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Medical Policy, Reimbursement Policy, and Prior Authorization Updates 
Paramount’s Provider Notice serves as a consolidated communication highlighting administrative updates effective as of the 

notice date, as well as material contractual or policy changes that generally take effect 90 days from the notice date unless 

otherwise specified. The notice also provides links to full medical and reimbursement policy language, enabling providers to 

review detailed policy provisions and applicable coverage guidance. Additionally, the notice may include updates to prior 

authorization requirements, including services designated as experimental, investigational, or non-covered, as summarized in 

the Prior Authorization–Experimental/Investigational–Noncovered Services Spreadsheet. Procedures that require prior 

authorization may follow online InterQual coverage criteria. Providers are encouraged to review applicable prior authorization 

updates through the Paramount policy library. 
 

 

Updated Medical Policy – No changes to policy statement. 
• PG0149 Transpupillary Thermotherapy (TTT).  

• PG0449 Upper Gastrointestinal Endoscopy. 

• PG0128 Robotic & Computer Assisted Surgery/Navigation. 

• PG0205 Hyperbaric Oxygen Therapy (HBOT). 

• PG0311 Gender Affirming Surgery. 

• PG0009 Rhinoplasty, Septoplasty, and Non-Ablative Radiofrequency Treatment. 

• PG0369 Human Papillomavirus Screening. 

• PG0476 Proteomic Testing in the Management of Pulmonary Nodules. 

 

Updated Medical Policies: 
• PG0294 Transcranial Magnetic Stimulation (TMS). 

• All product lines: 

o Updated code 0858T to non-covered, effective 08/01/2026. 

 

• PG0190 Focal Articular Cartilage Repair of the Knee. 

• All product lines: 
o Change policy title from Focal Articular Cartilage Repair of the Knee to Focal Articular Cartilage 

Defect Treatment. 

  

• PG00461 Transplant Prior Authorization and Notification. 

• All product lines: 
o Added Chimeric Antigen Receptor T-Cell (CAR-T) Therapy information (per UM request). 

 

• PG0226 Orthognathic Surgery. 

• All product lines: 
o Update codes 21195, 21244, 21245 to non-covered, non-standard of care, effective 08/01/2026. 

   

• PG0440 MRI Guided High Intensity Focused Ultrasound for Essential Tremor. 

• All product lines: 
o Medical Policy removed from archived status. 
o Policy title changed from MRI Guided High Intensity Focused Ultrasound for Essential Tremor to 

Magnetic resonance (MR)-Guided Focused Ultrasound (MRgFUS) Thalamotomy for Treatment of 

Essential Tremor. 
o Removed deleted code 0398T, effective 01/01/2025. 
o Added code 61715 covered prior authorization required, all product lines, effective 08/01/2026. 
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• PG0252 Non-Invasive Tests for Hepatic Fibrosis. 

• All product lines: 
o Added code 76391 to require prior authorization, effective 08/01/2026. 
o Added note code 76981 only covered when used for assessing hepatic fibrosis or cirrhosis using 

ultrasound TE; all other ultrasound elastography techniques are non‑covered. 
o Updated codes 76982, and 76983 to non-covered, effective 08/01/2026. 

 

• PG0177 Diabetes Management: Continuous Glucose Monitoring Systems and Insulin Pumps. 

• All product lines: 
o Medical policy title changed from Diabetes Management: Continuous Glucose Monitoring Systems 

and Insulin Pumps to Diabetes Management: Continuous Glucose Monitoring Systems & External 

Insulin Infusion Pumps. 

 

• PG0137 Preventative Services. 

• All product lines: 
o Change policy title from Preventative Services to Preventive Care Services. 

• Medicare Product lines: 
o Updated code description for G0136 (Administration of a standardized, evidence-based assessment 

of physical activity and nutrition, 5–15 minutes, not more often than every 6 months), effective 

01/01/2026. 

• Commercial Product lines: 
o Removed deleted codes 81433 and 90378. 
o Added diagnosis codes Z13.40, Z13.42, Z13.49 for Autism Screening. 
o Removed limits for Medical Nutrition Therapy to comply with Mental Health Parity and Equity Act, 

effective 01/01/2025. 

 

New Medical Policies: 
• PG0542 Temporary Percutaneous Ventricular Assist Devices. 

• All product lines: 
o Prior authorization required for codes 33990, 33991, 33993, 33995, effective 08/01/2026. 

  

• Prior-Authorization/Experimental Investigational/Non-covered Updates. 

• Medicare Product lines: 
o Add Codes 0338T-0339T, 0935T to PA/EI/NC spreadsheet covered with prior authorization. 
o Update code 0205U covered with prior authorization (Archived policy PG0412 -previously non-

covered). 

 

 

 

 

 

 

 

 
 
 
 
 
 
 
 

For more information, visit our Paramount Healthcare policy libraries: 

• https://www.paramounthealthcare.com/Providers/Medical-Policies 

• https://www.paramounthealthcare.com/Providers/Reimbursement 

• https://www.paramounthealthcare.com/Providers/Outpatient-Prior-Authorization 

Policies are available to view on the website 30 days prior to their effective date. If you have questions regarding this notice 

or other issues, please contact your Provider Relations representative at ProviderRelations.Paramount@MedMutual.com. 
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