb Prostheses. Prior
L5649 Aggr']tt';’; i’;sme;rfgxe,\;“tysfilf" REQUIRED—INFERGUAL- Prior | REQUIRED—INFERGUAL Prior |  Authorization end-dated 07/01/2024,
authoriztion end-dated 07/01/2024 | authoriztion end-dated 07/01/2024 Medical Policy Archived
Addition to lower extremity, above PRIOGR-AUTHORIZATHON- PRICR-AUTHORIZATHON- PG0489 Lower Limb Prostheses. Prior
L5651 knee, flexible inner socket, external | REQUREB—INFERQUAL: Prior [ REQUREB—INTERQUAL Prior Authorization end-dated 07/01/2024,
frame authoriztion end-dated 07/01/2024 | authoriztion end-dated 07/01/2024 Medical Policy Archived
Addition to lower extremity, below
knee/above knee, custom
fabricated from existing PRIORAUTHORIZAHON- PRIOR-AUTHORIZATHON- PG0489 Lower Limb Prostheses. Prior
L5673 mold or prefabricated, socket REQUIRED—INTERQUAL: Prior | REQUREB—INFERQUAL Prior Authorization end-dated 07/01/2024,
insert, silicone gel, elastomeric or |authoriztion end-dated 07/01/2024 | authoriztion end-dated 07/01/2024 Medical Policy Archived
equal, for use with
locking mechanism
Replacement. socket. below knee PRIOR-AUTHORIZATION- PRIOR-AUTHORIZATION- PG0489 Lower Limb Prostheses. Prior
L5700 P molded 'to atier’1t mode T | REQUIREB—INTERQUAL: Prior | REQUIRED—INTERQUAL Prior Authorization end-dated 07/01/2024,
p authoriztion end-dated 07/01/2024 | authoriztion end-dated 07/01/2024 Medical Policy Archived
Addition, endoskeletal system, PRIORAYTHORIZAHON- PRIOR-AUTHORIZATON- PG0489 Lower Limb Prostheses. Prior
L5950 above knee, ultra-light material | REQUREBD—INTERQUAL: Prior | REQUREDINTFERQUAL Prior Authorization end-dated 07/01/2024,
(titanium, carbon fiber or equal) | authoriztion end-dated 07/01/2024 | authoriztion end-dated 07/01/2024 Medical Policy Archived
All lower extremity prostheses. flex PRIOR-AUTHORIZATION- PRIOR-AUTHORIZATION- PG0489 Lower Limb Prostheses. Prior
5980 foot StysFt)em ’ REQUIRED—INTERQUAL: Prior | REQUIRED—INTERQUAL Prior Authorization end-dated 07/01/2024,
4 authoriztion end-dated 07/01/2024 | authoriztion end-dated 07/01/2024 Medical Policy Archived
All lower extremity prostheses. flex- PRIORAUFHORIZAHON- PRIOR-AUTHORIZATHON- PG0489 Lower Limb Prostheses. Prior
£5981 ty p ’ - Prior L Prior Authorization end-dated 07/01/2024,

walk system or equal

REQUIRED—INTERQUAL:
authoriztion end-dated 07/01/2024

REQUIREB—INTERQUAI
authoriztion end-dated 07/01/2024

Medical Policy Archived




DETAILS/NOTES

Codes

Code Description

Paramount Commercial
Plans

Elite (Medicare Advantage)

Policy

All lower extremity prostheses,

multi-axial rotation unit (‘(MCP’ or
authoriztion end-dated 07/01/2024

equal)

PRIORAUTHORIZAHON-
- Prior L Prior

PRIOR-AUTHORIZATHON-

authoriztion end-dated 07/01/2024

PG0489 Lower Limb Prostheses. Prior
Authorization end-dated 07/01/2024,
Medical Policy Archived

PG0489 Lower Limb Prostheses. Prior

All lower extremity prosthesis,

shank foot system with vertical
authoriztion end-dated 07/01/2024

loading pylon

PRIOR-AUTHORIZATHON-
- Prior | REQUIREB—INTERQUAL Prior

PRIOR-AUTHORIZATION-

authoriztion end-dated 07/01/2024

Authorization end-dated 07/01/2024,
Medical Policy Archived

Transcarpaymetacarpal or partial

L6026

hand disarticulation prosthesis,
external power, self-suspended,
inner socket with removable
forearm section, electrodes, and
cables, two batteries, charger,
myoelectric control of terminal

dovica _aveliidac tarminal davicale)

PRIOR AUTHORIZATION
REQUIRED - MEDICAL POLICY

PRIOR AUTHORIZATION
REQUIRED - MEDICAL POLICY

PG0428 Myoelectric Upper Extremity
Prosthetic Devices

L6611

Addition to upper extremity
prosthesis, external powered,
additional switch, any type

PRIOR AUTHORIZATION
REQUIRED - INTERQUAL
CRITERIA

PRIOR AUTHORIZATION
REQUIRED - FOLLOW
MEDICARE COVERAGE

PG0428 Myoelectric Upper Extremity
Prosthetic Devices

L6646

Upper extremity addition, shoulder
joint, multipositional locking, flexion,
adjustable abduction friction
control, for use with body powered
or external powered system

PRIOR AUTHORIZATION
REQUIRED - MEDICAL POLICY

PRIOR AUTHORIZATION

REQUIRED - MEDICAL POLICY

PG0428 Myoelectric Upper Extremity
Prosthetic Devices

L6648

Upper extremity addition, shoulder
lock mechanism, external powered
actuator

PRIOR AUTHORIZATION
REQUIRED - MEDICAL POLICY

PRIOR AUTHORIZATION

REQUIRED - MEDICAL POLICY

PG0428 Myoelectric Upper Extremity
Prosthetic Devices

L6715

Terminal device, multiple
articulating digits, includes motor
(s), initial issue or replacement

PRIOR AUTHORIZATION
REQUIRED - MEDICAL POLICY

PRIOR AUTHORIZATION
REQUIRED - MEDICAL POLICY

PG0428 Myoelectric Upper Extremity
Prosthetic Devices




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
En'icot;% :;ir;dé;‘fé'rfl:“é;r PRIOR AUTHORIZATION » _
L6880 independently articulating digits PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0428 Myoelectnc Upper Extremity
MU REQUIRED - INTERQUAL MEDICARE COVERAGE Prosthetic Devices
any grasp pattern or combination of CRITERIA
grasp patterns, includes motor(s)
Automatic grasp feature, addition to BRORACLORIZAION . .
L6881 upper limb electric pr’osthetic PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0428 Myoelect_nc Upper Extremity
X . REQUIRED - INTERQUAL MEDICARE COVERAGE Prosthetic Devices
terminal device
CRITERIA
Microprocessor control feature PRSI AURI PO . .
L6882 addition to upper limb prosthetié PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0428 Myoelect.nc Up_per Extremity
X X REQUIRED - INTERQUAL MEDICARE COVERAGE Prosthetic Devices
terminal device
CRITERIA
Wrist disarticulation, external
power, self-suspended inner
L6920 socket, removable forearm shell, PRIOR AUTHORIZATION PRIOR AUTHORIZATION PG0428 Myoelectric Upper Extremity
Otto Bock or equal, switch, cables, | REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL POLICY Prosthetic Devices
two batteries and one charger,
switch control of terminal device
Wrist disarticulation, external
ower, self-suspended inner
sol::ket removabls forearm shell PRSI UGB PZLTOR . .
16925 Otto E;ock or equal, electrodes ’ PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0428 Myoelect.nc Upper Extremity
N ! REQUIRED - INTERQUAL MEDICARE COVERAGE Prosthetic Devices
cables, two batteries and one
X CRITERIA
charger, myoelectronic control of
terminal device
Below elbow, external power, self-
suspended inner socket, removable
16930 forearm shell, Otto Bock or equal PRIOR AUTHORIZATION PRIOR AUTHORIZATION PG0428 Myoelectric Upper Extremity
switch, cables, two batteries and | REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL POLICY Prosthetic Devices
one charger, switch control of
terminal device
Below elbow, external power, self-
suspended inner socket, removable PRIOR AUTHORIZATION
L6935 forearm shell, Otto Bock or equal PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0428 Myoelectric Upper Extremity
electrodes, cables, two batteries REQUIRED - INTERQUAL MEDICARE COVERAGE Prosthetic Devices
and one charger, myoelectronic CRITERIA

control of terminal device




Codes

Code Description

Paramount Commercial
Insurance Plans

Elite (Medicare Advantage)
Plans

Policy

DETAILS/NOTES

L6940

Elbow disarticulation, external
power, molded inner socket,
removable humeral shell, outside
locking hinges, forearm, Otto Bock
or equal switch, cables, two
batteries and one charger, switch
control of terminal device

L6945

PRIOR AUTHORIZATION
REQUIRED - MEDICAL POLICY

PRIOR AUTHORIZATION
REQUIRED - MEDICAL POLICY

PG0428 Myoelectric Upper Extremity
Prosthetic Devices

EIbow disartcuration, externar
power, molded inner socket,
removable humeral shell, outside
locking hinges, forearm; Otto Bock
or equal electrodes, cables, two
batteries and one charger,
myoelectronic control of terminal

doviica

PRIOR AUTHORIZATION
REQUIRED - INTERQUAL

PRIOR AUTHORIZATION
REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA

PG0428 Myoelectric Upper Extremity
Prosthetic Devices

L6950

Above elbow, external power,
molded inner socket, removable
humeral shell, internal locking
elbow, forearm, Otto Bock or equal
switch, cables, two batteries and
one charger, switch control of
terminal device

PRIOR AUTHORIZATION
REQUIRED - MEDICAL POLICY

PRIOR AUTHORIZATION
REQUIRED - MEDICAL POLICY

PG0428 Myoelectric Upper Extremity
Prosthetic Devices

L6955

Above elbow, external power,
molded inner socket, removable
humeral shell, internal locking
elbow, forearm, Otto Bock or equal
electrodes, cables, two batteries
and one charger, myoelectronic
control of terminal device

L6960

PRIOR AUTHORIZATION
REQUIRED - INTERQUAL

PRIOR AUTHORIZATION
REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA

PG0428 Myoelectric Upper Extremity
Prosthetic Devices

SAoUIder disarucuration, externar
power, molded inner socket,
removable shoulder shell, shoulder
bulkhead, humeral section,
mechanical elbow, forearm, Otto
Bock or equal switch, cables, two
batteries and one charger, switch

L6965

nntral af tarminal davica
Taer

PRIOR AUTHORIZATION
REQUIRED - MEDICAL POLICY

PRIOR AUTHORIZATION
REQUIRED - MEDICAL POLICY

PG0428 Myoelectric Upper Extremity
Prosthetic Devices

STotider aisarticuration, externar
power, molded inner socket,
removable shoulder shell, shoulder
bulkhead, humeral section,
mechanical elbow, forearm, Otto
Bock or equal electrodes, cables,
two batteries and one charger,

wnalactranic cantral

L6970

PRIOR AUTHORIZATION
REQUIRED - MEDICAL POLICY

PRIOR AUTHORIZATION
REQUIRED - MEDICAL POLICY

PG0428 Myoelectric Upper Extremity
Prosthetic Devices

m nf tarminal
TNterscapurar-toracic, external
power, molded inner socket,
removable shoulder shell, shoulder
bulkhead, humeral section,
mechanical elbow, forearm, Otto
Bock or equal switch, cables, two
batteries and one charger, switch

oontral af tarminal dovica

PRIOR AUTHORIZATION
REQUIRED - MEDICAL POLICY

PRIOR AUTHORIZATION
REQUIRED - MEDICAL POLICY

PG0428 Myoelectric Upper Extremity
Prosthetic Devices




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
TNterscapurar-toracic, externar
power, molded inner socket,
removable shoulder shell, shoulder
L6975 bulkhead, humeral section, PRIOR AUTHORIZATION PRIOR AUTHORIZATION PG0428 Myoelectric Upper Extremity
mechanical elbow, forearm, Otto | REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL POLICY Prosthetic Devices
Bock or equal electrodes, cables,
two batteries and one charger,
munalactranic cantral af tarminal
PRIOR AUTHORIZATION
L7007 Electric hand, switch or myoelectric PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0428 Myoelectric Upper Extremity
controlled, adult REQUIRED - INTERQUAL MEDICARE COVERAGE Prosthetic Devices
CRITERIA
PRIOR AUTHORIZATION
L7008 Electric hand, switch or myoelectric PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0428 Myoelectric Upper Extremity
controlled, pediatric REQUIRED - INTERQUAL MEDICARE COVERAGE Prosthetic Devices
CRITERIA
PRIOR AUTHORIZATION
L7009 Electric hook, switch or myoelectric PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0428 Myoelectric Upper Extremity
controlled, adult REQUIRED - INTERQUAL MEDICARE COVERAGE Prosthetic Devices
CRITERIA
L7040 Prehensile actuator, switch PRIOR AUTHORIZATION PRIOR AUTHORIZATION PG0428 Myoelectric Upper Extremity
controlled REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL POLICY Prosthetic Devices
L7045 Electric hook, switch or myoelectric PRIOR AUTHORIZATION PRIOR AUTHORIZATION PG0428 Myoelectric Upper Extremity
controlled, pediatric REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL POLICY Prosthetic Devices
L7170 Electronic elbow, Hosmer or equal, PRIOR AUTHORIZATION PRIOR AUTHORIZATION PG0428 Myoelectric Upper Extremity

switch controlled

REQUIRED - MEDICAL POLICY

REQUIRED - MEDICAL POLICY

Prosthetic Devices




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
Electronic elbow, microprocessor ERIORIATNORIZLTION
L7180 sequential contr’ol of eITJow and PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0428 Myoelectric Upper Extremity
a X . REQUIRED - INTERQUAL MEDICARE COVERAGE Prosthetic Devices
terminal device
CRITERIA
Electronic elbow, microprocessor BRIORIACINORIZANON
L7181 simultaneous cor;trol of Zlbow and PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0428 Myoelectric Upper Extremity
. . REQUIRED - INTERQUAL MEDICARE COVERAGE Prosthetic Devices
terminal device
CRITERIA
L7185 \/E:fi?tro\r}'iﬁ;'zog"r"eai"alfssﬁ?cth PRIOR AUTHORIZATION PRIOR AUTHORIZATION PG0428 Myoelectric Upper Extremity
Y cr?ntrolleg : REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL POLICY Prosthetic Devices
L7186 Electronic elbow, child, Variety PRIOR AUTHORIZATION PRIOR AUTHORIZATION PG0428 Myoelectric Upper Extremity
Village or equal, switch controlled | REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL POLICY Prosthetic Devices
Electronic elbow, adolescent, IFIRIGIR AUUAIGIPAUIIGIY
L7190 Variety Villa é or equal ! PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0428 Myoelectric Upper Extremity
ty . 9 qua, REQUIRED - INTERQUAL MEDICARE COVERAGE Prosthetic Devices
myoelectronically controlled
CRITERIA
Electronic elbow, child, Varie BRIORICTNORIZSION
L7191 village or equal m oeIeE:tronictayII PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0428 Myoelectric Upper Extremity
g€ or equal, my! Y| REQUIRED - INTERQUAL MEDICARE COVERAGE Prosthetic Devices
controlled
CRITERIA
PRIOR AUTHORIZATION
L7259 Electronic wrist rotator. any tvbe PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0428 Myoelectric Upper Extremity
»anyp REQUIRED - INTERQUAL MEDICARE COVERAGE Prosthetic Devices

CRITERIA




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
Addition to upper extremity PRIOR AUTHORIZATION
L7400 prosthesis, below elbow/wrist PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0428 Myoelectric Upper Extremity
disarticulation, ultra-light material REQUIRED - INTERQUAL MEDICARE COVERAGE Prosthetic Devices
(titanium, carbon fiber or equal) CRITERIA
Addition to upper extremity PRIOR AUTHORIZATION
L7401 prosthesis, above elbow PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0428 Myoelectric Upper Extremity
disarticulation, ultra-light material REQUIRED - INTERQUAL MEDICARE COVERAGE Prosthetic Devices
(titanium, carbon fiber or equal) CRITERIA
Addition to upper extremity
L7402 disa"r;iitlgfzrf/‘is::;:'cdaerular PRIOR AUTHORIZATION PRIOR AUTHORIZATION PG0428 Myoelectric Upper Extremity
- ) p . REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL POLICY Prosthetic Devices
thoracic, ultra-light material
(titanium, carbon fiber or equal)
Addition to upper extremi BRIORICINORIZSION
L7403 rosthesis belljr?w elbow/wtiyst PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0428 Myoelectric Upper Extremity
p. . : . ) REQUIRED - INTERQUAL MEDICARE COVERAGE Prosthetic Devices
disarticulation, acrylic material
CRITERIA
Addition to upper extremi IFIRIGIR AUUAIGIPAUIIGIY
L7404 rosthesis grl)aove elbowty PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0428 Myoelectric Upper Extremity
) p . . ) . REQUIRED - INTERQUAL MEDICARE COVERAGE Prosthetic Devices
disarticulation, acrylic material
CRITERIA
Addition to upper extremity
L7405 prosthesis, shoulder PRIOR AUTHORIZATION PRIOR AUTHORIZATION PG0428 Myoelectric Upper Extremity
disarticulation/interscapular REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL POLICY Prosthetic Devices
thoracic, acrylic material
L7499 Upper extremity prosthesis, not PRIOR AUTHORIZATION PRIOR AUTHORIZATION PG0428 Myoelectric Upper Extremity

otherwise specified

REQUIRED - MEDICAL POLICY

REQUIRED - MEDICAL POLICY

Prosthetic Devices




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
Breast prosthesis, mastectomy
L8010 NON-COVERED NoN-COVERED
sleeve
18031 Breast prosthesis, silicone or equal, NON-COVERED NoN-COVERED
with integral adhesive
Custom breast prosthesis, post
L8035 mastectomy, molded to patient NON-COVERED NoN-COVERED
model
Prior Authorization is NOT required when reported with the pre-
|mplantable breast prosthesis PRIOR AUTHORIZATION PRIOR AUTHORIZATION PGO0144 Breast Reconstruction Services. | select cancer diagnosis, as listed in Medical Policy PG0144 Breast
L8600 P silicone or epual ! REQUIRED - INTERQUAL (See | REQUIRED - MEDICAL POLICY PG0104 Cosmetic and Reconstructive Reconstruction. Prior authorizationis required for all other
a Notes) (See Notes) Surgery indications. Addional coverage reference-PG0104 Cosmetic and
Reconstructive Surgery
L8605 d;::f;;ﬁﬂi:ﬁ'gﬁ:ﬁ?:ﬂ ; NON-COVERED PRIOR NOT AUTHORIZATION | PG0260 Injectable Bulking Agents for Fecal |Elite Medicare Advantage Plans - Prior Authorization NOT required,
ety REQUIRED - MEDICAL POLICY Incontinence effective 3/1/2025 (to align with Medical Mutual)
copolymer implant, anal canal
Injectable bulking agent for vocal - .
L8607 cord medialization, 0.1 ml, includes NON-COVERED NoN-COVERED PpGo104 Cosmesffra;d Reconstructive
shipping and necessary supplies gery
Medical Policy PG0281 Cochlear and Auditory Brainstem Implants is
PRIOR AUTHORIZATION PSIEOQFL%UET;OECIiﬁg\?VN PG0281 Cochlear and Auditory Brainstem  [going to be archived. The procedure codes 69930, L8614-.8624, L8627
L8614 Cochlear device/system Implants - Archived 06/01/2024. Maintain Prior L8629 and L8625 require a prior authorization, and will maintain requiring

REQUIRED - INTERQUAL

MEDICARE COVERAGE
CRITERIA

Authorization per InterQual Coverage Criteria

a prior authorization. The coverage criteria will follow the InterQual
criteria, as is indicated on the prior authorization excel spreadsheet..




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
Medical Policy PG0281 Cochlear and Auditory Brainstem Implants is
Headset/headpiece for use with BRIORE I SRIZAION PG0281 Cochlear and Auditory Brainstem  [going to be archived. The procedure codes 69930, L8614-18624, L8627
. N PRIOR AUTHORIZATION REQUIRED - FOLLOW . L . . . L . L .
L8615 cochlear implant device, REQUIRED - INTERQUAL MEDICARE COVERAGE Implants - Archived 06/01/2024. Maintain Prior L8629 and L8625 require a prior authorization, and will maintain requiring
replacement CRITERIA Authorization per InterQual Coverage Criteria |a prior authorization. The coverage criteria will follow the InterQual
criteria, as is indicated on the prior authorization excel spreadsheet.
PRIORAUTHORZATION | (0. (.11 and Auiry Brainstom|gomng 10 be archived The procecure codes 69930, Lo614-LB624, L6z
Microphone for use with cochlear PRIOR AUTHORIZATION REQUIRED - FOLLOW ochlear and Auditory Brainstem 1g0Ing - he proc des , L554-1.6024, 186,
L8616 implant device. replacement REQUIRED - INTERQUAL MEDICARE COVERAGE Implants - Archived 06/01/2024. Maintain Prior |L8629 and L8625 require a prior authorization, and will maintain requiring
P s Tep Authorization per InterQual Coverage Criteria |a prior authorization. The coverage criteria will follow the InterQual
CRITERIA Lo S ) o
criteria, as is indicated on the prior authorization excel spreadsheet.
Medical Policy PG0281 Cochlear and Auditory Brainstem Implants is
Transmitting coil for use with FRIORAILCRIZLON PG0281 Cochlear and Auditory Brainstem  [going to be archived. The procedure codes 69930, L8614-18624, L8627
. N PRIOR AUTHORIZATION REQUIRED - FOLLOW . L . . . L . L L
L8617 cochlear implant device, REQUIRED - INTERQUAL MEDICARE COVERAGE Implants - Archived 06/01/2024. Maintain Prior L8629 and L8625 require a prior authorization, and will maintain requiring
replacement CRITERIA Authorization per InterQual Coverage Criteria |a prior authorization. The coverage criteria will follow the InterQual
criteria, as is indicated on the prior authorization excel spreadsheet.
Transmite cable for use wih PRIORAUTHORIZATION | . (.11 and vty rainstem |gomng 10 be arehived The procecure codes 69930, La614-LB624, L6z
cochlear implant device or auditory [ PRIOR AUTHORIZATION REQUIRED - FOLLOW ochlear and Auditory Brainstem 1g0ing - the proc des , L5514-1.6024, 186,
L8618 osseointegrated device REQUIRED - INTERQUAL MEDICARE COVERAGE Implants - Archived 06/01/2024. Maintain Prior L8629 and L8625 require a prior authorization, and will maintain requiring
g ! Authorization per InterQual Coverage Criteria |a prior authorization. The coverage criteria will follow the InterQual
replacement CRITERIA I o . o
criteria, as is indicated on the prior authorization excel spreadsheet.
PRIOR AUTHORIZATION | 0. ooy an Auatorysranstem |5oma 10 be réhedt The procedure codes 69930, La614.15624, L8627
Cochlear implant external speech PRIOR AUTHORIZATION REQUIRED - FOLLOW 0281 Cochlear and Auditory Brainstem 1going - 1he proc des , Lobl4-.5b24, LB
L8619 rocessor. replacement REQUIRED - INTERQUAL MEDICARE COVERAGE Implants - Archived 06/01/2024. Maintain Prior L8629 and L8625 require a prior authorization, and will maintain requiring
P 1o CRITERIA Authorization per InterQual Coverage Criteria |a prior authorization. The coverage criteria will follow the InterQual
criteria, as is indicated on the prior authorization excel spreadsheet.
Zine air battery for use with PRIOR AUTHORIZATION » . Me_dlcal Policy P_GOZ81 Cochlear and Auditory Brainstem Implants is
5 N PG0281 Cochlear and Auditory Brainstem  [going to be archived. The procedure codes 69930, L8614-1.8624, L8627
cochlear implant device and PRIOR AUTHORIZATION REQUIRED - FOLLOW ; T ) N R N L L
L8621 auditory osseointegrated sound REQUIRED - INTERQUAL MEDICARE COVERAGE Implants - Archived 06/01/2024. Maintain Prior L8629 and L8625 require a prior authorization, and will maintain requiring
Yy 9 Authorization per InterQual Coverage Criteria |a prior authorization. The coverage criteria will follow the InterQual
processors, replacement, each CRITERIA - o . o
criteria, as is indicated on the prior authorization excel spreadsheet.
) . PRIOR AUTHORIZATION . . Mgdlcal Policy RGOZSl Cochlear and Auditory Brainstem Implants is
Alkaline battery for use with PG0281 Cochlear and Auditory Brainstem  [going to be archived. The procedure codes 69930, L8614-.8624, L8627
) . . PRIOR AUTHORIZATION REQUIRED - FOLLOW ; U ) ) L y o L
L8622 cochlear implant device, any size, REQUIRED - INTERQUAL MEDICARE COVERAGE Implants - Archived 06/01/2024. Maintain Prior L8629 and L8625 require a prior authorization, and will maintain requiring
replacement, each CRITERIA Authorization per InterQual Coverage Criteria |a prior authorization. The coverage criteria will follow the InterQual

criteria, as is indicated on the prior authorization excel spreadsheet.




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
Litim fon battery for use with PRIORAUTHORIZATION | (. . 11cer andt Aucory Bransiem|going 10 b areived. The procedre codes 69930, LEGLA-L 8624 L6217
cochlear implant device speech PRIOR AUTHORIZATION REQUIRED - FOLLOW ochlear and Auditory Brainstem 1going - 1he pro aes  S80547L8024, LOY:
L8623 rocessor. other than ear level REQUIRED - INTERQUAL MEDICARE COVERAGE Implants - Archived 06/01/2024. Maintain Prior L8629 and L8625 require a prior authorization, and will maintain requiring
p : ’ Authorization per InterQual Coverage Criteria |a prior authorization. The coverage criteria will follow the InterQual
replacement, each CRITERIA o A . -
criteria, as is indicated on the prior authorization excel spreadsheet.
Lithium ion battery for use with PRIOR AUTHORIZATION . . Mgdlcal Policy EGOZSl Cochlear and Auditory Brainstem Implants is
cochlear implant or auditory PG0281 Cochlear and Auditory Brainstem  [going to be archived. The procedure codes 69930, L8614-1.8624, L8627
. . PRIOR AUTHORIZATION REQUIRED - FOLLOW X o y . . L . . L
L8624 osseointegrated device speech REQUIRED - INTERQUAL MEDICARE COVERAGE Implants - Archived 06/01/2024. Maintain Prior |L8629 and L8625 require a prior authorization, and will maintain requiring
processor, ear level, replacement, Authorization per InterQual Coverage Criteria |a prior authorization. The coverage criteria will follow the InterQual
CRITERIA Lo S Ny o
each criteria, as is indicated on the prior authorization excel spreadsheet.
Medical Policy PG0281 Cochlear and Auditory Brainstem Implants is
External recharging system for PRIORAUTHORIZAHON- PRIOR AUTHORIZATION PG0281 Cochl d Auditory Brainst going to be archived. The procedure codes 69930, L8614-L8624, L8627-
battery use with cochlear implant or | REQWRED Effective 08/12/2024 REQUIRED - FOLLOW ochlear and Audliory Brainstem ) a659 and L8625 require a prior authorization, and will maintain requiring
L8625 di . d devi d 18625 d . MEDICARE VERAGE Implants - Archived 06/01/2024. Maintain Prior - horization. Th iteria will foll he | |
auditory osseointegrated device, | procedure L 8625 oes not require C CO G Authorization per InterQual Coverage Criteria a prior aut .or.lzapon. e coverage cnteng will fo ow the InterQual
replacement only, each a prior authorizaton. CRITERIA criteria, as is indicated on the prior authorization excel spreadsheet.
08/12/2024 procedure L8625 does not require a prior authorizaton.
Medical Policy PG0281 Cochlear and Auditory Brainstem Implants is
Cochlear implant, external speech PRIOR AUTHORIZATION PG0281 Cochlear and Auditory Brainstem  [going to be archived. The procedure codes 69930, L8614-.8624, L8627
PRIOR AUTHORIZATION REQUIRED - FOLLOW . L . . ) L y R L
L8627 processor, component, REQUIRED - INTERQUAL MEDICARE COVERAGE Implants - Archived 06/01/2024. Maintain Prior L8629 and L8625 require a prior authorization, and will maintain requiring
replacement CRITERIA Authorization per InterQual Coverage Criteria |a prior authorization. The coverage criteria will follow the InterQual
criteria, as is indicated on the prior authorization excel spreadsheet.
PRIORAUTHORIZATION | . .11 and Auiory rainstem |gomng 10 be arehived The procecure codes 69930, Lo614-LB624, L6z
Cochlear implant, external PRIOR AUTHORIZATION REQUIRED - FOLLOW ochlear and Auditory Brainstem 1g0ing - the proc des , LS04-1.8024, LB,
L8628 controller component. replacement REQUIRED - INTERQUAL MEDICARE COVERAGE Implants - Archived 06/01/2024. Maintain Prior L8629 and L8625 require a prior authorization, and will maintain requiring
P »Tep Authorization per InterQual Coverage Criteria |a prior authorization. The coverage criteria will follow the InterQual
CRITERIA - o . o
criteria, as is indicated on the prior authorization excel spreadsheet.
Medical Policy PG0281 Cochlear and Auditory Brainstem Implants is
PRIOR-AUTHORIZATON- . .
Transmitting coil and cable PRIOR AUTHORIZATION PGO281 Cochlear and Auditory Brainstem going to be archived. The procedure codes 69930, L8614-L.8624, L8627
L8629 integrated, for use with cochlear Effective 08/12/2024 procedure REQUUIINED = [OLLOWY Implants - Archived 06/01/2024. Maintain Prior L86.29 and L8.62$ require a prior aUthpr'Z.ano.r" and will maintain requiring
. ) : . MEDICARE COVERAGE A ... |a prior authorization. The coverage criteria will follow the InterQual
implant device, replacement L8625 does not require a prior Authorization per InterQual Coverage Criteria |~ 7"~ S " o
- CRITERIA criteria, as is indicated on the prior authorization excel spreadsheet.
’ 08/12/2024 procedure L8629 does not require a prior authorizaton.
. ) ] PRIOR AUTHORIZATION )
L6680 | mchudes all memaland exional | PRIOR AUTHORIZATION REQUIRED -FoLLow | "0 e Aroved
REQUIRED - INTERQUAL MEDICARE COVERAGE 9

components

CRITERIA

11/01/2024




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
" . . PRIOR AUTHORIZATION .
ey | S e, | pRioRATHOREATON | REQURED-Folow | "QI71e bl 2o St s
’ REQUIRED - INTERQUAL MEDICARE COVERAGE
replacement 11/01/2024
CRITERIA
Auditory osseointegrated device,
extemZI sound prt?cessor, used BRORACLORIZAION PG0218 Implantable Bone Conduction and
L8692 without osseointegration, body ARG R P2 IO REQUIRED = [AOILLOLY Bone-Anchored Hearing Aids-Archived
. ! REQUIRED - INTERQUAL MEDICARE COVERAGE
worn — includes headband or other 11/01/2024
CRITERIA
means of external attachment
. . . PRIOR AUTHORIZATION .
sz | e deree | RRIORAUTHOREATON | REQURED-FoLow | "3071e it S Couct s
’ only ’ REQUIRED - INTERQUAL MEDICARE COVERAGE 11/01/2024
CRITERIA
Auditory osseointegrated device, BRIONACINORIZAON . - . .
L8694 transducerfactuator, replacement PRIOR AUTHORIZATION REQUIRED - FOLLOW Prior Authorization required 9ffect|ve
! REQUIRED - INTERQUAL MEDICARE COVERAGE 01/01/2025, all product lines
only, each
CRITERIA
Powered upper extremity range of
motion assist device, elbow, wrist,
L8701 hand with single or double PRIOR AUTHORIZATION PRIOR AUTHORIZATION PG0428 Myoelectric Upper Extremity
upright(s), includes microprocessor,| REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL POLICY Prosthetic Devices
sensors, all components and
accessories, custom fabricated
Powered upper extremity range of
motion assist device, elbow, wrist,
L8702 hand, finger with single or double PRIOR AUTHORIZATION PRIOR AUTHORIZATION PG0428 Myoelectric Upper Extremity
upright(s), includes microprocessor,| REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL POLICY Prosthetic Devices
sensors, all components and
accessories, custom fabricated
PRIOR AUTHORIZATION
) . REQUIRED - FOLLOW PG0043 Experimental Investigational
P9020 Platelet rich plasma, each unit NON-COVERED MEDICARE COVERAGE Procedures Services

CRITERIA




PG0170 Prolotherapy; PG0043
Experimental Investigational Procedures
Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

Revenue Code 0191

PGO0069 Drug Testing. PG0188 Allergy
Testing and Treatments. PG0043
Experimental Investigational Procedures
Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

M0076 Prolotherapy
New technology (medical &
NEW behavioral health procedures,
TECHNOLOGY diagnostics, durable medical
equipment)
NURSING Nursing facility intermediate level of

FACILITY care (ILOC)

OUT OF All Out of Network Services
NETWORK (Except for ER)
SERVICES P

P2031 Hair analysis (excluding arsenic)
All orthotics/prosthetics that
PROSTHETICS exceeds benefit limits initial
purchase only
New technology intraocular lens
Q1004 category 4 as defined in Federal

Register notice

Prior Authorization is required for services in a Medicare certified
Religious Nonmedical Health Care Institutions (RNHCIs).

PG0063 Intraocular Lens Implant




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
New technology intraocular lens
Q1005 category 5 as defined in Federal NON-COVERED NON-COVERED PGO0063 Intraocular Lens Implant
Register notice
PRIOR AUTHORIZATION
02026 Iniection. radiesse. 0.1 ml PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0104 Cosmetic and Reconstructive
) ! T REQUIRED - INTERQUAL MEDICARE COVERAGE Surgery
CRITERIA
PRIOR AUTHORIZATION
02028 Iniection. culotra. 0.5 m PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0104 Cosmetic and Reconstructive
) » culptra, 9.5 mg REQUIRED - INTERQUAL MEDICARE COVERAGE Surgery
CRITERIA
Axicabtagene ciloleucel, up to 200 Medical Policy PG0431 Yescarta™ (axicabtagene ciloleucel) has been
million autologous anti-CD19 CAR Retired from the Medical Policy Benefit coverage and relocated to the
positive T cells, including PG0460 Chimeric Antigen Receptor (CAR)-{Pharmacy Benefits coverage. Please refer to Prescription Drug
Q2041 leukapheresis and dose SEENOES EEEOIES T Cell Therapy Benefits/Prior Authorizations.
preparation procedures, per https://www.paramounthealthcare.com/services/providers/prescription-
therapeutic dose. (Yescarta) drug-benefits/
Procedures Q2041, Q2042, Q2053, Q2054, Q2055, Q2056, S2107 may
not be an all-inclusive listing, and C9399 when utilized for a CAR-T cell
Axicabtagene ciloleucel, up to 200 therapy. Prior Authorization review and approval is required for every
million autologous anti-CD19 CAR request of intravenous infusion of Chimeric Antigen Receptor (CAR)-T
Q2041 positive T cells, including PRIOR AUTHORIZATION PRIOR AUTHORIZATION PG0460 Chimeric Antigen Receptor (CAR)- |Cell Therapy [including, but not limited to, tisagenlecleucel (Kymriah),

leukapheresis and dose
preparation procedures, per
therapeutic dose. (Yescarta)

REQUIRED - MEDICAL POLICY

REQUIRED - MEDICAL POLICY

T Cell Therapy

axicabtagene ciloleucel (Yescarta), lisocabtagene maraleucel (Breyanzi),
brexucabtagene autoleucel (Tecartus), and idecabtagene vicleucel
(Abecma)]. Effectlve March 1. 2022 - forward, Car-T Cell Therapy Prior-
Authorization and Notification Process is to be initiated with Paramount's
Healthcare Transplant Team. Refer to Medical Policy PG0460




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
Procedures Q2041, Q2042, Q2053, Q2054, Q2055, Q2056, S2107 may
not be an all-inclusive listing, and C9399 when utilized for a CAR-T cell
Tisagenlecleucel, up to 600 million therapy. Pr-ior Authoriza_\tion _review ar_1d ar_)prov:rjll is required for every
CAR-positive viable T cells, o ) request of |ntr_aven0ys infusion qf C_:hlmenq Antigen Receptor (CAR)-T
02042 including leukapheresis and dose PRIOR AUTHORIZATION PRIOR AUTHORIZATION PG0460 Chimeric Antigen Receptor (CAR)- Cgll Therapy [mcludlng, but not I|m|te_d to, tisagenlecleucel (Kymriah), .
preparation procedures, per REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL POLICY T Cell Therapy axicabtagene ciloleucel (Yescarta), Ilsocabt_agene maraleugel (Breyanzi),
therapeutic dose. (Kym}iah) brexucabtagene autoleucel (Tecartus), and idecabtagene vicleucel )
: (Abecma)]. Effectlve March 1. 2022 - forward, Car-T Cell Therapy Prior-
Authorization and Notification Process is to be initiated with Paramount's
Healthcare Transplant Team. Refer to Medical Policy PG0460
Procedures Q2041, Q2042, Q2053, Q2054, Q2055, Q2056, S2107 may
not be an all-inclusive listing, and C9399 when utilized for a CAR-T cell
Brexucabtagene autoleucel, up to therapy. Prior Authorization review and approval is required for every
200 million autologous anti-cd19 request of intravenous infusion of Chimeric Antigen Receptor (CAR)-T
02053 car positive viable t cells, including PRIOR AUTHORIZATION PRIOR AUTHORIZATION PG0460 Chimeric Antigen Receptor (CAR)- [Cell Therapy [including, but not limited to, tisagenlecleucel (Kymriah),
leukapheresis and dose REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL POLICY T Cell Therapy axicabtagene ciloleucel (Yescarta), lisocabtagene maraleucel (Breyanzi),
preparation procedures, per brexucabtagene autoleucel (Tecartus), and idecabtagene vicleucel
therapeutic dose (Tecartus) (Abecma)]. Effectlve March 1. 2022 - forward, Car-T Cell Therapy Prior-
Authorization and Notification Process is to be initiated with Paramount's
Healthcare Transplant Team. Refer to Medical Policy PG0460
Procedures Q2041, Q2042, Q2053, Q2054, Q2055, Q2056, S2107 may
not be an all-inclusive listing, and C9399 when utilized for a CAR-T cell
Lisocabtagene maraleucel, up to therapy. Prior Authorization review and approval is required for every
110 million autologous anti-CD19 request of intravenous infusion of Chimeric Antigen Receptor (CAR)-T
Q2054 CAR-positive viable T cells, PRIOR AUTHORIZATION PRIOR AUTHORIZATION PG0460 Chimeric Antigen Receptor (CAR)- |Cell Therapy [including, but not limited to, tisagenlecleucel (Kymriah),
including leukapheresis and dose | REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL POLICY T Cell Therapy axicabtagene ciloleucel (Yescarta), lisocabtagene maraleucel (Breyanzi),
preparation procedures, per brexucabtagene autoleucel (Tecartus), and idecabtagene vicleucel
therapeutic dose (Breyanzi) (Abecma)]. Effective March 1. 2022 - forward, Car-T Cell Therapy Prior-
Authorization and Notification Process is to be initiated with Paramount's
Healthcare Transplant Team. Refer to Medical Policy PG0460
Procedures Q2041, Q2042, Q2053, Q2054, Q2055, Q2056, S2107 may
not be an all-inclusive listing, and C9399 when utilized for a CAR-T cell
Idecabtagene vicleucel, up to 460 therapy. Prior Authorization review and approval is required for every
million autologous b-cell maturation request of intravenous infusion of Chimeric Antigen Receptor (CAR)-T
02055 antigen (bcma) directed carpositive PRIOR AUTHORIZATION PRIOR AUTHORIZATION PG0460 Chimeric Antigen Receptor (CAR)- [Cell Therapy [including, but not limited to, tisagenlecleucel (Kymriah),

t cells, including leukapheresis and
dose preparation procedures, per
therapeutic dose (Abecma)

REQUIRED - MEDICAL POLICY

REQUIRED - MEDICAL POLICY

T Cell Therapy

axicabtagene ciloleucel (Yescarta), lisocabtagene maraleucel (Breyanzi),
brexucabtagene autoleucel (Tecartus), and idecabtagene vicleucel
(Abecma)]. Effectlve March 1. 2022 - forward, Car-T Cell Therapy Prior-
Authorization and Notification Process is to be initiated with Paramount's
Healthcare Transplant Team. Refer to Medical Policy PG0460




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
Procedures Q2041, Q2042, Q2053, Q2054, Q2055, Q2056, S2107 may
Ciltacabtagene autoleucel. up to not be an all-inclusive listing, and C9399 when utilized for a CAR-T cell
100 millign autologous B'-cgll therapy. Prior Authorization review and approval is required for every
maturation anti egn (BCMA) request of intravenous infusion of Chimeric Antigen Receptor (CAR)-T
02056 directed CAR- (?sitive T cells PRIOR AUTHORIZATION PRIOR AUTHORIZATION PG0460 Chimeric Antigen Receptor (CAR)- |Cell Therapy [including, but not limited to, tisagenlecleucel (Kymriah),
including leuka Eeresis and do"se REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL POLICY T Cell Therapy axicabtagene ciloleucel (Yescarta), lisocabtagene maraleucel (Breyanzi),
re 3ration proce dures. per brexucabtagene autoleucel (Tecartus), and idecabtagene vicleucel
prep theral gutic dose P (Abecma)]. Effectlve March 1. 2022 - forward, Car-T Cell Therapy Prior-
p Authorization and Notification Process is to be initiated with Paramount's
Healthcare Transplant Team. Refer to Medical Policy PG0460
PRIOR AUTHORIZATION
04100 Skin substitute, nos PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0203 Bioengineered Skin and Tissue
’ REQUIRED - INTERQUAL MEDICARE COVERAGE Substitutes
CRITERIA
Effective January 1, 2010: Consultation services (99241-99245 and
99251-99255) are non-covered for Elite/ProMedica Medicare Plan.
Effective April 1, 2023: Paramount will expand the Non-covered
Consultation Services Payment Policy to include its Commercial
Consultation Codes NON-COVERED NON-COVERED PG0291 Consultation Services pcfgt‘;?;f;? &Z'(;‘ii;r% ; ?\ZZ‘I(;::E g‘;‘:’vsgée (g:a’sefg?;sa':gfrd‘”;'tgytzz
longer recognizing Current Procedural Terminology (CPT) consultation
codes (99242, 99243, 99244, 99245, 99252, 99253, 99254, 99255) as
being eligible for reimbursement for its commercial and Medicare
Advantage membership.
REHAB Rehabilitation admissions PRIOR AUTHORIZATION PRIOR AUTHORIZATION
ADMISSIONS REQUIRED REQUIRED
Effective 04/01/2024, Paramount | Effective 04/01/2024, Paramount
S-Codes HCPCS S-Codes will no longer accept S-codes, for | will no longer accept S-codes, for
all product lines. all product lines.
r\:l;LPJ(IIRl_éIIIE\l[()B Skilled nursing facilt PRIOR AUTHORIZATION PRIOR AUTHORIZATION
g faciity REQUIRED REQUIRED

FACILITY




Codes

Code Description

Paramount Commercial
Insurance Plans

Elite (Medicare Advantage)
Plans

Policy

DETAILS/NOTES

T1000

Private duty/independent nursing
service(s),licensed, up to 15
minutes

PRIOR AUTHORIZATION
REQUIRED

PRIOR AUTHORIZATION
REQUIRED

T1001

Nursing assessment, evaluation

PRIOR AUTHORIZATION
REQUIRED

PRIOR AUTHORIZATION
REQUIRED

TRANSPLANT

Transplant prior authorization and
notification

PRIOR AUTHORIZATION
REQUIRED - MEDICAL POLICY

PRIOR AUTHORIZATION
REQUIRED - MEDICAL POLICY

PG0461 Transplant Prior Authorization and
Notification

Transplant procedures include: heart transplants, liver transplants, kidney
transplants, corneal transplants, lung or double lung transplants, solitary
pancreas transplant, pancreas transplant after a successful kidney
transplant, simultaneous pancreas and kidney transplants, intestine
transplants (includes small bowel transplants and multi-visceral
transplants), bone marrow/stem cell transplants, and donor-leukocyte
transplants. Including any additional multiple organ combination
transplants See details related to Transplant: Evaluation-Prior
Authorization and Notification, Out-Patient services, procedures at
Medical Policy PG0461.

UNLISTED
PROCEDURE
CODES

Unlisted procedure codes

PRIOR AUTHORIZATION
REQUIRED - MEDICAL POLICY

PRIOR AUTHORIZATION
REQUIRED - MEDICAL POLICY

PG0097 Unlisted/Non-specific HCPCS/CPT
and Category Ill Codes

U

not provide clear information about the service or item being billed.
Paramount requires that additional information accompany claims for any
unlisted and miscellaneous service or item being billed. Services must
meet benefit coverage along with medical necessity guidelines
appropriate to the procedure/service. Some procedures/services that are
billed with an unlisted code may require prior authorization for coverage
determination and benefit eligibility. Examples of procedures/services
requiring prior authorization include (this list may not be all-inclusive):

» Experimental/investigational

» New technology

» Cosmetic

« Plastic and reconstructive

Reimbursement is based on review of the unlisted code(s) on an
individual claim basis. If an unlisted procedure code does not require
prior authorization, documentation submitted with the claim is required to
justify the use and validity of the unlisted code and to describe the
procedure/service rendered to determine the nature and scope of the
procedure and to determine whether or not the procedure is covered,
was medically necessary, and if separate service is warranted or is a
bundled service. Note: procedure E1399 always requires a prior
authorization. A provider must refer to the Paramount PRIOR
AUTHORIZATION-EXPERIMENTAL/INVESTIGATIONAL-
NONCOVERED SERVICES excel spreadsheet listing
https://www.paramounthealthcare.com/providers/claims-and-
authorizations/outpatient-prior-authorization AND specific medical policy

httnelhananas naramaunthaalthcara naminravidarelmadical naliciae Inalicy.




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
. Effective 04/01/2025: PRIOR
. Effective 04/01/2025: PRIOR
V2500 Contact lens, PMMA, spherical, per | rjoRizaTION REQUIRED - | AUTHORIZATION REQUIRED = | 5403 Therapeutic Contact Lenses
lens MEDICAL POLICY FOLLOW MEDICARE
COVERAGE CRITERIA
. Effective 04/01/2025: PRIOR
. . Effective 04/01/2025: PRIOR
V2501 Contact lens, PMMA, toric or prism | yriopi7aTioN REQUIRED - | AUTHORIZATION REQUIRED - | 3 Therapeutic Contact Lenses
ballast, per lens MEDICAL POLICY FOLLOW MEDICARE
COVERAGE CRITERIA
Contact lens, gas permeable, toric T OHHTlAASS ARG Aif;?géfzg‘}l{%ﬁ%ZSQz:ﬁgg
V2511 1ens, gas p ! | AUTHORIZATION REQUIRED - PG0403 Therapeutic Contact Lenses
prism ballast, per lens MEDICAL POLICY FOLLOW MEDICARE
COVERAGE CRITERIA
Contact lens, gas permeable SiEEe CHIATEE [F-OR Aif;?géfzg‘}l{%ﬁ%ZSQz:ﬁgg -
V2513 » 93s p ’ AUTHORIZATION REQUIRED - PG0403 Therapeutic Contact Lenses
extended wear, per lens MEDICAL POLICY FOLLOW MEDICARE
COVERAGE CRITERIA
PRIOR AUTHORIZATION
Contact lens, hydrophilic, spherical, PRIOR AUTHORIZATION REQUIRED - FOLLOW .
V2520 per lens REQUIRED - MEDICAL POLICY MEDICARE COVERAGE PGO403 Therapeutic Contact Lenses
CRITERIA
PRIOR AUTHORIZATION
Contact lens, hydrophilic, toric, or PRIOR AUTHORIZATION REQUIRED - FOLLOW .
V2521 prism ballast, per lens REQUIRED - MEDICAL POLICY MEDICARE COVERAGE PG0403 Therapeutic Contact Lenses
CRITERIA
PRIOR AUTHORIZATION
Contact lens, hydrophilic, bifocal, PRIOR AUTHORIZATION REQUIRED - FOLLOW .
V2522 per lens REQUIRED - MEDICAL POLICY MEDICARE COVERAGE PGO403 Therapeutic Contact Lenses
CRITERIA
PRIOR AUTHORIZATION
V2523 Contact lens, hydrophilic, extended PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0403 Therapeutic Contact Lenses

wear, per lens

REQUIRED - MEDICAL POLICY

MEDICARE COVERAGE
CRITERIA




Contact lens, scleral, gas

PG0403 Therapeutic Contact Lenses

PG0403 Therapeutic Contact Lenses

PGO0063 Intraocular Lens Implant

PG0063 Intraocular Lens Implant

PG0141 Hearing Aids

The hearing aid products, dispensing fees, and repairs are covered
under the hearing aid rider benefit. These are covered based on the
member’s benefit coverage for a specific product line or provider group.

V2530 p
impermeable, per lens
V2531 Contact lens, scleral, gas
permeable, per lens
V2787 Astlgmatl_sm correcting function of
intraocular lens
V2788 Presbyo;_)la correcting function of
intraocular lens
V5130 In ear binaural hearing aid
V5140 Behind ear binaur hearing aid
V5150 Binaural, glasses

PG0141 Hearing Aids

The hearing aid products, dispensing fees, and repairs are covered
under the hearing aid rider benefit. These are covered based on the
member’s benefit coverage for a specific product line or provider group.

PG0141 Hearing Aids

The hearing aid products, dispensing fees, and repairs are covered
under the hearing aid rider benefit. These are covered based on the
member’s benefit coverage for a specific product line or provider group.




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description e CES o Policy DETAILS/NOTES
The hearing aid products, dispensing fees, and repairs are covered
V5160 Dispensing fee, binaural SEE NOTES SEE NOTES PG0141 Hearing Aids under the hearing aid rider benefit. These are covered based on the
member’s benefit coverage for a specific product line or provider group.
Hearing aid. contralateral routin The hearing aid products, dispensing fees, and repairs are covered
V5211 s sgtem 'binaural ITE/NTE 9 SEE NOTES SEE NOTES PG0141 Hearing Aids under the hearing aid rider benefit. These are covered based on the
Y ! member’s benefit coverage for a specific product line or provider group.
Hearing aid, contralateral routin The hearing aid products, dispensing fees, and repairs are covered
V5212 s s(:;tem l)inaural \TENTC 9 SEE NOTES SEE NOTES PG0141 Hearing Aids under the hearing aid rider benefit. These are covered based on the
Y’ ! member’s benefit coverage for a specific product line or provider group.
Hearing aid. contralateral routin The hearing aid products, dispensing fees, and repairs are covered
V5213 s s%em E)inaural ITE/BTE 9 SEE NOTES SEE NOTES PG0141 Hearing Aids under the hearing aid rider benefit. These are covered based on the
4 ’ member’s benefit coverage for a specific product line or provider group.
Hearing aid, contralateral routin The hearing aid products, dispensing fees, and repairs are covered
V5214 S sgtem binaural ITCATC 9 SEE NOTES SEE NOTES PG0141 Hearing Aids under the hearing aid rider benefit. These are covered based on the
4 ’ member’s benefit coverage for a specific product line or provider group.
Hearing aid. contralateral routin The hearing aid products, dispensing fees, and repairs are covered
V5215 s sgt;em t;inaural ITC/BTE 9 SEE NOTES SEE NOTES PG0141 Hearing Aids under the hearing aid rider benefit. These are covered based on the
4 ’ member’s benefit coverage for a specific product line or provider group.
Hearing aid. contralateral routin The hearing aid products, dispensing fees, and repairs are covered
V5221 9 aid, 9 SEE NOTES SEE NOTES PG0141 Hearing Aids under the hearing aid rider benefit. These are covered based on the

system binaural, BTE/BTE

member’s benefit coverage for a specific product line or provider group.




Codes

Code Description

Paramount Commercial
Insurance Plans

Elite (Medicare Advantage)
Plans

Policy

DETAILS/NOTES

V5230

Hearing aid, BICROS, glasses

SEE NOTES

SEE NOTES

PG0141 Hearing Aids

The hearing aid products, dispensing fees, and repairs are covered
under the hearing aid rider benefit. These are covered based on the
member’s benefit coverage for a specific product line or provider group.

V5240

Dispensing fee, BICROS

SEE NOTES

SEE NOTES

PG0141 Hearing Aids

The hearing aid products, dispensing fees, and repairs are covered
under the hearing aid rider benefit. These are covered based on the
member’s benefit coverage for a specific product line or provider group.

V5252

Hearing aid, prog, binaural, ITE

SEE NOTES

SEE NOTES

PG0141 Hearing Aids

The hearing aid products, dispensing fees, and repairs are covered
under the hearing aid rider benefit. These are covered based on the
member’s benefit coverage for a specific product line or provider group.

V5253

Hearing aid, prog, binaural, BTE

SEE NOTES

SEE NOTES

PG0141 Hearing Aids

The hearing aid products, dispensing fees, and repairs are covered
under the hearing aid rider benefit. These are covered based on the
member’s benefit coverage for a specific product line or provider group.

V5260

Hearing aid, digital, binaural, ITE

SEE NOTES

SEE NOTES

PG0141 Hearing Aids

The hearing aid products, dispensing fees, and repairs are covered
under the hearing aid rider benefit. These are covered based on the
member’s benefit coverage for a specific product line or provider group.

V5261

Hearing aid, digital, binaural, BTE

SEE NOTES

SEE NOTES

PG0141 Hearing Aids

The hearing aid products, dispensing fees, and repairs are covered
under the hearing aid rider benefit. These are covered based on the
member’s benefit coverage for a specific product line or provider group.

V5273

Assistive listening device, for use
with cochlear implant

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
Hearing aid. not otherwise The hearing aid products, dispensing fees, and repairs are covered
V5298 g aid, SEE NOTES SEE NOTES PG0141 Hearing Aids under the hearing aid rider benefit. These are covered based on the

classified

member’s benefit coverage for a specific product line or provider group.

Experimental/Investigational medical, surgical, diagnostic, psychiatric, substance use disorders treatment or other health care services, technologies, equipment, supplies, treatments, procedures, therapies, biologics, drugs, or
device that may not have a CPT/HCPCS Code, not an all-inclusive listing

Abbott Vascular Absorb GT1
cardiac bio absorbable stent

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

Alopecia

SEE NOTES

SEE NOTES

PG0514 Alopecia

- Pharmaceutical treatments depend on the members pharmacy
coverage benefit. Some treatments may require a prior authorization.[
- When alopecia is caused by a systemic illness or by a skin disease of
the scalp, the treatment of that iliness is covered. The treatment of
alopecia that is cosmetic (male or female pattern baldness) is not
covered. In no case will drugs designed to grow more hair (whether
taken by mouth or applied to the scalp), prosthetics, or surgical
transplantation be covered.O

Alopecia areata and scarring alopecia (e.g., discoid lupus, lichen planus)
are the only indications for which treatment of hair loss is considered
medically appropriate. Coverage may be contract dependent.

Avise PG and Avise MTX

NON-COVERED

NON-COVERED

PG0362 Biomarker and Disease Activity

Testing for Rheumatoid Arthritis; PG0043

Experimental Investigational Procedures
Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

AmnIotic Fuid and/or Pracentar
Tissue Biological Injections
Manipulated amniotic and/or
placental tissue biologics for
injections to treat illness are

experimental exosome biologic

products that have not been proven

tn ha cafa and affactiva far anv

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL




Annulus fibrosus repair following
spinal surgery

Arup IBD

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

Left Atrial Appendage (LAA)
Closure devices: to Reduce the
Risk of Stroke
oLARIAT Snare Device
oliger Paw

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

Autologous fat grafting for any foot
or thyroid procedures

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

Autologous fat transplant with the
use of adipose-derived stems cell

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

AutoMove AM800

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL. AutoMove
AMBO0O0 is considered experimental and investigational for neuromuscular
rehabilitation of post-stroke patients because its effectiveness for this
indication has not been established. Although triggered by EMG,
AutoMove AMB800 is a neuromuscular electrical stimulator, it is not
biofeedback. Furthermore, available evidence does not support the
effectiveness of this modality in treating post-stroke patients.




Codes

Code Description

Paramount Commercial
Insurance Plans

Elite (Medicare Advantage)
Plans

Policy

DETAILS/NOTES

Benign Prostatic Hyperplasia
Treatments that are considered
experimental/investigational -
noncovered, include but not limited
to:

« Absolute ethanol injection
« Balloon dilation of the prostate
» Temporary Prostatic Stent
« Transurethral Plasmakinetic
Resection of the Prostate (PKRP)
« Water-induced thermotherapy
* Temporarily Implanted Nitinol
Device (iTind™ System)

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

The use of a temporarily implanted nitinol device (e.g., iTind) for
treatment of lower urinary tract symptoms due to benign prostatic
hyperplasia is considered experimental/investigational. The evidence is
insufficient to determine that the technology results in an improvement in
the net health outcome. Placement of temporary prostatic stents (e.g.,
SpannerTM) is experimental/investigational for all uses, including, but
not limited to BPH, following surgical treatment of BPH, prostate cancer
or radiation therapy. They have not been scientifically demonstrated to
be as safe and effective as conventional treatment and have not been
shown to improve net health outcomes.

Biofeedback

NON-COVERED. See Notes

NON-COVERED. See Notes

PG0043 Experimental Investigational
Procedures Services

Biofeedback is non-covered for the following indications: +Addictions
Allergy

*Anger management

*Anterior shoulder instability or pain

*Anxiety disorders

+Ass a rehabilitation modality for spasmodic torticollis, spinal cord injury, or
following knee surgeries

«Attention deficit hyperactivity disorder (ADHD)

*Autism

*Balance training (with tongue-placed electrotactile biofeedback or visual
interactive biofeedback)

*Bell's palsy (idiopathic facial paralysis)

*Cardiovascular diseases (e.g., heart failure)

*Childhood apraxia of speech

*Chronic abacterial prostatitis

Chronic fatiaue svndrome

Bio-Engineered Skin and Soft
Tissues Substitutes

SEE NOTES

SEE NOTES

PG0203 Bio-Engineered Skin and Soft
Tissue Substitutes (Excluding Skin
Substitute Grafts for Diabetic Foot Ulcers
and Venous Leg Ulcers); PG0043
Experimental Investigational Procedures
Services

Bio-Engineered Skin and Soft Tissues Substitutes, refer to PG0203 for
list of those products that are covered or non-covered

Bioimpedance spectroscopy (BIS)

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

Bladder/Urothelial Tumor Markers

SEE NOTES

SEE NOTES

PG0043 Experimental Investigational
Procedures Services

The Tollowing Bladder/uTotnelar Tumor Markers are NonCovered, not an
all-inclusive listing:

BCLA-4

Bladder EpiCheck (Nucleix)

BLCA-1

Hyaluronic acid

Hyaluronidase

1 owiic ¥ antinan




Bone Marrow Aspiration and
Platelet Rich Plasma with ankle
joint procedures

Bone Marrow Aspiration then
injection of concentrate (BMAC)

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

Breath Analyses, Diagnositc

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

Bronchial thermoplasty

PG0043 Experimental Investigational
Procedures Services

The Following Breath Tests are Excluded from Coverage: Lactulose
breath hydrogen for diagnosing small bowel bacterial overgrowth and
measuring small bowel transit time, CO2 for diagnosing bile acid
malabsorption, and CO2 for diagnosing fat malabsorption.

u}

C-11 Choline PET scan

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

CardioMEMS HF System

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

Cartiform

PG0377 Pulmonary Artery Pressure
Monitoring (CardioMEMS)-Archived
090124; PG0043 Experimental
Investigational Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL




Codes

Code Description

Paramount Commercial
Insurance Plans

Elite (Medicare Advantage)
Plans

Policy

DETAILS/NOTES

Category Ill Codes

SEE NOTES

SEE NOTES

PG0097 Unlisted/Non-specific HCPCS/CPT
and Category Ill Codes

ALL Category Il CPT Codes are non-covered unless the code is
explicitly addressed as a covered service in an active Paramount
Medical Policy or indicated as such on the Prior Authorization-
Experimental/Investigational-NonCovered spreadsheet. If not otherwise
indicated, the code is non-covered. Unless otherwise specified Category
Il codes are considered experimental/investigational due to insufficient
evidence of efficacy. If a Category Ill code is available, providers must
use that code instead of an unlisted or deleted Category | code. A
provider must refer to the Paramount PRIOR AUTHORIZATION-
EXPERIMENTAL/INVESTIGATIONAL-NONCOVERED SERVICES

Catheter, balloon dilatation, non-
vascular [Relieva Stratus™
MicroFlow spacer]

NON-COVERED

NON-COVERED

PG0384 Drug Eluting Devices for Use
Following Endoscopic Sinus Surgery-
archived 120124; PG0043 Experimental
Investigational Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

Ceribell EEG System (Ceribell Inc.)

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

CTTTopracuc Or aragriostT
procedures -Not Covered, not an
all-inclusive listing
oActive release technique
oActive therapeutic movement
(ATM2)
oApplied spinal biomechanical
engineering
oAtlas orthogonal technique

PN =P i

NON-COVERED

NON-COVERED

PG0150 Chiropractic Services & Spinal
Manipulation; PG0043 Experimental
Investigational Procedures Services

CTMTOPTactc Or Oragriostic ProCeEUUres -NOr COVETET, TIOT alT alr-mCTusIveE
listing

oActive release technique

oActive therapeutic movement (ATM2)

oApplied spinal biomechanical engineering

oAtlas orthogonal technique

oBioEnergetic synchronization technique

oBiogeometric integration

oBlair technique

anhi tin hinnl

Cordella Pulmonary Artery Sensor
System (CorPASS)

NON-COVERED

NON-COVERED

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

Cosmetic Services

NON-COVERED

NON-COVERED

PG0104 Cosmetic and Reconstructive
Surgery

If there is a discrepancy between this policy and a member’s plan of
benefits, then the provision of the benefits will govern and rule.
Reconstructive Services are covered when medical indications support
medical necessity. Reconstructive surgery may be eligible for coverage
due to congenital defects, developmental abnormalities, trauma, burns,
infection, tumors, or disease of the involved part when a functional
impairment is present. Cosmetic Services performed solely to improve
one’s appearance and/or self-esteem are considered not medically
necessary and therefore not covered.




Codes

Code Description

Paramount Commercial
Insurance Plans

Elite (Medicare Advantage)
Plans

Policy

DETAILS/NOTES

CyPass Micro-Stent (FDA removed
from the market)

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

Dry Needling
ollrigger Point Injections with the
dry needling technique

NON-COVERED - see above
20560 & 20561

See above 20560 &20561

PG0465 Dry Needling-Archived (refer to
PG0382);
PG0382 Acupuncture; PG0043
Experimental Investigational Procedures
Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

Edison System for Histotripsy of
Renal Tumors

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

ETectrical Nerve stumulators —
experimental/investigational, not an
all-inclusive listing:

oAl auricular electroacupuncture
devices (e.g., P-STIM™ device,)

and all other electrical acupuncture,

for any indication, including but not

limitad to_nain and ciithetanca 1ica

NON-COVERED

NON-COVERED

PG0244 Electrical Nerve Stimulators-
archived 120124; PG0043 Experimental
Investigational Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

Discogenic Pain Treatment

NON-COVERED - SEE NOTES

NON-COVERED - SEE NOTES

PG0043 Experimental Investigational
Procedures Services

The following procedures are unproven and not medically necessary
due to insufficient evidence of efficacy (this list may not be all-inclusive):
*Annulus fibrosus repair following spinal surgery

*Percutaneous discectomy and decompression procedures for treating
discogenic pain

oBercutaneous lumbar discectomy (manual or automated [APLD]
and/or MILD

oBercutaneous lase discectomy (PLD)

olBser-assisted disc decompression (LADD)

oBercutaneous laser disc decompression (PLDD)

oPercutaneous nuclectomy

oBercutaneous endoscopic discectomy

oBEndoscopic laser percutaneous discectomy or LASE

olntradiscal glucocorticoid injection for the treatment of low back pain
(LBP)

olftradiscal implantation of combined autologous adipose-derived
mesenchymal stem cells and hyaluronic acid for the treatment of
discogenic LBP

olntradiscal implantation of stromal vascular fraction plus platelet rich
plasma for the treatment of degenerative disc disease (DDD)
olntradiscal infiltration with plasma rich in growth factors for the
treatment of LBP

olitradiscal injection of autologous bone marrow concentrate for the
treatment of DDD

olitradiscal injections of bone marrow aspirate for the treatment for
discogenic LBP




Codes

Code Description

Paramount Commercial
Insurance Plans

Elite (Medicare Advantage)
Plans

Policy

DETAILS/NOTES

dNerva Lung Denervation System

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

D-POEM

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

The Company has determined that the following peroral endoscopic
myotomy (POEM) procedures are considered investigational and not
eligible for reimbursement: « Diverticular peroral endoscopic myotomy (D-|
POEM) « Zenker peroral endoscopic myotomy (Z-POEM)

Dual x-ray for preventive screen of
vertebral fracture

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

Ductus Venosus - Doppler studies
of ductus venosus and vessels for
surveillance of impaired fetal
growth

NON-COVERED

NON-COVERED

Doppler studies of ductus venosus and
vessels for surveillance of impaired fetal
growth are non-covered. Paramount
considers Doppler studies of ductus
venosus and vessels other than the middle
cerebral artery and umbilical artery for fetal
surveillance of impaired fetal growth
experimental/investigational because their
effectiveness for these indications has not

EarPopper® device

NON-COVERED - SEE NOTES

NON-COVERED - SEE NOTES

PG 0423 Eustachian Tube Dilation. PG0043
Experimental Investigational Procedures
Services

There is not enough research to show the EarPopper® device improves
health outcomes for people with ETD.

No clinical guidelines based on research recommend the EarPopper®
device for ETD. Therefore, the EarPopper® device is considered
investigational for the treatment of any condition, including but not limited
to eustachian tube dysfunction.

Electrothermal therapy (thermal
capsulorrhaphy, electrothermal
capsulorrhaphy,
electrothermallyassisted
capsulorrhaphy, thermal shrinkage)

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

Electrothermal shrinkage used as a stand-alone treatment or as an
adjunct to arthroscopic or open surgery is considered investigational and
not medically necessary for all indications, including but not limited to the
tightening of joint capsules, ligaments, and tendons. There is insufficient
evidence to support the effectiveness of thermal capsulorrhaphy or
thermal shrinkage for treatment of any joint. When unlisted procedure —
shoulder (23929), unlisted procedure — humerus or elbow (24999),
unlisted procedure — forearm or wrist (25999), unlisted procedure —
hands or fingers (26989), unlisted procedure — femur or knee (27599),
unlisted procedure — leg or ankle (27899) or unlisted procedure —
arthroscopy (29999) is determined to be electrothermal therapy and
considered not standard of canre and not payable.




Codes

Code Description

Paramount Commercial
Insurance Plans

Elite (Medicare Advantage)
Plans

Policy

DETAILS/NOTES

Embolization of the Ovarian & lliac
Veins for Pelvic Congestion
Syndrome

NON-COVERED

NON-COVERED

Embolization of the ovarian & iliac veins for pelvic congestion syndrome
is experimental/investigational as there is insufficient evidence to support
a general conclusion concerning the health outcomes or benefits
associated with this procedure. There are no specific CPT codes for
ovarian and internal iliac vein embolization. 37241 [Not covered when
use for embolization and/or sclerotherapy of the ovarian and internal iliac
veins for the treatment of pelvic congestion syndrome]

Emborrhoid - Transanal
hemorrhoidal dearterialization

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

Emborrhoid is a relatively new nonoperative treatment of hemorrhoidal
bleeding, based on the same physiopathological principles of
hemorrhoidal dearterialization. It consists in embolization with coils or
microparticle of terminal branches of the superior and middle rectal
arteries via the endovascular route. The procedure is done in an
outpatient state of the art center where our interventional radiologist
performs the fibroid treatment through a tiny tube called a catheter. This
procedure can be performed by either placing the catheter in an artery at
the top of the leg (called a femoral approach) or by placing it into an
artery in the lower arm (called a radial approach). Not Covered -
Hemorrhoidal embolization (HydroPearl microspheres) AND Coil
embolization of hemorrhoids (Emborrhoid technique) embolization of the
hemorrhoidal arteries. No Specific Code 37241, 37244

Extracorporeal Magnetic
Stimulation for Treatment of
Urinary Incontinence

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services. PG0497 Urinary
Incontinence/ Voiding Dysfunction
Treatments and Devices. PG0094
Biofeedback and Neurofeedback-archived.

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

Eustachian tube dilation procedure

NON-COVERED - SEE NOTES

NON-COVERED - SEE NOTES

PG0423 Eustachian Tube Dilation; PG0043
Experimental Investigational Procedures
Services

EUStachian tbe dnation procedure
oSinus stents or drug-eluting implants

The use of implantable sinus stents or drug-eluting implants (C9122,
J7401, J7402, S1090, S1091) for maintaining sinus ostial patency
following endoscopic sinus surgery or for the treatment of recurrent nasal
polyps are non-covered including but not limited to:
*Propel family of sinus implants (Propel Steroid-Releasing Sinus Implant,

Maomatacana fiirnata cintie imnlant 270 micranrame)

Fecar Analysis 1 the aragnosis or
Intestinal Dysbiosis
oFEecal analysis of the following
components is considered
investigational/experimental in the
diagnosis or evaluation of intestinal
dysbiosis, irritable bowel syndrome

IRC\ _malahcarntinn ar cmall

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL




Codes

Code Description

Paramount Commercial
Insurance Plans

Elite (Medicare Advantage)
Plans

Policy

DETAILS/NOTES

Gastroesophageal Reflux Disease:

Endoscopic and Laparoscopic
Therapies

NON-COVERED see Notes

NON-COVERED see Notes

Coverage Exception: Transoral incisionless
fundoplication (TIF) (e.g., EsophyX™)
(43210) for GERD is covered, without a
prior authorization, when medically
indicated.

Endoscopic procedures that are considered experimental and
investigational including but not limited to ALL of the following:
-Radiofrequency energy

+Stretta System

-Endoscopic plication or suturing

+ Medigus Ultrasonic Surgery Endostapler (MUSE)

+Bard Endoscopic Suturing System (BESS) — EndoCinch Therapy,
Endoluminal Plication

+ Endoscopic Plication System

+ Full Thickness Plicator

+Syntheon ARD Plicator

+/Apollo OverStitch endoscopic suturing system

+StomaphyX

+IC-BLART (clip band ligation anti-reflux therapy)
-Injection/Implantation of Prosthetic Devices or Bulking Agents
¢+ Duraphere (Pyrolytic carbon coated zirconium oxide
spheres)/Gatekeeper Reflux Repair System

¢ Plexiglas (polymethylmethacrylate [PMMAY]) procedure

¢+ Enteryx

+ LINX Reflux Management System (Laparoscopic or open surgical
procedure)

¢ Plicator System Angelchik Anti-Reflux Prosthesis

Gene/Protein expression profiling
for Breast Cancer

NON-COVERED

NON-COVERED

PG0041 Genetic Testing and Genetic
Counseling

Gene/Protein expression profiling for Breast Cancer: the following are
noncovered, not an all-inclusive listing: - BBDRisk Dx, BluePrint™
Molecular Subtyping Profile, Breast Cancer Gene Expression Ratio (also
known as Theros H/I, BreastOncPX, BreastPRS, Combimatrix™ Breast
Cancer Profile, DCISionRT, eXagen, Invasiveness Signature, Insight®
DX Breast Cancer Profile, Mammostrat, MapQuant Dx, NexCourse®
Breast IHC4, NuvoSelect™ eRx 200-Gene Assa, PAM50 Breast Cancer
Intrinsic Classifier, PreludeDx™'s DCISionRT® Test, Randox Assay,
Rotterdam Signature 76-Panel, SYMPHONY ™ Genomic Breast Cancer
Profile, TargetPrint, TheraPrint, The 41-gene signature assay, The 76-
gene "Rotterdam signature" assay, THEROS Breast Cancer Index.

Gender Reassignment Surgery

PRIOR AUTHORIZATION
REQUIRED - MEDICAL POLICY

PRIOR AUTHORIZATION
REQUIRED - MEDICAL POLICY

PG0311 Gender Reassignment Surgery




Gene or Protein expression
profiling for Cancer

Genetic & Protein Biomarkers for
Prostate Cancer Screening and
Management

PG0041 Genetic Testing and Genetic
Counseling

PancraGEN (Interpace Diagnostics); miRInform Thyroid (Asuragen Inc.);
ThyGeNEXT, ThyroMIR (InterpaceDiagnostics Group Inc.); ChemoFx
(Helomics Corp.); Ml Profile, Ml Tumor Seek (Caris Life Sciences);
FoundationOne Heme (Foundation Medicine); CANCERPLEX (KEW
Inc.); Tempus xF, Tempus xG, Tempus xT (Tempus Labs Inc.); Colon
Cancer Hotspot Panel v2 NGS (Thermo Fisher Scientific); Colvera
(ClinicalGenomics); Signatera (Natera Inc.);

Genicular Artery Embolization
(GAE) for the treatment of knee
pain

PG0041 Genetic Testing and Genetic
Counseling

PArammourt as UeteTTed e TONoWg OragnostT [ESTNg ard Jemnent & |
protein biomarkers for prostate cancer screening and management are
experimental/investigational because there is insufficient evidence in the
peer-reviewed medical literature of the effectiveness of these
procedures, but are not limited to:

ENeoLAB Prostate Liquid Biopsy (0011M)

ETMPRSS fusion genes

Fpercent free PSA

HProstate Health Index (PHI)

HFICCP Score

DD3

CAvtava Al D Toot

Gl Genius Intelligent Endoscopy
Module

PG0043 Experimental Investigational
Procedures Services

Glenoid resurfacing

PG0043 Experimental Investigational
Procedures Services

Paramount considers the use of artificial intelligence software and
computer-aided colonoscopy procedures/techniques
experimental/investigational, including but not all-inclusive, GI Genius
Intelligent Endoscopy Module.

PG0043 Experimental Investigational
Procedures Services

Galleri Test (Grail Inc.); MyPath Melanoma (Castle Biosciences)




Codes

Code Description

Paramount Commercial
Insurance Plans

Elite (Medicare Advantage)
Plans

Policy

DETAILS/NOTES

Guardant Reveal

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

Circulating tumor DNA (ctDNA) (also referred to as a liquid biopsy) for -
Minimal residual di (MRD) nent and monitoring (e.g.,
Guardant Reveal) in breast, colorectal, and lung cancers. Minimal
residual di (MRD) nent, Guardant Reveal - no specific
code

Haystack Minimal Residual
Disease (MRD) testing

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

A review of abstracts suggests that there currently is not enough
published peer-reviewed literature to evaluate the evidence related to the
Haystack MRD test (Quest Diagnostics) for solid tumors. Based on a
review of full-text clinical practice guidelines and position statements,
guidance appears to confer weak support against the Haystack MRD
test. This level of support reflects:

*No guidelines or position statements discussed the Haystack MRD test
or personalized minimal residual disease (MRD) assays. Most identified
guidelines addressed general circulating tumor DNA (ctDNA) testing for
monitoring in colon or breast cancer.

*In general, guidelines recommend against using ctDNA to inform
treatment decisions, monitor treatment response, or monitor for
recurrence; citing insufficient evidence.

*Five of the 7 guidelines were evidence based.

Hearing In Noise Test — HINT, also
known as Speech in Noise — SIN
(QuickSIN) [92700]
Measures a person’s ability to hear
speech in quiet and in noise.

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

HERmark Assay

NON-COVERED

PRIOR AUTHORIZATION
REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA

Home biofeedback devices

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

The use of home biofeedback devices is considered not medically
necessary and not covered for all conditions. As they are considered
experimental, investigational or unproven and are non-covered:

High speed laryngoscopy

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL




Codes

Code Description

Paramount Commercial
Insurance Plans

Elite (Medicare Advantage)
Plans

Policy

DETAILS/NOTES

Home-based pulmonary
rehabilitation programs

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

Home Uterine Activity Monitoring
(HUAM) with our without
Associated Nursing Services

NON-COVERED

NON-COVERED

PG0165 Home Uterin Activity Monitoring-
Archived-Archived. PG0043 Experimental
Investigational Procedures Services

Paramount has determined that home uterine activity monitoring, with or
without nursing contact, is experimental/investigational and therefore non-
covered, including use with tocolytic therapy (medications used to slow
contractions). Despite numerous scientific studies, there is insufficient
evidence to determine the effects of the technology on health outcomes

Hummingbird Tympanostomy Tube
System

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

Icast stent

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

Implantable sinus stents or drug-
eluting implants for maintaining
sinus ostial patency

NON-COVERED -SEE NOTES

NON-COVERED - SEE NOTES

The USE o the TONIoWINg SINUS GeVICES (MOt an all-McIusive 11st) are
considered, for maintaining sinus ostial patency following endoscopic
sinus surgery, experimental/investigational because their effectiveness
has not been established:

1. BISORB Drug-Eluting Sinus Biopolymer Stent;

2. Propel sinus implant (PROPEL, PROPEL Mini, PROPEL contour);
3. Relieva Stratus MicroFlow spacer;

A _Qinui.Enam cnacar B QininiaT Imamatacana fiirnata) Qinue Imnlant

Infertility and Reproductive
Services

SEE NOTES

SEE NOTES

PG0098 Infertility and Reproductive
Services

Refer to medical policy PG0098 Infertility and Reproductive Services for
detais/specifics

Intradialytic Parenteral Nutrition
(IDPN)

PRIOR AUTHORIZATION
REQUIRED - MEDICAL POLICY

PRIOR AUTHORIZATION
REQUIRED - MEDICAL POLICY

PGO0501 Intradialytic Parenteral Nutrition
(IDPN)

No specific procedure codes




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
TNtraoperative Visual eVOoKed potentials (VEP) and SEMG monrormg |
. . . (eg, EPAD 2) is NOT eligible under the Plan for intraoperative VEP
Intraoperative Visual evoked potentials o P o .
) ) L monitoring for any indications. This is considered
Intraoperative Neurological (VEP) and SEMG monitoring (eg, EPAD 2), experimental/investigational as it is not identified as widely used and
Monitoring, noncovered, not an all- SEE NOTES SEE NOTES Intraoperative monitoring of motor-evoked P 9 Y

inclusive listing

potentials, Intraoperative SEMG monitoring
(eg, EPAD 2.0)

generally accepted for the proposed use as reported in nationally
recognized peer-reviewed medical literature published in the English
language. Intraoperative monitoring of motor-evoked potentials using

corani atic ctimul

Investigational Spinal
Procedures, not all inclusive: See
Notes

NON-COVERED SEE NOTES

NON-COVERED SEE NOTES

PG0043 Experimental Investigational
Procedures Services

R A A T SSTy R OR AT SpmAT Proca diTes ThaT TacK The CTeaT—]
evidence for efficacy compared to other more standard procedures.
Many of these include minimally invasive procedures for spinal fusion,
discectomy and disc decompression. They are intended to increase
stability of vertebral bones and joints and/or relieve any pressure being
applied to the nerves and to thus alleviate chronic numbness, stiffness,
and pain of the back. INVESTIGATIONAL SPINAL PROCEDURES =
Automated percutaneous lumbar discectomy (APLD) (also known as
automated percutaneous mechanical lumbar discectomy) including, but
not be limited to: Stryker Dekompressor Lumbar Discectomy Probe,
aDISC Nucleoplasty, Nucleoplasty Disc Decompression,Intradiscal
Thermal Annuloplasty, Microendoscopic discectomy (MED) procedure
for decompression of lumbar spine stenosis, lumbar disc herniation, or

athar indicatinne Darniitananiic Intradicoa adinfraniianoy

Laser Destruction of Cutaneous
Vascular Lesions (17106, 17107,
17108)

NON-COVERED SEE NOTES

NON-COVERED SEE NOTES

Laser destruction (CPT codes 17106, l71|0$, 17108) of cutaneous |
vascular lesions is considered cosmetic, experimental/investigational,
and not medically necessary for the following: including but not limited to:
*When performed primarily to improve appearance

*Cutaneous vascular lesions that do not interfere with physical body
function or without manifestation of complications

*Cutaneous amyloidosis

*Cutaneous angiokeratomas

«Quitanentis leishmaniasis

PG0043 Experimental Investigational

Laser vitreolysis (67031) for treatment of vitreous degeneration and

Laser Vitreolysis NOREOIERED NONEOVERED Procedures Services vitreous floaters is NC/EI
. oKetamine to treat psychiatric disorders is covered with a prior
Ketamine for Treatment of A o
. . authorization when the coverage criteria below are met.
Psychiatric Disorders and Pain N X X .
Management PG0409 Ketamine for Treatment of oKetamine to treat any chronic pain, electroconvulsive therapy or
PRIOR AUTHORIZATION PRIOR AUTHORIZATION migraine headaches is non-covered.

oKetamine (J3490) to treat any
psychiatric disorders, chronic pain,
or migraine headaches is non-
covered

REQUIRED - MEDICAL POLICY

REQUIRED - MEDICAL POLICY

Psychiatric
Disorders and Pain Management

oUse of ketamine for the induction of anesthesia or for conscious

sedation for minor surgical procedures that do not require skeletal
muscle relaxation is considered medically necessary and does not
require a prior authorization.

miraDry

NON-COVERED

NON-COVERED

PG0466 Hyperhidrosis Treatment
(excluding botox); PG0043 Experimental
Investigational Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL




Codes

Code Description

Paramount Commercial
Insurance Plans

Elite (Medicare Advantage)
Plans

Policy

DETAILS/NOTES

Ketostrips/Ketogenic diet

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

Lenire Device (Neuromod Devices
Ltd.) for Tinnitus

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

Lymphederma Treatments

NON-COVERED - SEE NOTES

NON-COVERED - SEE NOTES

PG0043 Experimental Investigational
Procedures Services

The TollowIng Procequres are considered expenmentayinvestigatonal |
because the effectiveness of

these approaches have not been established, but may not be limited to:
*Acoustic radiation force impulse elastography for measurement of tissue
stiffness in limb lymphedema

*Acupuncture for the treatment of breast cancer-related lymphedema
*Advanced pneumatic compression (e.g., the Flexitouch device) for the

traatmant nf haad and nacl adama

Lymphedema: Microsurgical
Treatments for Lymphedema-
Lymphatic Bypass Procedures

NON-COVERED - SEE NOTES

NON-COVERED - SEE NOTES

PG0043 Experimental Investigational
Procedures Services

CPT Codes 15756, 352061, 35226, 352361, 352661, 377991,
38308t, 387901, 389991, 499061, 76499t [tWhen free muscle or
myocutaneous flap with microvascular anastomosis (15756), repair
blood vessel, direct; upper extremity (35206), repair blood vessel, direct;
lower extremity (35226), repair blood vessel with vein graft; upper
extremity (35236), repair blood vessel with graft other than vein; upper
extremity (36266), unlisted procedure, vascular surgery (37799),
lymphangiotomy or other operations on lymphatic channels (38308),
unlisted procedure, hemic or lymphatic system (38999), free omental flap
with microvascular anastomosis (49906), or unlisted diagnostic
radiographic procedure (76499) is determined to be microsurgical
treatment for lymphedema.

Lymphaticovenous anastomosis

NON-COVERED - SEE NOTES

NON-COVERED - SEE NOTES

PG0043 Experimental Investigational
Procedures Services

Lymphaticovenous anastomosis is experimental and investigational and
therefore non-covered because there is insufficient evidence in the peer-
reviewed medical literature of the effectiveness of this procedure.

Magnetic Resonance
Defecography

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL - MR
defecography is unproven and not medically necessary for evaluating
constipation and anorectal or pelvic floor disorders. There is insufficient
clinical evidence of efficacy in the published peer-reviewed medical
literature for the use of MR defecography. The uitility of this advanced
imaging technology in the evaluation and management of refractory
constipation must be better defined in statistically robust, well-designed
clinical trials. MR defecography (72195-72197-Not Covered when
performed for MR defecography)




Codes

Code Description

Paramount Commercial
Insurance Plans

Elite (Medicare Advantage)
Plans

Policy

DETAILS/NOTES

Medial Knee Implanted Shock
Absorber (MISHA Knee System)

NON-COVERED

NON-COVERED

The MISHA Knee System (Moximed Inc.) is an implantable shock
absorber that is intended to treat knee osteoarthritis. The MISHA
consists of an implant that is placed outside of the knee joint, where it is
connected to the proximal tibia and distal femur. The implant is designed
to offload the medial knee joint while supporting natural movement. CPT
Code 275991 HCPCS Code C17761

TWhen 27599 (unlisted procedure, femur or knee) or C1776 (joint device
(implantable)) is found to be medial knee implanted shock absorber.

Microwave Tumor Ablation
(Microwave Thermotherapy)

SEE NOTES

SEE NOTES

Microwave ablation of primary or metastatic
tumors other than liver or lung is considered
experimental/investigational. There is
insufficient evidence to support a conclusion
concerning the health outcomes or benefits
associated with these procedures. See
Details/Notes

A. Microwave ablation of primary or metastatic hepatic tumors may be
considered medically necessary under the following conditions:

1. The tumor is unresectable due to location of lesion[s] and/or comorbid
conditions

2. A single tumor of <5 cm or up to 3 nodules <3 cm each

B. Microwave ablation of primary or metastatic lung tumors may be
considered medically necessary under the following conditions:

1. The tumor is unresectable due to location of lesion and/or comorbid
conditions

2. A single tumor of <3 cm

C. Microwave ablation is not covered for any other indication, including
(but not limited to), the following:

1.Microwave ablation for any other tumor type is considered
experimental and investigational due to a lack of clinical evidence on its
efficacy, including, but not limited to:

*Bone cancer; or

Brest cancer; or

*Cholangiocarcinoma; or

*Pancreatic cancer; or

Prostate cancer

*Renal cell cancer

2.Microwave ablation for tumors larger than 5 cm or more than 3 nodules
larger than 3 cm is considered experimental and investigational due to a
lack of clinical evidence on its efficacy compared to other treatment
modalities There are no CPT codes specific to microwave ablation.

0 Accordina to an American Medical Association (AMA) publication

Neutralizing antibody testing in
multiple sclerosis patients

NON-COVERED

NON-COVERED

PG0180 Neutralizing Antibody Testing in
Multiple
Sclerosis Patients

Night Balance Sleep Position
trainer (used with sleep Apnea)

NON-COVERED

NON-COVERED

PG0247 Management of Obstructive Sleep
Apnea; PG0043 Experimental
Investigational Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL




Codes

Code Description

Paramount Commercial
Insurance Plans

Elite (Medicare Advantage)
Plans

Policy

DETAILS/NOTES

Non-Medical IV Hyaration Therapy
Services outside of Standard
Medical Practice are non-Covered.
Medically Indicated IV Hydration
requires a qualified licensed
practitioner order, administered at a
covered place of service by a

licancad nravidar

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

NTX100 Tonic Motor Activation
(TOMAC) System

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

Neurofeedback, also known as
electroencephalogram (EEG)
biofeedback

NON-COVERED - SEE NOTES

NON-COVERED - SEE NOTES

Neuroteedback 1S expenmentarinvestigational. The evidgence 1s |
insufficient to determine that the technology results in an improvement in
net health outcomes. This includes noncoverage for the following, not an
all-inclusive listing: anxiety, asperger syndrom, asthma, attention-deficit
hyperactivity disorders, cardiovascular conditions, cigarette cravings,
cluster headaches, cognitive impariment, depression, epilepsy,
fioromyalgia, headache, insomnia and sleep disordrer, obsessive-

Obstructive Sleep Apnea Devices -
NonCovered

NON-COVERED - SEE NOTES

NON-COVERED - SEE NOTES

PG0247 Management of Obstructive Sleep
Apnea; PG0043 Experimental
Investigational Procedures Services

onmnuleiva diceardar _nvannainht and nhacihs_nact tranimatic ctrace

1. Oral Pressure Therapy (OPT) (e.g., Winx® Sleep Therapy System) is
considered experimental/investigational for the treatment of OSA
because of insufficient evidence.

2. Oral appliances are considered experimental/investigational for
treatment of upper airway resistance syndrome (UARS).

3. Oral appliances for snoring (e.g., Slow Wave DS8, and Snore Guard)
are considered not medically necessary treatment of disease, as snoring
is not considered a disease. An interface consisting of a boil and bite
mouthpiece connected to nasal inserts (e.g.,, CPAP PRO® [Stevenson

ndictriae _lne _Cimi \/allay ancidara,

Obstructive Sleep Apnea
Procedures - NonCovered

NON-COVERED - SEE NOTES

NON-COVERED - SEE NOTES

PG0043 Experimental/Investigational
Procedures/Services

:\IOI an air mnciusive nstng: IJ..rI:%.IS\éF-gSSISIEG u(/‘wopalaloplasty (LAUP) IS
not covered, it is not considered effective for OSA. LAUP must not be
billed as 42145, Palatopharyngoplasty (e.g., uvulopalatopharyngoplasty,
uvulopharyngoplasty). This code is not appropriate for this procedure. If
LAUP is billed for denial purposes, it should be coded as 42299,
(unlisted procedure, palate, uvula) with "LAUP" in the electronic narrative
2400/SV101-7 equivalent to line 19 of the CMS 1500 form. The claim will
be denied as not proven effective.

2. Somnoplasty™ is a trade name for palate reduction with the
Somnoplasty™ System of Somnus Medical Systems. This is not a term

vacnonizad v Davamanint ac o anvarad neacaduva Tharafara

Percutaneous discectomy and
decompression procedures for
treating discogenic pain

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services. PG0026 Discogenic
Pain Treatment-Archived 120124.

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
TTTIE TOMOWTTTY ETETTITCAr STmuTatioTT PTUTEUUTES aruror UEVICES dit
considererd experimental/investigational and not eligible for
reimbursement, not all-inclusive:
« Peripheral nerve stimulation using the ReActiv8 Implantable
Peripheral Nerve Stimulation Neurostimulation System and the StimQ Peripheral Nerve Stimulator
(Percutaneous or Implanted) and PG0043 Experimental Investigational System
Electrical Stimulation for Chronic SEE NOTES SEE NOTES Procedures Services. PG0406 Implantable |+ Peripheral nerve field stimulation (PNFS) and percutaneous electrical
Intractable Pain Investigational Peripheral Nerve Stimulation-Archived  |nerve field stimulation (PENFS) (e.g., IB-Stim)
Procedures and/or Devices: i.e. 110124 * Percutaneous neuromodulation therapy (e.g. Vertis Percutaneous
PENFS, ReActive, StimQ, etc.. Neuromodulation Therapy)
« Interferential therapy (e.g. RS-4i Sequential Stimulator)
« Transcutaneous electrical modulation pain reprocessing (e.g.,
Scrambler therapy)+ Microcurrent electrical nerve stimulation (MENS)
Peristeen Anal Irrigation System PG0413 Peristeen Anal Irrigation System; |Covered for HMO, PPO, Individual Marketplace.
COVERED NON-COVERED PG0043 Experimental Investigational Maintain noncoverage experimental/investigational for Elite Medicare

(A4459)

Procedures Service

Plan

Permanently implantable aortic
counter-pulsation ventricular assist
systems

NON-COVERED

NON-COVERED

PG0070 Ventricular Assist
Devices,Archived 07/01/24; PG0043
Experimental Investigational Procedures
Service

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

Prescription Digital Therapeutics
(PDTs) Health Products

NON-COVERED

NON-COVERED

PG0506 Prescription Digital Therapeutics
(PDTs) Health Products

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL. The following
use of a digital health product in the treatment or prevention of any health
condition is considered experimental/investigational/unproven, this is not
an all-inclusive listing: BlueStar Rx, Canvas Dx, d-Nav, Endeavor Rx,
Freespira, Halo AF Detection System, Insulia, leva Pelvic Health
System, Nerivio, NightWare, reSET, reSET-O, Somryst, Glooko Mobile
Insulin Dosing System, Go Dose System, My Dose Coach, Mahana IBS
(formerly Parallel or Regul8), Digital infrared thermal imaging,
GammasSense Stimulation System, Prescription digital visual therapy and
software.

Pro2cool

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

Progenitor Cell Therapy for the
Treatment of Damaged
Myocardium (CardiAMP)

NON-COVERED

NON-COVERED

PG0513 Progenitor Cell Therapy for the
Treatment of Damaged Myocardium;
PG0043 Experimental Investigational

Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL




Codes

Code Description

Paramount Commercial
Insurance Plans

Elite (Medicare Advantage)

Prometheus nswer ADA — Serum

adalimumab levels and antibodies

(Serum adalimumab (ADA) levels
and antibodies to adalimumab

NON-COVERED

Plans

Policy

DETAILS/NOTES

(ATA))

Prometheus nswer IFX — Serum
infliximab levels and antibodies
(Serum infliximab (IFX) levels and

NON-COVERED

NON-COVERED

PG0341 Measurement of Serum Antibodies
to Infliximab, Adalimumab, & Vedolizumab;
PG0043 Experimental Investigational

Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

antibodies to infliximab (ATI))

Prometheus nswer UST — Serum
ustekinumab levels and antibodies
(Serum ustekinumab (UST) and
antibodies to ustekinumab (ATU)

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

PG0341 Measurement of Serum Antibodies
to Infliximab, Adalimumab, & Vedolizumab;

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

levels)

Prometheus nswer VDZ — Serum
vedolizumab levels and antibodies
(Serum drug concentration and

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

antibodies to vedolizumab levels)

Pulse Radiofrequency Ablation

oNoncovered — pulsed
radiofrequency denervation, laser
denervation, chemodenervation,

NON-COVERED

NON-COVERED

PG0341 Measurement of Serum Antibodies
to Infliximab, Adalimumab, & Vedolizumab;
PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

water-cooled radiofrequency
denervation, and cryodenervation

PIISMRA
oMolecular signature test to
predict response to TNFi therapies
for rheumatoid arthritis (RA) (e.g.,
PrismRA) is considered

NON-COVERED

NON-COVERED

PG0361 Alternative Radiofrequency

Methods of Denervation; PG0043
Experimental Investigational Procedures
Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

experimental/investigational in all
situations (including for the

manitarina of tharanv

Prometheus Celiac PLUS panel
(serology plus genetics)

NON-COVERED

NON-COVERED

PG0362 Biomarker and Disease Activity
Testing for Rheumatoid Arthritis; PG0043
Experimental Investigational Procedures

Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL




Prometheus FIBROSpect HCV is
considered E/I for everything
except Hepatitis C

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

PG0043 Experimental Investigational

Prometheus IBD Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

Prometheus Monitr Crohn’s
Disease

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

PG0319 Quantitative
Pupillometry/Pupillography; PG0043
Experimental Investigational Procedures
Services

Quantitative Pupillography

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

genicular nerve block for pain —
Coolief.
oNoncovered — pulsed
radiofrequency denervation, laser
denervation, chemodenervation,
water-cooled radiofrequency

dananiatinn_and cnindanansation

PG0361 Alternative Radiofrequency
Methods of Denervation; PG0043
Experimental Investigational Procedures
Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

Radiofrequency ablation of
microcystic lymphatic malformation
in the oral cavity

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

PG0043 Experimental Investigational

Rebuilder Medical Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Policy DETAILS/NOTES
Insurance Plans Plans
«Salivary cortisol testing (82530, 82533, 84999) collected in the evening
for diagnosis of Cushing’s syndrome does not require prior authorization.
«All other salivary hormone testing (e.g., thyroid, testosterone, estrogen,
Salivary Hormone Testing SEE NOTES SEE NOTES PG0184 Salivary Hormone Testing sexual dysfunction, parathyroid, growth hormone, infertilty, preterm

labor, endometriosis, polycystic ovary disease (POS), menopause,
seasonal affective disorder, depression, multiple sclerosis, sleep
disorders, or diseases related to aging, etc.) is considered
experimental/investigational and non-covered.

Scrambler therapy

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

Serum antubodies o and
measurement of serum levels using
nswer™ or DoseAssure™ Tests
are considered
experimental/investigational.

oMonoclonal antibody drugs,
including but not limited to tumor

nanrncic fantar antananict driine: ar

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

SKIN SUBSTITUTES - Bio-
Engineered Skin and Soft Tissue
Substitutes (Excluding Skin
Substitute Grafts for Diabetic Foot
Ulcers and Venous Leg Ulcers)
AND Skin Substitute Grafts/Cellular
and/or Tissue-Based Products for
the Treatment of Diabetic Foot
Ulcers and Venous Leg Ulcers

SEE NOTES

SEE NOTES

PG0203 Bio-Engineered Skin and Soft
Tissue Substitutes (Excluding Skin
Substitute Grafts for Diabetic Foot Ulcers
and Venous Leg Ulcers) AND PG0527 Skin
Substitute Grafts/Cellular and/or Tissue-
Based Products for the Treatment of
Diabetic Foot Ulcers and Venous Leg
Ulcers

Refer to the policies for coverage/noncoverage determination/criteria

Somatic therapy

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

Spaceoar gel is considered
experimental/investigational for
everything except members
undergoing radiotherapy for
prostate cancer.

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL




Sphenopalatine Ganglion Block

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

Spinal Lysis of Adhesion

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

Subacromial Spacers — saline-filled
balloon for the shoulder to treat
irreparably torn rotator cuff tendons

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

Temporomandibular Joint
Disorders

PG0432 Temporomandibular Joint
Disorders

Refer to medical policy PG0432 Temporomandibular Joint Disorders for
Non-Covered-nonsurgical treatments, surgical procedures and
diagnostic tests & procedures.

Thread trigger finger release
(TTFR)

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

Topaz Coblation

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

Topographic Genotyping

Topographic genotyping using the PathFinder TG® System (e.g.,
PancraGEN®/PathfinderTG®, BarreGEN) is considered
experimental/investigational and not medically necessary for all
indications. The impact of this technology on health outcomes compared
with existing alternatives (i.e., incremental value) is not known.




Codes

Code Description

Paramount Commercial
Insurance Plans

Elite (Medicare Advantage)
Plans

Policy

DETAILS/NOTES

Transanal radiofrequency therapy
for the treatment of fecal
incontinence (e.g., Secca

procedure)

NON-COVERED

NON-COVERED

PG0057 Transanal Radiofrequency
Therapy-Archived; PG0043 Experimental
Investigational Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

Treatments for Tendon and Soft Tissue
Injuries (Investigational)

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

Severar mvestgational procedures exist that are purporied to reat pam |
and injury in various tendons and other soft tissues.

One of these is the Tenex percutaneous ultrasonic tenotomy system.
The procedure involves percutaneous insertion of the TX1 MicroTip™
through an incision near a tendon or soft tissue injury site (i.e., lateral or
medial epicondyle, patellar tendon, rotator cuff, plantar fascia or Achilles
tendon) under ultrasonic guidance. The probe ultrasonically emulsifies
and removes tendon scar tissue.

The Tenjet System is another treatment modality intended to reduce pain
and injury in tendons and soft tissues. The system utilizes a needle to
deliver high-velocity saline that resects diseased tissue and removes it.
CPT Code 209991, 239291, 249991, 275991, 278991 and 28899t

H\\/han unlictad nracadura_mucculnckalatal cuctam aanaral 20000\

Unlisted procedure, posterior
segment-Transpupillary
Thermotherapy (TTT)

PRIOR AUTHORIZATION
REQUIRED - MEDICAL POLICY

PRIOR AUTHORIZATION
REQUIRED - MEDICAL POLICY

PG0149 Transpupillary Thermotherapy
(17T

Unlisted procedure code 67299

Transrectal Ultrasound is
considered experimental when
using for a screening test

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

Travel Immunizations

SEE NOTES

SEE NOTES

PG0019 Routine and Travel Immunizations

Immunizations that are for the purpose of travel,
employment/occupational hazards and risks, camp and attendance at
school may be non-covered per the member’s benefit contract. Please
refer to the applicable benefit plan document to determine benefit
availability and the terms and conditions of coverage.

Tula lontophoresis System

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL




TYRX antibacterial envelope for
neurological and cardiac implants

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

Urinary Incontinence and
Overactive Bladder Treatments

PG0043 Experimental Investigational
Procedures Services

There are many types of devices, supplies and procedures targeted at
treating urinary incontinence and overactive bladder.

Extracorporeal magnetic stimulation is pulsed magnetic stimulation of
sacral and/or pudendal nerves to facilitate contractions of pelvic floor
muscles. Therapy is intended to strengthen pelvic floor musculature, thus
reducing urinary incontinence. In addition, numerous Kegel exercise
assistance devices are available without a prescription and over the
counter (e.g. Flyte). The goal of these devices is to guide the user
through pelvic floor muscle contractions with vibrations and/or electrical
prompting. NonCovered-CPT 53899t

HCPCS Codes E0175, E0716. tWhen unlisted procedure, urinary
system — is determined to be extracorporeal magnetic stimulation for
urinary incontinence.

PG0043 Experimental Investigational

Uterine Fibroids Treatment .
Procedures Services

-
experimental and investigational because their safety and effectiveness
have not been established, not all-inclusive listing: *Acupuncture
*Bipolar electrodes

*Cryomyolysis

«Cryoablation of fibroids (eg, Cerene Cryoablation System)

«Interstitial thermotherapy,YAG lasers

*MRI-guided cryoablation

*MRI-guided focused ultrasound ablation (MrgFus)(e.g., ExAblate2000)

[ANT71T AN7OTY

Vasectomy
The following vasectomy and post-
vasectomy procedures (not an all-
inclusive list)
experimental/investigational
because of insufficient evidence of
their effectiveness:
olhplantable vas deferens
ligation clip (Vasclip)
oBro-Vas occlusion method
oMasal injection (e.g., reversible
inhibition of sperm under guidance
(RISUG)
oMasal occlusion (e.g., Intra Vas
Plug)
oBndoscopic vasectomy
oBpididymectomy
oMicro-denervation of the
spermatic cord

PG0288 Vasectomy Procedures; PG0043
Experimental Investigational Procedures
Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL




Vertebral Axial Decompression
Therapy
087039-Unlisted modality [when
specified as vertebral axial

PG0036 Vertebral Axial Decompression
Therapy.Archived 080124; PG0043
Experimental Investigational Procedures

E = " ~Vertebral
axial decompression devices (e.g., VAX-D®, Accu-SPINA System, etc.)
are computer-controlled tables that apply distractive tension along the
spinal column. These devices are promoted as non-invasive, non-
surgical procedures that treat low back pain due to conditions such as
lumbar disc herniation, degenerative disc disease, posterior facet
syndrome, sciatica, or radiculopathy. Paramount has determined that
vertebral axial decompression therapy (also referred to as mechanized

cninal dictractinn tharan ic nan-cavarad far anv indicatinn includina hiit

decompression] Not Covered Services
089090
VeriStrat Testing PGO0111 Veristrat Testing

Vestibular Autorotation Test (VAT) PG0323 Vestibular Function Testing

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL - Vestibular
autorotation test (VAT) is considered not medically necessary and
experimental/investigational for the diagnosis of individuals with
vestibular disorders or any other indications because its sensitivity,
specificity, reproducibility, and clinical utility have not been demonstrated.
There is no specific code for the vestibular autorotation test (VAT).

PG0043 Experimental Investigational

Vibrant Capsule System Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL




Paramount Commercial Elite (Medicare Advantage)

Insurance Plans Plans Policy DETAILS/NOTES

Codes Code Description

Virtual colonoscopy using MRI
oParamount considers virtual
colonoscopy using MRI (76498)
experimental and investigational for
the screening or Qiagnosis of NON-COVERED NON-COVERED PG0043 Experimental Inyestigational
colorectal cancer, inflammatory Procedures Services
bowel disease, or other indications
because its value for these
indications has not been
established.

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL (CPT Code

Viscocanalostomy (including p PG0043 Experimental Investigational 66999 when Unlisted procedure, anterior segment of eye (CPT Code
hacoviscocanalostomy) RCNCCIERED NIORHEOU D) Procedures Services 66999) is determined to be transciliary

fistulization or viscocanalostomy.)

Woven EndoBridge (WEB) PG0043 Experimental Investigational

e NON-COVERED NON-COVERED ; NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
Aneurysm Embolization System Procedures Services
The Company has determined that the following peroral endoscopic
Z-POEM NON-COVERED NON-COVERED PG0043 Experimental In\{estlgatlonal my(_)tomy (PQEM) procedures are f:0n5|dered |nvest|gat|or_1al and not
Procedures Services eligible for reimbursement: « Diverticular peroral endoscopic myotomy (D-|
POEM) « Zenker peroral endoscopic myotomy (Z-POEM)
Zoll Heart Failure Management NON-COVERED NON-COVERED PG0043 Experimental Investigational |\ oVERED - EXPERIMENTAL, INVESTIGATIONAL
System (HFMS) Procedures Services

Spreadsheet Change History (initiated 10/7/2020)

10/07/2020: Corrected/Updated HPV Vaccine Gardasil, to match the updated (11/25/2019) Medical Policy PG0092 - Coverage ages 9-45 do not require a prior authorization. Prior authorization required for age under 9 and over age
45.

10/19/2020: Add procedure code 64451 to Medical Policy PG0345 Interventional Pain Management Injections: Sacroiliac, Epidural Steroid, Facet and Trigger Point. Procedure 64451 does not require a prior authorization.

03/01/2021: Updated line 85, indicated that the dental treatment for a member over the age of 6, for medical anesthesia in the outpatient setting, requires a prior authorization. The CPT code requiring the Prior Authorization is the
unlisted procedure 41899. Added new prior authorization requirement - Effective April 1st, 2021, Prior Authorization is required for the following procedure codes: L5301, L5321, L5647, L5649, L5651, L5673, L5700, L5950, L5980,
L5981, L5986, and L5987. All product lines-PG0489 Lower Limb Prostheses

04/11/2021: Corrected/Updated procedure on line 153, from 51552 to 81552. Procedure 81210 does not require a prior authorization for all product lines=removed procedure 81210 from line 58 PG0298, line 129 PG0302 and line 138
PG0041.

5/25/2021 Added procedure A9513-PG0495 Lutathera (Lutetium Lu 177 Dotatate). Added procedures Ozurdex J7312, Retisert J7311, Yutiq J7314, Dextenza J1096, and lluvien J7313-PG0495 Intravitreal and Punctum Corticosteroid
Implants. Added procedures 22867, 22868, 22869, 22870, C1821 for PG0213 INTERSPINOUS and INTERLAMINAR STABILIZATION/DISTRACTION DEVICES (SPACERS) requiring prior authorization for all product lines.

6/3/2021 Added the active CPT procedure codes (removed the deleted CPT codes) for medical policy PG0333 Ambulatory Electroencephalography Monitoring (EEG).




Paramount Commercial Elite (Medicare Advantage)

Codes Code Description
P Insurance Plans Plans

Policy DETAILS/NOTES

7/1/2021 Per Behavior Health review and determination, Effective 7/1/2021 Intensive Outpatient Admissions do not require a prior authorization. Also added to that procedures 21141, 21142, 21143, 21145, 21146, 21147, 21193,
21194, 21195, 21196, 21198, 21199, 21685 are addressed in MP PG0056 Surgical Treatments for Obstructive Sleep Apnea (OSA) along with MP PG0226 Orthognathic Surgery (line #82). Also PG0026 Change title name from
Minimally Invasive Treatment of Back and Neck Pain to Discogenic Pain Treatment-addressed procedure codes on excel spreadsheet. And added PG0310 PERCUTANEOUS OR MINIMALLY INVASIVE SACROILIAC JOINT

716/2021 Clarified that Medical Policy PG0235 Gastric Electrical Stimulation (GES), that procedures 43647, 43648, 43881, 43882 require a prior authorization. The additional procedure codes that were listed (43647, 43648, 43881,
43882, 64590, 64595, 95980, 95981, 95982, C1767, C1778, EQ765, L8680, L8688) were for reference only to the medical policy.

7/20/2021 Medical Policy PG0191 Transurethral & Transvaginal Radiofrequency for Urinary Incontinence has been Archived. Documentation/criteria incorporated into a new medical policy PG0497 Urinary Incontinence/Voiding
Dysfunction Treatments and Devices

8/17/2021: Added Medical Policy PG0215 Pneumatic Compression Devices and Supplies, Effective 10/1/2021 procedure E0652 required PA for HMO, PPO, Individual Marketplace, Elite/ProMedica Medicare Plan. Additionally,
changed MP PG0218 title from Bone-Anchored Hearing Aid (BAHA) to Implantable Bone Conduction and Bone-Anchored Hearing Aids. Also, added Medical Policy PG0428 Myoelectric Upper Extremity Prosthetic Devices, Effective
10/1/2021 procedures L6026, L6611, L6646, L6648, L6715, L6880, L6881, L6882, L6920, L6925, L6930, L6935, L6940, L6945, L6950, L6955, L6960, L6965, L6970, L6975, L7007, L7008, L7009, L7040, L7045, L7170, L7180, L7181, L7185,
L7186, L7190, L7191, L7259, L7400, L7401, L7402, L7403, L7404, L7405, L7499, L8701, and L8702 required PA for ALL product lines.

9/23/2021: Added Medical Policy PG0460 Chimeric Antigen Receptor (CAR)-T Cell Therapy, procedures Q2041, Q2053, Q2053, S2107, C9073, C9076, to the PA excel spreadsheet.

9/27/2021: Corrected the code listing under Medical Policy PG0463, procedure 22630 listed twice and procedure 22633 missing.

9/27/2021: Updated PG0482 and PG0487 with effective date 11/1/2021 prior authorizations changes

10/05/2021: » Per the ODM mandate; “ODM fee-for-service does not have prior authorization requirements for oxygen DME items except for E0439 (liquid oxygen). Please be advised that, for ODM FFS, in emergency situations,
providers can submit or retain the requisite medical necessity documentation to support post payment reviews after the fact. For members in ambulatory settings, prior authorization requirements for oxygen should be waived in
accordance with the directive given in the attached memo. Removing administrative barriers is essential in the current state due to capacity constraints and COVID patients having frequent and fast changing needs for oxygen”,
procedure E1395 will NOT require a prior authorization

11/01/2021: Updated PA codes on Medical Policy PG0104-Cosmetic and Reconstructive Surgery for Prior Authorization coverage details. Advantage - Procedures 15773, 15774, 15876, 15878, & 15879, require a prior authorization.
And Added BLOOD-BASED BIOMARKER TEST-COLORECTAL CANCER SCREENING, procedure G0327

11/04/2021: Per request from Utilization only the CT (PG0482) and MRI (PG0487) codes that require a prior authorization as of 11/01/2021 are to be listed on the prior authorization excel spreadsheet
TI/097/2021: Corrected the updated prior authorization coverage for HPV screening, PGU369. 8/623, 87624, 87625, GU476 for ages under 2L. AND 87623, 87624, 87625, GU476 for ages 21-29 and over age 65 only when the cervical |

cytology screening test results do not report as ASC-US or LSIL.

11/09/2021: Updated PG0395 Leadless Pacemaker medical policy procedure codes by removing the deleted codes and only allowing the codes that need prior authorized to remain. Additionally, added medical policy PG0460
Platelet Rich Plasma with the Elite prior authorization for procedure G0460.

12/09/2021: Added newly created medical policy PG0500 Liquid Biopsy and the related codes that require a prior authorization 86152, 86153, 0091U, 0179U, 0229U, 0239U, 0242U

12/12/2020: Updated PA Spreadsheet for medical policy PG0141 Hearing Aids with the codes that require a prior authorization for the Advantage product line, covered binaural hearing aids & related supplies require a prior
authorization, updates Effective 7/1/2021. codes v5014, v5030, v5040, v5060, v5070, v5080, v5170, v5180, v5190, v5200, v5210, v5220, v5264, v5266, v5267 do not require a prior authorization. procedures v5130, v5140, v5150, v5160,
v5211, v5212, v5213, v5214, v5215, v5221, v5230, v5240, v5252, v5253, v5260, v5261, v5298 require a prior authorization

12/13/2021: Updated PA Spreadsheet to indicated medical policy PG0501 Intradialytic Parenteral Nutrition (IDPN) requires a pre-approval/prior authorization

01/06/2022: Removed the unlisted procedure code E1399 for the procedure code listing under Airway Clearance Devices, per Utilization Brandon Urso direction. Added verbiage regarding the unlisted procedure code Medical
Policy. Also, updated the Genetic codes under MP PG0041, listing only the codes that require a prior authorization (not the noncovered codes or the codes that do not require a prior authorization), and added any needed 2022
new codes.




Paramount Commercial Elite (Medicare Advantage)
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Policy DETAILS/NOTES

01/11/2022: Updated the PA spreadsheet to indicate the change in coverage of procedure 0037U from noncoverage for the HMO, PPO and Advantage products to now allowing coverage with a prior authorization. Medical Policies
PG0438 Molecular Profiling (Somatic Testing) Panels for Solid Cancer Tumors and Hematologic Malignancies and PG0041 Genetic Testing. And clarified the coverage for procedures 0022U and 81455.

01/19/2022: Added HIGH-INTENSITY FOCUSED ULTRASOUND (HIFU) requires a prior authorization for the Elite/ProMedica Medicare Plan. Added Assertive Community Therapy, H0039 & H0040 require a prior authorization for all
product lines.

02/04/2022: Added procedure S9432 as require a prior authorization effective 4/1/2022, for all product lines.

02/11/2022:Effective 1/1/2022 ODM FFS Appendix DD supports coverage for the Advantage Product line, procedures 90867, 90868, 90869.

03/14/2022: Added missing procedure E2373, PG0284.

3/22/2022: Added genetic codes 0016M and 0244U to the prior authorization code listing. Added procedure 43497, Peroral endoscopic myotomy (POEM), to the PA requirement, effective 5/1/2022. Added PA requirement changes to
the CAR-T Cell Therapy, updated to present active codes. Procedures Q2041, Q2042, Q2053, Q2054, Q2054, Q2055, S2107 may not be an all-inclusive listing, and C9399 when utilized for a CAR-T cell therapy

05/17/2022: Documented the PA removal of MP PG0495 Intravitreal and Punctum Corticosteroid Implants in the medical process. Now the review process will be through Magellan-with pharmacy follow-through, effective 5/11/2022.
Added end-date 12/31/2021 PA and coverage for procedure G0460 for the Elite/ProMedica Medicare Plan and added PA requirement for the new 2022 procedure G0465 effective 1/1/2022 for the Elite/ProMedica Medicare Plan.
Added the Home Health codes requiring a prior authroization-G0151, G0152, G0153, G0155, G0156, G0299, G0300, T1000, T1001, and 0023 Rev Code. Effective 6/1/2022 No Prior Authorization is required for PG0354 Interventional
Pain Management Injections: Sacroiliac, Epidural Steroid, Facet and Trigger Point. Added prior authorization requirement for procedures S1091 and J7402, effective 6/1/2022, for the Advantage product, PG0384 Drug Eluting
Devices for Use Following Endoscopic Sinus Surgery.

05/23/2022: Added that Prior Authorization is required for services in a Medicare certified Religious Nonmedical Health Care Institutions (RNHCIs), PG0490
) 7 U e VE 8 0) proceaure 8890 We o equ ng a prior ad 0 allo ol a proau ne 00 YV DE d overeaTo € Advantage proaa

procedure 0275T is covered, per PG0026 prior authorization is required.

6/21/2022: Effective 8/1/2022 procedures 0424T, 0425T, 0426T, 0427T, 0431T require a prior authorization

7/14/2022: Added the Prior Authorization required for more than two Home Sleep Study tests, PG0207

7/19/2022: Effective 7/1/2022 no prior authorization/notification required for Clinical Trials, PG0446

08/08/2022: Added procedures 0326U, 0334U, 0340U -All product lines and 0345U-Elite/ProMedica Medicare Plan, to the Genetic Testing prior authorization required.

09/15/2022. Added to the Acupuncture medical policy documentation, indicating to reference the medical policy for the diagnosis codes that support coverage.

9/20/2022. Effective 10/1/2022 procedure 43210 will now not require a PA for the Elite/ProMedica Medicare Plan product lines and procedure 43210 will now be covered for the Commercial product lines without a PA.
9/23/2022: Added Effective 12/01/2022 procedures A4238 and E2102 require a prior authorization, for the Commercial product lines.

10/06/2022: Added Effective 11/01/2022 procedures 64628 & 64629 require a prior authorization. Coverage went from non-coverage to covered with a prior authorization, for all product lines.

10/18/2022: Added that procedure 81539 is now covered with a prior authorization for the Commercial product line. Also added the documentation, 2/1/2022, when procedure 81539 was covered for the Elite/ProMedica Medicare
Plan product lines

01/01/2023: Removed deleted procedure 0099T, PG0174 Intrastromal Corneal Ring segments (INTACS) updated

01/24/2023: Clarified Medicare Advantage Plans coverage for blood glucose monitors and testing supplies effective 01/01/2023, referring to Medical Policy PG0155-archived-converted to RM032 Glucose Testing Supplies.100124

01/25/2023: Added Effective 04/01/2023 procedures A4239 and E2103 require a prior authorization, for the Paramount Commercial product lines, PG0177. Removed the prior authorization indication for Partial Hospitalization for
the HMO/Individual Marketplace, PPO/CDHP and Elite/ProMedica Medicare Plan product lines, per Behavioral Health dept.

01/27/2023: Added procedure codes 69716, 69719, 69729 and 69730 to the prior authorization coverage for PG0218 Implantable Bone Conduction and Bone-Anchored Hearing Aids, and Effective 01/01/2023 CMS has indicated
procedure 69710 as reimbursement Status N-noncovered

01/31/2023: Added procedure codes 81418, 81441, 81449, 81451, 81456 to the Genetic Testing, PG0041 prior authorization list
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03/20/2023: Medical Policy PG0394 archived and combined with Medical Policy PG0028. New Medical Policy title - Wireless Capsule Endoscopy & Gastrointestinal Motility Monitoring System. Effective 5/1/2023 procedure 91112 is
noncovered and procedure 91113 requires a prior authorization

03/30/2023: Added documentation to the Prior Authorization indicated for medical policy PG0375 Molecular Cytogenetic Testing ="...except when used for Hematology/Oncology indications, see medical policy for diagnosis
details."

04/14/2023: Added the Gene Therapy Medial Policies PG00518, PG0519, PG0520, PG0521, PG0522, PG0523. Added Q2056 to PG0460 prior auth listing.

4/19/2023: Medical Policy PG0481 has been archived.

04/25/2023: Updated the PA request assistant information at the beginning/top for the excel spreadsheet

04/28/2023: Updated the PA spreadsheet with the missing procedure codes from MP PG0284, E1161, E1232, E1233, E1234, E1235, E1236, E1238, K0005. Additionally, removed the DME line indicating that 'ALL DME THAT EXCEEDS
BENEFIT LIMITS""PRIOR AUTHORIZATION REQUIRED", as directed by Utililzation

05/02/2023: Added procedure code 0388U requiring a PA for all product lines and procedure code 0391U requiring a PA for Mediare Advantage Plans

5/23/2023: Added codes L8615, L8616, L8617, L8618, L8619, L8621, L8622, L8623, L8624, L8627, L8628, L8629 require PA for all product line.

06/06/2023: Removed code 0091U from the code listing for PG0041. It is listed under PG0500 Liquid Biopsy, requiring the PA.

06/25/2023: Updated that Intrastromal Corneal Ring Segments (INTACS), Medical Policy PG0174 was added to Medical Policy PG0289. AND clarified the PA and Coverage for Medical Policy PG0299 Abdominoplasty,
Panniculectomy and Liposuction. AND added procedure E2300 requires a prior authorization for the Medicare Advantage Plans-effective 08/01/2023. AND Added the prior authorization requirement for Katemine and Esketamine.
PG0409 Katamine and Esketamine for Treatment of Psychiatric Disorders and Pain Management.

7/31/2023: Effective 10/01/2023 procedure 0326U is noncovered for the Paramount Commercial Insurance plans.

08/16/2023: Removed procedure 19301, 19302. 19305, 19306 and 19307 from the PA listing, the codes were removed from medical policies PG0251 and PG0104.

08/24/2023: PG0204 Viscosupplementation for Osteoarthritis.Removed procedure C9465, not needed for this policy. Removed deleted procedure J7319. Updated PA Magellan coverage for procedure J7318, J7320, J7321, J7322,
J7323, 37324, 37325, 37326, 37327, 37328, 37329, and added procedure ecodes J7331, J7332, J7333, for the Paramount Commercial Insurance Plans, effective 10/01/2023. And added procedure codes J7331, J7332, J7333 for the
Medicare Advantage Plans for PA Magellan coverage.

09/01/2023: Added Partial Hospitalization Program (PHP) 567-661-0841 fax number effective 10/1/2023.

9/20/2023 Added the prior authorization requirement for Synagis, 90378, RSV Monoclonal Antibody Palivizumab (Synagis), medical benefit, is covered with a prior authorization through Magellan MRx @
https://www1.magellanrx.com/medical-rx-prior-authorization/

10/06/2023 Add/Clarified for Genetic Testing to refer to medical policy PG0041 Genetic Testing for details.

10/16/2023 Added procedured 90791, 90792 per PG0530, effective 12/01/2023

11/07/2023 Added procedure code 81554 refer to medical policy PG0041 Genetic Testing for details

11/13/2023 Effective 5/17/2023, code 33289 non-covered for Medicare Advantage Plans

12/12/2023 Added codes H0035 and S0201 requires prior authorization, PG0531. Added that as of 01/01/2024 procedures 70460, 70470, 70487, 70496, 72125, 72128, 72192, 72193, 73701, 74150 and 74176 will no longer require a prior
authorization. Added that as of 01/01/2024 procedures 78451, 78452, 78453 and 78454 will no longer require a prior authorization.

12/20/2023 Effective 01/01/2024 procedure 93668 is covered for Paramount Commercial Insurance Plans - PROR AUTHORIZATION IS REQUIRED

01/22/2024. Effective 02/01/2024 changed procedure 0047U, 81541, 81551, 0005U Commercial coverage from NonCovered to Covered with a PA. Effective 02/01/2024 changed procedure 0339U covered from NonCovered to
Covered for all product lines.

02/13/2024 Added: Effective 04/01/2024: Court Ordered/Legally Mandated Treatment requires prior authorization for all product lines. Modifier H9. Also added: Effective 02/01/2024 the prior authorization requirement has been
removed from procedures 22633, 29870, 29871, 29873, 29874, 29875, 29876, 29877, 29879, 29880, 29881, 29882, 29883, 29884, 29885, 29886, 29887, C1821, effective 02/01/2024, for all Product Line. Added covered procedure codes
81271, 81274, 0233U, with a PA, medical policy PG0533 Genetic Testing for Neurodegenerative Disorders. Added procedure 0421T to require a prior authorization for all product lines, effective 04/01/2024.
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03/18/2024 updated documentation related to medical policy PG0456 Recombiant Human Bone Morphogenetic Protein. PG0456 has been archived and added to medical policy PG0365 Bone Graft Substitutes.

03/27/2024 Corrected procedure codes 97151, 97152, 97153, 97154, 97155, 97156, 97157, 97158, 0362T and 0373T to indicated prior authorization required (was incorrectly indicating NonCovered) for the Elite (Medicare Advantage)
Plan. Medical Policy PG0335 Adaptive Behavior Services for Autism Spectrum Disorders

3/28/2024 updated coverage for procedure 0080U. Procedure 0080U was listed twice on the spreadsheet, with the commercial coverage indicating covered with a prior authorization on one line and noncovered on another line. Per
medical policy PG0476 procedure 0080U is noncovered for the Paramoutn Commercial Insurance Plans.

04/08/2024-Added Effective 04/01/2024 PRIOR AUTHORIZATION REQUIRED for the following procedure codes 81415, 81416, 81417 for the Medicare Advantage Plans, and 81425, 81426, 81427, 0094U, 0209V, 0212U, 0213U, 0214U,
0215U, 0287U, 0298U, 0299V, 0300V, 0410U, 0413U, 0417U, 0425U, 0426U for all product lines.

06/01/2024 - Added Interqual Criteria for Medicare and Commercial plans. Added experimental/investigational code listing, from PG0043 and Genetic Services code listing, to the spreadsheet. Changed the spreadsheet title name
from Prior Authorization to PRIOR AUTHORIZATION-EXPERIMENTAL/INVESTIGATIONAL-NONCOVERED SERVICES

6/11/2024 Add procedure 75571 to allow coverage with a prior authorization, InterQual criteria, for all product lines. This procedure went from noncovered to coverered with a PA. Added noncovered procedure codes 80145, 80230,
80280. Added procedure codes 81457, 81458, 81459 all to allow coverage with a prior authorization, InterQual criteria, for all product lines. Added procedures 81462, 81463, 81464 all to allow coverage with a prior authorization,
InterQual critria, for the Medicare product lines and to deny as noncovered for the Commercial product lines, per InterQual.

06/17/2024 - Updated PG0335 codes 97151-97158 and 0373T Require a prior auth through Interqual. Updated PG0206 Laser Interstitial Theramal Therapy (LITT) codes 61736 and 61737 to require a prior auth. Add procedures
A4560, A4593, A4594 as noncovered effective 08/01/2024, for all product lines.

07/08/2024 Added Effective 08/01/2024 in-plan providers no longer require prior authorizations for home health services. Added non-covered codes Q1004, Q1005, V2787, V2788, PG0063 Intraocular Lens Implant, for all product
lines. Added non-covered code E1902, for all product lines. End-dated the prior authorization requirement for procedures L5301, L5321, L5647, L5649, L5651, L5673, L5700, L5950, L5980, L5981, L5986, and L5987. Removed deleted
codes 0312T, 0313T, 0314T, 0315T, 0316T, 0317T . Added Effective 07/01/2024 procedures 61736 and 61737, and unlisted procedures used to report laser interstitial thermal therapy, to require a prior authorization. Added non-
covered codes 0717T and 0718T.

07/11/2024 - added documentaion to procedures 97810-97814 to (Refer to the members Benefits of Coverage for applicable terms, conditions, and limitations) for an Commercial exceptions to coverage.

7/18/2024 -Added documentation that procedure 43497 requires a prior authorizaiton per InterQual coverage criteria (instead of per medical policy PG0379 which is being archived). Added the noncovered Intraoperative
monitoring, not an all-inclusive listing. Added documenttation that procedure E0652 requires a prior authorization per InterQual coverage criteria (insead of per medical policy PG0215).Added noncovered procedures E0677-E0682.
Added procedures 20560 & 20561 and addressed Dry Needling to refer to procedures 20560 & 20561. Added documentation that procedures 22867-22870 require a prior authorizaiton per InterQual coverage criteria (instead of per
medical policy PG0213 which is being archived). Added documentation for Medicare plans coverage for procedures 33274 and 33275 r/t to medical policy PG0395 Leadless Cardiac Pacemakers being Archived. Added noncovered
procedures 0793T, 0795T, 0796T, 0797T, 0798T, 0799T, 0800T, 0801T, 0802T, 0803T, 0804T, 0823T, 0824T, 0825T, and 0826T and dNerva Lung Denervation System. Added noncovered procedures/services listed in PG0506
Prescription Digital Therapeutics (PDTs) Health Products. Add procedures G0330 and 00170 indicating prior authorization is required when related to a dental procedure in the faciity setting. Updated the procedures 92517, 92518,
92519 from noncovered to covered without a prior authorization effective 07/01/2024. Added the Vestibular Autorotation Test (VAT) testing as noncovered, from PG0323.

8/1/2024 Corrected procedure 81402 coverage determination, changed from InterQual coverage to Medical Policy.

8/2/2024- Changed coverage of procedure 81418 from non-covered to covered with a prior authorization, following InterQual criteria, for the Commercial Plans effective 11/01/2024. Changed 0175U from noncovered to covered with
a prior authorization, InterQual, for Elite, effective 11/01/2024. Changed 0029U, 0032U, 0033U, 0345U, 0347U, 0349U, 0350U, from noncovered to covered with a prior authorization, InterQual, for Commercial, effective 11/01/2024.
Added procedure 0434U, 0460U, 0461U, 0411U, 0423U, 0438U, 0456U, 0461U effective 11/01/2024. 81283, 81346, 0380U, changed Commercial plans from covered with a prior authorization to noncovered, effective 11/01/2024.
Added noncoverage for Guardant Reveal for all product lines. Added 0249U as noncovered to Commercial and Medicare. Added 0045U amd 0153U to covered per InterQual for Commercial. Added a lissting of non-covered
Gene/Protein expression Profiling for Breast Cancer. Added noncovered procedures, 83700, 83701, 83704, 83719, 83722, 83876, 84431, 0019M, 0377U, 0415U from medical policy PG0392 Cardiovascular Disease (CVS) Risk Testing.
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08/12/2024 Removed deleted codes 0501T-0504T, effective 12/31/2023. Added code 0864T as non-covered. Added noncovered code C1782. Added noncovered codes 0461T 0862T 0863T K1030. Removed codes 22505 23700 24300
25259 26340 27570 and 27860. Add noncovered codes 21073 27275. Added noncovered codes 0393U 0412U and 0459U. Effective 08/12/2024 procedure L8625 and L8629 does not require a prior authorizaton. Added noncovered D-
POEM, Z-POEM.

08/15/2024 Changed Column D Elite (Medicare Advantage)Plans when Prior Authorization Required - Interqual to Prior Authorization Required - Follow Medicare Coverage Criteria

8/15/2024 Added the noncoverage for the Gastroesophageal Reflux Disease: Endoscopic and Laparoscopic Therapies. Added noncovered code 0864T from the archived PG0004. Added noncovered MR defecography from the
archived medical policy PG0420. Added noncovered procedure 19105 per medical policy PG0517.

8/20/2024 Clarified procedures 19303, only requires a prior authorization for a prophylactic mastectomy.

8/26/2024 Added noncovered procedure 92520, effective 12/01/2024. Added procedure 92066, requiring a prior authorization, for all product lines, effective 12/01/2024.

8/27/2024 - Added - Home Uterine Activity Monitoring - Paramount has determined that home uterine activity monitoring, with or without nursing contact, is experimental/investigational and therefore non-covered, including use
with tocolytic therapy (medications used to slow contractions). Despite numerous scientific studies, there is insufficient evidence to determine the effects of the technology on health outcomes. Added-P9020 noncovered for
commercial and covered with a PA for Elite, InterQual, effective 10/01/2024.

09/02/2024 - Corrected procedure 92459 to indicated to follow the medical policy for coverage approval (removed to follow InterQual), for all plans. Added noncovered procedures 0558T, 0743T, 0749T, 0750T for all product lines.
Changed procedures 78350, 78351, 0554T, 0555T, 0556T, 0557T, from noncovered to follow Medicare coverage criteria, prior authorization required, InterQual, for the Elite (Medicare Advantage) Plans, effective 11/01/2024. Added
procedures A4633 to require a prior authorization for all product lines. Added that procedure 46948 is covered, without a PA, for all product lines, effective 10/01/2024. Added the noncoverage of Emborrhoid (from the archived
medical policy PG0329), maintaining the noncoverage, for all product lines. Changed procedure 93701 from noncovered to covered without a prior authorization for the Elite plans, effective 10/01/2024. Added the following
noncoverage from archived medical policy PG0180 to the spreadsheet: Neutralizing antibody testing in multiple sclerosis patients is non-covered for all product lines. Added the noncoverage of procedure 53855 from archived
medical policy PG0154, along with documentation of noncovered treatments for benign prostatic hyperplasia. Added documentation listing Investigational Spinal Procedures, not all inclusive-from the archived medical policy
PG0416 Lumbar Spine Decompression Surgery. Added Viscocanalostomy (including phacoviscocanalostomy) noncovered from the archived MP PG0195. Added noncoverage for electrothermal therapy, from archived medical

09/10/2024 - Added the noncoverage for Haystack MRD (Quest Diagnostics), Changed the coverage for procedure G9143 to:Effective 06/01/2024 procedure G9143 covered with a prior authorization for Paramount Commercial
Insurance Plans/per InterQual coverage criteria and is covered without a prior authorization for the Elite (Medicare Advantage) Plans. Added the NonCovered Diagnostic Breath Analyses test-from archived medical policy PG0356.

9/12/2024 Added procedures 22586 and 27278 as noncovered effective 12/01/2024, for all product lines. Added the documentation that PG0383 was archived and combined with PG0162.

9/16/2024 Added the noncoved codes 0865T and 0866T, new codes effective 01/01/2024, for all product lines. Added procedure 20985 as noncovered for all product lines. Added the noncoverage documentation from MP PG0331 r/t
Refraction,92015. Added documentation related to Alopecia, PG0514 to the spreadsheet. Added noncovered indications for Laser destruction of cutaneous vascular lesions (CPT codes 17106, 17107, 17108), from archived
medical policy PG0308. Updated documentation related to PG0204, indicating Hyaluronic Acid Derivatives, Viscosupplementation for Osteoarthritis, perferred products do not require a prior authorization. Updated Management of
Obstructive Sleep Apnea, PG0247 procedure codes E0470, E0471, E0472, E0601 to indicated Medical Policy (and not InterQual), as presently the Dleep Dtudy Validation Form is required for the prior authorization. Corrected
procedure 67911 coverage from Medical Policy to InterQual coverage, MP PG0007 was archived.

10/1/2024 Added procedure 0398T as covered with a prior authorization for all product lines. Changed procedure 55880 from noncovered to covered with a prior authorization for the Commercial plans, effective 11/01/2024.
Corrected the documentation related to Kaemine coverage to match the medical policy PG0409. Added 83037 coverage/noncoverage details.

10/07/2024 - Added CPT codes 15769, 15771, 19316, 19318, 19325, 19350, 19355, 19357, 19361, 19364, 19367. 19368, 19369, 19380, and 19396 - Prior Authorization is NOT required when reported with the pre-select cancer diagnosis,
as listed in Medical Policy PG0144 Breast Reconstruction. Prior authorizationis required for all other indications. Addional coverage reference-PG0104 Cosmetic and Reconstructive Surgery. Added NonCoverage of procedures
0394T & 0395T for the Medicare plans, no InterQual coverage, no NCD or CGS LCD coverage.

10/10/2024-Added coverage/noncoverage documentation related PG0104 Cosmetic and Reconstructive Surgery. Updated coverage for procedures 81420, 81422, 81507, 0252U, 0327U to require a prior authorization per InterQual,
Paramount customization to align with the Medical Policy, for all product lines, medical policy PG0287 Non-Invasive Prenatal Screening (NIPS)/Cell-Free DNA Screening for Fetal Aneuploidy. Added procedure L8694 to require a

prior authorization, following InterQual, effectie 01/01/2025. Added procedure 0313U as noncovered. Added the noncoverage for Topographic Genotyping, from deleted MP PG0181. Added noncovered procedures E0217, E0218,
EN22A fram archived MD DCEN220 Addod nancaverad aloctrical ctimulation nracadirac andiar dovices fram tho archived MD DCOAOA Imnlantahlo Darinharal Narve Stimulation Added DME cadoac 1 Q010 1 2021 and 1 Q028 ag

10/26/2024 - Added noncoverage Discogenic Pain Treatment procedures as documented on the archived medical policy PG0026. Added new 2024 procedures A4540, A4541, A4542, E0732, E0733, E0O734. Added procedures 65760,
65765, 65771 coverage per InterQual, MP PG0289. Added covered procedures 15847 and 15877 to be covered with a PA per the Medicare InterQual coverage criteria, effective 120124. Added procedures G0341, G0342, G0343, MP

PG0415. Added noncovered Biofeedback and Neurofeedback indications from archived MP PG0094. Added E0485 requiring a PA from archived PG0131. Added noncovered procedure codes E0492 and E0493. Added Travel
munizatinne DOENAN10 docnimantation Addod nracadiyrac 10040 15720 18721 157922 15722 160722 16720 15702 15702 17110 17111 17240 172360 QASAR7Z OARR70 ORE71 OARE72 QAK74 QAONN madical naliey DN Acng

11/13/2024 Documented that MP PG0234 is being archived, and that procedure E1392 is maintaining prior authorization, per the InterQual criteria. Changed procedure 41512 from covered to noncovered for the Medicare Plans,
effective 02/01/2025 (reviewed/archived MP PG0056-120124). Effective 12/01/2024 procedure E0740 changed from noncovered to covered with a prior authorization, for the Medicare Plans, per NCD, per InterQual, archived MP
PGO0497. Added NonCovered procedure codes E0715 and E0716. Added HCPCS codes A4461, A4463, A6000, A6025, A6413 from archived MP PG0241. Added noncovered Lymphedema Treatments, Lymphedema: Microsurgical
Treatments for Lymphedema-Lymphatic Bypass Procedures, Lymphaticovenous anastomosis, from archived MP PG0295. Added noncovered Bladder/Urothelial Tumor Markers, i.e. EpiCheck. Added 0431U as noncovered, all
product lines. Added noncoverage for Gl Genius Intelligent Endoscopy Module. Added HCPCS code E2402 will require a prior authorization, for all product lines, effective 02/01/2025.




Paramount Commercial Elite (Medicare Advantage)

Insurance Plans Plans Policy DETAILS/NOTES

Codes Code Description

12/01/2024 - Added the noncoverage for EarPopper® device from MP PG0423. Updated Peripheral arterial disease (PAD) rehabilitation, 93668, prior authorization to follow InterQual for all product lines. Added Effective 02/01/2025
procedures 92548 & 92549 are non-covered for all product lines. Added procedure 22860 as covered with a PA for Commercial Plans, per InterQual coverage criteria and noncovered for Medicare Plans-per MP PG0027. Added
procedures 93797, 93798, G0422, G0423 coverage and noncoverage from archived MP PG0124. Added Microwave Tumor ablation (microwave thermotherapy) coverage/noncoverage from archived MP PG0434. Added procedure
0038U is covered without a prior authorization, for all product lines, effective 02/01/2025. Added procedures 80145, 80230, 80280. 0514U, 0515U as covered per MP PG0341, effective 12/01/2024. Changed procedures 64454 and
64624 from following MP PGO0471 criteria to following InterQual coverage criteria, prior authorization requirement maintained.

12/15/2024 - Added PG0184 Salivary Hormone Testing to the document. Added NonCoverage for Genicular Artery Embolization (GAE) for the treatment of knee pain, from archived MP PG0471. Added HCPCS V2500, V2501, V2511,
V2513 to require a prior authorization, effective 04/01/2025, for all product lines, PG0403. Added documentation related to noncoverage for medical policy PG0432.

01/05/2025 - Added procedures 52441, 52442, 53854, C9739, C9740 with a prior authorization effective date of 04/01/2025, MP PG0534 Treatments for Benign Prostatic Hypertrophy (BPH). Added the noncoverage of doppler studies
of ductus venosus and vessels for surveillance of impaired fetal, archived MP PG0405. Updated that codes 22532, 22548, 22556, 22590, 22595, 22600 to change from requiring a prior authorization to not requiring a prior
authorization, for all product lines, effective 02/01/2025, archived MP PG0463. Corrected procedure 41899 to indicate MP PG0536 for the Commercial plans. Added 2025 new noncovered codes 0906T and 0907T, for Pipeline mtg
review/determination. Added 2025 new covered code 96041, PG0041.

01/20/2025 Added Laser vitreolysis (67031) for treatment of vitreous degeneration and vitreous floaters is non-covered/experimental. Added Tenex and Tenjet System as non-covered, experimental/investigational (no specific
code). Added Non-covered for Embolization of the Ovarian & lliac Veins for Pelvic Congestion Syndrome (no specific code). Added non-covered code G0555-accesssory pillow CardioMems. Added E/I Cordella Pulmonary Artery
Sensor System, Endotronix.. Added non-covered code 0468U (new code effective 07/01/2024). Added, noncovered/El the Medial Knee Implanted Shock Absorber (MISHA Knee System). Added Code G0561 non-covered/El (New
Code 1/1/2025). 2/5/2025 Added notation Accelerated repetitive transcranial magnetic stimulation (rTMS), Navigated
transcranial magnetic stimulation (nTMS), and Theta burst stimulation (TBS) are non-covered per policy PG0294 Transcranial Magnetic Stimulation (TMS). Added non-covered codes 0889T, 0890T, 0891T, 0892T new codes
effective 7/1/2024. 2/20/2025 Added code 95867 non-covered for < 18 years old. Added non-covered codes 0493U, 0508U. 0509U to MP PG0525 Molecular Testing for Solid Organ Allograft Rejection . Added non-covered codes
A7021 and E0469 to MP PG0227 Airway Clearance Devices. Added non-covered code 0537U to MP PG0065 Colorectal Cancer Screening, effective 4/1/2025. Added code 87626 and noted deleted code 0500T, effective 1/1/2025.
Added noncovered code 0502U PG0369 Human Papillomavirus (HPV) Screening. Added code 95941 Non-covered 2/27/2025 Added non-covered codes G0282 and G0295 PG0271 Eletrical Stimulation and Electromagnetic
Therapy for Wound Healing. 03/01/2025 Added Non-covered code 0936T Photobiomodulation therapy of retina, single session (New code 01/01/2025) [Valeda Photobiomodulation System(LumaThera)]. Added noncovered code
0511U (PARIS test).

3/12/225 Added Non-Covered codes 0490), 0491U, and 0492U. Added code 20931 to require a prior authorization, effective 6/1/205. Added Non-covered codes 0454U and 0469U (new codes effective 7/1/2024). 4/8/2025 Added Non-
covered code 30469 (ViVaer). Added code 30520, covered with a prior authorization effective 7/1/2025.

S-CODES COVERAGE EXCEPTIONS

S-Codes allowed per Provider Contractual Agreements

Option Care: S9500, S9501, S9502, S9503, S9504, S9497, S9494. Coram: S9343, S9326, S9327, S9349, S9365, S9366, S9368, B4185. Midwest Breast: S Codes are part of their contract

Parenteral nutrition solution, not

otherwise sp ecified, 10g lipids Coram

B4185




S9326

Home infusion therapy, continuous
(24 hours or more) pain
management infusion;
administrative services,
professional pharmacy services,
care coordination and all necessary
supplies and euipment (drugs and
nursing visits coded separately),

per diem

Coram

S9327

HomMe nfusion therapy, Mermite

(less than 24 hours) pain
management infusion;
administrative services,

professional pharmacy services,

care coordination and all necessary

supplies and euipment (drugs and
LA

nurcinavicite nadad ca

$9343

Coram

Home therapy; enteral nutrition
via bolus; administrative services,
professional pharmacy services,
care coordination, and all
necessary supplies and equipment
(enteral formula and nursing visits
coded separately), per diem

Coram

S9349

Home infusion therapy, tocolytic
infusion therapy; administrative
services, professional pharmacy
services, care coordination, and all
necessary supplies and equipment
(drugs and nursing visits coded
separately), per diem

0

S9365

Coram

HOme ntu erapy, tota
parenteral nutrition (TPN); one liter
per day, administrative services,
professional pharmacy services,
care coordination, and all
necessary supplies and equipment
including standard TPN formula

Coram

S9366

flinide _enacialhs aminn arcid
ome Tfusion therapy, tota

parenteral nutrition (TPN); more
than one liter but no more than two
liters per day, administrative
services, professional pharmacy
services, care coordination, and all
necessary supplies and equipment

Coram

S9368

includinn standard TON formula
Home mrusion the ota

parenteral nutrition (TPN); more
than three liters per day,
administrative services,
professional pharmacy services,
care coordination, and all
necessary supplies and equipment

includina ctandard TDA farmula

Coram




$9494

Home nrusion therapy, antoiotic,
antiviral, or antifungal therapy;
administrative services,
professional pharmacy services,
care coordination, and all
necessary supplies and equipment
(drugs and nursing visits coded

S9497

Option Care

canaratahn nar diam (da nat iea
Home nfusIo erapy, antbiotiC,

antiviral, or antifungal therapy; once
every 3 hours; administrative
services, professional pharmacy
services, care coordination, and all
necessary supplies and equipment
(drugs and nursing visits coded

conaratah)_nar diam

S9500

Option Care

HoOme uSIio erapy, antipiotic,
antiviral, or antifungal therapy; once
every 24 hours; administrative
services, professional pharmacy
services, care coordination, and all
necessary supplies and equipment
(drugs and nursing visits coded

canaratah) _nar diam

S9501

Option Care

HOme nfusIio erapy, antipiotl
antiviral, or antifungal therapy; once
every 12 hours; administrative
services, professional pharmacy
services, care coordination, and all
necessary supplies and equipment

(drugs and nursing visits coded

S9502

Option Care

Home Usion, -'..-v.' o][e]i[eN
antiviral, or antifungal therapy; once
every 8 hours, administrative
services, professional pharmacy
services, care coordination, and all
necessary supplies and equipment
(drugs and nursing visits coded

canaratah) _nar diom

S9503

Option Care

FHome NTuSIo apy, antipiotic,
antiviral, or antifungal; once every 6
hours; administrative services,
professional pharmacy services,
care coordination, and all
necessary supplies and equipment
(drugs and nursing visits coded

S9504

Option Care

canaratah)_nar diam.
~ R ETe L

Fo u apy, a
antiviral, or antifungal; once every 4
hours; administrative services,
professional pharmacy services,
care coordination, and all
necessary supplies and equipment
(drugs and nursing visits coded

conaratah) nar diam

Option Care







