PRIOR AUTHORIZATION-EXPERIMENTAL/INVESTIGATIONAL-NONCOVERED SERVICES

This code listing does not certify benefits or authoirzation of benefits, which is by each i terms, and i contract. It does not constitute a contract or garding coverage or reil Self-i d group specific policy
will supersede this general policy when group y plan ori plan 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 ically. is pi prior authorization request forms are available to assist with services. http: i pi d. d-
forms
Electronic prior authorization can be at https:/i org/
Fax prior authorization requests and supporting clinical documen(a(lon 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 D¢ and Partial F 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- 216-293-3997
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 C ge, N ge, Medical Policy and Prior q!
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 Utili: 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 p performed in P , facility observation setting, or inpatient setting.
NOTE: All products/benefit packages may not require prior authorization. Prior authorizations are required for payment for primary, y, or tertiary Non-partici are required to obtain prior for all it services before services are rendered. Paramount will

not pay clalms for servlces 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 servlces claims will be denled with NO PATIENT LIABILITY. If you have registered as a Paramount Portal user, you may also verify

P on MyP org. P provides an easy hassle-free process to submit Prior Authorizations . Please visit https:, P org/. Call P Department at 419-887-2520 or toll-free at 1-800-891-2520
Medical Policy PG0043 Experil P vices: Services that are experimentall/investigational, as listed in this policy, are not eligible for does not cover experimental/investigational medical or surgical services/procedures that are not
Note this is an internal resource document to be used as a guide. If the listed criteria is not for the P! vice, follow the criteria by the line of and select criteria. For A if i criteria is being used, make sure
the criteria has been approved by the UM MAC Committee.
InterQual criteria - pp! Medical Policies - https:, P! library

4/15/2026

Commercial and Medicare Advantage PA/EI/NC Code List

Codes Code D c ial Plans c ial Policy | Elite Medicare Advantage | Elite Medicare Advantage Policy Policy DETAILS/NOTES
00170 A".f‘sctlhgsr"a 'l‘)”o":’a‘;’:: s{ﬁg:j‘;’:s PRIOR AUTHORIZATION Eggi?i:jzz‘“f:?ns;zi::.ﬁf’ PRIOR AUTHORIZATION Egﬁi?igc‘fd‘"f:;?f;’;";::ﬁf’ PG0536 Anesthesia Services for Dental | Prior authorization is required for CPT codes 00170 and 41899, when related to dental procedures in the facility
including biopsy: ! REQUIRED - MEDICAL POLICY ures %Y | REQUIRED - MEDICAL POLICY ures | ity Procedures in the Facility Setting setting
specified Setting Setting
ntraderm tattoaing: 65 om or PRIOR AUTHORIZATION PGO144 Breast Reconstruction Ps&%%&%g‘f’%ﬁgﬁ” PG0144 Breast Reconstruction Services. | Prior Authorization is NOT required when reported with the pre-select cancer diagnosis, as listed in Medical
11920 g 65 REQUIRED - INTERQUAL - SEE | Services. PG0104 Cosmetic and cMs PGO104 Cosmetic and Reconstructive |  Policy PG0144 Breast Reconstruction. Addional coverage reference-PG0104 Cosmetic and Reconstructive
less NOTES Reconstructive Surgery MEDICARE COVERAGE Surgery Surger
CRITERIA gery
ntradermal tattooing: 6.4 10 20 PRIOR AUTHORIZATION | PGO144 Breast Reconstruction R e T PGO144 Breast Reconstruction Services. | Prior Authorization is NOT required when reported with the pre-select cancer diagnosis, as listed in Medical
11921 oong: 9 | REQUIRED - INTERQUAL - SEE | Services. PG0104 Cosmeticand | KESHRED - FOLLOT cMs PGO104 Cosmetic and Reconstructive |  Policy PG0144 Breast Reconstruction. Addional coverage reference-PG0104 Cosmetic and Reconstructive
NOTES Reconstructive Surgery CRITERIA Surgery Surgery
ntradenmal tattoaing: cach PRIOR AUTHORIZATION | PGO144 Breast Reconstruction R e T PGO144 Breast Reconstruction Services. | Prior Authorization is NOT required when reported with the pre-select cancer diagnosis, as listed in Medical
11922 ! g REQUIRED - INTERQUAL - SEE | Services. PG0104 Cosmetic and cMs PGO104 Cosmetic and Reconstructive |  Policy PG0144 Breast Reconstruction. Addional coverage reference-PG0104 Cosmetic and Reconstructive
additional 20sq cm or part thereof : MEDICARE COVERAGE
NOTES Reconstructive Surgery Surgery Surgery

CRITERIA




‘Subcutaneous injection of filling

PRIOR AUTHORIZATION

PG0104 Cosmetic and

PRIOR AUTHORIZATION
REQUIRED - FOLLOW

PG0104 Cosmetic and Reconstructive

11950 material (e.g. “;::age"): Teeor | REQUIRED - MEDICAL POLICY Reconstructive Surgery MEDICARE COVERAGE cMS Surgery
CRITERIA
Subcutaneous injection of filling BRIORAUTHORIZATION
11951 material (e. coJII en); 1.1 mg PRIOR AUTHORIZATION PG0104 Cosmetic and REQUIRED - FOLLOW cMS PG0104 Cosmetic and Reconstructive
'95‘ Occag t REQUIRED - MEDICAL POLICY Reconstructive Surgery MEDICARE COVERAGE Surgery
) CRITERIA
Subcutaneous injection of filling BRIORAUTHORIZATION
11952 material (e. C(J)" en); 5.1 mg PRIOR AUTHORIZATION PG0104 Cosmetic and REQUIRED - FOLLOW CcMs PG0104 Cosmetic and Reconstructive
910 Oc:g n REQUIRED - MEDICAL POLICY Reconstructive Surgery MEDICARE COVERAGE Surgery
: CRITERIA
Subcutaneous injection of filling BRIORAUTHORIZATION
11954 material (e. cJoII en); overg PRIOR AUTHORIZATION PG0104 Cosmetic and REQUIRED - FOLLOW CcMs PG0104 Cosmetic and Reconstructive
?0 Occag ' REQUIRED - MEDICAL POLICY Reconstructive Surgery MEDICARE COVERAGE Surgery
: CRITERIA
o PRIOR AUTHORIZATION . " PP N . " " . . -
Replacement of tissue expander PRIOR AUTHORIZATION PGO0144 Breast Reconstruction REQUIRED - FOLLOW PG0144 Breast Reconstruction PG0144 Breast Reconstruction Services. | Prior Authorization is NOT required when reported with the pre-select cancer diagnosis, as listed in Medical
11970 P P REQUIRED - INTERQUAL - SEE | Services. PG0104 Cosmetic and Services. PG0104 Cosmetic and PG0104 Cosmetic and Reconstructive Policy PG0144 Breast Reconstruction. Addional coverage reference-PG0104 Cosmetic and Reconstructive
with permanent prosthesis . MEDICARE COVERAGE .
NOTES Reconstructive Surgery Reconstructive Surgery Surgery Surgery
CRITERIA
" PRIOR AUTHORIZATION . " . y i N . . . N B "
Removal of tissue expander(s) PRIOR AUTHORIZATION PG0144 Breast Reconstruction REQUIRED - FOLLOW PG0144 Breast Reconstruction PG0144 Breast Reconstruction Services. | Prior Authorization is NOT required when reported with the pre-select cancer diagnosis, as listed in Medical
1971 " P ” REQUIRED - INTERQUAL - SEE | Services. PG0104 Cosmetic and Services. PG0104 Cosmetic and PG0104 Cosmetic and Reconstructive Policy PG0144 Breast Reconstruction. Addional coverage reference-PG0104 Cosmetic and Reconstructive
without insertion of prosthesis . MEDICARE COVERAGE
NOTES Reconstructive Surgery CRITERIA Reconstructive Surgery Surgery Surgery
Subcutaneous hormone pellet
11980 implantation (implantation of PRIOR AUTHORIZATION PG0225 Implantable Testosterone PRIOR AUTHORIZATION PG0225 PG0225 Testosterone Pellets
Estradiol and/or testosterone REQUIRED - MEDICAL POLICY Pellets (Testopel®) REQUIRED - MEDICAL POLICY Pellets (Testopel®) (Testopel®)
pellets beneath the skin)
Grafting of autologous soft tissue, PRIOR AUTHORIZATION PG0144 Breast Reconstruction PRIOR AUTHORIZATION PGO0144 Breast Reconstruction PG0144 Breast Reconstruction Services. | Prior Authorization is NOT required when reported with the pre-select cancer diagnosis, as listed in Medical
15769 other, harvested by direct excision Services. PG0104 Cosmetic and Services. PG0104 Cosmetic and PG0104 Cosmetic and Reconstructive Policy PG0144 Breast Reconstruction. Addional coverage reference-PG0104 Cosmetic and Reconstructive
N REQUIRED - MEDICAL POLICY . REQUIRED - MEDICAL POLICY
(eg, fat, dermis, fascia) Reconstructive Surgery Reconstructive Surgery Surgery Surgery
v o g0 el | PRIOR AUTHORIZATION | PG0144 Breast Reconstruction | po o oo o o || PGO144 Breast Reconstruction | PG0144 Breast Reconstruction Services. | Prior Authorization is NOT required when reported with the pre-select cancer diagnosis, as listed in Medical
15771 Y Ip 9 Services. PG0104 Cosmetic and Services. PG0104 Cosmetic and PG0104 Cosmetic and Reconstructive Policy PG0144 Breast Reconstruction. Addional coverage reference-PG0104 Cosmetic and Reconstructive
to trunk, breasts, scalp, arms, REQUIRED - MEDICAL POLICY " REQUIRED - MEDICAL POLICY
L Reconstructive Surgery Reconstructive Surgery Surgery Surgery
and/or legs, 50cc or less injectate
Grafting of autologous fat The purpose of this policy is to supplement coverage guidance for surgical procedures with cosmetic aspects that
harvested by liposuction technique . . . may not be contained in a separate clinical policy. If there is a discrepancy between this policy and a member's plan
15773 to face, eyelids, mouth, neck, ears, NON-COVERED RS0 dcosmetciand NON-COVERED RSO acosmetcand PG0104 Cosmelic and Reconstructive | o benefits, then the provision of the benefits will govern and rule. Reconstructive Services are covered when medical
; " Reconstructive Surgery Reconstructive Surgery Surgery PO " . .
orbits, genitalia, hands, and/or feet; indications support medical necessity. Cosmetic Services performed solely to improve one’s appearance and/or self-
25 cc or less injectate esteem are considered not medically necessary and therefore not covered.
Grafting of autologous fat
m’:::‘i‘i;‘yd's"’zf:::;“’"nfcckh";::‘: The purpose of this policy is to supplement coverage guidance for surgical procedures with cosmetic aspects that
 SYEICS, - Neck, ears, . . § ' may not be contained in a separate clinical policy. If there is a discrepancy between this policy and a member's plan
15774 orbits, genitalia, hands, and/or feet; NON-COVERED FEWIES Gzt ls el NON-COVERED PEVIEs Gzt ls el PG0104 Cosmetic and Reconstructive | ¢ yonefits then the provision of the benefits wil govern and rule. Reconstructive Services are covered when medical
each additional 25 cc injectate, or Reconstructive Surgery Reconstructive Surgery Surgery Indinat | i y e lely to i ) I
art thereof (List separately in indications suppc_m medical necgsslly Cosmetic Services performed solely to improve one’s appearance and/or self-
partl esteem are considered not medically necessary and therefore not covered.
addition to code for primary
procedure)
PRIOR AUTHORIZATION
Punch graft for hair transplant; 1 to - PG0104 Cosmetic and REQUIRED - FOLLOW PG0104 Cosmetic and Reconstructive
15775 15 punch grafts NON-COVERED Reconstructive Surgery MEDICARE COVERAGE cMS Surgery

CRITERIA




PRIOR AUTHORIZATION

Punch graft for hair transplant; Y PG0104 Cosmetic and REQUIRED - FOLLOW PG0104 Cosmetic and Reconstructive
15776 more than 15 punch grafts ROILCOMERED Reconstructive Surgery MEDICARE COVERAGE cMS Surgery
CRITERIA
Dermabrasion; total face (eg, for y
15780 acne scarring, fine wrinklin PRIOR AUTHORIZATION NOT PG0348 Acne Surgery, PRIOR AUTHORIZATION NOT PG0348 Acne Surgery, PG0348 Acne Surgery, Dermabrasion and |Covered for diagnosis L57.0 & C44.01, C44.111 - C44.1192, C44.211 - C44.219, C44.310 - C44.319, C44.41,
rhytids ger?éral keratosis)gv REQUIRED - SEE NOTES Dermabrasion and Chemical Peels REQUIRED - SEE NOTES Dermabrasion and Chemical Peels Chemical Peels C44.510 - C44.519, C44.611 - C44.619, C44.711 - C44.719, C44.81, C44.91,L71.0, L71.1,L71.8
15781 Dermabrasion: segmental, face PRIOR AUTHORIZATION NOT PG0348 Acne Surgery, PRIOR AUTHORIZATION NOT PG0348 Acne Surgery, PG0348 Acne Surgery, Dermabrasion and |Covered for diagnosis L57.0 & C44.01, C44.111 - C44.1192, C44.211 - C44.219, C44.310 - C44.319, C44.41,
- seg ' REQUIRED - SEE NOTES Dermabrasion and Chemical Peels REQUIRED - SEE NOTES Dermabrasion and Chemical Peels Chemical Peels C44.510 - C44.519, C44.611 - C44.619, C44.711 - C44.719, C44.81, C44.91,L71.0, L71.1,L71.8
15782 Dermabrasion; regional, other than | PRIOR AUTHORIZATION NOT PG0348 Acne Surgery, PRIOR AUTHORIZATION NOT PG0348 Acne Surgery, PG0348 Acne Surgery, Dermabrasion and | Covered for diagnosis L57.0 & C44.01, C44.111 - C44.1192, C44.211 - C44.219, C44.310 - C44.319, C44.41,
face REQUIRED - SEE NOTES Dermabrasion and Chemical Peels REQUIRED - SEE NOTES Dermabrasion and Chemical Peels Chemical Peels C44.510 - C44.519, C44.611 - C44.619, C44.711 - C44.719, C44.81, C44.91,L71.0, L71.1,L71.8
15783 Dermabrasion; superficial, any site | PRIOR AUTHORIZATION NOT PG0348 Acne Surgery, PRIOR AUTHORIZATION NOT PG0348 Acne Surgery, PG0348 Acne Surgery, Dermabrasion and |Covered for diagnosis L57.0 & C44.01, C44.111 - C44.1192, C44.211 - C44.219, C44.310 - C44.319, C44.41,
(eg, tattoo removal) REQUIRED - SEE NOTES Dermabrasion and Chemical Peels REQUIRED - SEE NOTES Dermabrasion and Chemical Peels Chemical Peels C44.510 - C44.519, C44.611 - C44.619, C44.711 - C44.719, C44.81, C44.91,L71.0, L71.1,L71.8
15786 Abrasion; single lesion (eg, NON-COVERED PG0104 Cosmetic and NON-COVERED PG0104 Cosmetic and PG0104 Cosmetic and Reconstructive
keratosis, scar) Reconstructive Surgery Reconstructive Surgery Surgery
Abrasion; each additional 4 lesions o o "
15787 or less (List separately in addition NON-COVERED PG0104 Cosmetic and NON-COVERED PG0104 Cosmetic and PG0104 Cosmetic and Reconstructive
- Reconstructive Surgery Reconstructive Surgery Surgery
to code for primary procedure)
y il - PG0348 Acne Surgery, PRIOR AUTHORIZATION NOT PG0348 Acne Surgery, PG0348 Acne Surgery, Dermabrasion and ;
16788 Chemical peel, facia; epiderml OB D Dermabrasion and Chemical Peels|  REQUIRED - SEE NOTES | Dermabrasion and Chemical Peels Chemical Peels Covered for diagnosis L57.0
y il PRIOR AUTHORIZATION NOT PG0348 Acne Surgery, PRIOR AUTHORIZATION NOT PG0348 Acne Surgery, PG0348 Acne Surgery, Dermabrasion and | Covered for diagnosis L57.0 & C44.01, C44.111 - C44.1192, C44.211 - C44.219, C44.310 - C44.319, C44.41,
15789 Chemical peel, facial; dermal

REQUIRED - SEE NOTES

Dermabrasion and Chemical Peels

REQUIRED - SEE NOTES

Dermabrasion and Chemical Peels

Chemical Peels

C44.510 - C44.519, C44.611 - C44.619, C44.711 - C44.719, C44.81, C44.91, L57.0




PG0348 Acne Surgery,

PRIOR AUTHORIZATION NOT

PG0348 Acne Surgery,

PG0348 Acne Surgery, Dermabrasion and

18792 Chemical peel, nonfacial; epidermal ROMCO D Dermabrasion and Chemical Peels|  REQUIRED - SEE NOTES | Dermabrasion and Chemical Peels Chemical Peels Covered for diagnosis L57.0
) - PRIOR AUTHORIZATION NOT PG0348 Acne Surgery, PRIOR AUTHORIZATION NOT PG0348 Acne Surgery, PG0348 Acne Surgery, Dermabrasion and )
15793 Chemical peel, nonfacial; dermal REQUIRED - SEE NOTES | Dermabrasion and Chemical Peels|  REQUIRED - SEE NOTES | Dermabrasion and Chemical Peels Chemical Peels Covered for diagnosis L57.0
PG0007 .B\epharf}p\asty. PRIOR AUTHORIZATION PG0007 Blepharoplasty, Reconstructive |Medical Policy PG0O007 Blepharoplasty, Reconstructive Eyelid Surgery, & Brow Lift-archived. The procedure codes
Reconstructive Eyelid Surgery,
15820 Blepharoplasty, lower eyeid PRIOR AUTHORIZATION | REconsiiuiive EYSId Sioey, REQUIRED - FOLLOW. T Eyelid Surgery, and Brow Lift - Archived [15820, 15821, 15822, 15823, 67900, 67901-67909, 67911 require a prior authorization, and will maintain requiring a
' REQUIRED - INTERQUAL e e Recons(‘ruclive MEDICARE COVERAGE 06/01/2024. Maintain Prior Authorization per | prior authorization. The coverage criteria will follow the InterQual criteria. Additional review : PG0104 Cosmetic and
e CRITERIA InterQual Coverage Criteria Reconstructive Surgery
Re;ﬁgﬁg;g‘:’g:&”‘gﬁ?; PRIOR AUTHORIZATION FE'Gg%O;i'e;“a::f;‘r{;WRLei?“’_"SJ:;‘“C‘;T Medical Policy PG0007 Blepharoplasty, Reconstructive Eyelid Surgery, & Brow Lift-archived. The procedure codes
15821 Blepharoplasty, lower eyelid; with PRIOR AUTHORIZATION | 2ot ey o o REQUIRED - FOLLOW . Potioy Arohied 06101/2095. Maintain pror | 15820, 15821, 16822, 16823, 67900, 67901-67909, 67911 reqire a prior authorization, and will maintain requiring a
extensive herniated fat pad REQUIRED - INTERQUAL " N MEDICARE COVERAGE Y ATChive ; prior authorization. The coverage criteria will follow the InterQual criteria. Additional review : PG0104 Cosmetic and
Cosmetic and Reconstructive Authorization per InterQual Coverage
B CRITERIA P ritorn %€ |Reconstructive Surgery
Re;ﬁg?ﬂ%sf‘;"yzi‘;p‘;’:géw PRIOR AUTHORIZATION ;‘;glg;’;‘i':;”ya’::;a;%wRE;"_"s;g:;“é"; Medical Policy PGO007 Blepharoplasty, Reconstructive Eyelid Surgery, & Brow Lift-archived. The procedure codes
PRIOR AUTHORIZATION ! elid Surgery, REQUIRED - FOLLOW. Y . 15820, 15821, 15822, 15823, 67900, 67901-67909, 67911 require a prior authorization, and will maintain requiring a
15822 Blepharoplasty, upper eyelid REQUIRED - INTERQUAL a“‘ézx”et?c‘"a;‘ :";‘e‘é‘;‘?“’s{r:ﬁ&“ MEDICARE COVERAGE cms P"'/fy‘gf.“‘a‘gdn O‘ZPIXé?és a""'g‘;‘\::‘r’; Z”‘“’ prior authorization. The coverage criteria will follow the InterQual criteria. Additional review : PG0104 Cosmetic and
! Surgery CRITERIA uthorization p ot %€ |Reconstructive Surgery
(FEMT/ A G PRIOR AUTHORIZATION PG0007 Blepharoplasty, Reconstructive |\ i pojicy, PG007 Blepharoplasty, Reconstructive Eyelid Surgery, & Brow Lift-archived. The procedure codes
Reconstructive Eyelid Surgery Eyelid Surgery, and Brow Lift - Medical
15823 Blepharoplasty, upper eyelid; with | PRIOR AUTHORIZATION | <Seonefiuiive Svor ST REQUIRED - FOLLOW. . Doty Arohed 06101/2095. Maintain pror | 15820, 15821, 16822, 16823, 67900, 67901-67909, 67911 reqire a prior authorization, and will maintain requiring a
excessive skin weighting down lid REQUIRED - INTERQUAL @i =0 Rewns{ructive MEDICARE COVERAGE A\j’ihorization er Inter rQlia\ Coverage prior authorization. The coverage criteria will follow the InterQual criteria. Additional review : PG0104 Cosmetic and
Surgery CRITERIA pCriIeria 9 Reconstructive Surgery
PRIOR AUTHORIZATION
. PRIOR AUTHORIZATION PG0104 Cosmetic and REQUIRED - FOLLOW. PG0104 Cosmetic and Reconstructive
15824 Rhytidectomy; forehead REQUIRED - MEDICAL POLICY Reconstructive Surgery MEDICARE COVERAGE cms Surgery
CRITERIA
PRIOR AUTHORIZATION
15825 Rhytidectomy; neck with platysmal | PRIOR AUTHORIZATION PG0104 Cosmetic and REQUIRED - FOLLOW. . PG0104 Cosmetic and Reconstructive
tightening (platysmal flap, P-flap) | REQUIRED - MEDICAL POLICY Reconstructive Surgery MEDICARE COVERAGE Surgery
CRITERIA
PRIOR AUTHORIZATION
15826 Rytidectomy: glabellr frown ines | PRIOR AUTHORIZATION PGO104 Cosmetic and REQUIRED - FOLLOW B PG0104 Cosmetic and Reconstructive
¥: 9 REQUIRED - MEDICAL POLICY Reconstructive Surgery MEDICARE COVERAGE Surgery
CRITERIA
PRIOR AUTHORIZATION
) ’ PRIOR AUTHORIZATION PGO104 Cosmetic and REQUIRED - FOLLOW PG0104 Cosmetic and Reconstructive
15828 Rhytidectomy; cheek, chin, neck cMs
v: > ehin. REQUIRED - MEDICAL POLICY Reconstructive Surgery MEDICARE COVERAGE Surgery

CRITERIA




Rhytidectomy; superficial

PRIOR AUTHORIZATION

15829 musculoaponeurotic system PRIOR AUTHORIZATION PG0104 Cosmetic and REQUIRED - FOLLOW oMS PG0104 Cosmetic and Reconstructive
D Y REQUIRED - MEDICAL POLICY Reconstructive Surgery MEDICARE COVERAGE Surgery
(SMAS) flap CRITERIA
Excision, excessive skin, and PG0104 Cosmetic and PRIOR AUTHORIZATION PG0104 Cosmetic and Reconstructive
15830 subcutaneous tissue (includes PRIOR AUTHORIZATION Reconstructive Surgery. PG0299 REQUIRED - FOLLOW cMS Surgery. PG0299 Abdominoplasty,
lipectomy); abdomen, infraumbilical REQUIRED - INTERQUAL Abdominoplasty, Panniculectomy MEDICARE COVERAGE Panniculectomy and Liposuction-Archived
panniculectomy and Liposuction-Archived 120124 CRITERIA 120124
Excision, excessive skin and ERIORAUTHORIZATION
; y PG0104 Cosmetic and REQUIRED - FOLLOW PG0104 Cosmetic and Reconstructive
15832 subcutaneous I\s%ue. (includes NON-COVERED Reconstructive Surgery MEDICARE COVERAGE CMs Surgery
lipectomy); thigh CRITERIA
Excision, excessive skin and GRIORESIORIZATION
i y PG0104 Cosmetic and REQUIRED - FOLLOW PG0104 Cosmetic and Reconstructive
15833 subcutaneous tissue (includes NON-COVERED Reconstructive Surgery MEDICARE COVERAGE CMS Surgery
lipectomy):; leg CRITERIA
Excision, excessive skin and ERIORAUTHORIZATION
; y PG0104 Cosmetic and REQUIRED - FOLLOW PG0104 Cosmetic and Reconstructive
15834 subcutaneous I\ssue.(lncludes NON-COVERED Reconstructive Surgery MEDICARE COVERAGE CMs Surgery
lipectomy); hip CRITERIA
Excision, excessive skin and GRIORIZIT ORIZATION
15835 subcutaneous tissue (includes NON-COVERED PG0104 Co§met|c and REQUIRED - FOLLOW cMS PG0104 Cosmetic and Reconstructive
lipectomy); butiock Reconstructive Surgery MEDICARE COVERAGE Surgery
! CRITERIA
Excision, excessive skin and ERORAUTHORIZATION
i . PG0104 Cosmetic and REQUIRED - FOLLOW PG0104 Cosmetic and Reconstructive
15836 subcula.neous tissue (includes NON-COVERED Reconstructive Surgery MEDICARE COVERAGE. CMs Surgery
lipectomy); arm CRITERIA
Excision, excessive skin and GRIORIZIT ORIZATION
15837 subcutaneous tissue (includes NON-COVERED PG0104 Co§met|c and REQUIRED - FOLLOW cMS PG0104 Cosmetic and Reconstructive
lipectomy): forearmihand Reconstructive Surgery MEDICARE COVERAGE Surgery
' CRITERIA
Excision, excessive skin and SRIORAUTHORZATION
; . PG0104 Cosmetic and REQUIRED - FOLLOW PG0104 Cosmetic and Reconstructive
15838 S‘I';Z‘;‘;x‘ﬁ'fugrfxé;?;:“::: RoBCotERED) Reconstructive Surgery MEDICARE COVERAGE @S Surgery
' CRITERIA
Excision, excessive skin and ERIORIAUT ORIZATION
i : PG0104 Cosmetic and REQUIRED - FOLLOW PG0104 Cosmetic and Reconstructive
e SUbiwu‘:cnﬁi?rL:s)-‘ifnu;g?:: oee NON-COVERED Reconstructive Surgery MEDICARE COVERAGE cMs Surgery
pectomy); CRITERIA
Excision, excessive skin and
subcutaneous tissue (includes " " " Note: dual diagnosis reporting is required to support the service as medically reasonable and necessary. ICD-10
lipectomy); abdomen (eg, Recosgrou?ti‘\‘/:grrn?c'a;gﬂmg Psg%%&%??gﬁg&“ pgg:(’: Qfg;z"g;zg dif:i‘r’gs";“s‘;'“"e diagnosis codes L98.7 or M79.3 should be reported as the primary diagnosis with ICD-10 codes E65, L30.4, R26.2,
15847 abdominoplasty) (includes umbilical NON-COVERED P Pagnn%/(;uleclom MEDICARE COVERAGE CMS PannicSIercylrom and Li osuclwon‘iarcr{{ved or Z74.09 reported as the secondary diagnosis. Per InterQual notes , "Medicare noncovered procedures: Cosmetic
transposition and fascial plication) i osfaio‘r“’_'amhiv o] 2X A Y 1201 2"4 surgery or expenses incurred in connection with such surgery for the sole purpose of improving one's appearance is
(List separately in addition to code P non-covered."
for primary procedure)
T I s 10 e b lrn o e o o i e e vt
Suction assisted lipectomy; Reconstructive Surgery; PG0299 REQUIRED - FOLLOW PG0104 Cosmetic and Reconstructive Y a sep: - poicy. pancy et 's policy pa
15876 NON-COVERED o i CMs of benefits, then the provision of the benefits will govern and rule. Reconstructive Services are covered when medical
head/neck Abdominoplasty, Panniculectomy MEDICARE COVERAGE Surgery PSP . . . . )
S " indications support medical necessity. Cosmetic Services performed solely to improve one’s appearance and/or self-
and Liposuction-archived 120124 CRITERIA . .
esteem are considered not medically necessary and therefore not covered.
. § ' Note: dual diagnosis reporting is required to support the service as medically reasonable and necessary. ICD-10
ReoiDgCosmetcland PRIOR AUTHORIZATION PG0104 Cosmetic and Reconstructive | . ocic codes L98.7 or M79.3 should be reported as the primary diagnosis with ICD-10 codes E65, L30.4, R26.2,
" . Reconstructive Surgery; PG0299 REQUIRED - FOLLOW Surgery; PG0299 Abdominoplasty, " N N "
15877 Suction assisted lipectomy; trunk NON-COVERED o i CMs . f " or Z74.09 reported as the secondary diagnosis. Per InterQual notes , "Medicare noncovered procedures: Cosmetic
Abdominoplasty, Panniculectomy MEDICARE COVERAGE Panniculectomy and Liposuction-archived surgery or expenses incurred in connection with such surgery for the sole purpose of improving one's appearance is
and Liposuction-archived 120124 CRITERIA 120124 'gery or exp gery purpe proving PP

non-covered."




The purpose of this policy is to supplement coverage guidance for surgical procedures with cosmetic aspects that

Suction assisted nectomy: uonar PG0104 Cosmetic and PSL%T.&%T?&’EE@” PG0104 Cosmetio and Reconsiructive | 0L be contained in a separate cinical polcy. If there is a discrepancy between this policy and a member's plan
15878 pectomy; upp NON-COVERED cMs of benefits, then the provision of the benefits will govern and rule. Reconstructive Services are covered when medical
extremity Reconstructive Surgery MEDICARE COVERAGE Surgery o pene ! ! )
indications support medical necessity. Cosmetic Services performed solely to improve one’s appearance and/or seif-
CRITERIA ° ¢
esteem are considered not medically necessary and therefore not covered.
Prion uHozATN I s 410 ke & lrn o e o s o i ot e v
15879 Suction assisted lipectomy; lower NON-COVERED PG0104 Cosmetic and REQUIRED - FOLLOW cMs PG0104 Cosmetic and Reconstructive | .t} 1 ot then the provision of the benefits will govern and rule. Reconstructive Services are covered when medical
extremity Reconstructive Surgery MEDICARE COVERAGE Surgery P ¥ " B .
indications support medical necessity. Cosmetic Services performed solely to improve one’s appearance and/or self-
CRITERIA °
esteem are considered not medically necessary and therefore not covered.
Destruction (e.g., laser surgery,
e\ectrosurgery, cryosurgery,
17110 cur;:‘:;‘“:j(‘;'%jrgje;“’f‘l::ons PRIOR AUTHORIZATION NOT PG0348 Acne Surgery, PRIOR AUTHORIZATION NOT PGO0348 Acne Surgery, PGO348 Acne Surgery, Dermabrasion and || v oo et - diagnosis L70.0 - L70.9
: 9 REQUIRED - SEE NOTES | Dermabrasion and Chenical Peels| ~ REQUIRED - SEE NOTES | Dermabrasion and Chemical Peels Chemical Peels gnost -
other than skin tags or cutaneous
vascular proliferative lesions; up to
lesions
Destruction (e.g., laser surgery,
electrosurgery, cryosurgery,
111 Cur;:‘:":;:“;@;’g'e:;ﬂ::ons PRIOR AUTHORIZATION NOT PG0348 Acne Surgery, PRIOR AUTHORIZATION NOT PG0348 Acne Surgery, PG0348 Acne Surgery, Dermabrasion and |\ .. for acne treatment _ diagnosis L70.0 - LT0.9
other than skin tags or cutaneous REQUIRED - SEE NOTES Dermabrasion and Chemical Peels REQUIRED - SEE NOTES Dermabrasion and Chemical Peels Chemical Peels
vascular proliferative lesions; 15 or
more lesions
Cryotherapy (CO , slush, liquid N ) y PG0348 Acne Surgery, PRIOR AUTHORIZATION NOT PG0348 Acne Surgery, PG0348 Acne Surgery, Dermabrasion and N
17340 for acne NON-COVERED Dermabrasion and Chemical Peels|  REQUIRED - SEE NOTES | Dermabrasion and Chemical Peels Chemical Peels Covered for diagnosis L70.0
Chenmical exfoliation for acne (e.g., PG0348 Acne Surgery, PG0348 Acne Surgery, PG0348 Acne Surgery, Dermabrasion and
17360 acne paste, acid) RONCRIERED) Dermabrasion and Chemical Peels QONCEIERED) Dermabrasion and Chemical Peels Chemical Peels
17380 Electrolysis epilation, each 30 NON-COVERED PG0104 Cosmetic and NON-COVERED cMs PG0104 Cosmetic and Reconstructive
minutes Reconstructive Surgery Surgery
Ablation, cryosurgical, of PETL Tz i (PETL inE TiE PG0043 Experi igational
Investigational Procedures
19105 fibroadenoma, including ultrasound NON-COVERED A " NON-COVERED A Procedures Services, PG0517 Cryoablation
’ . Services, PG0517 Cryoablation of Services, PG0517 Cryoablation of :
guidance, each fibroadenoma A A of Solid Tumors
PG0221 Mastectomy for PRIOR AUTHORIZATION PG0221 Mastectomy for Gynecomastia
19300 Mastectomy for gynecomastia PRIOR AUTHORIZATION Gynecomastia Archived REQUIRED - FOLLOW. S Archived 06/01/2024. Maintain Prior | Medical Policy PG0221 Mastectomy for Gynecomastia -archived. The coverage criteria wil follow the InterQual
Y for gy REQUIRED - INTERQUAL | 06/01/2024; PG0104 Cosmeticnd | MEDICARE COVERAGE Authorization per InterQual Coverage |criteria. Additional coverage reference at PG0104 Cosmetic and Reconstructive Surgery
Reconstructive Surgery CRITERIA Criteria
PG0251 Prophylactic Mastectomy-| P RIOR AUTHORIZATION PG0251 Prophylactic Mastectomy- | pio A\ thorization is requied for prophylactic mastectomy. Procedure codes 19301, 19302, 19303, 19304, 19305,
19303 Simple complete mastectomy RRICRIUILORIZATION Archived; PG0104 Cosmetic nd REQUIRED - FOLLOW cMs Archived. Prior Authorization- 19306, 19307 when performed for diagnosis \/50.41-Encouter for Prophylactic Removal of Breast. PGO104
REQUIRED - INTERQUAL J MEDICARE COVERAGE Experimental/lnvestigational-NonCovered i " -
Reconstructive Surgery Cosmetic nd Reconstructive Surgery
CRITERIA excel spreadsheet
PRIOR AUTHORIZATION e —— P:é%%&%??fgﬁy@“ Prior Authorization is NOT required when reported with the pre-select cancer diagnosis, as listed in Medical
19316 Mastopexy REQUIRED - INTERQUAL - SEE : cMs PGO144 Breast Reconstruction Services | Policy PG0144 Breast Reconstruction. Addional coverage reference-PG0104 Cosmetic and Reconstructive
N OTES Services MEDICARE COVERAGE Sorans

CRITERIA- SEE NOTES




PRIOR AUTHORIZATION

10318 Reduction mammoplasty REgE:Sg;HL:gSgSESNSEE PG0144 Breast Reconstruction REQUIRED - FOLLOW B PZ%%&&?;;EQ’:T;;’::&‘:E; Szﬂ:ﬁfé 4| Prior Authorization is NOT required when reported with diagnosis code 248.3, as listed in Medical Policy
s e Services MEDICARE COVERAGE oootzoon Y PGO144 Breast Reconstruction. Addional coverage reference-PG0104 Cosmetic and Reconstructive Surgery
CRITERIA- SEE NOTES :
PRIOR AUTHORIZATION P G014 Breast Reconstruction Ps;%%&%g‘f’fo'ﬁg@"‘ Prior Authorization is NOT required when reported with the pre-select cancer diagnosis, as listed in Medical
19325 Breast augmentation with implant | REQUIRED - INTERQUAL - SEE f cMs PGO144 Breast Reconstruction Services |  Policy PG0144 Breast Reconstruction. Addional coverage reference-PG0104 Cosmetic and Reconstructive
Ll Services MEDICARE COVERAGE s
CRITERIA- SEE NOTES urgery
P U TS T ReTOVEr &N RSP E XSO DT SasT MM SOV & Treozo;
19330, 19340, 19342, 16370, and 19371) will b6 rembursed WITHOUT PRIOR AUTHORIZATION, when there & a
redetermined cancer diagnosis the diagnosis must be in the first diagnosis position:
PRIOR AUTHORIZATION pr 9 9 griosis b
Removal of intact mammary PRIOR AUTHORIZATION | (oo e pemoval e Lo PG0012 Breast Implant Removal and | C80011, C50.012, C50.021, C50.022, C50.111, C50.112, C50.121, C50.122, C50.211, C50.212, C50.221,
19328 o REQUIRED - INTERQUAL - SEE | © > 008 Breas’ b e oo T G cMs et Ay €50.222, C50.311, C50.312, C50.321, C50.322, C50.411, C50.412, C50.421, C50.422, C50.511, C50.512,
P NOTES B AW P €50.521, C50.522, C50.611, C50.612, C50.621, C50.622, C50.811, C50.812, C50.821, C50.822, C79.81, D05.01,
D05.02, D05.10, D05.11, D05.12, D05.81, D05.82, D24.1, D24.2, D48.61, D48.62, N65.0, N65.1, T85.41xA,
T85.42xA, T85.43xA, T85.44xA, T85.49xA, T85.579XA, Z42.1, 245,811, 245,812, 285.3, 290.11, 290.12, 290.13 ,
PG0012 Breast Implant Removal and Reimplantation Exception: breast mplant removal and remplantation (19328,
19330, 19340, 19342, 19370, and 19371) will be reimbursed WITHOUT PRIOR AUTHORIZATION, when there is a
PRIOR AUTHORIZATION predetermined cancer diagnosis, the diagnosis must be in the first diagnosis position:
19330 m E:{"ﬁ:’;ﬁ;“‘l"‘:’f:n:’f;i‘ems RESEI'SEDA_HESE(‘)ZSIENSEE PG0012 Breast Implant Removal REQUIRED - FOLLOW S PG0012 Breast Implant Removal and ~ |C50.011, C50.012, C50.021, C50.022, C50.111, C50.112, C50.121, C50.122, C50.211, C50.212, C50.221,
Pl (e‘ sahneg swhsone el) NOTES and Reimplantation - Archived MEDICARE COVERAGE Reimplantation - Archived €50.222, C50.311, C50.312, C50.321, C50.322, C50.411, C50.412, C50.421, C50.422, C50.511, C50.512,
.- saline, o CRITERIA- SEE NOTES €50.521, C50.522, C50.611, C50.612, C50.621, C50.622, C50.811, C50.812, C50.821, C50.822, C79.81, DO5.01,
D05.02, D05.10, D05.11, D05.12, D05.81, D05.82, D24.1, D24.2, D48.61, D48.62, N65.0, N65.1, T85.41xA,
TRA 42xA TRA5 43xA TR5 44xA TA5 49xA TRA5 K79XA 742 1 745 811 745 812 7853 790 11 790 12 790 13
PG0012 Breast Implant Removal and Reimplantation Exception: breast implant removal and reimplantation (19328,
19330, 19340, 19342, 19370, and 19371) will be reimbursed WITHOUT PRIOR AUTHORIZATION, when there is a
PRIOR AUTHORIZATION predetermined cancer diagnosis, the diagnosis must be in the first diagnosis position:
19340 :2’&2“2:?&?;;::°"m"¥:;e‘§ REgSI'SEDA_UInggSL'ENSEE PG0012 Breast Implant Removal REQUIRED - FOLLOW. oMs PG0012 Breast Implant Removal and  |C50.011, C50.012, C50.021, C50.022, C50.111, C50.112, C50.121, C50.122, C50.211, C50.212, C50.221,
B o] s oo, oS! and Reimplantation - Archived MEDICARE COVERAGE Reimplantation - Archived €50.222, C50.311, C50.312, C50.321, C50.322, C50.411, C50.412, C50.421, C50.422, C50.511, C50.512,
Y CRITERIA- SEE NOTES €50.521, C50.522, C50.611, C50.612, C50.621, C50.622, C50.811, C50.812, C50.821, C50.822, C79.81, D05.01,
D05.02, D05.10, D05.11, D0S.12, D05.81, D05.82, D24.1, D24.2, D48.61, D48.62, N65.0, N65.1, T85.41xA,
T85 42xA_T85 43xA_T85.44xA T85 49xA T85 579XA 742 1. 745 811745 812 7853 790 11. 790 12 _790.13
PG0012 Breast Implant Removal and Reimplantation Exception: breast implant removal and reimplantation (19328,
19330, 19340, 19342, 19370, and 19371) will be reimbursed WITHOUT PRIOR AUTHORIZATION, when there is a
- PRIOR AUTHORIZATION predetermined cancer diagnosis, the diagnosis must be in the first diagnosis position:
19342 rozf‘;y:: ;;T;::Z“ z:siase‘ RESEI'SEDA_HESE(‘)ZSIENSEE PG0012 Breast Implant Removal REQUIRED - FOLLOW S PG0012 Breast Implant Removal and  |C50.011, C50.012, C50.021, C50.022, C50.111, C50.112, C50.121, C50.122, C50.211, C50.212, C50.221,
n’?‘as‘ecmm orin r%constrsczg;‘ NOTES and Reimplantation - Archived MEDICARE COVERAGE Reimplantation - Archived €50.222, C50.311, C50.312, C50.321, C50.322, C50.411, C50.412, C50.421, C50.422, C50.511, C50.512,
V. CRITERIA- SEE NOTES €50.521, C50.522, C50.611, C50.612, C50.621, C50.622, C50.811, C50.812, C50.821, C50.822, C79.81, DO5.01,
D05.02, D05.10, D05.11, D05.12, D05.81, D05.82, D24.1, D24.2, D48.61, D48.62, N65.0, N65.1, T85.41xA,
T85.42xA_T85 43xA T85 44xA T85 49xA T85 579XA 742 1. 745811 745812 7853 790.11. 790.12. 790.13
PRIOR AUTHORIZATION PGO144 Breast Reconstruction PEIE%TJIAI;{UE-I;‘.O;(I){?E\?VN Prior Authorization is NOT required when reported with the pre-select cancer diagnosis, as listed in Medical
19350 Nipple/areola reconstruction | REQUIRED - INTERQUAL - SEE e Y e GO cMs PGO144 Breast Reconstruction Services |  Policy PG0144 Breast Reconstruction. Addional coverage reference-PG0104 Cosmetic and Reconstructive
NOTES CRITERIA- SEE NOTES Surgery
PRIOR AUTHORIZATION T P:é%%;‘ég‘?%ﬁg%” Prior Authorization is NOT required when reported with the pre-select cancer diagnosis, as listed in Medical
19355 Correction of inverted nipples REQUIRED - INTERQUAL - SEE G MEDICARE COVERAGE. CMS PG0144 Breast Reconstruction Services Policy PG0144 Breast Reconstruction. Addional coverage reference-PG0104 Cosmetic and Reconstructive
NOIES CRITERIA- SEE NOTES Surgery
Tissue expander placement in PRIOR AUTHORIZATION T I —— Ps;%i&%??fgﬁg@“ Prior Authorization is NOT required when reported with the pre-select cancer diagnosis, as listed in Medical
19357 breast reconstruction, including | REQUIRED - INTERQUAL - SEE e Ve e oY cMs PGO144 Breast Reconstruction Services |  Policy PG0144 Breast Reconstruction. Addional coverage reference-PG0104 Cosmetic and Reconstructive
subsequent expansions(s) NOTES ST 5 S Surgery
PRIOR AUTHORIZATION
_— PRIOR AUTHORIZATION ’ Prior Authorization is NOT required when reported with the pre-select cancer diagnosis, as listed in Medical
B ; with 4 REQUIRED - FOLLOW.
19361 'e‘a;ilsjfr?ur‘:‘drsfs"‘"{l‘a;’" REQUIRED -NISIEQQUAL _see| PeO14 B'e"’:':,i':;w“s"uc""" MESC e GOV cMs PG0144 Breast Reconstruction Services |  Policy PG0144 Breast Reconstruction. Addional Scoverage reference-PGO104 Cosmetic and Reconstructive
CRITERIA- SEE NOTES urgeny
Breast reconstruction with free flap | PRIOR AUTHORIZATION T I —— Ps;%%&%??f&ﬁg@“ Prior Authorization is NOT required when reported with the pre-select cancer diagnosis, as listed in Medical
19364 (e.g., TRAM, DIEP, SIEA, GAP | REQUIRED - INTERQUAL - SEE ! cMs PGO144 Breast Reconstruction Services |  Policy PG0144 Breast Reconstruction. Addional coverage reference-PG0104 Cosmetic and Reconstructive
fon) OTES Services MEDICARE COVERAGE Sy

CRITERIA- SEE NOTES




Breast reconstruction with single-

PRIOR AUTHORIZATION

PRIOR AUTHORIZATION ’ Prior Authorization is NOT required when reported with the pre-select cancer diagnosis, as listed in Medical
pedicled transverse rectus PGO144 Breast Reconstruction REQUIRED - FOLLOW . " > "
19367 abdemins myocutimeous (TRAM) | REQUIRED —Jg;é;QUAL - SEE e YT e cMs PGO144 Breast Reconstruction Services | Policy PG0144 Breast Reconstruction. Addlunalscuverage reference-PG0104 Cosmetic and Reconstructive
flap CRITERIA- SEE NOTES urgery
Breast reconstruction with single-
pedicled transverse rectus PRIOR AUTHORIZATION ) N . ; e rad i Mod
19368 abdominis myooutaneous (TRAM) REnglIs;DA-UlmgsgS;ENSEE PGO144 Breast Reconstruction RECEIREDRROE O cMs PG0144 Breast Reconstruction Services P”;r ﬁ ”thﬁé'éfif rl‘als N?TR reqmr‘e dcv:'hen r::;ne(: overage Perfe.smdpc(:gfg‘: ?slagm:s o auslgs‘ed I:" Mte'dlcal
flap‘ requiring separate NOTE) Services MEDICARE COVERAGE 'olicy reast Reconstruction. ional SCOVSFEQE reference-| osmetic anc econstructive
microvascular anastomosis CRITERIA- SEE NOTES urgery
(supercharging)
bf:)’:;i‘le’dectf::;“;:‘;“reﬁ':rs PRIORAUTHORIZATION | oo oo eution | Retomen rociom Prior Authorization is NOT required when reported with the pre-select cancer diagnosis, as listed in Medical
19369 abdmins myocutamoous (T | REQUIRED -Nltl\gEzQUAL - SEE i YT e cMs PGO144 Breast Reconstruction Services | Policy PG0144 Breast Reconstruction. Addlcnalscaverage reference-PG0104 Cosmetic and Reconstructive
flap CRITERIA- SEE NOTES urgery
PG0012 Breast Implant Removal and Reimplantation Exception: breast implant removal and reimplantation (19328,
19330, 19340, 19342, 19370, and 19371) will be reimbursed WITHOUT PRIOR AUTHORIZATION, when there is a
N PRIOR AUTHORIZATION predetermined cancer diagnosis, the diagnosis must be in the first diagnosis position:
19370 R;:':‘s‘:“‘s'c“l’;’i;""cpa'a';zlc;z:'e‘ RE('J:EIIISERDA-UI.II\;?gEgS;II_O-NSEE PG0012 Breast Implant Removal REQUIRED - FOLLOW oS PG0012 Breast Implant Removal and ~ |C50.011, C50.012, C50.021, C50.022, C50.111, C50.112, C50.121, C50.122, C50.211, C50.212, C50.221,
e o o o N TES and Reimplantation - Archived MEDICARE COVERAGE Reimplantation - Archived €50.222, C50.311, C50.312, C50.321, C50.322, C50.411, C50.412, C50.421, C50.422, C50.511, C50.512,
P Pry: P CRITERIA- SEE NOTES €50.521, C50.522, C50.611, C50.612, C50.621, C50.622, C50.811, C50.812, C50.821, C50.822, C79.81, D05.01,
D05.02, D05.10, D05.11, D05.12, D05.81, D05.82, D24.1, D24.2, D48.61, D48.62, N65.0, N65.1, T85.41xA,
T85 42xA_T85 43xA_T8R5 44xA TA85 49xA T85 579XA 742 1 745 811745 812 7853 790 11. 790 12 _790.13
PGO012 Breast Implant Removal and Reimplantation Exception: breast implant removal and reimplantation (19328,
19330, 19340, 19342, 19370, and 19371) will be reimbursed WITHOUT PRIOR AUTHORIZATION, when there is a
) PRIOR AUTHORIZATION predetermined cancer diagnosis, the diagnosis must be in the first diagnosis position:
19371 F’;::y:";g":”“ﬂiﬁ:’f‘;’y:g/;ﬁ: RESEI'SEDA_HESE(‘)ZSIENSEE PG0012 Breast Implant Removal REQUIRED - FOLLOW S PG0012 Breast Implant Removal and ~ |C50.011, C50.012, C50.021, C50.022, C50.111, C50.112, C50.121, C50.122, C50.211, C50.212, C50.221,
tmconst o contonts TS and Reimplantation - Archived MEDICARE COVERAGE Reimplantation - Archived ©50.222, C50.311, C50.312, C50.321, C50.322, C50.411, C50.412, C50.421, C50.422, C50.511, C50.512,
P CRITERIA- SEE NOTES €50.521, C50.522, C50.611, C50.612, C50.621, C50.622, C50.811, C50.812, C50.821, C50.822, C79.81, D05.01,
D05.02, D05.10, D05.11, D05.12, D05.81, D05.82, D24.1, D24.2, D48.61, D48.62, N65.0, N65.1, T85.41xA,
TRA 42xA TRA5 43xA TR5 44xA TA5 49xA TRA K79XA 742 1 745 811 745 812 7853 790 11 790 12 790 13
Revision of reconstructed breast
(eg, significant removal of tissue, re
advancement andior re-inset of PRIOR AUTHORIZATION G014 Broast Reconstruction R et R Prior Authorization is NOT required when reported with the pre-select cancer diagnosis, as listed in Medical
19380 flaps in autologous reconstruction | REQUIRED - INTERQUAL - SEE : cMs PGO144 Breast Reconstruction Services | Policy PG0144 Breast Reconstruction. Addional coverage reference-PG0104 Cosmetic and Reconstructive
b Services MEDICARE COVERAGE
or significant capsular revision NOTES ST G (o Surgery
combined with soft tissue excision "
in implant-based reconstruction).
Prior Authorization is NOT required when reported with the p cancer The must
be in the first diagnosis position:
R AT EETETER PRIOR AUTHORIZATION €50.011, €50.012, €50.021, C50.022, C50.111, C50.112, C50.121, C50.122, C50.211, C50.212, €50.221,
19396 Preparation of moulage for custom | e ier oo i e | PGO144 Breast Reconstruction REQUIRED - FOLLOW S PGO144 Breast Reconstruction Services | C50-222 C50.311, €50.312, €50.321, C50.322, C50.411, C50.412, C50.421, C50.422, C50.511, C50.512,
breast implant = Services MEDICARE COVERAGE ©50.521, C50.522, C50.611, C50.612, C50.621, C50.622, C50.811, C50.812, C50.821, C50.822, C79.81, D05.01,
CRITERIA- SEE NOTES D05.02, D05.10, D05.11, D05.12, D05.81, D05.82, D24.1, D24.2, D48.61, D48.62, N65.0, N65.1, T85.41xA,
T85.42xA, T85.43xA, T85.44xA, T85.49xA, T85.579XA, 242.1, 245.811, 245.812, 285.3, 290.11, 290.12, 280.13
Brine. izatinmie ramiirad fnr all athar indinatiane _Addinnal ~ruerane cof DRN10A Coermatic and
Paramount will cover acupuncture
Spyjneedinglfoghicdlcate) NON-COVERED - Dry needling, also known as intramuscular stimulation, involves the use of solid ‘noninjection’
Needle insertion(s) without Advantage Plans with chronic needles which are used to penetrate the skin and stimulate specific triggerpoints, muscles and connective tissue.
20560 > NON-COVERED - SEE NOTES PG0382 Acupuncture lower back pain within specific cMs PG0382 Acupuncture vhich P pecific triggerpoints, ; -
injection(s); 1 or 2 muscle(s) ower bax : Dry needling is intended to reduce pain and improve range of motion, however more studies are needed to
guidelines in accordance with CMS
. . its safety and
as documented in Medical Policy
PG0382 Acupuncture
Paramount will cover acupuncture
dry neediing for Medicare NON-COVERED - Dry neediing, also known as intramuscular stimulation, involves the use of solid noninjection’
Needle insertion(s) without FETEEDRE DU Giler needles which are used to penetrate the skin and stimulate specific triggerpoints, muscles and connective tissue
20561 oo NON-COVERED - SEE NOTES PG0382 Acupuncture lower back pain within specific cMs PGO382 Acupuncture e ! . * .
injection(s); 3 or more muscle(s) OWr DA : Dry neediing is intended to reduce pain and improve range of motion, however more studies are needed to
guidelines in accordance with CMS
raance its safety and
as documented in Medical Policy
PG0382 Acupuncture
Allograft, morselized, or placement )
of osteopromotive material, for PRIOR AUTHORIZATION PRIOR AUTHORIZATION When unlisted procedure-musculoskeletal (20999), unlisted procedure ~spine (22899), unlisted procedure-humerus or elbow
20930 spine surgery only (List separately PGO365 Bone Graft Materials PG0365 Bone Graft Materials PG0365 Bone Graft Materials (24999), unlisted procedure-forearm or wrist (25999), unlisted procedure-hands or fingers (26989), unlisted procedure-femur

in addition to code for primary
procedure)

REQUIRED - INTERQUAL

REQUIRED - MEDICAL POLICY

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 Materials for coverage detail.




Allograft, structural, for spine

When unlisted procedure-musculoskeletal (20999), unlisted procedure ~spine (22899), unlisted procedure-humerus or elbow

surgery only (List separately in PRIOR AUTHORIZATION § PRIOR AUTHORIZATION . (24999), unlisted procedure-forearm or wrist (25999), unlisted procedure-hands or fingers (26989), unlisted procedure-femur
20931 addition to code for primary REQUIRED - INTERQUAL PGO385 Bone Graft Materials  (Sor oy Ren SvED|CALPOLICY | & o365 Bone Gratt Materials: PGO385 Bone Graft Materials or knee (27599), or unlisted procedure-leg or ankle (27899) and 20930, Allograft, is determined to be recombinant human
procedure) bone morphogenetic protein-2 and protein-7, see medical policy PG0365 Bone Graft Materials for coverage detail
Computer-assisted surgical
navigational procedure for PG0043 Experimental PG0043 Experimental "
20985 musculoskeletal procedures; image] NON-COVERED Investigational Procedures NON-COVERED Investigational Procedures PG0128 Robotic & Computer Assisted | gyro i 12/01/2024 procedure 20985 is for all product lines
sdures | " " Surgery/Navigation
less (List separately in addition to ervices ervices
code for primary procedure)
When unlisted dure- (20999), unlisted p —spine (22899), unlisted procedure-humerus
or elbow (24999), unlisted procedure-forearm or wrist (25999), unlisted procedure-hands or fingers (26989), unlisted
20999 Unlisted procedure, RRIORISILIORZATION PGO365 Bone Graft Materials RRIORAUIHORIZATION PG0365 Bone Graft Materials PG0365 Bone Graft Materials procedure-femur or knee (27599), or unlisted procedure-leg or ankle (27899) and 20930, Allograft, is determined to
musculoskeletal system, general | REQUIRED - MEDICAL POLICY REQUIRED - MEDICAL POLICY . N "
be human bone mor protein-2 and protein-7, see medical policy PG0365 Bone Graft
Materialsor coverage detail.
21010 Arthrotomy, temporomandibular PRIOR AUTHORIZATION PG0432 Temporomandibular Joint PRIOR AUTHORIZATION PG0432 Temporomandibular Joint PG0432 Temporomandibular Joint
joint REQUIRED - MEDICAL POLICY Disorders. REQUIRED - MEDICAL POLICY Disorders Disorders
Manipulation of temporomandibular
joint(s) (TMJ), therapeutic, o ¢ 7 7
21073 requiring an anesthesia service NON-COVERED (FERZR Wz illen Uz NON-COVERED PG422 Manipulation Under | - 553455 Manipulation Under Anesthesia
" . nesthesia nesthesia
(i.e., general or monitored
anesthesia care)
PG0226 Orthognathic Surgery; PG0226 Orthognathic Surgery;
. PRIOR AUTHORIZATION " PRIOR AUTHORIZATION . . . "
21120 Genioplasty; Augmentation REQUIRED - INTERQUAL PG0104 Co_smenc and REQUIRED - MEDICAL POLICY PG0104 Co§met|c and PG0226 Orthognathic Surgery PG0104 Cosmetic and Reconstructive Surgery
Reconstructive Surgery Reconstructive Surgery
PG0226 Orthognathic Surgery; PG0226 Orthognathic Surgery;
. PRIOR AUTHORIZATION 5 PRIOR AUTHORIZATION 5 " . "
21121 Genioplasty; Sliding Osteotomy REQUIRED - INTERQUAL PG0104 Co_smehc and REQUIRED - MEDICAL POLICY PG0104 Cosmetic and PG0226 Orthognathic Surgery PG0104 Cosmetic and Reconstructive Surgery
Reconstructive Surgery Reconstructive Surgery
PG0226 Orthognathic Surgery; PG0226 Orthognathic Surgery;
. - PRIOR AUTHORIZATION 5 PRIOR AUTHORIZATION 5 " . "
21122 Genioplasty; Sliding Osteotomies REQUIRED - INTERQUAL PG0104 Co_smehc and REQUIRED - MEDICAL POLICY PG0104 Cosmetic and PG0226 Orthognathic Surgery PG0104 Cosmetic and Reconstructive Surgery
Reconstructive Surgery Reconstructive Surgery
PG0226 Orthognathic Surgery; PG0226 Orthognathic Surgery;
. PRIOR AUTHORIZATION N PRIOR AUTHORIZATION " N "
21123 Genioplasty; Sliding Augmentation | pC o 0er | INTERQUAL PG104 Cosmetic and T - Y el PG PG0104 Cosmetic and PG0226 Orthognathic Surgery PG0104 Cosmetic and Reconstructive Surgery
Reconstructive Surgery Reconstructive Surgery
" X PG0226 Orthognathic Surgery; PG0226 Orthognathic Surgery;
Augmentation Mandibular Body; PRIOR AUTHORIZATION 5 PRIOR AUTHORIZATION 5 . . "
21125 Prosthetic Mat REQUIRED - INTERQUAL PG0104 Cu.smellc and REQUIRED - MEDICAL POLICY PG0104 Cosmetic and PG0226 Orthognathic Surgery PG0104 Cosmetic and Reconstructive Surgery
Reconstructive Surgery Reconstructive Surgery
. X PG0226 Orthognathic Surgery; PG0226 Orthognathic Surgery;
Augmentation Mandibular Body; PRIOR AUTHORIZATION 5 PRIOR AUTHORIZATION " N " "
21127 with bone graft REQUIRED - INTERQUAL PG0104 Co_sme(lc and REQUIRED - MEDICAL POLICY PG0104 Cosmetic and PG0226 Orthognathic Surgery PG0104 Cosmetic and Reconstructive Surgery
Reconstructive Surgery Reconstructive Surgery
21137 Reduction forehead; contouring NON-COVERED PG0104 Cosmetic and NON-COVERED PG0104 Cosmetic and PG0104 Cosmetic and Reconstructive
only Reconstructive Surgery Reconstructive Surgery Surgery




Reduction forehead; contouring and

21138 application of Pms(het\c mafe.rlal or NON-COVERED PG0104 Cosmetic and NON-COVERED PG0104 Cosmetic and PG0104 Cosmetic and Reconstructive
bone graft (includes obtaining Reconstructive Surgery Reconstructive Surgery Surgery
autograft)
Reduction forehead; contouring and ’ . . '
21139 setback of anterior frontal sinus NON-COVERED PGO0104 Cc§met|c and NON-COVERED PG0104 Co§met|c and PG0104 Cosmetic and Reconstructive
wal Reconstructive Surgery Reconstructive Surgery Surgery
" . PG0056 Surgical Treatments for
21141 S}‘T‘Zﬁgr“:‘;xlg::’:‘a?‘;‘i’igﬁ‘Ii’" GRIORAUTNORIZATION Obiﬁfﬁﬁ ??g:jzj!jgeéo(?o?)- PSE%TJ@{%E‘?EO%E‘?’N cMs Obsmigiﬂgiﬁa‘nlfaé";i"iﬁi’ﬁwed PG0104 Cosmetic and Reconstructive Surger
any direction (e.g., for long face REQUIRED - INTERQUAL 5 d . MEDICARE COVERAGE P Apnea (OSA) gery
Cosmetic and Reconstructive 120124
syndrome), without bone graft CRITERIA
Surgery
PG0226 Orthognathic Surgery;
Reconstruction midface, LeFort 1:2 PG0056 Surgical Treatments for PRIOR AUTHORIZATION PG0226 Orthognathic Surgery. and
21142 ieces, segment mcrverﬁen( in ar; PRIOR AUTHORIZATION Obstructive Sleep Apnea (OSA)- REQUIRED - FOLLOW cMS PG0056 Surgical Treatments for PGO0104 Cosmetic and Reconstructive Surger
p dlrécl\?)?\ ithout bone aratt Y| REQUIRED - INTERQUAL Archived 120124; PG0104 MEDICARE COVERAGE Obstructive Sleep Apnea (OSA)-Archived ! gery
’ 9 Cosmetic and Reconstructive CRITERIA 120124
Surgery
PG0226 Orthognathic Surgery;
Reconstruction midface, LeFort I; 3 PG0056 Surgical Treatments for PRIOR AUTHORIZATION PG0226 Orthognathic Surgery. and
21143 or more pieces, segment PRIOR AUTHORIZATION Obstructive Sleep Apnea (OSA)- REQUIRED - FOLLOW S PG0056 Surgical Treatments for PGO104 Cosmetic and Reconstructive Surgen
movement in any direction, without REQUIRED - INTERQUAL Archived 120124; PG0104 MEDICARE COVERAGE Obstructive Sleep Apnea (OSA)-Archived gery
bone graft Cosmetic and Reconstructive CRITERIA 120124
Surgery
PG0226 Orthognathic Surgery;
Reconstruction midface, LeFort I; PG0056 Surgical Treatments for PRIOR AUTHORIZATION PG0226 Orthognathic Surgery. and
single piece, segment movement in PRIOR AUTHORIZATION Obstructive Sleep Apnea (OSA)- REQUIRED - FOLLOW PG0056 Surgical Treatments for " "
21145 any direction, requiring bone grafts | REQUIRED - INTERQUAL Archived 120124; PG0104 MEDICARE COVERAGE cMS Obstructive Sleep Apnea (OSA)-Archived | 20104 Cosmetic and Reconstructive Surgery
(includes obtaining autografts) Cosmetic and Reconstructive CRITERIA 120124
Surgery
PG0226 Orthognathic Surgery;
PG0056 Surgical Treatments for PRIOR AUTHORIZATION PG0226 Orthognathic Surgery. and
21146 Lefort | Recon; two pieces with PRIOR AUTHORIZATION Obstructive Sleep Apnea (OSA)- REQUIRED - FOLLOW cMs PG0056 Surgical Treatments for PGO0104 Cosmetic and Reconstructive Surger
bone graft REQUIRED - INTERQUAL Archived 120124; PG0104 MEDICARE COVERAGE Obstructive Sleep Apnea (OSA)-Archived gery
Cosmetic and Reconstructive CRITERIA 120124
Surgery
PG0226 Orthognathic Surgery;
PG0056 Surgical Treatments for PRIOR AUTHORIZATION PG0226 Orthognathic Surgery. and
21147 Lefort | Recon; three or more PRIOR AUTHORIZATION Obstructive Sleep Apnea (OSA)- REQUIRED - FOLLOW cMS PG0056 Surgical Treatments for PGO104 Cosmetic and Reconstructive Surger
pieces with bone graft REQUIRED - INTERQUAL Archived 120124; PG0104 MEDICARE COVERAGE Obstructive Sleep Apnea (OSA)-Archived ! uctive Surgery
Cosmetic and Reconstructive CRITERIA 120124
Surgery
PG0226 Orthognathic Surgery; PG0226 Orthognathic Surgery;
. - " PRIOR AUTHORIZATION N PRIOR AUTHORIZATION " N "
21150 Lefort Il Recon; anterior intrustion REQUIRED - INTERQUAL PG0104 Co.smetlc and REQUIRED - MEDICAL POLICY PG0104 Cosmetic and PG0226 Orthognathic Surgery PG0104 Cosmetic and Reconstructive Surgery
Reconstructive Surgery Reconstructive Surgery
: N PG0226 Orthognathic Surgery; PG0226 Orthognathic Surgery;
Lefort Il Recon; any direction with PRIOR AUTHORIZATION 5 PRIOR AUTHORIZATION 5 . . "
21151 arafts REQUIRED - INTERQUAL PG0104 Cu.smellc and REQUIRED - MEDICAL POLICY PG0104 Cosmetic and PG0226 Orthognathic Surgery PG0104 Cosmetic and Reconstructive Surgery
Reconstructive Surgery Reconstructive Surgery
- PG0226 Orthognathic Surgery; PG0226 Orthognathic Surgery;
Lefort Il Recon; with bone grafts PRIOR AUTHORIZATION 5 PRIOR AUTHORIZATION " N " "
21154 without Lefort | REQUIRED - INTERQUAL PG0104 Co_sme(lc and REQUIRED - MEDICAL POLICY PG0104 Cosmetic and PG0226 Orthognathic Surgery PG0104 Cosmetic and Reconstructive Surgery
Reconstructive Surgery Reconstructive Surgery
i PG0226 Orthognathic Surgery; PG0226 Orthognathic Surgery;
Lefort Il Recon; with bone grafts PRIOR AUTHORIZATION y PRIOR AUTHORIZATION 5 . . "
21155 with Lefort | REQUIRED - INTERQUAL PG0104 Cc.smellc and REQUIRED - MEDICAL POLICY PG0104 Cosmetic and PG0226 Orthognathic Surgery PG0104 Cosmetic and Reconstructive Surgery
Reconstructive Surgery Reconstructive Surgery




Lefort IIl Recon; with forhead adv

PRIOR AUTHORIZATION

PG0226 Orthognathic Surgery;
P

PRIOR AUTHORIZATION

PG0226 Orthognathic Surgery;

21159 without Lefort | REQUIRED - INTERQUAL 'G0104 Cu.smellc and REQUIRED - MEDICAL POLICY PG0104 Cosmetic and PG0226 Orthognathic Surgery PG0104 Cosmetic and Reconstructive Surgery
Reconstructive Surgery Reconstructive Surgery
- PG0226 Orthognathic Surgery; PG0226 Orthognathic Surgery;
Lefort Il Recon; with forhead adv PRIOR AUTHORIZATION 5 PRIOR AUTHORIZATION 5 " " "
21160 without Lefort | REQUIRED - INTERQUAL PG0104 Co_smenc and REQUIRED - MEDICAL POLICY PG0104 Co§met|c and PG0226 Orthognathic Surgery PG0104 Cosmetic and Reconstructive Surgery
Reconstructive Surgery Reconstructive Surgery
Reconstruction superior-lateral
orbital rim and lower forehead, o o "
21172 advancement or alteration, with or NON-COVERED 0108 Cosmetc and NON-COVERED 0108 Cosmetc and PG0104 Cosmetic and Reconstruciive
without grafts (includes obtaining gery rgery gery
autografts)
Reconstruction, bifrontal, superior-
lateral orbital rims and lower
forehead, advancement or o o " "
21175 alteration (g, plagiocephaly, NON-COVERED PG0104 Cc§met|c and NON-COVERED PG0104 Co§met|c and PG0104 Cosmetic and Reconstructive
Reconstructive Surgery Reconstructive Surgery Surgery
trigonocephaly, brachycephaly),
with or without grafts (includes
obtaining autografts)
Reconstruction, entire or majority
of forehead and/or supraorbital PG0104 Cosmetic and PG0104 Cosmetic and PG0104 Cosmetic and Reconstructive
21179 rims; with grafts (allograft or NON-COVERED Reconstructive Surgery NON-COVERED Reconstructive Surgery Surgery
prosthetic material)
Reconstruction, entire or majority
21180 offorfahead and/or supraorbllal NON-COVERED PG0104 Co§met|c and NON-COVERED PG0104 Co§met|c and PG0104 Cosmetic and Reconstructive
rims; with autograft (includes Reconstructive Surgery Reconstructive Surgery Surgery
obtaining grafts)
. PG0226 Orthognathic Surgery ; PG0226 Orthognathic Surgery ;
Recon by contouring of cranioal PRIOR AUTHORIZATION " PRIOR AUTHORIZATION . " .
21181 bones REQUIRED - MEDICAL POLICY PG0104 Cc.smetlc and REQUIRED - MEDICAL POLICY PG0104 Cosmetic and PG0226 Orthognathic Surgery PG0104 Cosmetic and Reconstructive Surgery
Reconstructive Surgery Reconstructive Surgery
i PG0226 Orthognathic Surgery; PG0226 Orthognathic Surgery;
Recon orbital rims/forehead/with PRIOR AUTHORIZATION 5 PRIOR AUTHORIZATION 5 " . "
21182 grafts less 40 cm REQUIRED - MEDICAL POLICY PG0104 Co_smehc and REQUIRED - MEDICAL POLICY PG0104 Cosmetic and PG0226 Orthognathic Surgery PG0104 Cosmetic and Reconstructive Surgery
Reconstructive Surgery Reconstructive Surgery
. PG0226 Orthognathic Surgery; PG0226 Orthognathic Surgery;
Recon orbital rims/forehead/with PRIOR AUTHORIZATION N PRIOR AUTHORIZATION " N "
21183 grats 40-80 cm REQUIRED - MEDICAL POLICY PG0104 Co_sme(lc and REQUIRED - MEDICAL POLICY PG0104 Cosmetic and PG0226 Orthognathic Surgery PG0104 Cosmetic and Reconstructive Surgery
Reconstructive Surgery Reconstructive Surgery
i PG0226 Orthognathic Surgery; PG0226 Orthognathic Surgery;
Recon orbital rims/forehead/with PRIOR AUTHORIZATION 5 PRIOR AUTHORIZATION 5 . . "
21184 grafts 80 cm or more REQUIRED - MEDICAL POLICY PG0104 Cu.smellc and REQUIRED - MEDICAL POLICY PG0104 Cosmetic and PG0226 Orthognathic Surgery PG0104 Cosmetic and Reconstructive Surgery
Reconstructive Surgery Reconstructive Surgery
: PRIOR AUTHORIZATION
. PG0226 Orthognathic Surgery;
Recon midface osteotomies and PRIOR AUTHORIZATION 5 REQUIRED - FOLLOW N " "
21188 bone grafts REQUIRED - INTERQUAL PG0104 Co_sme(lc and MEDICARE COVERAGE CMs PG0226 Orthognathic Surgery PG0104 Cosmetic and Reconstructive Surgery
Reconstructive Surgery
CRITERIA
" " . . PRIOR AUTHORIZATION PG0226 Orthognathic Surgery. and
21193 Recor?:r(irzicr::\n \Z:::ldguoliraml' PRIOR AUTHORIZATION PGOS%%?J?&:?:ZECSQ:E i REQUIRED - FOLLOW cMs PGO056 Surgical Treatments for PG0104 Cosmetic and Reconstructive Surger
¥ ; REQUIRED - INTERQUAL MEDICARE COVERAGE gery

osteotomy; without bone graft

Reconstructive Surgery

CRITERIA

Obstructive Sleep Apnea (OSA)-Archived
120124




Reconstruction of mandibular rami,

PRIOR AUTHORIZATION

PG0226 Orthognathic Surgery;
P

PRIOR AUTHORIZATION
REQUIRED - FOLLOW

PG0226 Orthognathic Surgery. and
PG0056 Surgical Treatments for

21194 ;‘s"l’e"zj‘l’;‘r':‘ ‘ﬁmfgﬂg °:a';t REQUIRED - INTERQUAL Rfc(;:gfrfd"i’:es':ff;‘f MEDICARE COVERAGE CMS Obstructive Sleep Apnea (OSA)-Archived |- G0104 Cosmetic and Reconstructive Surgery
. g By CRITERIA 120124
Reconstruction of mandibular rami PG0226 Orthognathic Surgery; PG0226 Orthognathic Surgery and PG0056
21195 and/or body, sagittal split; without NON-COVERED PG0104 Cosmetic and NON-COVERED PG0226 Orthognathic Surgery Surgical Treatments for Obstructive Sleep |Code 21244 non-covered, not standard of care for orthognathic surgery, effective 7/14/2026
internal rigid fixation Reconstructive Surgery Apnea (OSA)-Archived 120124
" " N . PRIOR AUTHORIZATION PG0226 Orthognathic Surgery. and
21196 chﬂ;tr;ggm: ! thrl‘ilbllwitl-a\:«irt:ml PRIOR AUTHORIZATION Psogé%?oﬁhéiifn'l'.?f;”n? = REQUIRED - FOLLOW cMs PG0056 Surgical Treatments for 550104 Cosmetic and Reconstructive Surger
\n(ern);I ”a‘gd py ati?)n‘ REQUIRED - INTERQUAL B MEDICARE COVERAGE Obstructive Sleep Apnea (OSA)-Archived gery
9 gery CRITERIA 120124
n . PRIOR AUTHORIZATION PG0226 Orthognathic Surgery. and
21198 Osteotomy mandible; segmental RRIORAUTLORIZATION PGOSé%?Or;hggors\;::I(?cSal:‘rgery. REQCIREDEROCEO) CMS PGO056 Surgical Treatments for PG0104 Cosmetic and Reconstructive Surger
Y ble; seg! REQUIRED - INTERQUAL A ey ke MEDICARE COVERAGE Obstructive Sleep Apnea (OSA)-Archived ! gery
By CRITERIA 120124
: ) PRIOR AUTHORIZATION PG0226 Orthognathic Surgery. and
21199 Osteotomy, mandible, segmental; PRIOR AUTHORIZATION PGOSé%?;"g:i:’;?csa'ﬁeW' REQUIRED - FOLLOW . PG0056 Surgical Treatments for PG0104 Cosmetic and Reconstructive Surgen
with genioglossus advancement REQUIRED - INTERQUAL i e MEDICARE COVERAGE Obstructive Sleep Apnea (OSA)-Archived ! uctive Surgery
oS TR SIEE CRITERIA 120124
PG0226 Orthognathic Surgery; PG0226 Orthognathic Surgery;
PRIOR AUTHORIZATION 5 PRIOR AUTHORIZATION 5 " " "
21206 Segmental Osteotomy REQUIRED - INTERQUAL PG0104 Co_smenc and REQUIRED - MEDICAL POLICY PG0104 Co§met|c and PG0226 Orthognathic Surgery PG0104 Cosmetic and Reconstructive Surgery
Reconstructive Surgery Reconstructive Surgery
PG0226 Orthognathic Surgery; PG0226 Orthognathic Surgery;
PRIOR AUTHORIZATION " PRIOR AUTHORIZATION " . .
21208 Facial Osteoplasty REQUIRED - INTERQUAL PG0104 Cosmetic and REQUIRED - MEDICAL POLICY PG0104 Cosmetic and PG0226 Orthognathic Surgery PG0104 Cosmetic and Reconstructive Surgery
Reconstructive Surgery Reconstructive Surgery
PG0226 Orthognathic Surgery; PG0226 Orthognathic Surgery;
. " PRIOR AUTHORIZATION 5 PRIOR AUTHORIZATION 5 " . "
21209 Facial Osteoplasty reduction REQUIRED - INTERQUAL PG0104 Co_smehc and REQUIRED - MEDICAL POLICY PG0104 Cosmetic and PG0226 Orthognathic Surgery PG0104 Cosmetic and Reconstructive Surgery
Reconstructive Surgery Reconstructive Surgery
PG0226 Orthognathic Surgery; PG0226 Orthognathic Surgery;
PRIOR AUTHORIZATION ; PRIOR AUTHORIZATION : . .
21210 Nasal bone graft REQUIRED - INTERQUAL PG0104 Co_sme(lc and REQUIRED - MEDICAL POLICY PG0104 Cosmetic and PG0226 Orthognathic Surgery PG0104 Cosmetic and Reconstructive Surgery
Reconstructive Surgery Reconstructive Surgery
PG0226 Orthognathic Surgery; PG0226 Orthognathic Surgery;
PRIOR AUTHORIZATION 5 PRIOR AUTHORIZATION 5 . . "
21215 Nasal bone graft REQUIRED - INTERQUAL PG0104 Cu.smehc and REQUIRED - MEDICAL POLICY PG0104 Cosmetic and PG0226 Orthognathic Surgery PG0104 Cosmetic and Reconstructive Surgery
Reconstructive Surgery Reconstructive Surgery
PG0226 Orthognathic Surgery; PG0226 Orthognathic Surgery;
" PRIOR AUTHORIZATION 5 PRIOR AUTHORIZATION " N " "
21230 Autogenous graft rib to face REQUIRED - MEDICAL POLICY PG0104 Co_sme(lc and REQUIRED - MEDICAL POLICY PG0104 Cosmetic and PG0226 Orthognathic Surgery PG0104 Cosmetic and Reconstructive Surgery
Reconstructive Surgery Reconstructive Surgery
PG0226 Orthognathic Surgery; PG0226 Orthognathic Surgery;
Arthroplasty, temporomandibular PRIOR AUTHORIZATION 5 PRIOR AUTHORIZATION 5 . . "
21240 joint REQUIRED - INTERQUAL PG0104 Cu.smehc and REQUIRED - MEDICAL POLICY PG0104 Cosmetic and PG0226 Orthognathic Surgery PG0104 Cosmetic and Reconstructive Surgery
Reconstructive Surgery Reconstructive Surgery




Arthroplasty, temporomandibular

21243 oint, with thetic joint PRIOR AUTHORIZATION PG0432 Temporomandibular Joint PRIOR AUTHORIZATION PG0432 Temporomandibular Joint PG0432 Temporomandibular Joint
Joint, with prosthetic join REQUIRED - INTERQUAL Disorders REQUIRED - MEDICAL POLICY Disorders Disorders
replacement
Reconstruction of mandible PG0226 Orthognathic Surgery; PG0226 Orthognathic Surgery;
21244 extraoral NON-COVERED PG0104 Cosmetic and NON-COVERED PG0104 Cosmetic and PG0226 Orthognathic Surgery Code 21244 non-covered, not standard of care for orthognathic surgery, effective 7/14/2026
Reconstructive Surgery Reconstructive Surgery
PG0226 Orthognathic Surgery; PG0226 Orthognathic Surgery;
21245 Reconstruction of mandible partial NON-COVERED PG0104 Cosmetic and NON-COVERED PG0104 Cosmetic and PG0226 Orthognathic Surgery Code 21244 non-covered, not standard of care for orthognathic surgery, effective 7/14/2026
Reconstructive Surgery Reconstructive Surgery
. PG0226 Orthognathic Surgery; PG0226 Orthognathic Surgery;
Reconstruction of mandible PRIOR AUTHORIZATION 5 PRIOR AUTHORIZATION 7 " " "
21246 complete REQUIRED - INTERQUAL PG0104 Co_smenc and REQUIRED - MEDICAL POLICY PG0104 Co§met|c and PG0226 Orthognathic Surgery PG0104 Cosmetic and Reconstructive Surgery
Reconstructive Surgery Reconstructive Surgery
. PG0226 Orthognathic Surgery; PG0226 Orthognathic Surgery;
Reconstruction of mandibular PRIOR AUTHORIZATION " PRIOR AUTHORIZATION " " .
21247 contile HECUIED - T oEHElAL PG104 Cosmetic and e - Y sl POl G PGO104 Cosmetic and PG0226 Orthognathic Surgery PG0104 Cosmetic and Reconstructive Surgery
Reconstructive Surgery Reconstructive Surgery
" " PG0226 Orthognathic Surgery; PG0226 Orthognathic Surgery;
Reconstruction of mandible with PRIOR AUTHORIZATION 5 PRIOR AUTHORIZATION 5 " " "
21248 implant partial REQUIRED - INTERQUAL PG0104 Co_smenc and REQUIRED - MEDICAL POLICY PG0104 Co§met|c and PG0226 Orthognathic Surgery PG0104 Cosmetic and Reconstructive Surgery
Reconstructive Surgery Reconstructive Surgery
. . PG0226 Orthognathic Surgery; PG0226 Orthognathic Surgery;
Reconstruction of mandible with PRIOR AUTHORIZATION " PRIOR AUTHORIZATION " " .
21249 mplant. complete AU - T EHElAL PG104 Cosmetic and T Y sl PG PGO104 Cosmetic and PG0226 Orthognathic Surgery PG0104 Cosmetic and Reconstructive Surgery
Reconstructive Surgery Reconstructive Surgery
PG0226 Orthognathic Surgery; PG0226 Orthognathic Surgery;
PRIOR AUTHORIZATION 5 PRIOR AUTHORIZATION 5 " . "
21255 Reconstruction of zygomatic arch REQUIRED - INTERQUAL PG0104 Co_smehc and REQUIRED - MEDICAL POLICY PG0104 Cosmetic and PG0226 Orthognathic Surgery PG0104 Cosmetic and Reconstructive Surgery
Reconstructive Surgery Reconstructive Surgery
Reconstruction of orbit with
osteotomies (extracranial) and with PG0104 Cosmetic and PG0104 Cosmetic and PG0104 Cosmetic and Reconstructive
21256 bone grafts (includes obtaining NON-COVERED Reconstructive Surgery NON-COVERED Reconstructive Surgery Surgery
autografts) (eg, micro-ophthalmia)
Periorbital osteotomies for orbital . y . "
21260 hypertelorism, with bone grafts: NON-COVERED PG0104 Cosmetic and NON-COVERED PG0104 Cosmetic and PG0104 Cosmetic and Reconstructive
Reconstructive Surgery Reconstructive Surgery Surgery
extracranial approach
Periorbital osteotomies for orbital
hypertelorism, with bone grafts; PG0104 Cosmetic and PG0104 Cosmetic and PG0104 Cosmetic and Reconstructive
21261 combined intra- and extracranial QCLLCOMERED Reconstructive Surgery NON-COVERED Reconstructive Surgery Surgery
approach
Periorbital osteotomies for orbital ' ' ' '
21263 hypertelorism, with bone grafts: NON-COVERED PG0104 Cosmetic and NON-COVERED PG0104 Cosmetic and PG0104 Cosmetic and Reconstructive
Reconstructive Surgery Reconstructive Surgery Surgery
with forehead advancement




Orbital repositioning, periorbital

21267 ostontomics, untatoral with bone TR PG0104 Cosmetic and TR PG0104 Cosmetic and PG0104 Cosmetic and Reconstructive
. N Reconstructive Surgery Reconstructive Surgery Surgery
grafts; extracranial approach
Orbital repositioning, periorbital
21268 os(eo(om.les, un\la(ergl, with bone NON-COVERED PG0104 Cc§met|c and NON-COVERED PG0104 Co§met|c and PG0104 Cosmetic and Reconstructive
grafts; combined intra- and Reconstructive Surgery Reconstructive Surgery Surgery
extracranial approach
: PG0226 Orthognathic Surgery; PG0226 Orthognathic Surgery;
Malar augmentation, prosthetic PRIOR AUTHORIZATION ¢ PRIOR AUTHORIZATION ¢ ’ !
21270 o terial i I S L PGO104 Cosmetic and U - Y Sl FOLET PG0104 Cosmetic and PG0226 Orthognathic Surgery PG0104 Cosmetic and Reconstructive Surgery
Reconstructive Surgery Reconstructive Surgery
21275 Secondary revision of orbital PRIOR AUTHORIZATION PGOSé%?Or;hggo:;l‘:;?il:‘rgery: PRIOR AUTHORIZATION PGﬂgé%?Or‘l‘hggcgzgiccS;‘rgery: PG0226 Orthognathic Surgery. PG0104
cranifacial Recon REQUIRED - MEDICAL POLICY : REQUIRED - MEDICAL POLICY - Cosmetic and Reconstructive Surgery
Reconstructive Surgery Reconstructive Surgery
Medial canthopexy (separate PG0104 Cosmetic and PG0104 Cosmetic and PG0104 Cosmetic and Reconstructive
21280 procedure) NON-COVERED Reconstructive Surgery NON-COVERED Reconstructive Surgery Surgery
21282 Lateral canthopexy NON-COVERED PG0104 Co§met|c and NON-COVERED PG0104 Co§met|c and PG0104 Cosmetic and Reconstructive
Reconstructive Surgery Reconstructive Surgery Surgery
21295 Reduction of masseter PRIOR AUTHORIZATION Peogé%?&hgg":“i? S‘:"gery; PRIOR AUTHORIZATION PGU&é%%ng"ihif s‘:"ge’y: PG0226 Orthognathic Surgery. PGO104
muscle/bone; extraoral REQUIRED - MEDICAL POLICY osmete a REQUIRED - MEDICAL POLICY osmee d Cosmetic and Reconstructive Surgery
Reconstructive Surgery Reconstructive Surgery
21206 Reduction of masseter PRIOR AUTHORIZATION PGO&é%?&"g:m:‘?csa‘:gem PRIOR AUTHORIZATION Psugé%%’;"ggogzzfcsa‘:"gem PG0226 Orthognathic Surgery. PG0104
muscle/bone; intraoral REQUIRED - MEDICAL POLICY Sme REQUIRED - MEDICAL POLICY ! Cosmetic and Reconstructive Surgery
Reconstructive Surgery Reconstructive Surgery
PG0226 Orthognathic Surgery; PG0226 Orthognathic Surgery; PG0226 Orthognathic Surgery. and
21685 Hyoid myotomy and suspension PRIOR AUTHORIZATION PG0056 Surgical Treatments for PRIOR AUTHORIZATION PG0056 Surgical Treatments for PG0056 Surgical Treatments for
yoid myotomy P REQUIRED - INTERQUAL | Obstructive Sleep Apnea (OSA)- | REQUIRED - MEDICAL POLICY | Obstructive Sleep Apnea (OSA)- | Obstructive Sleep Apnea (OSA)-Archived
Archived 120124 Archived 120124 120124
Open treatment of rib fracture(s) ) )
with internal fixation, includes (RERS) EreiE e (RERS) EreiiE e PG0043 NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL. *CPT 21811 is non-covered, as in most instances
21811 ol NON-COVERED Investigational Procedures NON-COVERED Procedu: ; - h -
thoracoscopic visualization when . . Procedures Services fractures involving 1-3 ribs do not require internal fixation.
. N N Services Services
performed, unilateral; 1-3 ribs
PG0043 Experimental PG0043 Experimental PG0043 Experimental Investigational
22526 Percutaneous intradiscal NON-COVERED Investigational Procedures NON-COVERED Investigational Procedures Procedures Services. PG0026 Discogenic [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
electrothermal annuloplasty, Services Services Pain Treatment-Archived 120124.
unilateral or bilateral including
fluoroscopic quidance: sinale level
Percutaneous intradiscal
electrothermal annuloplasty,
unilateral or bilateral including PG0043 Experimental PG0043 Experimental PG0043 Experimental Investigational
22527 fluoroscopic guidance; 1 or more NON-COVERED Investigational Procedures NON-COVERED Investigational Procedures Procedures Services. PG0026 Discogenic [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

additional levels (List separately in
addition to code for primary
procedure)

ervices

ervices

Pain Treatment-Archived 120124.




Arthrodesis, lateral extracavitary

N " - PRIOR AUTHORIZATION . . .
technique, including minimal n - Cervical Fusion: 22548, 22551, 22552, 22554, 22585, 22590, 22595, 22600, 22614. Thoracic Fusion: 22532,
. PRIOR AUTHORIZATION PG0463 Spinal Fusion-Archived REQUIRED - FOLLOW . . " )
22533 discectomy to prepare lntergpacfe REQUIRED - INTERQUAL. 020125 MEDICARE COVERAGE CMs PG0463 Spinal Fusion-Archived 020125 |22534, 22556, 22585, 22610, 22614. Lumbar Fusion: 22633, 22534, 22558, 22612, 22614, 22630, 22632, 22633,
(other than for decompression); R 22634
lumbar
Arthrodesis, lateral extracavitary
technique, including minimal
f PRIOR AUTHORIZATION . . .
discectomy to prepare interspace; " " " . " Cervical Fusion: 22548, 22551, 22562, 22554, 22585, 22590, 22595, 22600, 22614. Thoracic Fusion: 22532,
o PRIOR AUTHORIZATION PG0463 Spinal Fusion-Archived REQUIRED - FOLLOW PG0463 Spinal Fusion-Archived " N N X
22534 thoracic or lumbar, egch additional REQUIRED - INTERQUAL 020125 MEDICARE COVERAGE 020125 PG0463 Spinal Fusion-Archived 020125 |22534, 22556, 22585, 22610, 22614. Lumbar Fusion: 22533, 22534, 22558, 22612, 22614, 22630, 22632, 22633,
vertebral segment (List separately R
in addition to code for primary
procedure)
Arthrodesis, anterior interbody,
including disc space preparation, PRIOR AUTHORIZATION : . .
n . - Cervical Fusion: 22548, 22551, 22552, 22554, 22585, 22590, 22595, 22600, 22614. Thoracic Fusion: 22532,
discectomy, osteophytectomy and PRIOR AUTHORIZATION PG0463 Spinal Fusion-Archived REQUIRED - FOLLOW . . _ , ; N ! . ' ' ' ’
22551 decompression of spinal cord REQUIRED - INTERQUAL. 020125 MEDICARE COVERAGE CMs PG0463 Spinal Fusion-Archived 020125 552; 22556, 22585, 22610, 22614. Lumbar Fusion: 22533, 22534, 22558, 22612, 22614, 22630, 22632, 22633,
and/or nerve roots; cervical below CRITERIA
c2
. GMTeTIor TIETDoay,
including disc space preparation,
" PRIOR AUTHORIZATION . . .
disectomy, osteophytectomy, and n . . Cervical Fusion: 22548, 22551, 22562, 22554, 22585, 22590, 22595, 22600, 22614. Thoracic Fusion: 22532,
226552 decompression of spinal cord PRIOR AUTHORIZATION PG0463 Spinal Fusion-Archived REQUIRED - FOLLOW cMs PG0463 Spinal Fusion-Archived 020125 |22534, 22556, 22585, 22610, 22614. Lumbar Fusion: 22533, 22534, 22558, 22612, 22614, 22630, 22632, 22633,
y . REQUIRED - INTERQUAL MEDICARE COVERAGE
and/or nerve roots; cervical below CRITERIA 22634
C2, each additional space (List
Arthrodesis, anterior interbody
! PRIOR AUTHORIZATION . . .
technique, including minimal " " Cervical Fusion: 22548, 22551, 22552, 22554, 22585, 22590, 22595, 22600, 22614. Thoracic Fusion: 22532,
PRIOR AUTHORIZATION PG0463 Spinal Fusion-Archived REQUIRED - FOLLOW " . "
22554 discectomy to prepare REQUIRED - INTERQUAL 020125 MEDICARE COVERAGE CMs PG0463 Spinal Fusion-Archived 020125 |22534, 22556, 22585, 22610, 22614. Lumbar Fusion: 22533, 22534, 22558, 22612, 22614, 22630, 22632, 22633,
interspace (other than for e 22634
decompression); cervical below C2
Arthrodesis, an anterior interbody
technique including minimal PRIOR AUTHORIZATION : " "
n . n Cervical Fusion: 22548, 22551, 22552, 22554, 22585, 22590, 22595, 22600, 22614. Thoracic Fusion: 22532,
discectomy to prepare the PRIOR AUTHORIZATION PG0463 Spinal Fusion-Archived REQUIRED - FOLLOW " " " 5 ; N g | ’ ’ ! g
22558 interspace (other than for REQUIRED - INTERQUAL 020125 MEDICARE COVERAGE. CMs PG0463 Spinal Fusion-Archived 020125 g;g;‘ 22556, 22585, 22610, 22614. Lumbar Fusion: 22533, 22534, 22558, 22612, 22614, 22630, 22632, 22633,
decompression) in the lumbar CRITERIA
region
Arthrodesis, anterior interbody
technique, including minimal
. PRIOR AUTHORIZATION . . .
discectomy to prepare interspace " " N N " Cervical Fusion: 22548, 22551, 22552, 22554, 22585, 22590, 22595, 22600, 22614. Thoracic Fusion: 22532,
B PRIOR AUTHORIZATION PG0463 Spinal Fusion-Archived REQUIRED - FOLLOW PG0463 Spinal Fusion-Archived " " "
22585 (other than for decompressmp), REQUIRED - INTERQUAL MEDICARE COVERAGE 020125 PG0463 Spinal Fusion-Archived 020125 |22534, 22556, 22585, 22610, 22614. Lumbar Fusion: 22533, 22534, 22558, 22612, 22614, 22630, 22632, 22633,
each additional interspace (List e 22634
separately in addition to code for
primary procedure)
Arthrodesis, pre-sacral interbody
technique, including disc space
preparation, discectomy, with PG0043 PG0043 N —
22586 posterior instrumentation, with NON-COVERED Experimental/investigational NON-COVERED i PGOO“;"“L"“G"'a'“"‘.’es"ga"""a'
image guidance, includes bone Procedures/Services Procedures/Services :
graft when performed, L5-S1
interspace
Arthrodesis, posterior or
. N PRIOR AUTHORIZATION N " N
posterolateral technique, single " " " " " Cervical Fusion: 22548, 22551, 22552, 22554, 22585, 22590, 22595, 22600, 22614. Thoracic Fusion: 22532,
PRIOR AUTHORIZATION PG0463 Spinal Fusion-Archived REQUIRED - FOLLOW PG0463 Spinal Fusion-Archived " . " )
22610 level; thoracic (with lateral REQUIRED - INTERQUAL 020125 MEDICARE COVERAGE 020125 PG0463 Spinal Fusion-Archived 020125 |22534, 22556, 22585, 22610, 22614. Lumbar Fusion: 22533, 22534, 22558, 22612, 22614, 22630, 22632, 22633,
transverse technique, when CRITERIA 22634
performed)
Arthrodesis, posterior or
. " PRIOR AUTHORIZATION . . .
posterolateral technique, single n 0 Cervical Fusion: 22548, 22651, 22562, 22554, 22585, 22590, 22595, 22600, 22614. Thoracic Fusion: 22532,
PRIOR AUTHORIZATION PG0463 Spinal Fusion-Archived REQUIRED - FOLLOW " . " )
22612 level; lumbar (with lateral REQUIRED - INTERQUAL 020125 MEDICARE COVERAGE CMS PG0463 Spinal Fusion-Archived 020125 |22534, 22556, 22585, 22610, 22614. Lumbar Fusion: 22533, 22534, 22558, 22612, 22614, 22630, 22632, 22633,
transverse technique, when CRITERIA 22634
performed)
Arthrodesis, posterior or
posterolateral technique, single PRIOR AUTHORIZATION . - .
. " " " " " Cervical Fusion: 22548, 22551, 22552, 22554, 22585, 22590, 22595, 22600, 22614. Thoracic Fusion: 22532,
level; each additional vertebral PRIOR AUTHORIZATION PG0463 Spinal Fusion-Archived REQUIRED - FOLLOW PG0463 Spinal Fusion-Archived . . " , ; N | . ' ' ' y
22614 segment. (List separately in REQUIRED - INTERQUAL. 020125 MEDICARE COVERAGE 020125 PG0463 Spinal Fusion-Archived 020125 ggggz 22556, 22585, 22610, 22614. Lumbar Fusion: 22533, 22534, 22558, 22612, 22614, 22630, 22632, 22633,
addition to code for primary CRITERIA
procedure)
Arthrodesis, posterior interbody
. . PRIOR AUTHORIZATION . . .
technique, including laminectomy n 0 Cervical Fusion: 22548, 22651, 22562, 22554, 22585, 22590, 22595, 22600, 22614. Thoracic Fusion: 22532,
" PRIOR AUTHORIZATION PG0463 Spinal Fusion-Archived REQUIRED - FOLLOW " . " )
22630 . and/or discectomy to prepare REQUIRED - INTERQUAL 020125 MEDICARE COVERAGE CMs PG0463 Spinal Fusion-Archived 020125 |22534, 22556, 22585, 22610, 22614. Lumbar Fusion: 22533, 22534, 22558, 22612, 22614, 22630, 22632, 22633,
interspace, single interspace (other CRITERIA 22634

than for decompression); lumbar




Arthrodesis, posterior interbody
technique, including laminectomy

_ andfor disceotomy to prepare . PRIOR AUTHORIZATION . . . Cervical Fusion: 22548, 22551, 22552, 22554, 22585, 22590, 22595, 22600, 22614. Thoracic Fusion: 22532,
22632 Inl:e;:sa'gfa sewggrl: p\:\:rssl(;::)cee(accvt:er :;é%?éfﬂﬁﬁzz:;ﬂt PG0463 Spl;zloszz\on—mhwed ;;SEJ&ED‘;;%;%VE PG0463 SPIEZI(;;;'°"'A'C"'VE" PG0463 Spinal Fusion-Archived 020125 gégz, 22556, 22585, 22610, 22614. Lumbar Fusion: 22533, 22534, 22558, 22612, 22614, 22630, 22632, 22633,
additional interspace. (List CRITERIA
separately in addition to code for
orimary
Arthrodesis, combined posterior or
posterolateral technique with
posterior interbody technique ' ERORAUTHORIZATION R ' Cervical Fusion: 22548, 22551, 22652, 22554, 22585, 22590, 22595, 22600, 22614, Thoracic Fusion: 22532,
22634 d:;‘g;i‘:g‘gy'as’z;;‘;;‘s"'g Z’r‘g; O | R aaaton | F60463 Spina Pusion-Archived A PG0463 Spina PuslonArChived | p50453 Spinal Fusion-Archived 020125 22534, 22556, 22565, 22610, 22614. Lumbar Fusion: 22533, 22534, 22558, 22612 22614, 22630, 22632, 22633
interspace, single interspace and CRITERIA
segment (other than for
each additional
Total disc arthroplasty (artificial
disc), anterior approach, including
discectomy with end plate PRIOR AUTHORIZATION
20856 preparation (includes PRIOR AUTHORIZATION PG0027 Artificial Intervertebral REQUIRED - FOLLOW cMs
osteophytectomy for nerve root or REQUIRED - INTERQUAL Disc Replacement MEDICARE COVERAGE
spinal cord decompression and CRITERIA
microdissection); single interspace,
cervical
Total disc arthroplasty (artificial
disc), anterior appproag\,(including e BRIORAUTHORIZATION .
20857 discectomy to prepare interspace PRIOR AUTHORIZATION PG0027‘ Artificial Intervertebral REQUIRED - FOLLOW CcMs PG0027 Artificial Intervertebral Disc
B REQUIRED - INTERQUAL Disc Replacement MEDICARE COVERAGE Replacement
(other than for decompression),
CRITERIA
single interspace, lumbar
Total disc arthroplasty (artificial
disc), anterior approach, including
discectomy with end plate PRIOR AUTHORIZATION
22858 preparation (includes PRIOR AUTHORIZATION PG0027 Artificial Intervertebral REQUIRED - FOLLOW PG0027 Artificial Intervertebral PG0027 Artificial Intervertebral Disc
osteophytectomy for nerve root or REQUIRED - INTERQUAL Disc Replacement MEDICARE COVERAGE Disc Replacement Replacement
spinal cord decompression and CRITERIA
microdissection), second level,
cervical (List in addition
Total disc arthroplasty (artificial
disc), anterior approach, including PRIOR AUTHORIZATION
discectomy to prepare interspace o .
22860 (other than for decompression); PRIOR AUTHORIZATION PG0027‘ Artificial Intervertebral REQUIRED - FOLLOW CcMS PG0027 Artificial Intervertebral Disc
P REQUIRED - INTERQUAL Disc Replacement MEDICARE COVERAGE Replacement
second interspace, lumbar (List
CRITERIA
separately in addition to code for
primary procedure)
Revision including replacement of PRIOR AUTHORIZATION
22861 total disc arthroplasty (artificial PRIOR AUTHORIZATION PG0027 Artificial Intervertebral REQUIRED - FOLLOW PG0027 Artificial Intervertebral PG0027 Artificial Intervertebral Disc
disc), anterior approach, single REQUIRED - INTERQUAL Disc Replacement MEDICARE COVERAGE Disc Replacement Replacement
interspace; cervical CRITERIA
Revision including replacement of PRIOR AUTHORIZATION
22862 total disc arthroplasty (artificial PRIOR AUTHORIZATION PG0027 Artificial Intervertebral REQUIRED - FOLLOW CcMS PG0027 Artificial Intervertebral Disc
disc), anterior approach, single | REQUIRED - MEDICAL POLICY Disc Replacement MEDICARE COVERAGE Replacement
interspace; lumbar CRITERIA
Insertion of
interlaminar/interspinous process
stabilization/distraction device, PG0213 Interspinous and Interlaminar
22867 without fusion, including image BRIOR O ORIZATION INTERQUAL NON-COVERED NON-COVERED ilization/Distraction Devices (Sp )
REQUIRED - INTERQUAL .
guidance when performed, with Archived
open decompression, lumbar;
single level
Insertion of
interlaminar/interspinous process
stabilization/distraction device,
without fusion, including image PG0213 Interspinous and Interlaminar
22868 guidance when performed, with ERIOR U ORIZATION INTERQUAL NON-COVERED NON-COVERED ilization/Distraction Devices (Sp )
. . REQUIRED - INTERQUAL .
open decompression, lumbar; Archived
second level (List separately in
addition to code for primary
Insertion of
interlaminar/interspinous process
stabilization/distraction device, PG0213 Interspinous and Interlaminar
22869 without open decompression or ERIOR U ORIZATION INTERQUAL NON-COVERED NON-COVERED Stabilization/Distraction Devices (Spacers)-

fusion, including image guidance
when performed, lumbar; single
level

REQUIRED - INTERQUAL

Archived




Insertion of
interlaminar/interspinous process
stabilization/distraction device,
without open decompression or

PRIOR AUTHORIZATION

PG0213 Interspinous and Interlaminar

22870 fusion, including image guidance REQUIRED - INTERQUAL INTERQUAL NON-COVERED NON-COVERED Stablllzanon/Dls(r:cnop Devices (Spacers)-
rchived
when performed, lumbar; second
level (List separately in addition to
code for primary procedure)
When unlisted dure- (20999), unlisted p —spine (22899), unlisted procedure-humerus
or elbow (24999), unlisted procedure-forearm or wrist (25999), unlisted procedure-hands or fingers (26989), unlisted
22899 Unlisted procedure —spine RRIORI SLORIZATION PG0365 Bone Graft Materials RRIORISEILIGRIZAION PG0365 Bone Graft Materials PG0365 Bone Graft Materials procedure-femur or knee (27599), or unlisted procedure-leg or ankle (27899) and 20930, Allograft, is determined to
REQUIRED - MEDICAL POLICY REQUIRED - MEDICAL POLICY . N "
be human bone mor protein-2 and protein-7, see medical policy PG0365 Bone Graft
Materials for coverage detail.
When unlisted dure- (20999), unlisted p —spine (22899), unlisted procedure-humerus
or elbow (24999), unlisted procedure-forearm or wrist (25999), unlisted procedure-hands or fingers (26989), unlisted
24999 Unlisted procedure-humerus or RRIORISILIORZATION PGO365 Bone Graft Materials RRIORAUIHORIZATION PG0365 Bone Graft Materials PG0365 Bone Graft Materials procedure-femur or knee (27599), or unlisted procedure-leg or ankle (27899) and 20930, Allograft, is determined to
elbow REQUIRED - MEDICAL POLICY REQUIRED - MEDICAL POLICY . N .
be human bone mor protein-2 and protein-7, see medical policyPG0365 Bone Graft
Materials for coverage detail.
When unlisted procedt (20999), unlisted p —spine (22899), unlisted procedure-humerus
or elbow (24999), unlisted procedure-forearm or wrist (25999), unlisted procedure-hands or fingers (26989), unlisted
25999 Unlisted procedure-forearm or wrist RE§5:2§$U&23@§323?.CY PG0365 Bone Graft Materials RESE:gEI:Uh::gEiﬁEgEIICV PGO365 Bone Graft Materials PG0365 Bone Graft Materials procedure-femur or knee (27599), or unlisted procedure-leg or ankle (27899) and 20930, Alograft, is determined to
: : be i human bone mor protein-2 and protein-7, see medical policy PG0365 Bone Graft
Materialsfor coverage detail.
When unlisted procedt (20999), unlisted p —spine (22899), unlisted procedure-humerus
or elbow (24999), unlisted procedure-forearm or wrist (25999), unlisted procedure-hands or fingers (26989), unlisted
26989 Unlisted procedure-hands or RRIORI ST ORIZATION PG0365 Bone Graft Materials RRIORISIIHORIZATION PG0365 Bone Graft Materials PG0365 Bone Graft Materials procedure-femur or knee (27599), or unlisted procedure-leg or ankle (27899) and 20930, Allograft, is determined to
fingers REQUIRED - MEDICAL POLICY REQUIRED - MEDICAL POLICY . N "
be human bone mor protein-2 and protein-7, see medical policy PG0365 PG0365 Bone
Graft Materialsfor coverage detail.
" ProMedica Employee Health Plans " PG0454 Hip Replacement and Resurfacing |Medical Policy PG0454 Hip Replacement and Resurfacing Surgery (Arthroplasty) is going to be archived. The
27125 ﬂz’;“:g‘::z’f%;‘s;;z"ﬁ' (S‘agr" Administered by Paramount AL PRIOR AUTHORIZATION NOT Re:fg::; ngfeeplaii:::: j’;: ) Surgery (Arthroplasty) - Archived procedure codes 27125, 27130. 27132, 27134, 27137, 27138 will remain to require a prior authorization, ONLY for
arlh?o lasty) - bip PRIOR AUTHORIZATION REQUIRED - SEE NOTES _ Arciivedgﬂgmlzoﬂp ) 06/01/2024. Maintain Prior Authorization per |the ProMedica Employee Health Plans Administered by Paramount and will maintain requiring a prior authorization.
plasty REQUIRED - INTERQUAL : InterQual Coverage Criteria The coverage criteria will follow the InterQual criteria, as is indicated on the prior authorization excel spreadsheet.
Arthroplasty, acetabular and | ProMedica Employee Health Plans PG0454 Hip Replacement and Resurfacing |Medical Policy PG0454 Hip Replacement and Resurfacing Surgery (Arthroplasty) is going to be archived. The
27130 proximal femoral prosthetic Administered by Paramount INTERQUAL PRIOR AUTHORIZATION NOT cMs Surgery (Arthroplasty) - Archived procedure codes 27125, 27130. 27132, 27134, 27137, 27138 will remain to require a prior authorization, ONLY for
replacement (total hip arthroplasty), PRIOR AUTHORIZATION REQUIRED - SEE NOTES 06/01/2024. Maintain Prior Authorization per |the ProMedica Employee Health Plans Administered by Paramount and will maintain requiring a prior authorization.
with or without autograft or allograft REQUIRED - INTERQUAL InterQual Coverage Criteria The coverage criteria will follow the InterQual criteria, as is indicated on the prior authorization excel spreadsheet.
Conversion of previous hip surgery | ProMedica Employee Health Plans PG0454 Hip Replacement and Resurfacing | Medical Policy PG0454 Hip Replacement and Resurfacing Surgery (Arthroplasty) is going to be archived. The
27132 oot a::hro o "W“h ir’V Administered by Paramount TR PRIOR AUTHORIZATION NOT S Surgery (Arthroplasty) - Archived procedure codes 27125, 27130. 27132, 27134, 27137, 27138 will remain to require a prior authorization, ONLY for
without ';u( rag or :IVI raft PRIOR AUTHORIZATION REQUIRED - SEE NOTES 06/01/2024. Maintain Prior Authorization per |the ProMedica Employee Health Plans Administered by Paramount and will maintain requiring a prior authorization.
9! 9! REQUIRED - INTERQUAL InterQual Coverage Criteria The coverage criteria will follow the InterQual criteria, as is indicated on the prior authorization excel spreadsheet.
Revision of total hip arthroplasty; | ProMedica Employes Health Plans PG0454 Hip Replacement and Resurfacing | Medical Policy PG0454 Hip Replacement and Resurfacing Surgery (Arthroplasty) is going to be archived. The
27134 both components, with or without Administered by Paramount INTERQUAL PRIOR AUTHORIZATION NOT cMs Surgery (Arthroplasty) - Archived procedure codes 27125, 27130. 27132, 27134, 27137, 27138 will remain to require a prior authorization, ONLY for

autograft or allogratt

PRIOR AUTHORIZATION
REQUIRED - INTERQUAL

REQUIRED - SEE NOTES

06/01/2024. Maintain Prior Authorization per
InterQual Coverage Criteria

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.




Revision of total hip arthroplasty;

ProMedica Employee Health Plans
Administered by Paramount

PRIOR AUTHORIZATION NOT

PG0454 Hip Replacement and Resurfacing
Surgery (Arthroplasty) - Archived

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

273t ace";‘";“ﬂ Z‘Z;""‘i;‘zr:;"’a’;:y :;?{‘ o1 PRIOR AUTHORIZATION DIERQUAL REQUIRED - SEE NOTES CMS 06/01/2024. Maintain Prior Authorization per |the ProMedica Employee Health Plans Administered by Paramount and will maintain requiring a prior authorization.
9! 9! REQUIRED - INTERQUAL InterQual Coverage Criteria The coverage criteria will follow the InterQual criteria, as is indicated on the prior authorization excel spreadsheet.
Revision o total hip arthroplasty: | ProMedica Employee Health Plans PG0454 Hip Replacement and Resurfacing | Medical Policy PG0454 Hip Replacement and Resurfacing Surgery (Arthroplasty) is going to be archived. The
27138 femoral com onenp( onl mlh gf Administered by Paramount INTERQUAL PRIOR AUTHORIZATION NOT cMs Surgery (Arthroplasty) - Archived procedure codes 27125, 27130. 27132, 27134, 27137, 27138 will remain to require a prior authorization, ONLY for
wllhn':ul all raf)t/v PRIOR AUTHORIZATION REQUIRED - SEE NOTES 06/01/2024. Maintain Prior Authorization per |the ProMedica Employee Health Plans Administered by Paramount and will maintain requiring a prior authorization.
g REQUIRED - INTERQUAL InterQual Coverage Criteria The coverage criteria will follow the InterQual criteria, as is indicated on the prior authorization excel spreadsheet.
27075 Manipulation, hip joint, requiring VD) PG0422 Manipulation Under T EEVETED) PG0422 Manipulation Under PG0422 Manipulation Under Anesthesia
general anesthesi Anesthesia Anesthesia
Arthrodesis, sacroiliac joint,
percutaneous, with image
guidance, including placement of PG0043 PG0043 - -
27278 intra-articular implant(s) (eg, bone NON-COVERED Experimental/investigational NON-COVERED Experimental/investigational PGO043 Experimental/lnvestigational
" . 3 - Procedures/Services
allograft(s), synthetic device(s)), Procedures/Services Procedures/Services
without placement of transfixation
device
PRIOR AUTHORIZATION
27412 Autologous chondrocyte PRIOR AUTHORIZATION INTERQUAL REQUIRED - FOLLOW PG0190 Focal Articular Cartilage PG0190 Focal Articular Cartilage Defect
implantation, knee REQUIRED - INTERQUAL MEDICARE COVERAGE Defect Treatment Treatment
CRITERIA
PRIOR AUTHORIZATION
PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0190 Focal Articular Cartilage | PG0190 Focal Articular Cartilage Defect . . -
27415 Osteochondral allograft, knee, open REQUIRED - INTERQUAL. INTERQUAL MEDICARE COVERAGE e T e Treatment As of 1/1/2020 procedures 27415, 27416, 29866, 29867, 27599 also require a prior authorization
CRITERIA
Osteochondral autograft(s), knee,
open (e.g., mosaicplasty)(includes PRIOR AUTHORIZATION
harvesting of autograft(s))[except to| PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0190 Focal Articular Cartilage PG0190 Focal Articular Cartilage Defect N N P~
27416 repair chondral defects of the REQUIRED - INTERQUAL INTERQUAL MEDICARE COVERAGE Defoct Treatment Treatment As of 1/1/2020 procedures 27415, 27416, 29866, 29867, 27599 also require a prior authorization
patella] [excludes synthetic CRITERIA
resorbable polymers]
ProMedica Employee Health Plans PG0452 Knee Replacement Surgery | Medical Policy PG0452 Knee Replacement Surgery (Arthroplasty) is going to be archived. The procedure codes
27445 Arthroplasty, knee, hinge Administered by Paramount INTERQUAL PRIOR AUTHORIZATION NOT cMs (Arthroplasty) - Archived 06/01/2024. 27445, 27446, 27447, 27486, 27487 require a prior authorization, ONLY for the ProMedica Employee Health Plans
prosthesis (e.g., Walldius type) PRIOR AUTHORIZATION REQUIRED - SEE NOTES Maintain Prior Authorization per InterQual |Administered by Paramount and will maintain requiring a prior authorization. The coverage criteria will follow the
REQUIRED - INTERQUAL Coverage Criteria InterQual criteria, as is indicated on the prior authorization excel spreadsheet.
Arthroplasty, knee, condyle and ProMedica Employee Health Plans PG0452 Knee Replacement Surgery Medical Policy PG0452 Knee Replacement Surgery (Arthroplasty) is going to be archived. The procedure codes
27446 plateau; medial o lateral Administered by Paramount INTERQUAL PRIOR AUTHORIZATION NOT cMs (Arthroplasty) - Archived 06/01/2024. 27445, 27446, 27447, 27486, 27487 require a prior authorization, ONLY for the ProMedica Employee Health Plans

compartment

PRIOR AUTHORIZATION
REQUIRED - INTERQUAL

REQUIRED - SEE NOTES

Maintain Prior Authorization per InterQual
Coverage Criteria

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.




Arthroplasty, knee, condyle and
plateau; medial and lateral

ProMedica Employee Health Plans
Administered by Paramount

PRIOR AUTHORIZATION NOT

PG0452 Knee Replacement Surgery
(Arthroplasty) - Archived 06/01/2024.

Medical Policy PG0452 Knee Replacement Surgery (Arthroplasty) is going to be archived. The procedure codes
27445, 27446, 27447, 27486, 27487 require a prior authorization, ONLY for the ProMedica Employee Health Plans

27447 Cg;"eﬁ:'r‘e'“si’::c‘:‘:'“(g‘;w’:; PRIOR AUTHORIZATION IERQUEL REQUIRED - SEE NOTES CH2 Maintain Prior Authorization per InterQual | Administered by Paramount and will maintain requiring a prior authorization. The coverage criteria will follow the
P arlhmp\agty) REQUIRED - INTERQUAL Coverage Criteria InterQual criteria, as is indicated on the prior authorization excel spreadsheet.
Revision of total knee arthroplast ProMedica Employee Health Plans PG0452 Knee Replacement Surgery Medical Policy PG0452 Knee Replacement Surgery (Arthroplasty) is going to be archived. The procedure codes
27486 with or without all raﬂo‘p1 ¥ Administered by Paramount INTERQUAL PRIOR AUTHORIZATION NOT cMs (Arthroplasty) - Archived 06/01/2024. 27445, 27446, 27447, 27486, 27487 require a prior authorization, ONLY for the ProMedica Employee Health Plans
comi nne"?g N PRIOR AUTHORIZATION REQUIRED - SEE NOTES Maintain Prior Authorization per InterQual [Administered by Paramount and will maintain requiring a prior authorization. The coverage criteria will follow the
P REQUIRED - INTERQUAL Coverage Criteria InterQual criteria, as is indicated on the prior authorization excel spreadsheet.
Revision of total knee arthroplast ProMedica Employee Health Plans PG0452 Knee Replacement Surgery Medical Policy PG0452 Knee Replacement Surgery (Arthroplasty) is going to be archived. The procedure codes
27487 with or without allograft: feorf\ofa;!‘ Administered by Paramount INTERQUAL PRIOR AUTHORIZATION NOT cMs (Arthroplasty) - Archived 06/01/2024. 27445, 27446, 27447, 27486, 27487 require a prior authorization, ONLY for the ProMedica Employee Health Plans
and entire hb\alogom 'onem PRIOR AUTHORIZATION REQUIRED - SEE NOTES Maintain Prior Authorization per InterQual [Administered by Paramount and will maintain requiring a prior authorization. The coverage criteria will follow the
P REQUIRED - INTERQUAL Coverage Criteria InterQual criteria, as is indicated on the prior authorization excel spreadsheet.
Unlisted procedure, femur or knee, ERORAUTHORIZATION
. . ’ PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0190 Focal Articular Cartilage | PG0190 Focal Articular Cartilage Defect . -
27599 when.re\ated to Focal Articular REQUIRED - INTERQUAL INTERQUAL MEDICARE COVERAGE. Bl s et Treatment As of 1/1/2020 procedures 27415, 27416, 29866, 29867, 27599 also require a prior authorization
Cartilage Repair of the Knee CRITERIA
When unlisted procedt (20999), unlisted p —spine (22899), unlisted procedure-humerus
PRIOR AUTHORIZATION P:é%%ﬁ;ég‘?;gﬁgvovh‘ or elbow (24999), unlisted procedure-forearm or wrist (25999), unlisted procedure-hands or fingers (26989), unlisted
27599 Unlisted procedure-femur or knee INTERQUAL cMS PGO0365 Bone Graft Materials procedure-femur or knee (27599), or unlisted procedure-leg or ankle (27899) and 20930, Allograft, is determined to
REQUIRED - INTERQUAL MEDICARE COVERAGE . N "
be human bone mor protein-2 and protein-7, see medical policy PPG0365 Bone Graft
CRITERIA N
Materials for coverage detail.
PRIOR AUTHORIZATION
Arthroplasty, ankle; with implant PRIOR AUTHORIZATION REQUIRED - FOLLOW
27702 (total ankle) REQUIRED - INTERQUAL INTERQUAL MEDICARE COVERAGE CMs PG0151 Total Ankle Arthroplasty
CRITERIA
Arthroplasty, ankle; revision, total PRIOR AUTHORIZATION PRIOR AUTHORIZATION
27703 ankle REQUIRED - MEDICAL POLICY PG0151 Total Ankle Arthroplasty REQUIRED - MEDICAL POLICY PG0151 Total Ankle Arthroplasty PG0151 Total Ankle Arthroplasy
When unlisted procedt (20999), unlisted p —spine (22899), unlisted procedure-humerus
or elbow (24999), unlisted procedure-forearm or wrist (25999), unlisted procedure-hands or fingers (26989), unlisted
27899 Unlisted procedure, leg or ankle REgﬁ:gEl:ﬂ;:gl@ﬂEngY PG0365 Bone Graft Materials RESS:?EDAE{;:gEiﬁgngY PG0365 Bone Graft Materials PG0365 Bone Graft Materials procedure-femur or knee (27599), or unlisted procedure-leg or ankle (27899) and 20930, Allograft, is determined to
be i human bone mor protein-2 and protein-7, see medical policy PG0365 Bone Graft
Materials for coverage detail.
Open osteochondral autograft,
28446 talus (includes obtaining graft(s)) NON-COVERED PG0190 Focal Articular Cartilage NON-COVERED PG0190 Focal Articular Cartilage | PG0190 Focal Articular Cartilage Defect
[excludes synthetic resorbable Defect Treatment Defect Treatment Treatment
polymers]
PG0004 Extracorporeal Shock Wave
Extracorporeal shock wave, high PG0043 Experimental PG0043 Experimental Therapy for Musculoskeletal Conditions and
28890 energy, performed by a physician, NON-COVERED Investigationals Procedures NON-COVERED Investigationals Procedures Soft Tissue Wounds-Archived 090124;  [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

requiring anesthesia other than
local, including ultrasound
guidance, involving the plantar
fascia

Services

Services

PG0043 Experimental Investigationals
Procedures Services




Arthroscopy, temporomandibular
joint, diagnostic, with or without

PRIOR AUTHORIZATION

PG0432 Temporomandibular Joint

PRIOR AUTHORIZATION

PG0432 Temporomandibular Joint

PG0432 Temporomandibular Joint

29800 synovial biopsy (separate REQUIRED - INTERQUAL isorders. REQUIRED - MEDICAL POLICY isorders isorders
procedure)
20804 Arthroscopy, temporomandibular PRIOR AUTHORIZATION PG0432 Temporomandibular Joint PRIOR AUTHORIZATION PG0432 Temporomandibular Joint PG0432 Temporomandibular Joint
joint, surgical REQUIRED - INTERQUAL Disorders. REQUIRED - MEDICAL POLICY Disorders Disorders
Arthroscopy, knee, surgical;
implantation of osteochodral
autograft(s) (e.g.,mosaicplasty) " " N
PRIOR AUTHORIZATION PRIOR AUTHORIZATION PG0190 Focal Articular Cartilage | PG0190 Focal Articular Cartilage Defect . . -
29866 (includes harve§|\ng of autografts) REQUIRED - INTERQUAL. INTERQUAL REQUIRED - MEDICAL POLICY Defect Treatment Treatment As of 1/1/2020 procedures 27415, 27416, 29866, 29867, 27599 also require a prior authorization
[except to repair chondral defects
of the patella] [excludes synthetic
resorbable polymers]
Arthroscopy, knee, surgical; " " N
PRIOR AUTHORIZATION PRIOR AUTHORIZATION PG0190 Focal Articular Cartilage | PG0190 Focal Articular Cartilage Defect . . -
29867 osleochrx:‘rg:c:\‘l;)g‘ryaﬂ (eg., REQUIRED - INTERQUAL INTERQUAL REQUIRED - MEDICAL POLICY Defect Treatment Treatment As of 1/1/2020 procedures 27415, 27416, 29866, 29867, 27599 also require a prior authorization
Arthroscopy, knee, surgical;
20868 meniscal transplantation (includes NON-COVERED (REREE) B E e E] NON-COVERED (FERES) i) PG0043 Experimental Investigational
arthrotomy for meniscal insertion), Investigational Investigational
medial or lateral
Excision or surgical planning of PG0104 Cosmetic and PG0104 Cosmetic and PG0104 Cosmetic and Reconstructive
30120 skin of nose for rhinophyma NON-COVERED Reconstructive Surgery NON-COVERED Reconstructive Surgery Surgery
Rhinoplasty, primary: lateral and PRIOR AUTHORIZATION PG0009 Rhinoplasty, Septoplasty, and Non{
30400 alar‘ Ca‘:ma yésp;n o /o);'elevanm o PRIOR AUTHORIZATION TR REQUIRED - FOLLOW N Ablative Radiofrequency Treatment.
9 nasal REQUIRED - INTERQUAL MEDICARE COVERAGE PG0104 Cosmetic and Reconstructive
P CRITERIA Surgery
Rhinoplasty, primary; complete, PRIOR AUTHORIZATION PG0009 Rhinoplasty, Septoplasty, and Non{
30410 external parts including bony PRIOR AUTHORIZATION INTERQUAL REQUIRED - FOLLOW CcMS Ablative Radiofrequency Treatment.
pyramid, lateral and alar cartilages, REQUIRED - INTERQUAL MEDICARE COVERAGE PG0104 Cosmetic and Reconstructive
and/or elevation of nasal tip CRITERIA Surgery
PRIOR AUTHORIZATION PG0009 Rhinoplasty, Septoplasty, and Non-
30420 Rhinoplasty, primary; including PRIOR AUTHORIZATION INTERQUAL REQUIRED - FOLLOW CcMS Ablative Radiofrequency Treatment4.
major septal repair REQUIRED - INTERQUAL MEDICARE COVERAGE PG0104 Cosmetic and Reconstructive
CRITERIA Surgery
Rhinoplasty, secondary: minor PRIOR AUTHORIZATION PG0009 Rhinoplasty, Septoplasty, and Non-
30430 revisi onp(sm;/i\ amount g)nasal i PRIOR AUTHORIZATION INTERQUAL REQUIRED - FOLLOW cMS Ablative Radiofrequency Treatment4.
Vst o, P | REQUIRED - INTERQUAL MEDICARE COVERAGE PG0104 Cosmetic and Reconstructive
ork) CRITERIA Surgery
Rhinoplasty, secondary: PRIOR AUTHORIZATION PG0009 Rhinoplasty, Septoplasty, and Non-
30435 \n(ermed\al:e rgzlwsion (bon y;Nork PRIOR AUTHORIZATION INTERQUAL REQUIRED - FOLLOW cMs Ablative Radiofrequency Treatment4.
. Y REQUIRED - INTERQUAL MEDICARE COVERAGE PG0104 Cosmetic and Reconstructive
with osteotomies) G Surgery
Rhinoplasty, secondary: major PRIOR AUTHORIZATION PG0009 Rhinoplasty, Septoplasty, and Non-
30450 i (f‘*a i PRIOR AUTHORIZATION R REQUIRED - FOLLOW. o Ablative Radiofrequency Treatmentd.
Os(eomm?es) REQUIRED - INTERQUAL MEDICARE COVERAGE PG0104 Cosmetic and Reconstructive
CRITERIA Surgery
Rhinoplasty for nasal deformity PRIOR AUTHORIZATION
30460 secondary to congenital cleft lip PRIOR AUTHORIZATION TR REQUIRED - FOLLOW S PG0009 Rhinoplasty, Septoplasty, and Non-
and/or palate, including columellar REQUIRED - INTERQUAL MEDICARE COVERAGE Ablative Radiofrequency
lengthening; tip only CRITERIA




Rhinoplasty for nasal deformity

secondary to congenital cleft lip ERIORASTEDRIZATION
° PRIOR AUTHORIZATION REQUIRED - FOLLOW. PGO009 Rhinoplasty, Septoplasty, and Non-
30462 andlor palate, including columellar | gk RED - INTERQUAL INTERQUAL MEDICARE COVERAGE cMS Ablative Radiofrequency
lengthening; tip, septum,
CRITERIA
osteotomies
Repair of nasal vestibular stenosis BRIORAUTHORIZATION
30465 (@ ps reader grafting, lateral nasal PRIOR AUTHORIZATION PG0009 Rhinoplasty, Septoplasty, REQUIRED - FOLLOW cMS PG0009 Rhinoplasty, Septoplasty, and Non-
9. SpI grafting, REQUIRED - MEDICAL POLICY | and Non-Ablative Radiofrequency MEDICARE COVERAGE Ablative Radiofrequency
wall reconstruction)
CRITERIA
PG0009 Rhinoplasty, Septoplasty, PG0009 G043 Experi -
Repair of nasal valve collapse with and Non-Ablative Radiofrequency; and Non-Ablati i Procedures Semices: PG000S Rhino 'I:Is(
30468 subcutaneous/submucosal lateral NON-COVERED PG0043 Experimental NON-COVERED PG0043 Experimental S NowAbater 2" |NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
wall implant(s) Investigational Procedures igati Radiofrequenc
Services Services squency
Repair of nasal valve collapse with PG0009 Rhinoplasty, Septoplasty, PG0009 Rhinoplasty, Septoplasty, ) -
low energy, temperature-controlled and Non-Ablative Radiofrequency; and Non-Ablative Radiofrequency; Pmsg%?:g gxgg:rggolgée;;ﬁ:?l‘
30469 (ie, radiofrequency) NON-COVERED PG0043 Experimental NON-COVERED PG0043 Experimental o NonAbiatve " |NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL {i.e., ViVaer (30469)}
subcutaneous/submucosal Investigational Procedures igati Ra di;)fr uenc:
remodeling Services Services equency
Septoplasty or submucous PRIOR AUTHORIZATION ’
20520 resection, with or without cartilage | PRIOR AUTHORIZATION ] REQUIRED - FOLLOW. oms ig’lg?o: RF;:'.';?r‘;'as'eyr;cse.‘r’::g:fg‘ ;’go';‘gz
scoring, contouring or replacement | REQUIRED - INTERQUAL MEDICARE COVERAGE Cv:;meiiclan aqF:econtrucwe Surge
with graft CRITERIA gery
20620 derf;"’;a‘l:sam(h:o’e‘z':‘z’t‘?:;'u " PRIOR AUTHORIZATION | PG0009 Rhinoplasty, Septoplasty,|  PRIOR AUTHORIZATION | PG0009 PGO009 and Non|
R o ing orat) REQUIRED - MEDICAL POLICY | and Non-Ablative Radiofrequency | REQUIRED - MEDICAL POLICY | and Non-Ablati Ablative Radiofr Treatment
Nasal/sinus endoscopy, surgical; PG0043 PG0043 ' ' .
; y - ’ ’ PG0043 onal ablation involves the use of heat generated by radiofrequency waves to destroy tissue. RhinAer
31242 with destruction by radiofrequency NON-COVERED Expenmemal/lnvesn_gemonal NON-COVERED Procedt uses low temperature energy to ablate the nerve that causes chronic allergic and non-allergic rhinitis.
ablation, posterior nasal nerve Procedures/Services Procedures/Services
Nasal/sinus endoscopy, surgical; PG0043 PG0043 PG0043 Experimentallinvestigational | CY0abIaton invoives the use of extreme cald to destroy tissue. The ClariFix device is a hand-held, disposable
31243 with destruction by cryoablation, NON-COVERED Experimental/Investigational NON-COVERED i Proced . device used to destroy tissue during surgical procedures, including in adults with chronic allergic and non-allergic
posterior nasal nerve Procedures/Services Procedures/Services : rhinitis.
Bronchoscopy, rigid or flexible, PG0043 PG0043 PG0316 Bronchial Thermoplasty-
including fluoroscopic guidance, - ) o Archived,080124. PG0043
31660 when performeet wih bronchial NON-COVERED Experimental/lnvestigational NON-COVERED Experimental/Investigational Experimentalinvestigationa NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
Procedures/Services Procedures/Services y
thermoplasty, 1 lobe Procedures/Services
Bronchoscopy, rigid or flexible, D S PG0316 Bronchial Thermoplasty-
31661 ineluding fluoroscopic guidance, NON-COVERED Experimental/investigational NON-COVERED Experimental/investigational Archived,080124. PG0043 NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
when performed; with bronchial :
Procedures/Services P i ¢
thermoplasty, 2 or more lobes Procedures/Services
PRIOR AUTHORIZATION } ] )
. L it ETS), 32664, requires a prior authorization for the treatment of
Thoracoscopy, surgical; with PRIOR AUTHORIZATION REQUIRED - FOLLOW PGO466 Hyperhidrosis Treatment copic lrans ” or {he trealr
32664 ihoraco Sympetictonmy TR N e INTERQUAL VA GOV cMs (excluding Boton) - Archived Policy 'Sﬁ‘éi"f;fss'?b ‘."L?%"E?S CL%ﬁngeT 0-L74519, L74.52, R61. Procedure 97033 is noncovered with diagnosis
CRITERIA g g
Exclusion of left atrial appendage, e R E PGO366 Left Atrial Appendage Closure
33269 thoracoscopic, any method (e.g., NON-COVERED Experimental/Investigational NON-COVERED Experimental/investigational (LAAC) (Occlusion)-Archived 090124; |\ = o\/ERED - EXPERIMENTAL, INVESTIGATIONAL
excision, isolation via stapling, : PG0043 Experimental Investigational
Procedures/Services Procedures/Services

oversewing, ligation, plication, clip)

Procedures Services




Transcatheter insertion or
replacement of permanent leadless
pacemaker, right ventricular,

Paramount Medicare Advantage Plans - Leadless Cardiac Pacemaker Systems (i.e., MicraTM Transcatheter

including imaging quidance (e PRIOR AUTHORIZATION Pacemaker System, Aveir VR Leadless System). Leadless cardiac pacemaker systems are miniaturized, full
33274 ﬂuorosc?) \?en?)fs uI(rasoungv PRIOR AUTHORIZATION PG0395 Leadless Cardiac REQUIRED - FOLLOW cMS PG0395 Leadless Cardiac Pacemakers featured single or dual chamber pacemakers that are implanted directly in the right ventricle and right atrium in the
pY. ’ | REQUIRED - MEDICAL POLICY Pacemakers MEDICARE COVERAGE case of dual chamber pacemakers. They are thought to provide treatment options for patients with Class | or Class Il
ventriculography, femoral case ol acema ; s op
CRITERIA for pacing therapy without the increased risk for infection. For Medicare Advantage members
venography) and device evaluation % ! ! ! dicare
> 2 only: approval if the member is participating in an FDA approved post approval trial that is registered.
(eg, interrogation or programming),
when performed
Paramount Medicare Advantage Plans - Leadless Cardiac Pacemaker Systems (i.e., MicraTM Transcatheter
Trancatheter removal of permanent PRIOR AUTHORIZATION Pacemaker System, Aveir VR Leadless System). Leadless cardiac pacemaker systems are miniaturized, full
33275 leadless acemakerpri ht PRIOR AUTHORIZATION PG0395 Leadless Cardiac REQUIRED - FOLLOW cMS PG0395 Leadless Cardiac Pacemakers featured single or dual chamber pacemakers that are implanted directly in the right ventricle and right atrium in the
\/Zntr'cular - g REQUIRED - MEDICAL POLICY Pacemakers MEDICARE COVERAGE case of dual chamber pacemakers. They are thought to provide treatment options for patients with Class | or Class Il
b CRITERIA 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.
Transcatheter implantation of
wireless pulmonary artery pressure
sensor for longterm hemodynamic PRIOR AUTHORIZATION PG0377 Pulmonary Artery Pressure NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL -
monitoring, including deployment PG0043 Experimental e Ce oo Monitoring (CardioMEMS)-Archived | The FDA has market authorized two IPAPS systems for heart failure (HF) management:
33289 and calibration of the sensor, right NON-COVERED Investigational Procedures S CMs 090124; PG0043
o " 5 MEDICARE COVERAGE - o " "
heart catheterization, selective Services CRITERIA nal C; (Abbott Medical)
pulmonary catheterization, Procedures/Services Cordella (Edwards Lifesciences)
radiological supervision and
internratatinn_and nulmonary artery
Transcatheter placement and
subsequent removal of cerebral
embolic pr‘:t;z:ﬁ‘n device(s), PGO043 Experimental PG0043 PG0108 Transcatr:eiic H:grés/;;ve
33370 : 9 NON-COVERED Investigational Procedures NON-COVERED Investigational Procedures o y NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
arterial access, catheterization, . . Experimental Investigational Procedures
Services Services -
imaging, and radiological Services
supervision and interpretation,
Insertion of ventricular assist
33090 "iﬁ,‘ﬁﬁ;, "QI’CC;"‘::EZ;'VS‘;;‘:'::;“Q PRIOR AUTHORIZATION | PG0542 Percutaneous Ventricular | PRIOR AUTHORIZATION | PG0542 PGO542 Assist
. o9 4 . REQUIRED - MEDICAL POLICY Assist Devices REQUIRED - MEDICAL POLICY Assist Devices Devices
interpretation; left heart, arterial
access only
Insertion of ventricular assist
device, percutaneous, including
33991 radiological supervision and PRIOR AUTHORIZATION PG0542 Percutaneous Ventricular PRIOR AUTHORIZATION PG0542 Percutaneous Ventricular | PG0542 Percutaneous Ventricular Assist
interpretation; left heart, both REQUIRED - MEDICAL POLICY Assist Devices REQUIRED - MEDICAL POLICY Assist Devices Devices
arterial and venous access, with
transseptal puncture
Repositioning of percutaneous right
33003 doc‘\eﬂ‘x:r‘ln\‘/er::‘rmula‘;as"sm . PRIOR AUTHORIZATION | PG0542 Percutaneous Ventricular | PRIOR AUTHORIZATION | PGO542 PGO542 Assist
evice 12ging guidance &t | REQUIRED - MEDICAL POLICY Assist Devices REQUIRED - MEDICAL POLICY Assist Devices Devices
separate and distinct session from
insertion
Insertion of ventricular assist
33995 der‘ggi'l p‘?’gz‘f';‘"e::s;.g‘:'::é"g PRIOR AUTHORIZATION | PG0542 Percutaneous Ventricular|  PRIOR AUTHORIZATION PGO0542 Percutaneous Ventricular | PG0542 Percutaneous Ventricular Assist
ogI0al SUpeVISi REQUIRED - MEDICAL POLICY Assist Devices REQUIRED - MEDICAL POLICY Assist Devices Devices
interpretation; right heart, venous
access only
" N PG0043 Experimental PG0043 Experimental
36468 Injection(s) of sclerosant for spider NON-COVERED Investigational Procedures NON-COVERED igational P PGO043 v
veins (telangiectasia); limb or trunk " " Procedures Services
Services Services
Endovenous ablation therapy of Mechanical occlusion chemical ablation (MOCA) of the saphenous vein is a nonthermal technique that combines
incompetent vein, extremity PG0043 Experimental PG0043 Experimental PG0043 y ical epithelial injury via a catheter-directed rotating wire with concomitant chemical ablation via simultaneous
36473 inclusive of all imaging guidance NON-COVERED Investigational Procedures NON-COVERED gati oM |administration of a sclerosing agent (e.g.. sodium tetradecyl sulfate, polidocanol) over the rotating wire.

and monitoring, percutaneous,
mechanochemical; first vein treated

Services

Services

Procedures Services

L is used to quide the p For vein i evidence is

insufficient, conflicting, or poor and an




Endovenous ablation therapy of
incompetent vein, extremity
inclusive of all imaging guidance
and monitoring, percutaneous,

PG0043 Experimental

PG0043 Experimental

Mechanical occlusion chemical ablation (MOCA) of the saphenous vein is a nonthermal technique that combines
epithelial injury via a catheter-directed rotating wire with concomitant chemical ablation via simultaneous

PG0043

ional

36474 - NON-COVERED Investigational Procedures NON-COVERED . administration of a sclerosing agent (e.g., sodium tetradecyl sulfate, polidocanol) over the rotating wire.
mechanochemical; subsequent . . Procedures Services L o .
vein(s) treated in a single extremnity, Services Services wy is used to guide the pi . For vein evidence is
ey insufficient, conflicting, or poor and ani
each through separate access sites
(list in addition to code
Chimeric antigen receptor T-cell
(CAR-T) therapy; harvesting of : - . |
38225 blood-derived T lymphocytes for NON-COVERED PG0460 Chimeric Antigen NON-COVERED PG0460 Chimeric Antigen PG0460 Chimeric Antigen Receptor (CAR)
" Receptor (CAR) - T Cell Therapy Receptor (CAR) - T Cell Therapy T Cell Therapy
development of genetically modified
autologous CAR-T cells, per day
Chimeric antigen receptor T-cell
(CAR-T) therapy; preparation of P " L " P
38026 blood-derived T lymphocytes for NON-COVERED PG0460 Chimeric Antigen NON-COVERED PG0460 Chimeric Antigen PG0460 Chimeric Antigen Receptor (CAR) -|
" Receptor (CAR) - T Cell Therapy Receptor (CAR) - T Cell Therapy T Cell Therapy
transportation (eg,
cryopreservation, storage)
Chimeric antigen receptor T-cell
(CAR-T) therapy; receipt and PG0460 Chimeric Antigen PG0460 Chimeric Antigen PG0460 Chimeric Antigen Receptor (CAR) -|
38227 preparation of CAR-T cells for ROILCOMERED Receptor (CAR) - T Cell Therapy NOELCONERED Receptor (CAR) - T Cell Therapy T Cell Therapy
administration
Chimeric antigen receptor T-cell P " P " I
¢ PG0460 Chimeric Antigen PGO460 Chimeric Antigen | PG0460 Chimeric Antigen Receptor (CAR) -
36228 (CART) therapy; CAR-T cell NON-COVERED Receptor (CAR) - T Cell Therapy NON-COVERED Receptor (CAR) - T Cell Therapy T Cell Therapy
administration, autologous
y PG0043 Experimental PG0043 Experimental : -
40806 Incision oflabial frenum NON-COVERED Investigational Procedures NON-COVERED igati PG0043 Y @ |NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
(frenotomy) " " Procedures Services
Services Services
Excision of frenum, labial or buccal PG0043 Experimental PG0043 Experimental PG0043 N .
40819 (frenumectomy, frenulectomy, NON-COVERED Investigational Procedures NON-COVERED igati Procedures Services 3 NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
frenectomy) Services Services
" N PG0043 Experimental Investigational
Tongue base suspension, oo Epennent) oo Epenment) Procedures Services; PG0056 Surgical | NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL. Effective 02/01/2025 procedure 41512 is Non-
41512 NON-COVERED Investigational Procedures NON-COVERED Investigational Procedures .
permanent suture technique o e Treatments for Obstructive Sleep Apnea |Covered for the Medicare plans.
(OSA)-Archived 120124.
PG0056 Surgical Treatments for PG0056 Surgical Treatments for .
Submucosal ablation of the tongue Obstructive Sleep Apnea (OSA); Obstructive Sleep Apnea (OSA); obs;i%gzssi:rgﬁa‘r\:;e(agg:r;‘s;gbods
41530 base, radiofrequency, 1 or more NON-COVERED PG0043 Experimental NON-COVERED PG0043 Experimental N P D " ! NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
sites, per session Investigational Procedures. igati Servicesﬂ s
Services Services
: PG0536 Anesthesia Services for PG0536 Anesthesia Services for . A Dental Provider prior authorization for medical services utilized under anesthesia in the outpatient setting, is
Unlisted procedure, dentoalveolar PRIOR AUTHORIZATION > i PRIOR AUTHORIZATION A s PG0536 Anesthesia Services for Dental . . . N o
41899 structures REQUIRED - MEDICAL POLICY Dental Procedurgs in the Facility REQUIRED - MEDICAL POLICY Dental Procedurgs in the Facility Procedures in the Facility Setting requ!rgd. The CPT code requiring the Prior Authorization is the unlisted procedure 41899. Pediatric dental care
Setting Setting requiring general anesthesia in an outpatient setting (over age 6).
Drug-induced sleep endoscopy,
42975 ‘”I:;‘rdi:a(’gf iv:l‘jfs':’;:;f::“’& PRIOR AUTHORIZATION zf:zfazl;V?O?gT‘?::ergj{V;; PRIOR AUTHORIZATION gﬁrgﬁlaaz:"'fo‘fmzz‘n':z"; PG0537 Hypoglossal Nerve Stimulation for
pharynx, tong . Y™ | REQUIRED - MEDICAL POLICY : REQUIRED - MEDICAL POLICY ) Treatment of Obstructive Sleep Apnea
for evaluation of sleep-disordered Obstructive Sleep Apnea Obstructive Sleep Apnea
breathing, flexible, diagnostic
Upper gastrointestinal endoscopy
including esophagus, stomach, and . .
either the duodenum and/or PG0043 Experimental PGO043 Experimental Gaha6s Endosconic ;"‘:g:;’ffé‘ékm
43236 jejunum as appropriate; with NON-COVERED Investigational Procedures NON-COVERED igati NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

directed submucosal injection(s),
any substance (not covered for
GERD procedure) (Bulking agent)

Services

Services

Archived 090124; PG0043 Experimental
Investigational Procedures Services




Esophagogastroduodenoscopy,

PG0043 Experimental

PG0043 Experimental

PG0043 i igational

43252 flexible, transoral; with optical NON-COVERED Investigational Procedures NON-COVERED Y NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
3 3 Procedures Services
endomicroscopy Services Services
Esophagogastroduodenoscopy, ;Jig;?apzaggxs‘“;“g?ge:z;l opregi: s?%“ég&i“g?ﬂ'g“:; PG0163 Bariatric Surgery for Obesity;
43200 flexible, transoral; with deployment NON-COVERED e 2 NON-COVERED VP 2 PG0043 Experii igational |NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
ral with ¢ Investigational Procedures v
of intragastric bariatric balloon ; . Procedures Services
Services Services
PG0163 Bariatric Surgery for PG0163 Bariatric Surgery for - .
Esophagogastroduodenoscopy, Lo N o N PG0163 Bariatric Surgery for Obesity;
43291 flexible, transoral; with removal of NON-COVERED Oosei OO0 imental NON-COVERED ObesityyHO0083 Eperipona PG0043 i igational | NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
N N Investigational Procedures N
intragastric bariatric balloon(s) . . Procedures Services
Services Services
2307 mf;“’:{;f:;"’::ife:‘l :nyc‘l’;‘;c’"g‘;ic PRIOR AUTHORIZATION PG0379 Peroral Endoscopic PRIOR AUTHORIZATION PG0379 Peroral Endoscopic PG0379 Peroral Endoscopic Myotomy :r:g’;:c";;g';i‘ggr;?“(“;&aﬁemve May 1'ar2e°22' NOTE: The Company ::Z ‘:“Z:e;’ig'i’l‘;:gf;:ﬂm"egm‘?ef"m'
myotomy [POEM]) REQUIRED - MEDICAL POLICY Myotomy (POEM) REQUIRED - MEDICAL POLICY Myotomy (POEM) (POEM) Diverticular peroral endoscopic myotomy (D-POEM) « Zenker peroral endoscopic myotomy (Z-POEM)
PRIOR AUTHORIZATION PG0379 Peroral Endoscopic PRIOR AUTHORIZATION PG0379 Peroral Endoscopic PG0379 Peroral Endoscopic Myotomy : " :
43499 Unlisted procedure, esophagus | peGUIRED - MEDICAL POLICY Myotomy (POEM) L sl (et Myotomy (POEM) Note: When utilized for Gastric peroral endoscopic myotomy (G-POEM)
resvii mosodirs: it gaac PRIOR AUTHORIZATION
g PRIOR AUTHORIZATION REQUIRED - FOLLOW o ; ! :
43644 bypass and Roux—eq-Y REQUIRED - INTERQUAL. INTERQUAL MEDICARE COVERAGE CMS PG0163 Bariatric Surgery for Obesity PG0104 Cosmetic and Reconstructive Surgery
gastroenterostomy (roux limb 150 e
cm or less)
Laparoscopy, surgical, gastric PRIOR AUTHORIZATION
restrictive procedure; with gastric |  PRIOR AUTHORIZATION REQUIRED - FOLLOW. - '
43645 bypase and small ntestne U [ aali, INTERQUAL s G cMs PGO163 Bariatric Surgery for Obesity ~|PG0104 Cosmetic and Reconstructive Surgery
reconstruction to limit absorption CRITERIA
23647 Laparescopy, surgical IMpantalion | pRIOR AUTHORIZATION INTERQUAL PRIOR AUTHORIZATION PG0235 Gastric Electrical PG0235 Gastric Electrical Stimulation
P gastri REQUIRED - INTERQUAL REQUIRED - MEDICAL POLICY Stimulation (GES)
neurostimulator electrodes, antrum
Laparoscopy, surgical; revision or | pgi R AUTHORIZATION PG0235 Gastric Electrical PRIOR AUTHORIZATION PG0235 Gastric Electrical PG0235 Gastric Electrical Stimulation
43648 removal of gastric neurostimulator °> 588 o Gas
REQUIRED - MEDICAL POLICY Stimulation (GES) REQUIRED - MEDICAL POLICY Stimulation (GES)
electrodes, antrum
resiroive procscurs pacamentof PRIOR AUTHORIZATION
dure; placement PRIOR AUTHORIZATION REQUIRED - FOLLOW - ’ ! :
43770 adjustable gastric restrictive device | pe o) 0Er  INTERQUAL INTERQUAL VA GOV cMs PGO163 Bariatric Surgery for Obesity ~|PG0104 Cosmetic and Reconstructive Surgery
(e.g., gastric band and et
subcutaneous port components)
Laparoscopy, surgical, gastric
restrictive procedure; revision of PRIOR AUTHORIZATION PRIOR AUTHORIZATION PG0163 Bariatric Surgery for e ’ ’ :
43171 adjustable gasti restictve device | REQUIRED - INTERQUAL INTERQUAL R el Ry Obestty PGO163 Bariatric Surgery for Obesity ~|PG0104 Cosmetic and Reconstructive Surgery
component only
Laparoscopy, surgical, gastric
restrictive procedure; removal of PRIOR AUTHORIZATION PRIOR AUTHORIZATION PG0163 Bariatric Surgery for - ’ ! ’
43772 adjustahie gestric restictive deice | EEQUIRED S INTERQUAL INTERQUAL LY e FoliEy Obesky PGO163 Bariatric Surgery for Obesity ~|PG0104 Cosmetic and Reconstructive Surgery

component only




Laparoscopy, surgical, gastric

restrictive procedure; removal and PRIOR AUTHORIZATION PRIOR AUTHORIZATION PG0163 Bariatric Surgery for -, .
43773 replacement of adjustable gastric REQUIRED - INTERQUAL. INTERQUAL REQUIRED - MEDICAL POLICY Obesity PG0163 Bariatric Surgery for Obesity PG0104 Cosmetic and Reconstructive Surgery
restrictive device component only
Laparoscopy, surgical, gastric
restrictive procedure; removal of o
. e . PRIOR AUTHORIZATION PRIOR AUTHORIZATION PG0163 Bariatric Surgery for - " " "
43774 adjustable gastric restrictive device REQUIRED - INTERQUAL INTERQUAL REQUIRED - MEDICAL POLICY Obesity PGO0163 Bariatric Surgery for Obesity PG0104 Cosmetic and Reconstructive Surgery
and subcutaneous port
components
Laparoscopy, surgical, gastric PRIOR AUTHORIZATION
restrictive procedure; longitudinal PRIOR AUTHORIZATION REQUIRED - FOLLOW . .
43775 gastrectomy (i.e., sleeve REQUIRED - INTERQUAL. INTERQUAL MEDICARE COVERAGE CMs PG0163 Bariatric Surgery for Obesity PG0104 Cosmetic and Reconstructive Surgery
gastrectomy) CRITERIA
Gastric restrictive procedure,
without gastric bypass, for morbid PRIOR AUTHORIZATION PG0163 Bariatric Surgery for PRIOR AUTHORIZATION PG0163 Bariatric Surgery for . " " "
43842 obesity; vertical banded REQUIRED - MEDICAL POLICY Obesity REQUIRED - MEDICAL POLICY Obesity PG0163 Bariatric Surgery for Obesity PG0104 Cosmetic and Reconstructive Surgery
gastroplasty
Gastric restrictive procedure,
without gastric bypass, for morbid PRIOR AUTHORIZATION PG0163 Bariatric Surgery for PRIOR AUTHORIZATION PG0163 Bariatric Surgery for - .
43843 obesity; other than vertical banded | REQUIRED - MEDICAL POLICY Obesity REQUIRED - MEDICAL POLICY Obesity PG0163 Bariatric Surgery for Obesity | PG0104 Cosmetic and Reconstructive Surgery
gastroplasty
Gastric restrictive procedure with
i gmreceny pios Priom AuTHORZATION
PRIOR AUTHORIZATION REQUIRED - FOLLOW . " . "
43845 ilecileostomy (50 to 100 cm REQUIRED - INTERQUAL. INTERQUAL MEDICARE COVERAGE CMS PG0163 Bariatric Surgery for Obesity PG0104 Cosmetic and Reconstructive Surgery
common channel) to limit
. A CRITERIA
absorption (biliopancreatic diversion
with duodenal switch)
Gastric restrictive procedure, with PRIOR AUTHORIZATION
gastric bypass for morbid obesity; PRIOR AUTHORIZATION REQUIRED - FOLLOW - .
43846 with short limb (150cm or less) REQUIRED - INTERQUAL INTERQUAL MEDICARE COVERAGE. CMs PG0163 Bariatric Surgery for Obesity 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 e " . "
43847 with small intestine reconstruction REQUIRED - INTERQUAL INTERQUAL MEDICARE COVERAGE CMS PG0163 Bariatric Surgery for Obesity ~ [PG0104 Cosmetic and Reconstructive Surgery
to limit absorption CRITERIA
Revision, open, of gastric restrictive|
procedure for morbid obesity, other PRIOR AUTHORIZATION PRIOR AUTHORIZATION PG0163 Bariatric Surgery for o "
43848 than adjustable gastric restrictive REQUIRED - INTERQUAL INTERQUAL REQUIRED - MEDICAL POLICY Obesity PG0163 Bariatric Surgery for Obesity PG0104 Cosmetic and Reconstructive Surgery
device (separate procedure)
Revision of gastroduodenal
43850 anastomosis PRIOR AUTHORIZATION PG0163 Metabolic and Bariatric PRIOR AUTHORIZATION PG0163 Bariatric Surgery for PG0163 Bariatric Surgery for Obesit
(gastroduodenostomy) with REQUIRED - MEDICAL POLICY Surgery REQUIRED - MEDICAL POLICY Obesity gery Y
reconstruction; without vagotomy
43881 a‘s"l‘r‘l’c‘a:;'r‘x“‘:;l:lea‘sz:;;‘g’r‘;gés PRIOR AUTHORIZATION TR PRIOR AUTHORIZATION PG0235 Gastric Electrical PG0235 Gastric Electrical Stimulation
9 antrum, open ' REQUIRED - INTERQUAL REQUIRED - MEDICAL POLICY Stimulation (GES) (GES)
43882 neﬁz}fm;gm‘;ﬁ;’;gf&zm PRIOR AUTHORIZATION PG0235 Gastric Electrical PRIOR AUTHORIZATION PG0235 Gastric Electrical PG0235 Gastric Electrical Stimulation
open ’ "| REQUIRED - MEDICAL POLICY Stimulation (GES) REQUIRED - MEDICAL POLICY Stimulation (GES)
Gastric restrictive procedure, open; .
. PRIOR AUTHORIZATION PRIOR AUTHORIZATION PG0163 Bariatric Surgery for - " " "
43886 revision of subcutaneous port REQUIRED - INTERQUAL INTERQUAL REQUIRED - MEDICAL POLICY Obesity PG0163 Bariatric Surgery for Obesity PG0104 Cosmetic and Reconstructive Surgery

component only




Gastric restrictive procedure, open;

PRIOR AUTHORIZATION PRIOR AUTHORIZATION PG0163 Bariatric Surgery for - " " "
43887 remwa(l:g’(“zil:‘z:t‘a;\:;us port REQUIRED - INTERQUAL INTERQUAL REQUIRED - MEDICAL POLICY Obesity PG0163 Bariatric Surgery for Obesity PG0104 Cosmetic and Reconstructive Surgery
Gastric restrictive procedure
transoral, endoscopic sleeve o o
. . . PRIOR AUTHORIZATION PG0163 Bariatric Surgery for PRIOR AUTHORIZATION PG0163 Bariatric Surgery for .
43889 gastroplasty (ESG), including | peqiRED - MEDICAL POLICY Obesity REQUIRED - MEDICAL POLICY Obesity PGO163 Bariatric Surgery for Obesity
argon plasma coagulation, when
performed
Repair of anorectal fistula with plug PG0043 Experimental PG0043 Experimental PG0043 : -
46707 (eg, porcine small intestine NON-COVERED Investigational Procedures NON-COVERED igati Procedures Services e NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
submucosa [SIS]) ervices Services
Gastric restrictive procedure, open; o
. ' PRIOR AUTHORIZATION PRIOR AUTHORIZATION PG0163 Bariatric Surgery for .- " " "
43888 removal and replacement of REQUIRED - INTERQUAL. INTERQUAL REQUIRED - MEDICAL POLICY Obesity PG0163 Bariatric Surgery for Obesity PG0104 Cosmetic and Reconstructive Surgery
subcutaneous port component only
Preparation of fecal microbiota for " N . 5
PRIOR AUTHORIZATION PG0222 Fecal Microbiota PRIOR AUTHORIZATION NOT PG0222 Fecal Microbiota " .
44705 instillation, including z.assessment of REQUIRED - MEDICAL POLICY Transplantation REQUIRED Transplantation PG0222 Fecal Microbiota Transplantation
donor specimen
Ablation, irreversible
electroporation, liver, 1 or more PG0488 Irreversible PG0488 Irreversible
47384 tumors, including imaging NON-COVERED Electroporation (IRE) NON-COVERED Electroporation (IRE) PG0488 (RE) Non-covered
guidance, percutaneous
8160 :i:ca’jf;fc'gil"sy“r';’;z' zns‘:t’?:fﬂ, PRIOR AUTHORIZATION PGO415 Pancreatic Islet Cell PRIOR AUTHORIZATION PG0415 Pancreatic Islet Cell PG0415 Pancreatic Islet Cell
o9 plat REQUIRED - MEDICAL POLICY Transplantation REQUIRED - MEDICAL POLICY Transplantation Transplantation
pancreas or pancreatic islet cells
Cystourethroscopy, with
mechanical urethral dilation and
urethral therapeutic drug delivery PG0043 Experimental PG0043 Experimental PG0043 N —
52284 by drug-coated balloon catheter for NON-COVERED Investigational Procedures NON-COVERED igati Procedures Services b NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
urethral stricture or stenosis, male, Services Services
including fluoroscopy, when
performed
Cystourethroscopy, with insertion
of permanent adjustable trans- PRIOR AUTHORIZATION PG0534 Treatments for Benigh PRIOR AUTHORIZATION PG0534 Treatments for Benigh PG0534 Treatments for Benigh Prostatic
52441 prostatic implant; single implant | REQUIRED - MEDICAL POLICY |  Prostatic Hypertrophy (BPH) | REQUIRED - MEDICAL POLICY |  Prostatic Hypertrophy (BPH) Hypertrophy (BPH) EFFECTIVE 04/01/2025 PRIOR AUTHORIZATION REQUIRED
(Urolift System)
Cystourethroscopy, with insertion
of permanent adjustable trans-
prostatic implant; each additional § .
h PRIOR AUTHORIZATION PG0534 Treatments for Benigh PRIOR AUTHORIZATION PG0534 Treatments for Benigh PG0534 Treatments for Benigh Prostatic
52442 permanent adjustable trans | g qUIRED - MEDICAL POLICY | Prostatic Hypertrophy (BPH) | REQUIRED - MEDICAL POLICY | Prostatic Hypertrophy (BPH) Hypertrophy (BPH) EFFECTIVE 04/01/2025 PRIOR AUTHORIZATION REQUIRED
prostatic implant (List separately in
addition to code for primary
procedure) (Urolift System)
Transurethral robotic-assisted
waterjet resection of prostate,
including intraoperative planning,
52507 ultrasound guidance, control of PRIOR AUTHORIZATION PG0534 Treatments for Benigh PRIOR AUTHORIZATION PG0534 Treatments for Benigh PG0534 Treatments for Benigh Prostatic

postoperative bleeding, complete,

including vasectomy, meatotomy,
cystourethroscopy, urethral
libration andlor dilation_and

REQUIRED - MEDICAL POLICY

Prostatic Hypertrophy (BPH)

REQUIRED - MEDICAL POLICY

Prostatic Hypertrophy (BPH)

Hypertrophy (BPH)




Periurethral transperineal
adjustable balloon continence

PG0043 Experimental

PG0043 Experimental

PG0043 Experimental Investigational
Procedures Services; PG0497 Urinary

53451 device; bilateral insertion, including NON-COVERED Investigational Procedures NON-COVERED Investigational Procedures " " NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
S etourethroscony and ime o e Incontinence Voiding Dysfunction
¥ Py aoing ervices ervices Treatments and Devices-archived 120124,
guidance
Periurethral transperineal N -
adjustable balloon continence PGO043 Experimental PGO043 Experimental ;S;%ﬁi‘gzm‘;":i‘g‘&sg‘;g3;“:';'
53452 device; unilateral insertion, NON-COVERED Investigational Procedures NON-COVERED Investigational Procedures Incontinence/ \/owd\h Dysfunction Y NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
including cystourethroscopy and ervices ervices oiding Dys
. Treatments and Devices-archived 120124.
imaging guidance
Periurethral transperineal PG0043 Experimental PG0043 Experimental Pﬁiﬁtﬁ;@:gﬁiﬁi@ﬁ?ﬁfﬁ:‘:l
53453 adjustable balloon continence NON-COVERED Investigational Procedures NON-COVERED Investigational Procedures I tinoncel Varin Dysfunction” |NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
device; removal, each balloon Services Services oiding Dy
Treatments and Devices-archived 120124,
v baloonsomience PG0043 Experimentl PG004S Experimentsl Procetures Senvees PGOIST crn
53454 i A NON-COVERED Investigational Procedures NON-COVERED Investigational Procedures ' : ¥ |NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
device; percutaneous adjustment of ! ! Incontinence Voiding Dysfunction
Services Services ° °
balloon(s) fluid volume Treatments and Devices-archived 120124.
Transurethral destruction of
prostate tissue; by radiofrequency | PRIOR AUTHORIZATION PG0534 Treatments for Benigh PRIOR AUTHORIZATION PGO534 Treatments for Benigh | PG0534 Treatments for Benigh Prostatic
53854 generated water vapor REQUIRED - MEDICAL POLICY |  Prostatic Hypertrophy (BPH) | REQUIRED - MEDICAL POLICY | Prostatic Hypertrophy (BPH) Hypertrophy (BPH) EFFECTIVE 04/01/2025 PRICR AUTHORIZATION REQUIRED
thermotherapy (Rezam System)
Insertion of a temporary prostatic PG0043 Experimental PG0043 Experimental ’ , ’
53855 urethral stent, including urethral NON-COVERED Investigational Procedures NON-COVERED igati PG0043 \ Use of a temporary prostatio stent (53855) is or 1al, for the treatment of benign
! ! Procedures Services prostatic hyperplasia, for all indications.
measurement Services Services
Transurethral radiofrequency micro- PG0043 Experimental PG0043 Experimental
53860 remodeling of the female bladder NON-COVERED Investigational Prosedur NON-COVERED igati PG0043
neck and proximal urethra for i oSG N afocodlos) a " Procedures Services
: " Services Services
stress urinary incontinence
Ablation, irreversible
55877 eleatroporation, prostate, 1 or more NON-COVERED FETEE IEEa il NON-COVERED (e Mzl PGO488 Irreversible Electroporation (IRE) |Experimental-Investigational, Non-covered
tumors, including imaging Electroporation (IRE) Electroporation (IRE)
guidance, percutaneous
Aolation of malgnant prosiato PRIOR AUTHORIZATION
55880 oty focog itrasotad PRIOR AUTHORIZATION o —] REQUIRED - FOLLOW. S PGO504 High-Intensity Focused Uttrasound | Effective 11/01/2024 procedure 558800, Commercial Plans, went from noncovered, to covered, with a prior
ensity locused ltrasou REQUIRED - INTERQUAL MEDICARE COVERAGE (HIFU)-archived 110124 authorization, per InterQual coverage critieria
(HIFU), including ultrasound CRITERIA
guidance
. PRIOR AUTHORIZATION PRIOR AUTHORIZATION PG0311 Gender Reaffirming
55970 Intersex surgery; male to female TR N e INTERQUAL Y e FolEy Surgery PG0311 Gender Reaffirming Surgery
55970. 55980. and all additional services when performed for aender suraerv.
PRIOR AUTHORIZATION PRIOR AUTHORIZATION PG0311 Gender Reaffirming
55980 Intersex surgery, female to male e e, INTERQUAL R el Ry Surgery PG0311 Gender Reaffirming Surgery
55970, 55980, and all additional services when performed for gender surgery
Hysteroscopy, surgical; with
endometrial ablation (e.g.,
58563 endometrial resection, BRIORAUTHORIZATION INTERQUAL HRIOR ATHORIZATION PG0388 Endometrial Ablation PG0388 Endometrial Ablation

electrosurgical ablation,
thermoablation)

REQUIRED - INTERQUAL

REQUIRED - MEDICAL POLICY




Transcervical ablation of uterine
fibroid(s), including intraoperative

PRIOR AUTHORIZATION

PG0539 Transcervical RFA of

PRIOR AUTHORIZATION NOT

PG0539 Transcervical RFA of

PG0539 Transcervical RFA of Uterine

58580 ultrasound guidance and REQUIRED - MEDICAL POLICY Uterine Fibroids IRED Uterine Fibroids Fibroids
monitoring, radiofrequency
Magnetic resonance image guided
high intensity focused ultrasound PG0440 Magnetic resonance PG0440 Magnetic resonance (MR){ PG0440 Magnetic resonance (MR)-Guided [ oo ires age 22 years or older for essential remor. this age requirement is not
61715 (MRgFUS), stereotactic ablation of PRIOR AUTHORIZATION (MR)-Guided Focused Ultrasound PRIOR AUTHORIZATION Guided Focused Ultrasound Focused Ultrasound (MRgFUS) aligned with Cqu other payer o\ic‘\ezqor o:\%on s(glemem from American Societs ft;r Steregotacg: and Functional
target, intracranial, including | REQUIRED - MEDICAL POLICY |  (MRgFUS) Thalamotomy for | REQUIRED - MEDICAL POLICY |  (MRgFUS) Thalamotomy for Thalamotomy for Treatment of Essential |29 : payer p  or p Y ! !
d © Neurosurgery (ASSFN)
stereotactic navigation and frame Treatment of Essential Tremor Treatment of Essential Tremor Tremor
placement, when performed
Laser interstitial thermal therapy
(LITT) of lesion, intracranial, N _— N
61736 including burr hole(s), with PRIOR AUTHORIZATION | PG0206 Laser Interstitial Thermal | PRIOR AUTHORIZATION | PG0206 Laser Interstitial Thermal | PG0206 Laser Interstitial Thermal Therapy c&?ﬁ:ﬁ%?;ﬂ??g?:ﬁr:ﬁ;gger:c:ﬂ; p;':;:‘:g‘r‘;“zar:'fa“sgi:t"efsrﬁﬁ:f“h"e':z; f::fa”ve ﬁnwr01ﬁr0e2:
magnetic resonance imaging | REQUIRED - MEDICAL POLICY Therapy (LITT) REQUIRED - MEDICAL POLICY Therapy (LITT) ”rior thorization . P por Py, to req
guidance, when performed; single P -
trajectory for 1 simple lesion
Laser interstitial thermal therapy
(LITT) of lesion, intracranial,
including burr hole(s), with PRIOR AUTHORIZATION | PG0206 Laser Interstitial Thermal | PRIOR AUTHORIZATION | PGO206 Laser Interstitial Thermal | PGO206 Laser Interstitial Thermal Therapy | C°Yer298 changed from noncovered to covered with a prior authorization for all product lines. Effective 07/01/2024
61737 magnetic resonance imaging REQUIRED - MEDICAL POLICY Therapy (LITT) REQUIRED - MEDICAL POLICY Therapy (LITT) (L) procedures 61736 and 61737, and unlisted procedures used to report laser interstitial thermal therapy, to require a
guidance, when performed:; muttiple| 24 24 prior authorization.
trajectories for multiple or complex
lesion(s)
Percutaneous lysis of epidural
adhesions using solution injection
(;gejc:ya‘:‘e;‘:’:‘fe:ﬁ's‘"(e’ e"czay‘:::t;f)' PG0043 Experimental PG0043 Experimental P G0043 Exveri -
62263 ! °o. NON-COVERED Investigational Procedures NON-COVERED gati : " |NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
including radiologic localization . . Procedures Services
- Services Services
(includes contrast when
administered), multiple adhesiolysis
sessions: 2 or more davs
Percutaneous lysis of epidural
adhesions using solution injection
(g, ypertonic saine, enzyme) of PG0043 Experimental PG0043 Experimental PG0043 Experi .
62264 . .(eg‘ ) NON-COVERED Investigational Procedures NON-COVERED igati . e NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
including radiologic localization N N Procedures Services
Services Services
(includes contrast when
administered), multiple adhesiolysis
sessions: 1 dav
Decompression procedure,
percutaneous, of nucleus pulposus
of intervertebral disc, any method
utilizing needle-based technique to
remove disc material under PG0043 Experimental PG0043 Experimental PG0043 Experimental Investigational
62287 fluoroscopic imaging or other form NON-COVERED Investigational Procedures NON-COVERED Investigational Procedures Procedures Services. PG0026 Discogenic [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
of indirect visualization, with Services ervices Pain Treatment-Archived 120124.
discography and/or epidural
injection(s) at the treated level(s),
when performed, single or multiple
levels, lumbar
Implantation or replacement of
device for intrathecal or epidural PRIOR AUTHORIZATION PG0541 Implantable Infusion PRIOR AUTHORIZATION PG0541 Implantable Infusion
62360 drug infusion; subcutaneous | REQUIRED - MEDICAL POLICY Pumps REQUIRED - MEDICAL POLICY Pumps PGO541 Implantable Infusion Pumps
reservoir
Percutaneous implantation of PRIOR AUTHORIZATION PsIE%Fl{Ji\RUE.I;‘?:{(I)ﬁQ\CA)/N PG0253 Neurostimulation, Spinal
63650 neurostimulator electrode array, REQUIRED - INTERQUAL INTERQUAL MEDICARE COVERAGE CMS Cord/Dorsal Column
epidural CRITERIA and Dorsal Root Ganglion
Laminectomy o implomaonof | oo PRIOR AUTHORIZATION 0253 Neurstmuaton, Sona
63655 neurostimulator e\e.c(rodes, REQUIRED - INTERQUAL. INTERQUAL MEDICARE COVERAGE CMs Cord/Dorsal Column
plate/paddle, epidural CRITERIA and Dorsal Root Ganglion
Revision including replacement,
PRIOR AUTHORIZATION
63663 vr:z::og(e\rr:\zrlrar::? ;;;m:l RRIORAINORZATION INTERQUAL REGHIREDRON oW CMs Peozsgotlde/lggrssharrgoa\t(:;‘;lspma‘
¢ " REQUIRED - INTERQUAL MEDICARE COVERAGE
percutaneous array(s), including CRITERIA and Dorsal Root Ganglion

fluoroscopy, when performed




Revision including replacement,
when performed, of spinal

neurostimulator electrode PG0253 Neurostimulation, Spinal ERIORAUTIORIZATION PG0253 Neurostimulation, Spinal
63664 plate/paddle(s) placed via PRIOR AUTHORIZATION Cord/Dorsal Column REQUIRED - FOLLOW cMs Cord/Dorsal Column
laminotomy or laminectomy, RECUIRED = [ ERIEAL FOLEY and Dorsal Root Ganglion MEDIC@EIET‘E;%\}/\ERAGE and Dorsal Root Ganglion
including fluoroscopy, when
performed
Insertion or replacement of spinal PRIOR AUTHORIZATION
63685 neurostimulator pulse generator or | PRIOR AUTHORIZATION AL REQUIRED - FOLLOW. o PGOZE};’;‘ de/‘ggfs"a"“ég"m‘s"‘"a‘
receiver, direct or inductive REQUIRED - INTERQUAL MEDICARE COVERAGE
] and Dorsal Root Ganglion
coupling CRITERIA
. PG0389 Occipital Nerve Block PG0389 Occipital Nerve Block Therapy for
64405 Injection, anesthetic agent; greater NON-COVERED Therapy for the Treatment of PRIOR AUTHORIZATION NON-COVERED the Treatment of Headache and Occipital |Prior authorization is required for seven (7) injections or more per calendar year
occipital nerve REQUIRED - MEDICAL POLICY
Headache and Occipital Neuralgia Neuralgia
Injection(s), anesthetic agent(s)
64454 and/or steroid nerves innervating PRIOR AUTHORIZATION PG0471 Genicular Nerve Blocks PRIOR AUTHORIZATION PG0471 Genicular Nerve Blocks PG0471 Genicular Nerve Blocks and
the genicular nerve branches, REQUIRED - MEDICAL POLICY |and Ablation for Chronic Knee Pain| REQUIRED - MEDICAL POLICY |and Ablation for Chronic Knee Pain Ablation for Chronic Knee Pain
including imaging guidance
4568 Ope’\‘/;"‘s‘::':r:g' :;Srr:g;:rlv fleve | PRIOR AUTHORIZATION ::?'gsf:i ﬂ‘yf?g1‘_‘:ssf'm"‘:{‘/; PRIOR AUTHORIZATION Zgﬂfsﬂi T‘y?c:g_:_c:s;ar\nNzrv ® | PG0537 Hypaglossal Nerve Stimuiation for
(69, vag REQUIRED - MEDICAL POLICY ulation for_ freatmel REQUIRED - MEDICAL POLICY ulation for freatment of Treatment of Obstructive Sleep Apnea
electrode array and pulse generator Obstructive Sleep Apnea Obstructive Sleep Apnea
Open implantation of hypoglossal PRIOR AUTHORIZATION
64582 nerve neurostimulator array, pulse PRIOR AUTHORIZATION ;?ﬁﬁf;{;ﬁ?ﬂ?i:?,’,.’:ﬁ{ﬁ REQUIRED - FOLLOW . PGO0537 Hypoglossal Nerve Stimulation for
generator, and distal respiratory REQUIRED - INTERQUAL &’ e ey MEDICARE COVERAGE Treatment of Obstructive Sleep Apnea
sensor electrode or electrode array SHUCIVOS ceplapnea) CRITERIA
Revision or replacement of
hypoglossal nerve neurostimulator PG0537 H e R PRIOR AUTHORIZATION
64583 array and distal respiratory sensor | PRIOR AUTHORIZATION i "yf?gn o REQUIRED - FOLLOW S PG0537 Hypoglossal Nerve Stimulation for
electrode or electrode array, REQUIRED - INTERQUAL Ob:f: ; :swe:G A enea MEDICARE COVERAGE Treatment of Obstructive Sleep Apnea
including connection to existing uctive P Ap CRITERIA
pulse generator
Removal of hypoglossal nerve PRIOR AUTHORIZATION
4584 neurostimulator array, pulse PRIOR AUTHORIZATION :((;rgs‘:z;‘yz;g#:::;:::v; REQUIRED - FOLLOW. oms PG0537 Hypoglossal Nerve Stimulation for
generator, and distal respiratory REQUIRED - INTERQUAL éb”" ! tive Sioap Apn MEDICARE COVERAGE Treatment of Obstructive Sleep Apnea
sensor electrode or electrode array structive Sleep Apnea CRITERIA
Destruction by neurolytic agent, . .
N PG0471 Genicular Nerve Blocks PG0471 Genicular Nerve Blocks PG0471 Genicular Nerve Blocks and
64624 igr:;';:‘garg:ﬁ::czrawnﬁz:sp:::;ﬂ:g BORCR ERED) and Ablation for Chronic Knee Pain BORCO ERED) and Ablation for Chronic Knee Pain Ablation for Chronic Knee Pain
64625 f N NON-COVERED Investigational Procedures NON-COVERED Investigational Procedures N P NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
image guidance (fluoroscopy or ! ! PG0043 Experimental Investigational
Services Services .
cT) Procedures Services
Thermal destruction of PG0512 Thermal Destruction of the
intraosseous basivertebral nerve, PG0043 i Nerve (BVN) for
64628 including all imaging guidance; first FTS(I]?JTRAQJDT-P‘@TEZS;'UOA’\L INTERQUAL NON-COVERED igati Procedu ic Lower Back Pain-Archived
2 vertebral bodies, lumbar or sacral Services 110124, PG0043 Experimental
(eff. 01/01/2022) Investigational Procedures Services
Thermal destruction of
intraosseous basivertebral nerve, PG0512 Thermal Destruction of the
including all imaging guidance; PG0043 i Nerve (BVN) for
64629 each additional vertebral body, :ERIQOUTRAE%T.Hlﬁ?Ez:g&'T_ INTERQUAL NON-COVERED igati ic Lower Back Pain-Archived
lumbar or sacral (List separately in Services 110124; PG0043 Experimental

addition to code for primary
procedure) (eff. 01/01/2022)

Investigational Procedures Services




Nerve repair; with synthetic conduit

PG0043 Experimental

PG0043 Experimental

PG0043 i igational

64910 or vein allograft (eg, nerve tube), NON-COVERED Investigational Procedures NON-COVERED Procedures Somices Allogeneic, xenographic, synthetic, and composite nerve grafts and conduits
each nerve Services Services
. PG0043 Experimental PG0043 Experimental : -
64912 Nerve repair; with nerve allograft, NON-COVERED Investigational Procedures NON-COVERED igati PGO043 v 18| Allogeneic, xenographic, synthetic, and composite nerve grafts and conduits
each nerve, first strand (cable) s ok Procedures Services
Nerve repar Wi nerve ::'L"";;a"’ PGO043 Experimental PG0043 Experimental G043 Experi -
64913 - NON-COVERED Investigational Procedures NON-COVERED igati . b Allogeneic, xenographic, synthetic, and composite nerve grafts and conduits
separately in addition to code for e e e Procedures Services
primary procedure)
PRIOR AUTHORIZATION
. PRIOR AUTHORIZATION " REQUIRED - FOLLOW "
65760 Keratomileusis REQUIRED - MEDICAL POLICY PG0289 Refractive Surgery MEDICARE COVERAGE CMs PG0289 Refractive Surgery
CRITERIA
PRIOR AUTHORIZATION
PRIOR AUTHORIZATION " REQUIRED - FOLLOW "
65765 Keratophakia REQUIRED - MEDICAL POLICY PG0289 Refractive Surgery MEDICARE COVERAGE. CMs PG0289 Refractive Surgery
CRITERIA
PRIOR AUTHORIZATION
PRIOR AUTHORIZATION " REQUIRED - FOLLOW "
65771 Radial keratotomy (RK) REQUIRED - MEDICAL POLICY PG0289 Refractive Surgery MEDICARE COVERAGE CMS PG0289 Refractive Surgery
CRITERIA
Implantation of intrastromal corneal PRIOR AUTHORIZATION " PRIOR AUTHORIZATION " "
65785 Ting segments REQUIRED - MEDICAL POLICY | PG0289 Refractive Surgery | pe0iRep - MEDICAL PoLICY | PG0289 Refractive Surgery PG0289 Refractive Surgery
PG0043 Experimental PG0043 Experimental . -
Investigational Procedures igati PG0043 by
65820 Goniotomy NON-COVERED o . NON-COVERED o Procedures Services; PG0327 Surgical | When goniotomy (CPT Code 65820) is determined to be trabectome (ab interno trabeculectomy).
Services; PG0327 Surgical Services; PG0327 Surgical Trontments for Glaucoma
Treatments for Glaucoma Treatments for Glaucoma
Suprachoroidal space injection of PG0043 Experimental PG0043 Experimental PG0043 " _—
67516 pharmacologic agent (separate NON-COVERED Investigational Procedures NON-COVERED igati Procedures Services b NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
procedure)- Services Services
PRIOR AUTHORIZATION " Medical Policy PG0007 Blepharoplasty, Reconstructive Eyelid Surgery, & Brow Lift-archived. The procedure codes
" PG0007 Blepharoplasty, Reconstructive u ! The proce A
67900 Repair of brow ptosis (supraciliary, PRIOR AUTHORIZATION INTERQUAL REQUIRED - FOLLOW cMS Eyelid Surgery, and Brow Lift - Archived 15820, 15821, 15822, 15823, 67900, 67901-67909, 67911 require a prior authorization, and will maintain requiring a
mid-forehead or coronal approach) REQUIRED - INTERQUAL MEDICARE COVERAGE 66/01/2024 prior authorization. The coverage criteria will follow the InterQual criteria. Additional review : PG0104 Cosmetic and
CRITERIA : Reconstructive Surgery
. " PRIOR AUTHORIZATION " Medical Policy PG0007 Blepharoplasty, Reconstructive Eyelid Surgery, & Brow Lift-archived. The procedure codes
67901 R:S:‘C’I;’f(gf“:‘:‘ajz‘vmy{::‘e‘? PRIOR AUTHORIZATION TR REQUIRED - FOLLOW e :Getl’i?f’;u?'ee‘:"a;‘:“ja;z'wRSz"_"z'r’c“hc‘:'; 15820, 15821, 15822, 15823, 67900, 67901-67909, 67911 require a prior authorization, and will maintain requiring a
hnid! y REQUIRED - INTERQUAL MEDICARE COVERAGE 4 oen. prior authorization. The coverage criteria will follow the InterQual criteria. Additional review : PG0104 Cosmetic and
other material (eg, banked fascia) 06/01/2024.
CRITERIA Reconstructive Surgery
Repair of blepharoptosis; frontalis PRIOR AUTHORIZATION PG0007 Blepharoplasty, Reconstructive | Medical Policy PG00O7 Blepharoplasty, Reconsiructive Eyelid Surgery, & Brow Lift-archived. The procedure codes
67902 muscle technique with autologous PRIOR AUTHORIZATION INTERQUAL REQUIRED - FOLLOW cMS Evyelid Sur e’: an’:‘l Brillv Lift - Archived 16820, 15821, 15822, 15823, 67900, 67901-67909, 67911 require a prior authorization, and will maintain requiring a
fascial sling (includes obtaining REQUIRED - INTERQUAL MEDICARE COVERAGE 4 9 386/01/2024 prior authorization. The coverage criteria will follow the InterQual criteria. Additional review : PG0104 Cosmetic and
fascia) CRITERIA : Reconstructive Surgery




Repair of blepharoptosis; (tarso)

PRIOR AUTHORIZATION

PRIOR AUTHORIZATION
REQUIRED - FOLLOW

PGO007 Blepharoplasty, Reconstructive

Medical Policy PGO007 Blepharoplasty, Reconstructive Eyelid Surgery, & Brow Lift-archived. The procedure codes
15820, 15821, 15822, 15823, 67900, 67901-67909, 67911 require a prior authorization, and will maintain requiring a

67903 levator resection or advancement, | g IRED - INTERQUAL IERQUEL MEDICARE COVERAGE CMS Eyelid Surgery, and Brow Lift - Archived | 1 it ocization. The coverage criteria will follow the InterQual criteria. Additional review : PG0104 Cosmetic and
internal approach CRITERIA 06/01/2024. Reconstructive Surgery
N . PRIOR AUTHORIZATION " Medical Policy PG0007 Blepharoplasty, Reconstructive Eyelid Surgery, & Brow Lift-archived. The procedure codes
7908 Igvz‘t’::’r‘e"sZﬁf;h:;?‘zgj:ncfm':& PRIOR AUTHORIZATION TE REQUIRED - FOLLOW. oMs ;Ge'ii‘f;u?'eeprha;"n’;‘a;:xﬁ;?"z‘rz‘;xz 15820, 15821, 15822, 15823, 67900, 67901-67909, 67911 require a prior authorization, and will maintain requiring a
" REQUIRED - INTERQUAL MEDICARE COVERAGE Y gery. prior authorization. The coverage criteria will follow the InterQual criteria. Additional review : PG0104 Cosmetic and
exteral approach CRITERIA 06/01/2024. Reconstructive Surgery
: . ical Policy lepharoplasty, Reconstructive Eyelid Surgery, & Brow Lift-archived. The procedure codes
Repair of blepharoptosis; superior PRIOR AUTHORIZATION PG0007 Blepharoplasty, Reconstructive Medical Policy PGO007 Bleph ! R ive Eylid S & Brow Lift-archived. Th d d
67906 rectus technique with !a;cial slin PRIOR AUTHORIZATION INTERQUAL REQUIRED - FOLLOW cMS Evyelid Surgery, and Brolw Lift - Archived 15820, 15821, 15822, 15823, 67900, 67901-67909, 67911 require a prior authorization, and will maintain requiring a
q : 9 REQUIRED - INTERQUAL MEDICARE COVERAGE 4 9ery. prior authorization. The coverage criteria will follow the InterQual criteria. Additional review : PG0104 Cosmetic and
(includes obtaining fascia) e 6/01/2024. Reconstructve Surgery
Repair of blepharoptosis; PRIOR AUTHORIZATION PG0007 Blepharoplasty, Reconstructive Medical Policy PG0007 Blepharoplasty, Reconstructive Eyelid Surgery, & Brow Lift-archived. The procedure codes
67908 conjunctivo-tarso-Muller's muscle- PRIOR AUTHORIZATION INTERQUAL REQUIRED - FOLLOW CcMS Evelid Sur :r anpd Brgy‘w Lift - Archived 15820, 15821, 15822, 15823, 67900, 67901-67909, 67911 require a prior authorization, and will maintain requiring a
levator resection (eg, Fasanella- REQUIRED - INTERQUAL MEDICARE COVERAGE 4 9 186/01 12024, prior authorization. The coverage criteria will follow the InterQual criteria. Additional review : PG0104 Cosmetic and
Servat type) CRITERIA : Reconstructive Surgery
PRIOR AUTHORIZATION PG0007 Blepharoplasty, Reconstructive | Medical Policy PG0007 Blepharoplasty, Reconstructive Eyelid Surgery, & Brow Lift-archived. The procedure codes
67909 Reduction of overcorrection of PRIOR AUTHORIZATION INTERQUAL REQUIRED - FOLLOW CcMS Evelid Sur epr an’?j Brc{;u Lift - Archived 15820, 15821, 15822, 15823, 67900, 67901-67909, 67911 require a prior authorization, and will maintain requiring a
ptosis REQUIRED - INTERQUAL MEDICARE COVERAGE 4 9 %6/01/2024 prior authorization. The coverage criteria will follow the InterQual criteria. Additional review : PG0104 Cosmetic and
CRITERIA B Reconstructive Surgery
PRIOR AUTHORIZATION PG0007 Blepharoplasty, Reconstructive Medical Policy PG0007 Blepharoplasty, Reconstructive Eyelid Surgery, & Brow Lift, archived. The procedure codes
" { 0104 Cosmetic ant - N Lo 15820, 15821, 15822, 15823, 67900, 67901-67909, 67911 require a prior authorization, and will maintain requiring a
67911 Correction of lid retraction RRIORI L ORIZATION B @ g [REOWIRED =[RS CMs Eyelid Surg pr n’:ﬁ Eryw Lift - Ar LIl'lw\/l;ld
- econstructive Surgery - prior authorization. The coverage criteria will follow the InterQual criteria. itional review : osmetic an
orrection ofid retractio REQUIRED - MEDICAL POLICY R s MEDICARE COVERAGE O e /2094 ° h Th il follow the InterQual Additional PGO104 C d
CRITERIA . Reconstructive Surgery
Insertion of drug-eluting implant, PG0043 Experimental PG0043 Experimental PGO043 - gational
68841 including punctal dilation when NON-COVERED Investigational Procedures NON-COVERED Soa Procedures Services; PG0327 Surgical | NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
performed, into lacrimal Services; PG0327 Surgical Services; PG0327 Surgical Trontmenst for Glaucoma
canaliculus, each Treatmenst for Glaucoma Treatmenst for Glaucoma
PG0104 Cosmetic and PG0104 Cosmetic and PG0104 Cosmetic and Reconstructive
69090 Ear piercing NON-COVERED Reconstructive Surgery NON-COVERED Reconstructive Surgery Surgery
PRIOR AUTHORIZATION
Otoplasty, protruding ear, with or PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0376 Otoplasty; PG0104 Cosmetic and
69300 without size reduction REQUIRED - MEDICAL POLICY (REREIG @RSy MEDICARE COVERAGE GE Reconstructive Surgery
CRITERIA
Nasopharyngoscopy, surgical, with
o " . PRIOR AUTHORIZATION e PRIOR AUTHORIZATION N
69705 dilation of eustachian tube (e, REQUIRED - MEDICAL POLICY PG0423 Eustachian Tube Dilation REQUIRED - MEDICAL POLICY PG0423 Eustachian Tube Dilation PG0423 Eustachian Tube Dilation
balloon dilation); unilateral
Nasopharyngoscopy, surgical, with
69706 dilation of eustachian tube (ie, RRIORINHORIZATION PG0423 Eustachian Tube Dilation RRIORSSITHIORIZATION PG0423 Eustachian Tube Dilation PG0423 Eustachian Tube Dilation

balloon dilation); bilateral

REQUIRED - MEDICAL POLICY

REQUIRED - MEDICAL POLICY




Implantation or replacement of

PRIOR AUTHORIZATION

PG0218 Implantable Bone

PG0218 Implantable Bone Conduction and

69710 electromagnetic bone conduction REQUIRED - INTERQUAL. INTERQUAL NON-COVERED Conduction and Bone-Anchored Bone-Anchored Hearing Aids-Archived | Effective 01/01/2023 CMS has indicated procedure 69710 as reimbursement Status N-noncovered
hearing device in temporal bone Hearing Aids-Archived 11/01/2024 11/01/2024
Implantation, osseointegrated PRIOR AUTHORIZATION
coTia implant, skull; with percutaneous PRIOR AUTHORIZATION . REQUIRED - FOLLOW. — Pigilﬂ[’l’:";":ﬂz ;3::9 ;‘;’;d:rcc"l:’v‘ :d""
attachment to external speech REQUIRED - INTERQUAL MEDICARE COVERAGE 9
11/01/2024
processor CRITERIA
Tmplantation, osseointegrated
implant, skull; with magnetic
transcutaneous attachment to PRIOR AUTHORIZATION
o PG0218 Implantable Bone Conduction and
external speech processor, within PRIOR AUTHORIZATION REQUIRED - FOLLOW _ - . -
69716 the mastoid and/or resulting in REQUIRED - INTERQUAL. INTERQUAL MEDICARE COVERAGE CMs Bone-Anchored Hearing Aids-Archived Effective 04/01/2023 procedures 69716, 69719, 69729 and 69730 require a prior authorization.
11/01/2024
removal of less than 100 sq mm CRITERIA
service area of bone deep to the
outer cranial cortex
Replacement (including removal of
existing device), osseointegrated PRIOR AUTHORIZATION PG0218 Implantable Bone Conduction and
69717 implant, skull; with percutaneous ERORAUTHORIEATION INTERQUAL REGOIREDNROLLOW) CMs Bone-Anchored Hearing Aids-Archived
plant, skull, with p REQUIRED - INTERQUAL MEDICARE COVERAGE & 9 Alds-Archiv
attachment to external speech 11/01/2024
CRITERIA
processor
Replacement (including removal of
existing device), osseointegrated
implant, skull; with magnetic PRIOR AUTHORIZATION
PG0218 Implantable Bone Conduction and
transcutaneous attachment to PRIOR AUTHORIZATION REQUIRED - FOLLOW . -
69719 external speech process, within the REQUIRED - INTERQUAL INTERQUAL MEDICARE COVERAGE. CMs Bone-Anchored Hearing Aids-Archived Effective 04/01/2023 procedures 69716, 69719, 69729 and 69730 require a prior authorization.
- 11/01/2024
mastoid and/or involving a bony CRITERIA
defect less than 100 sg mm
surface area of hone deen fo the
Implantation, osseointegrated
implant, skull; with magnetic
transcutaneous attachment to PRIOR AUTHORIZATION
N PG0218 Implantable Bone Conduction and
external speech processor, outside PRIOR AUTHORIZATION REQUIRED - FOLLOW y . . . -~
69729 of the mastoid and resulting in REQUIRED - INTERQUAL. INTERQUAL MEDICARE COVERAGE CMs Bone-Anchored Hearing Aids-Archived Effective 04/01/2023 procedures 69716, 69719, 69729 and 69730 require a prior authorization.
11/01/2024
removal of greater than or equal to CRITERIA
100 sq mm surface area of bone
deen to the outer cranial cortex
Replacement (including removal of
existing device), osseointegrated
implant, skull; with magnetic PRIOR AUTHORIZATION
PG0218 Implantable Bone Conduction and
transcutaneous attachment to PRIOR AUTHORIZATION REQUIRED - FOLLOW . -
69730 external speech processor, outside REQUIRED - INTERQUAL INTERQUAL MEDICARE COVERAGE. CMs Bone-Anchored Hearing Aids-Archived Effective 04/01/2023 procedures 69716, 69719, 69729 and 69730 require a prior authorization.
- . 11/01/2024
the mastoid and involving a bony CRITERIA
defect greater than or equal to 100
sa mm surface area of bone deen
PRIOR AUTHORIZATION Medical Policy PG0281 Cochlear and Auditory Brainstem Implants is going to be archived. The procedure codes
69930 Cochlear device implantation, with PRIOR AUTHORIZATION INTERQUAL REQUIRED - FOLLOW cMS PG0281 Cochlear and Auditory Brainstem |69930, L8614-18624, L8627-L8629 and L8625 require a prior authorization, and will maintain requiring a prior
or without mastoidectomy REQUIRED - INTERQUAL MEDICARE COVERAGE Implants - Archived 06/01/2024 authorization. The coverage criteria will follow the InterQual criteria, as is indicated on the prior authorization excel
CRITERIA spreadsheet.
Magnetic resonance angiography, PRIOR AUTHORIZATION PG0487 Magnetic Resonance Imagin Medical Policy PG0487 Magnetic Resonance Imaging (MRI) and Magnetic Resonance Angiography (MRA) to be
70546 head; without contrast material(s), PRIOR AUTHORIZATION INTERQUAL REQUIRED - FOLLOW CcMS MRI) n?j MI netic Resonan ang archived. The present procedure codes on the medical policy, 70546, 70552, 72142, 72157, 72158, 72196, 73723,
followed by contrast material(s) and REQUIRED - INTERQUAL MEDICARE COVERAGE N ( a agnetic Resonance will continue to require a prior authorization, they will follow the InterQual coverage criteria and are listed as such on
f Angiography (MRA) Archived 06/01/2024. B
urther sequences CRITERIA the prior authorization excel spreadsheet.
. PRIOR AUTHORIZATION § Medical Policy PG0487 Magnetic Resonance Imaging (MRI) and Magnetic Resonance Angiography (MRA) to be
Magnetic resonance (e.g., proon) | ppioR AUTHORIZATION REQUIRED - FOLLOW. PGO487 Magnetic Resonance Imaging | ived. The present procedure codes on the medical policy, 70546, 70552, 72142, 72157, 72158, 72196, 73723,
70552 imaging, brain (including brain INTERQUAL cMs (MRI) and Magnetic Resonance ohivec ! ! ; 2 °
e - REQUIRED - INTERQUAL MEDICARE COVERAGE . " will continue to require a prior authorization, they will follow the InterQual coverage criteria and are listed as such on
stem); with contrast material(s) Angiography (MRA) Archived 06/01/2024. "
CRITERIA the prior authorization excel spreadsheet.
PRIOR AUTHORIZATION y Medical Policy PG0487 Magnetic Resonance Imaging (MRI) and Magnetic Resonance Angiography (MRA) to be
Magnetic resonance (e.., proton) PRIOR AUTHORIZATION REQUIRED - FOLLOW PGO487 Magnetic Resonance Imaging | 1iveq. The present procedure codes on the medical policy, 70546, 70552, 72142, 72157, 72158, 72196, 73723,
72142 imaging, spinal canal and contents, INTERQUAL CcMS (MRI) and Magnetic Resonance A " ! § o e >
o : REQUIRED - INTERQUAL MEDICARE COVERAGE . " will continue to require a prior authorization, they will follow the InterQual coverage criteria and are listed as such on
cervical; with contrast material(s) Angiography (MRA) Archived 06/01/2024. !
CRITERIA the prior authorization excel spreadsheet
Magnetic resonance (e.., proton) PRIOR AUTHORIZATION § Medical Policy PG0487 Magnetic Resonance Imaging (MRI) and Magnetic Resonance Angiography (MRA) to be
imaging, spinal canal and contents, PG0487 Magnetic Resonance Imaging " i N
: PRIOR AUTHORIZATION REQUIRED - FOLLOW y archived. The present procedure codes on the medical policy, 70546, 70552, 72142, 72157, 72158, 72196, 73723,
72157 without contrast material, followed INTERQUAL CMs (MRI) and Magnetic Resonance p " " * p i "
: REQUIRED - INTERQUAL MEDICARE COVERAGE . " will continue to require a prior authorization, they will follow the InterQual coverage criteria and are listed as such on
by contrast material(s) and further Angiography (MRA) Archived 06/01/2024. "
CRITERIA the prior authorization excel spreadsheet.

sequences; thoracic




Magnetic resonance (e.g., proton)

e ol ot e oontente PRIOR AUTHORIZATION PGO487 Magnetic Resonance Imaging | Medical Policy PG0487 Magnetic Resonance Imaging (MRI) and Magnetic Resonance Angiography (MRA) to be
ging, =p A " PRIOR AUTHORIZATION REQUIRED - FOLLOW d * 99| archived. The present procedure codes on the medical policy, 70546, 70552, 72142, 72157, 72158, 72196, 73723,
72158 without contrast material, followed INTERQUAL cMs (MRI) and Magnetic Resonance renivec " proce ; 2 °
j REQUIRED - INTERQUAL MEDICARE COVERAGE ) h will continue to require a prior authorization, they will follow the InterQual coverage criteria and are listed as such on
by contrast material(s) and further Angiography (MRA) Archived 06/01/2024. N
2 CRITERIA the prior authorization excel spreadsheet.
sequences; lumbar
PRIOR AUTHORIZATION ! Medical Policy PG0487 Magnetic Resonance Imaging (MRI) and Magnetic Resonance Angiography (MRA) to be
72196 Ma‘g"‘:‘fﬁ '%Zﬁ?gc‘s.is‘g;n‘(’r’:;?") PRIOR AUTHORIZATION AL REQUIRED - FOLLOW o PG?&%"::%";’: ;eﬁsc";ae';’;a"::g‘"g archived. The present procedure codes on the medical policy, 70546, 70552, 72142, 72157, 72158, 72196, 73723,
ging. pelvis; wi REQUIRED - INTERQUAL MEDICARE COVERAGE ) gnetic | will continue to require a prior authorization, they will follow the InterQual coverage criteria and are listed as such on
material(s) Angiography (MRA) Archived 06/01/2024. i
CRITERIA the prior authorization excel spreadsheet.
Magnetic resonancs (e.g., proton) PRIOR AUTHORIZATION § Medical Policy PG0487 Magnetic Resonance Imaging (MRI) and Magnetic Resonance Angiography (MRA) to be
imaging, any joint of lower PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0487 Magnetic Resonance Imaging N N N
- ; archived. The present procedure codes on the medical policy, 70546, 70552, 72142, 72157, 72158, 72196, 73723,
73723 extremity; without contrast INTERQUAL cMs (MRI) and Magnetic Resonance renivec ' proce ; 2 °
N REQUIRED - INTERQUAL MEDICARE COVERAGE N N will continue to require a prior authorization, they will follow the InterQual coverage criteria and are listed as such on
material(s), followed by contrast Angiography (MRA) Archived 06/01/2024. N
CRITERIA the prior authorization excel spreadsheet.
material(s) and further sequences
Computed tomographic (CT) PRIOR AUTHORIZATION ) ’ )
74261 eclenageaphy, disgnastic, nclucing ([ ORETIORIATION INTERQUAL REGUIFED - Feliel oms Po0182 Vitua Colonoscopy Avchived |7 it = prr honaton he o Tolow the mierC coverage rtera and s
image postprocessing; without REQUIRED - INTERQUAL MEDICARE COVERAGE 06/01/2024. ! : a pri . they 9
) listed as such on the prior authorization excel spreadsheet.
contrast material CRITERIA
Computed tomographic (CT)
colonography, diagnostic, including PRIOR AUTHORIZATION N N N
74262 image postprocessing; with PRIOR AUTHORIZATION ] REQUIRED - FOLLOW. . PGO182 Virtual Colonoscopy Archived %‘;“;a;:';ggy va:fg;:ﬁn\z"e":':‘rg"\‘;’;"zc‘:g Z?:O:ZTZT mTe he P"Iﬁ"‘ "t’:c‘l"’t“’zwfes on the mi"'?a' p‘(’j"cy'
contrast REQUIRED - INTERQUAL MEDICARE COVERAGE 06/01/2024 racol-razns, A quire a p » they wil follow the nterfual coverage criteria and are
B listed as such on the prior authorization excel spreadsheet.
material(s) including non-contrast CRITERIA
images, if performed
PRIOR AUTHORIZATION ) ) )
72068 colmography. acreonng, nchudng | PRIOR AUTHORZATION INTERQUAL RECTRECREOT ovs P0182 Vitua Colonoscopy Avcived | it = prr onaton he af ol the merCu coverage crtera and s
ography. ng, including | REQUIRED - INTERQUAL MEDICARE COVERAGE 06/01/2024. ! » will continue to require a prior authorization, they wi ual coverage criteri
image postprocessing e listed as such on the prior authorization excel spreadsheet.
CT. heart, without contrast with PRIOR AUTHORIZATION PG0482 Computed Tomography and
75571 antitative ‘g‘;am:m" o mr;:ar PRIOR AUTHORIZATION TR REQUIRED - FOLLOW N Computed Tomography Angiography Scans | Covered with a prior authorization effective 06/01/2024, for all product lines, following InterQual criteria coverage
a pro Y| REQUIRED - INTERQUAL MEDICARE COVERAGE Archived 06/01/2024; PG0043 Experimental | review.
! CRITERIA Investigational Procedures Services.
76391 Magnetic resonance (e.g., PRIOR AUTHORIZATION PG0252 Non-Invasive Tests for PRIOR AUTHORIZATION PG0252 Non-Invasive Tests for PG0252 Non-Invasive Tests for Hepatic
vibration) elastography REQUIRED - MEDICAL POLICY Hepatic Fibrosis REQUIRED - MEDICAL POLICY Hepatic Fibrosis Fibrosis
76981 Ultrasound, elastography; PRIOR AUTHORIZATION NOT | PG0252 Non-Invasive Tests for | PRIOR AUTHORIZATION NOT | PG0252 Non-Invasive Tests for | PG0252 Non-Invasive Tests for Hepatic |N ed when tobe other than TE for detection
parenchyma (e.g., organ) REQUIRED - SEE NOTES Hepatic Fibrosis REQUIRED - SEE NOTES Hepatic Fibrosis Fibrosis or staging of hepatic fibrosis or cirrhosis
76982 Uttrasound, elastography; first - PG0252 Non-Invasive Tests for D PG0252 Non-Invasive Tests for | PG0252 Non-Invasive Tests for Hepatic
target lesion Hepatic Fibrosis Hepatic Fibrosis Fibrosis
Uttrasound, elastography; each
additional target lesion (List PG0252 Non-Invasive Tests for PG0252 Non-Invasive Tests for | PG0252 Non-Invasive Tests for Hepatic
76983 separately in addition to code for NEN-ERERED Hepatic Fibrosis NON-COVERED Hepatic Fibrosis Fibrosis
primary procedure)
Computed tomography, bone PRIOR AUTHORIZATION
mineral density study, 1 or more PRIOR AUTHORIZATION REQUIRED - FOLLOW ;
77078 sites, axial skeleton (eg, hips, REQUIRED - INTERQUAL IERQUEL MEDICARE COVERAGE cmMS PG0320 Bone Density Measurements
pelvis, spine) CRITERIA




Trabecular bone score (TBS),
structural condition of the bone
microarchitecture; using dual X ray
absorptiometry (DXA) or other

PG0320 Bone Density
Measurements; PG0043

PG0320 Bone Density
Measurements; PG0043

PG0320 Bone Density Measurements;

77089 NON-COVERED P NON-COVERED 3 e PG0043 Experimental Investigational NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
imaging data on gray scale Experimental Investigational Experimental Investigational N
. " 5 Procedures Services
variogram, calculation, with Procedures Services Procedures Services
interpretation and report on fracture
risk
Trabecular bone score (TBS),
structural condition of the bone PG0320 Bone Density PG0320 Bone Density "
. ° 3 N ’ > PG0320 Bone Density Measurements;
77090 microarchitecture; technical NON-COVERED e R NON-COVERED LB REL R PG0043 Experimental Investigational ~ NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
preparation and transmission of Experimental Investigational Experimental Investigational
5 Procedures Services
data for analysis to be performed Procedures Services Procedures Services
elsewhere
Trabecular bone score (TBS), PG0320 Bone Density PG0320 Bone Density " .
y 5 " PG0320 Bone Density Measurements;
77091 structural condition of the bone NON-COVERED pleesurenents [RCo043 NON-COVERED e IaCO0S PG0043 Experimental Investigational | NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
microarchitecture; technical Experimental Investigational Experimental Investigational N
5 5 Procedures Services
calculation only Procedures Services Procedures Services
Trabecular bone score (TBS),
structural condition of the bone PG0320 Bone Density PG0320 Bone Density "
on d ’ > PG0320 Bone Density Measurements;
77002 microarchitecturs; interpretation NON-COVERED e R NON-COVERED LB REL R PG0043 Experimental Investigational | NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
and report on fracture risk only by Experimental Investigational Experimental Investigational v
" 5 Procedures Services
other qualified health care Procedures Services Procedures Services
professional
Bone density (bone mineral PG0320 Bone Density PRIOR AUTHORIZATION PG0320 Bone Density Measurements:
78350 content) studl Yy Tor mor‘e sites: NON-COVERED Measurements; PG0043 REQUIRED - FOLLOW CcMS PG0043 Ex erimenltzl Inves‘:i a!icnalv NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL Effective 11/01/2024 covered with a prior authorization
N v, " i Experimental Investigational MEDICARE COVERAGE P vestig for the Elite (Medicare Advantage) Plans per InterQual coverage criteria
single photon absorptiometry P by Procedures Services
rocedures Services CRITERIA
Bone density (bone mineral PG0320 Bone Density PRIOR AUTHORIZATION PGO320 Bone Density Measurements:
78351 content) study, 1 or more sites; NON-COVERED Measurements; PG0043 REQUIRED - FOLLOW cMS PG0043 E: er'mentgl Investi at'onal‘ NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL Effective 11/01/2024 covered with a prior authorization
dual photon absorptiometry, 1 or Experimental Investigational MEDICARE COVERAGE Xperi vestigati for the Elite (Medicare Advantage) Plans per InterQual coverage criteria
. . Procedures Services
more sites Procedures Services CRITERIA
Effective 08/01/2021, an additional option for outpatient imaging prior authorization requests from Paramount
participating in-plan providers; is the ing Access to Medicare Act (PAMA) scores
PRIOR AUTHORIZATION greater than or equal to a score of 8, for administrative approvals across a\l product lines. The request form can be
Brain imaging, positron emission PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0450 Positron Emission T located at: https:; Request-Forr pdf -
78608 tomography (PET); metabolic REQUIRED - INTERQUAL INTERQUAL MEDICARE COVERAGE CMs (PET) Oncology and Miscellaneous 01/06/2024 - Medical Policy PG0450 Positron Emission Tomography (PET) Oncology and Miscellaneous
evaluation CRITERIA Applications Archived 06/01/2024. 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 ization excel spi . The pi codes will
align with the prior authorization excel spreadsheet and not the medical policy.
Effective 08/01/2021, an additional option lor outpatient imaging prior authorization requests from Paramount
participating in-plan providers; the g Access to Medicare Act (PAMA) scores
PG0450 Positron Emission Tomography | greater than or equal to a score of 8, for adm\mstratlve approvals across all product lines. The request form can be
. " . PRIOR AUTHORIZATION . .
Brain imaging, positron emission PRIOR AUTHORIZATION REQUIRED - FOLLOW (PET) Oncology and Miscellaneous located at: https:/wi -ax-Request-Forr pdf
78609 tomography (PET); perfusion REQUIRED - INTERQUAL INTERQUAL MEDICARE COVERAGE. CMs Applications Archived 06/01/2024. Maintain [01/06/2024 - Medical Policy PG0450 Positron Emission Tomography (PET) Oncology and Miscellaneous
evaluation CRITERIA Prior Authorization per InterQual Coverage |Applications to be archived. The procedure codes 78608, 78609, 78811, 78812, 78813, 78814, 78815, 78816,
Criteria G0235, G0252 reqire a prior authorization, and will maintain requiring a prior authorization. The coverage criteria will
follow the InterQual criteria, as is indicated on the prior excel spreadsheet. The pi codes will
align with the prior authorization excel spreadsheet and not the medical policy.
Effective 08/01/2021, an additional option lor outpatient imaging prior authorization requests from Paramount
participating in-plan providers; the g Access to Medicare Act (PAMA) scores
ERERATERZSTEN PG0450 Positron Emission Tomography |greater than or equal to a score of 8, for adm\mstratlve approvals across all product lines. The request form can be
Positron emission tomography R A B ETE e pe o (PET) Oncology and Miscellaneous |located at: https://w ider/Fax-Request-Form-imaging.pdf *
78811 (PET) imaging; limited area (e.g., TR N e INTERQUAL VA GOV CcMS Applications Archived 06/01/2024. Maintain |01/06/2024 - Medical Policy PG0450 Positron Emission Tomography (PET) Oncology and Miscellaneous
chest, head/neck) CRITERIA Prior Authorization per InterQual Coverage |Applications to be archived. The procedure codes 78608, 78609, 78811, 78812, 78813, 78814, 78815, 78816,

Criteria

0235, 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.




PGO450 Positron Emission Tomography

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

" . PRIOR AUTHORIZATION .
Positron emission tomography R AT D LG (PET) Oncology and Miscellaneous  |located at: https://ww, -ax-Request-For pdf -
78812 (PET) imaging; skull base to mid- A D - TR INTERQUAL Y S GONREE cMs Applications Archived 06/01/2024. Maintain |01/06/2024 - Medical Policy PG0450 Positron Emission Tomography (PET) Oncology and Miscellaneous
thigh Prior Authorization per InterQual Coverage |Applications to be archived. The procedure codes 78608, 78609, 78811, 78812, 78813, 78814, 78815, 78816,
CRITERIA - . . N AT
Criteria (50235, 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 ization excel spreadsheet. The pi codes will
align with the prior authorization excel spreadsheet and not the medical policy.
Effective 08/01/2021, an additional option !or outpatient imaging pnor authorization requests from Paramount
participating in-plan providers; the g Access to Medicare Act (PAMA) scores
PG0450 Positron Emission Tomography |greater than or equal to a score of 8, for adm\ms(ranve approvals across all product lines. The request form can be
PRIOR AUTHORIZATION (PET) Oncology and Miscellaneous |located at: https://w ider/Fax-Request-Form-imaging.pdf *
78813 PT;E’.?;\;’:‘ﬁ:"’_”;ﬁE:’L’:j"V ;Eé,%?;&%ﬁﬁ?g;ﬂt INTERQUAL ;:ggﬁf&;g%;g& cMs Applications Archived 06/01/2024. Maintain |01/06/2024 - Medical Policy PG0450 Positron Emission Tomography (PET) Oncology and Miscellaneous
9ing; Y Prior Authorization per InterQual Coverage |Applications to be archived. The procedure codes 78608, 78609, 78811, 78812, 78813, 78814, 78815, 78816,
CRITERIA - . . . A . o o
Criteria 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.
Effective 08/01/2021, an additional option for outpatient imaging prior authorization requests from Paramount
Positron emission tomography participating in-plan providers; Paramount is recognizing the Protecting Access to Medicare Act (PAMA) scores
(PET) with concurrently acquired RO AT R PG0450 Positron Emission Tomography ~ |greater than or equal to a score of 8, for administrative approvals across all product lines. The request form can be
computed tomography (CT) for PRIOR AUTHORIZATION REQUIRED - FOLLOW (PET) Oncology and Miscellaneous located at: https://www. i -ax-Request-Forr pdf
78814 attenuation correction and REQUIRED - INTERQUAL. INTERQUAL MEDICARE COVERAGE CMs Applications Archived 06/01/2024. Maintain [01/06/2024 - Medical Policy PG0450 Positron Emission Tomography (PET) Oncology and Miscellaneous
anatomical localization imaging; - Prior Authorization per InterQual Coverage |Applications to be archived. The procedure codes 78608, 78609, 78811, 78812, 78813, 78814, 78815, 78816,
CRITERIA -
limited area (e.g., chest, riteria G0235, GO252 require a prior authorization, and will maintain requiring a prior authorization. The coverage crieria will
head/neck) follow the InterQual criteria, as is indicated on the prior excel spreadsheet. The pi codes will
align with the prior authorization excel spreadsheet and not the medical policy.
Effective 08/01/2021, an additional option lor outpatient imaging prior authorization requests from Paramount
Positron emission tomograph participating in-plan providers; the ing Access to Medicare Act (PAMA) scores
g p‘ 4 PG0450 Positron Emission Tomography |greater than or equal to a score of 8, for adm\mslrahve approvals across a\l product lines. The request form can be
(PET) with concurrently acquired PRIOR AUTHORIZATION
computed tomography (CT) for PRIOR AUTHORIZATION REQUIRED - FOLLOW. (PET) Oncology and Miscellaneous _located at: hitps:// Request-Fort pf -
78815 at't’enuam" gg"e"m’;ﬂ o AU - [T REUAL INTERQUAL Y A N EE cMs Applications Archived 06/01/2024. Maintain 01/06/2024 - Medical Policy PG0450 Positron Emission Tomography (PET) Oncology and Miscellaneous
N Prior Authorization per InterQual Coverage |Applications to be archived. The procedure codes 78608, 78609, 78811, 78812, 78813, 78814, 78815, 78816,
anatomical localization imaging; CRITERIA o . : p L . - R
skull base to mid-thigh Criteria 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.
Effective 08/01/2021, an additional option lor outpatient imaging prior authorization requests from Paramount
Positron emission tomograph participating in-plan providers; the g Access to Medicare Act (PAMA) scores
ography PG0450 Positron Emission Tomography |greater than or equal to a score of 8, for adm\mstratlve approvals across all product lines. The request form can be
(PET) with concurrently acquired PRIOR AUTHORIZATION
computed tomography (CT) for PRIOR AUTHORIZATION REQUIRED - FOLLOW (PET) Oncology and Miscellaneous located at: https://w -ax-Request-Forr pdf
78816 tf“n tion °9r'r P! ﬁy( d REQUIRED - INTERGUAL INTERQUAL MEDICARE COVERAGE cMS Applications Archived 06/01/2024. Maintain [01/06/2024 - Medical Policy PG0450 Positron Emission Tomography (PET) Oncology and Miscellaneous
attenuation correction and - Prior Authorization per InterQual Coverage |Applications to be archived. The procedure codes 78608, 78609, 78811, 78812, 78813, 78814, 78815, 78816,
anatomical localization imaging; CRITERIA iter 2 1252 N . th " I 1t horization. Th iteria will
whole body Criteria G0235, G0252 require a prior authorization, and will maintain requiring  prior authorization. The coverage criteria wil
follow the InterQual criteria, as is indicated on the prior excel spreadsheet. The pi codes will
align with the prior authorization excel spreadsheet and not the medical policy.
PG0341 Immunopharmacologic PG0341 Immunopharmacologic N " Effective 12/01/2024 reimbursement is allowed for drug and/or antibody Concentratlon testing for anti-tumor necrosis
PRIOR AUTHORIZATION a 5 PRIOR AUTHORIZATION i " PG0341 Immunopharmacologic Monitoring
80145 Adalimumab REQUIRED - MEDICAL POLICY Monitoring of T_herapeuhc Serum REQUIRED - MEDICAL POLICY Monitoring af'l‘vhera_peunc Serum of Therapeutic Serum Antibodies factor (anti-TNF) therapies and for or therapies in i with i y bowel
Antibodies Antibodies disease (IBD) with a prior authorization.
PG0341 Immunopharmacologic PG0341 Immunopharmacologic . " Effective 12/01/2024 reimbursement is allowed for drug and/or antibody concentra(lon testing for anti-tumor necrosis
" PRIOR AUTHORIZATION o 5 PRIOR AUTHORIZATION o 5 PG0341 Immunopharmacologic Monitoring
80230 Infliximab REQUIRED - MEDICAL POLICY Monitoring of T_herapeuhc Serum REQUIRED - MEDICAL POLICY Monitoring af'l‘vhera_peunc Serum of Therapeutic Serum Antibodies factor (anti-TNF) therapies and for or therapies in i with i y bowel
Antibodies Antibodies disease (IBD) with a prior authorization.
PG0341 Immunopharmacologic PG0341 Immunopharmacologic . ’ Effective 12/01/2024 reimbursement is allowed for drug and/or antibody concenlrallun testing for anti-tumor necrosis
80280 Vedolizumab AR AILIOR 2L O Monitoring of Therapeutic Serum RRIORETHOR ZON Monitoring of Therapeutic Serum | F G034 Immunopharmacologic Monitoring | ¢\ ' anti. TNF) therapies and for or i therapies in individuals with i y bowel

REQUIRED - MEDICAL POLICY

Antibodies

REQUIRED - MEDICAL POLICY

Antibodies

of Therapeutic Serum Antibodies .

disease (IBD) with a prior authorization




Drug test(s), presumptive, any
number of drug classes, any

number of devices or procedures; PRIOR AUTHORIZATION Effective 01/01/2024: Presumptive drug screening (CPT code 80305, 80306 or 80307) and Definitive drug testing
80305 capable of being read by direct PRIOR AUTHORIZATION PG0069 Drug Testin: REQUIRED - FOLLOW cMS PG0069 Drug Testin (HCPCs code G0480, G0481, G0482, G0483, or G0659) ARE ONLY REIMBURSABLE 45 times total every 365
optical abservation only (e.g., REQUIRED - SEE NOTES 9 9 MEDICARE COVERAGE 9 9 days [any combination of procedures 80305, 80306, 80307, G0480, G0481, G0483, or G0659], when the coverage
utilizing immunoassay [e.g., CRITERIA- SEE NOTES criteria, Medical Policy PG0069 Drug Testing, are met.
dipsticks, cups, cards, or
i \ _includes samole
Drug test(s), presumptive, any
number of drug classes, any
number of devices or procedures; PRIOR AUTHORIZATION Effective 01/01/2024: Presumptive drug screening (CPT code 80305, 80306 or 80307) and Definitive drug testing
80306 read by instrument assisted direct PRIOR AUTHORIZATION PGO069 Drug Testin REQUIRED - FOLLOW cMs PG0069 Drug Testin (HCPCs code G0480, G0481, G0482, G0483, or G0659) ARE ONLY REIMBURSABLE 45 times total every 365
optical observation (e.g., utilizing REQUIRED - SEE NOTES 9 9 MEDICARE COVERAGE 9 9 days [any combination of procedures 80305, 80306, 80307, G0480, G0481, G0483, or G0659], when the coverage
immunoassay [e.g., dipsticks, CRITERIA- SEE NOTES criteria, Medical Policy PG0069 Drug Testing, are met.
cups, cards, or cartridges]),
includes samble validation when
Drug test(s), presumptive, any
number of drug classes, any
number of devices or procedures; PRIOR AUTHORIZATION Effective 01/01/2024: Presumptive drug screening (CPT code 80305, 80306 or 80307) and Definitive drug testing
80307 by instrument chemistry analyzers PRIOR AUTHORIZATION PG0069 Drug Testin: REQUIRED - FOLLOW cMS PG0069 Drug Testin (HCPCs code G0480, G0481, G0482, G0483, or G0659) ARE ONLY REIMBURSABLE 45 times total every 365
(e.g., utilizing immunoassay [e.g., REQUIRED - SEE NOTES 9 9 MEDICARE COVERAGE 9 9 days [any combination of procedures 80305, 80306, 80307, G0480, G0481, G0483, or G0659], when the coverage
EIA, ELISA, EMIT, FPIA, IA, KIMS, CRITERIA- SEE NOTES criteria, Medical Policy PG0069 Drug Testing, are met.
RIA]), chromatography (e.g., GC,
HPI G\ and mass
PRIOR AUTHORIZATION o PRIOR AUTHORIZATION o "
80320 Alcohols REQUIRED - MEDICAL POLICY PG0069 Drug Testing REQUIRED - MEDICAL POLICY PG0069 Drug Testing PG0069 Drug Testing
. PRIOR AUTHORIZATION " PRIOR AUTHORIZATION . "
80321 Alcohol biomarkers; 1 or 2 REQUIRED - MEDICAL POLICY PG0069 Drug Testing REQUIRED - MEDICAL POLICY PG0069 Drug Testing PG0069 Drug Testing
PRIOR AUTHORIZATION a PRIOR AUTHORIZATION o "
80322 Alcohol biomarkers; 3 or more REQUIRED - MEDICAL POLICY PG0069 Drug Testing REQUIRED - MEDICAL POLICY PG0069 Drug Testing PG0069 Drug Testing
i PRIOR AUTHORIZATION " PRIOR AUTHORIZATION . "
80323 Alkaloids, not otherwise specified REQUIRED - MEDICAL POLICY PG0069 Drug Testing REQUIRED - MEDICAL POLICY PG0069 Drug Testing PG0069 Drug Testing
) PRIOR AUTHORIZATION q PRIOR AUTHORIZATION q "
80324 Amphetamines; 1 or 2 REQUIRED - MEDICAL POLICY PG0069 Drug Testing REQUIRED - MEDICAL POLICY PG0069 Drug Testing PG0069 Drug Testing
. PRIOR AUTHORIZATION " PRIOR AUTHORIZATION " "
80325 Amphetamines; 3 or 4 REQUIRED - MEDICAL POLICY PG0069 Drug Testing REQUIRED - MEDICAL POLICY PG0069 Drug Testing PG0069 Drug Testing
. PRIOR AUTHORIZATION q PRIOR AUTHORIZATION q "
80326 Amphetamines; 5 or more REQUIRED - MEDICAL POLICY PG0069 Drug Testing REQUIRED - MEDICAL POLICY PG0069 Drug Testing PG0069 Drug Testing
" . PRIOR AUTHORIZATION a PRIOR AUTHORIZATION " "
80327 Anabolic steroids; 1 or 2 REQUIRED - MEDICAL POLICY PG0069 Drug Testing REQUIRED - MEDICAL POLICY PG0069 Drug Testing PG0069 Drug Testing
80328 Anabolic steroids; 3 or more RRIORINHORIZATION PG0069 Drug Testing RRIORSSITHIORIZATION PG0069 Drug Testing PG0069 Drug Testing

REQUIRED - MEDICAL POLICY

REQUIRED - MEDICAL POLICY




PRIOR AUTHORIZATION

PRIOR AUTHORIZATION

80329 Analgesics, non-opioid; 1or2 | o ARIOR ASTHORBATION PG0069 Drug Testing el PG0069 Drug Testing PG0069 Drug Testing
80330 Analgesics, non-opioid; 3-5 ngﬁ:gEDA P&:g@iﬁggmcy PG0069 Drug Testing REEE:QEI: E“,\‘;’;g%ifggmcy PG0069 Drug Testing PG0069 Drug Testing
80331 Analgesics, non-opioid; 6 or more | . PRIORAUTHORIZATION PG0069 Drug Testing REGIE e oY PG0069 Drug Testing PG0069 Drug Testing
sozaz nidressants, serconergic | PRIOR AUTHORZATION | piooogg Drug Testing | e iRIORAUTHORZATION. | o060 Drug Testing PG0063 Drug Tesing
80333 A““de"’es(j:::’;;“’m“e’gic REgﬁ:g;fy;:gSiﬁggmm PG0069 Drug Testing REQPE:gER[?}JA-;};g:?ZIiﬁEg:CY PG0069 Drug Testing PGO069 Drug Testing
e | e o | e oot | oo s | (SRS | oona e
80335 A""de"'escsj:h‘s’altrfy;r'izc and other RESE?E{?%ESS%ES)EICY PG0069 Drug Testing REQPE:gER;%gg%ﬁ.Egﬂm PG0069 Drug Testing PG0069 Drug Testing
80336 A""de"’esss;‘;&;’%iic and other ngﬁ:gs;ngzﬂggmcv PGO069 Drug Testing REgs:ggﬁﬁ:gﬁiﬂgﬁc‘{ PGO069 Drug Testing PG0069 Drug Testing
80337 A"“depriiiﬁ;‘:’é’ifryzz’r:"d other REgﬁ:ggg‘%:gSﬁggmm PG0069 Drug Testing ngmg::?ﬂégﬁﬂgﬂcv PG0069 Drug Testing PGO069 Drug Testing
80338 A"‘ide“’“zz‘s‘;‘ﬁ:g‘ otherwise ngﬁ:g§§9»;:g%ﬁggr|m PGO069 Drug Testing RESS:&;&*}’“}:SE%E%CV PGO069 Drug Testing PG0069 Drug Testing
80339 A""ep"‘:;’!z;’e;?';?ghe'“’ise ngﬁ:gé;ﬂggrc‘ﬁggmcv PG0069 Drug Testing REEE:SES*}’&:S@%E%CY PGO069 Drug Testing PG00B9 Drug Testing
80340 Antiepileptics, not otherwise PRIOR AUTHORIZATION . PRIOR AUTHORIZATION . PG00GS Drug Testing

specified; 4-6

REQUIRED - MEDICAL POLICY

REQUIRED - MEDICAL POLICY




Antiepileptics, not otherwise

PRIOR AUTHORIZATION

PRIOR AUTHORIZATION

80341 specified; 7 or more REQUIRED - MEDICAL POLICY PG0069 Drug Testing REQUIRED - MEDICAL POLICY R Tty PG00BY Drug Testing
80342 A"“psyzlff‘ffé(;‘:";gh”Wise ngﬁ:ggékﬂggrcﬁggmcv PG0069 Drug Testing REEE:QES*P&:S@%E%TICY PG0069 Drug Testing PGO069 Drug Testing
oo Anpsycholcs ot oervice | PRIORAVTHORZATION | pooogoong Testng | g IORAUTHOREATION | pings g Testng PG006S Drug Testing
80344 A"'ip:gggz‘;f'7"g: ﬂ:femise ngﬁ:ggékﬂggrcﬁggmcv PG0069 Drug Testing REEE:QES*P&:S@%E%TICY PG0069 Drug Testing PGO069 Drug Testing
soss — (o TRIORAUTHORZATIN | 060 g Tasing |  PRIORAUTHORZATION | 5060 01 Tt 60069 Orug Tstng
80346 Benzodiazepines; 1-12 ngﬁ:QEDA P&ggﬁﬂggmcv PG0069 Drug Testing RESE:gEDA P&:ggifggmcv PG0069 Drug Testing PG0069 Drug Testing
o7 eosizspnes 13ermore | o PRORAVTHORZATION | o060 topng | PRIORAUTHORZATION | 55000 0 Testing 60069 Orug Tstng
80348 Buprenorphine ngﬁ:gs; ﬂ;zg@ﬁggmm{ PG0069 Drug Testing RESS:E{)EDA Eﬁ:g%iﬁggmc‘{ PG0069 Drug Testing PG0069 Drug Testing
80349 Cannabinoids, natural REgﬁ:ggg‘f’;zggﬂggﬂm PGO069 Drug Testing RESE:Q:;P&:g%ﬁEgECY PGO069 Drug Testing PG0069 Drug Testing
80350 Cannabinoids, synthetic; 1-3 ngﬁ:gsé\%:g%ﬁggmcv PG0069 Drug Testing RESS:&;;‘P&:SE%’EE%CV PG0069 Drug Testing PGO069 Drug Testing
80351 Cannabinoids, synthetic; 4-6 RESS:SE;‘P&ES@%EgEICY PGO069 Drug Testing RE;E:&ES*}’,;’;SE%ESSCY PGO069 Drug Testing PG0069 Drug Testing
80352 Cannabinoids, synthetic; 7 or more | P RIOR AUTHORIZATION PG0069 Drug Testing HRIOR ATHORIZATION PG0069 Drug Testing PGO069 Drug Testing

REQUIRED - MEDICAL POLICY

REQUIRED - MEDICAL POLICY




PRIOR AUTHORIZATION

PRIOR AUTHORIZATION

80353 Cocaine TR THBER FEIE PG0069 Drug Testing TS - Y Eallo: FRE PG0069 Drug Testing PG0069 Drug Testing
80354 Fentanyl ngﬁ:gEDA P&:g@iﬁggmcy PG0069 Drug Testing REEE:QEI: E“,\‘;’;g%ifggmcy PG0069 Drug Testing PG0069 Drug Testing
80355 Gabapentin, non-blood REgS:g;ﬁf’;zg@iﬁggﬁm PG0069 Drug Testing RESE:gSEfP&:gEﬁEngY PG0069 Drug Testing PG0069 Drug Testing
80356 Heroin metabolite ngﬁ:gEDA P&:g@iﬁggmcy PG0069 Drug Testing REEE:QEI: E“,\‘;’;g%ifggmcy PG0069 Drug Testing PG0069 Drug Testing
- Ketamino s orktamine. | o PRIORAUTHORGATION | e o rogg | | PRORAVTHOREATION | 0e0 g estng P06 Drg Tesing
80358 Methadone ngﬁ:QEDA P&ggﬁﬂggmcv PG0069 Drug Testing RESE:gEDA P&:ggifggmcv PG0069 Drug Testing PG0069 Drug Testing
80359 Rt R oy PG0069 Drug Testing B A ey PG0069 Drug Testing PGO0BY Drug Testing
80360 Methyphenidate ngﬁ:gs; ﬂ;zg@ﬁggmm{ PG0069 Drug Testing RESS:E{)EDA Eﬁ:g%iﬁggmc‘{ PG0069 Drug Testing PG0069 Drug Testing
80361 Opiates, 1 or more RESSE?{?&ESS&CE?)ECY PG0069 Drug Testing RESE:gER[?}JA-;:g%ﬁEgECY PG0069 Drug Testing PG0069 Drug Testing
80362 Opioids and opiate analogs; 1 or 2 ngﬁ:g§§9»;:g%ﬁggr|m PG0069 Drug Testing RESS:&;&*}’“}:SE%E%CV PG0069 Drug Testing PG0069 Drug Testing
80363 Opioids and opiate analogs; 3 or 4 ngﬁ:gé;ﬂggrc‘ﬁggncv PGO069 Drug Testing REEE:SES*}’&:S@%E%CY PGO069 Drug Testing PG0069 Drug Testing
80364 Opioids and opiate analogs; 5 or PRIOR AUTHORIZATION PGO069 Drug Testing PRIOR AUTHORIZATION PGO069 Drug Testing PG0069 Drug Testing

more

REQUIRED - MEDICAL POLICY

REQUIRED - MEDICAL POLICY




PRIOR AUTHORIZATION

PRIOR AUTHORIZATION

80365 Oxycodone R et PGO069 Drug Testing I T e T PGO069 Drug Testing PG0069 Drug Testing
80366 Pregabalin ngﬁ:gEDA P&:g@iﬁggmcy PG0069 Drug Testing REEE:QEI: E“,\‘;’;g%ifggmcy PG0069 Drug Testing PG0069 Drug Testing
80367 Propoxyphene REgS:g;‘f’;zg@iﬁggmm PGO069 Drug Testing RESE:;’;?}’&:E’E?’:E%CY PGO069 Drug Testing PG0069 Drug Testing
80368 Se":g:j;f:;ﬂf\:;w"' ngﬁ:ggékﬂggrcﬁggmcv PGO069 Drug Testing REEE:QES*%:SEE:E%TICY PGO069 Drug Testing PG0069 Drug Testing
w9 | St rsmans; 102 | (PRORAUHORATION | |\ oo reping | PRORAUTHORZATIN | 0060 01 Ttng RE—
80370 Skeletal m“sﬂzz'a"a"‘& 3or ngﬁlggﬂggﬁﬂgﬁcv PG0069 Drug Testing RESS:gS:%:gEifggmcv PG0069 Drug Testing PG0069 Drug Testing
ousr umuns, syt | PRORATHORZATION | 506001t | PRIORAUTHORZATION | 506 0 estng RE—
80372 Tapentadol ngﬁ:gs; ﬂ;zg@ﬁggmm{ PG0069 Drug Testing RESS:E{)EDA Eﬁ:g%iﬁggmc‘{ PG0069 Drug Testing PG0069 Drug Testing
80373 Tramadol REgﬁ:ggg‘%zgSﬂEg[‘mY PG0069 Drug Testing RESE:QER[ff’“TA:g%ﬁEgECY PG0069 Drug Testing PG0069 Drug Testing
o4 oy, anclo rog nst | REGURED - NEDIGAL PoLicy | PO0089DrgTesing | e cliod UEREAEGNcy | PGooeo Drug Testing PG0059 Drug Tesing
wws | e or vt ot | qobRORAUTHOREATION | s g Testng | g IGRAUTHORBATION | 060 g Testng PGo0ss brug Tesing
otherwise specified; 1-3
80376 D“::g:as\:é:ws: gffs:ne{:a)ugeeﬁ:glve RRIOR AITHORIZATION PGO069 Drug Testing HRIOR ATHORIZATION PGO069 Drug Testing PG0069 Drug Testing

otherwise specified; 4-6

REQUIRED - MEDICAL POLICY

REQUIRED - MEDICAL POLICY




Drug(s) or substance(s), definitive,

PRIOR AUTHORIZATION

PRIOR AUTHORIZATION

80377 qualitative or quantitative, not PG0069 Drug Testing PG0069 Drug Testing PG0069 Drug Testing
REQUIRED - MEDICAL POLICY REQUIRED - MEDICAL POLICY
otherwise specified; 7 or more
Human Platelet Antigen 1
genotyping (HPA-1), ITGB3
(integrin, beta 3 [platelet e m—
glycoprotein llla], antigen CD61 REQUIRED - FOLLOW
81105 [GPIlla]) (eg, neonatal alloimmune NON-COVERED PG0041 Genetic Testing ECARE e cMs 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-
1alb (L33P)
Fuman Platelet Antigen 2
genotyping (HPA-2), GP1BA
(glycoprotein Ib [platelet], alpha PRIOR AUTHORIZATION
81106 p°‘ﬂ{f(’)ﬁf\‘y§’;§;’:ﬂ L(:C“h;‘se":l:‘a' NON-COVERED PGO041 Genetic Testing ﬁ:ﬁg}:‘fg&&%&ﬁ& cMs PGO041 Genetic Testing Prior authorization is required for ALL genetic testing unless otherwise noted.
[NAIT], posttransfusion purpura), CRITERIA
gene analysis, common variant,
HPA-2a/h (T145M)
Human Platelet Antigen 3
genotyping (HPA-3), ITGAB
(integrin, alpha 2b [platelet PRIOR AUTHORIZATION
81107 g‘ycgr‘:"i‘;fr""c”g 4°1' ;‘é’g’l‘;ﬁg'e"]‘ NON-COVERED PGO041 Genetic Testing &;ggﬁf&;g%;g& cMs PGO041 Genetic Testing Prior authorization is required for ALL genetic testing unless otherwise noted,
neonatal alloimmune CRITERIA
thrombocytopenia [NAIT], post-
nuroura)_aene
Human Platelet Antigen 4
genotyping (HPA-4), ITGB3
integrin, beta 3 [platelet
g ol PRIOR AUTHORIZATION
81108 ( gg’ﬁ;’l’; ‘:‘:g‘“ i‘fazlr;:’;:‘gﬁ;‘imcgile NON-COVERED PGO041 Genetic Testing ’f;[ﬁgﬁfgég\%;ﬁ& cMs PGO041 Genetic Testing Prior authorization is required for ALL genetic testing unless otherwise noted.
thrombocytopenia [NAIT], post- CRITERIA
transfusion purpura), gene
analvsis _common variant HPA-
Human Platelet Antigen 5
genotyping (HPA-5), ITGA2
(integrin, alpha 2 [CD49B, alpha 2 PRIOR AUTHORIZATION
81109 S“b“(“e‘;"'r“e’c"'r"\a'é "Zﬁ;‘:\:ﬁﬁp'a” NON-COVERED PGO041 Genetic Testing &;ggﬁf&;g%;g& cMs PGO041 Genetic Testing Prior authorization is required for ALL genetic testing unless otherwise noted
thrombocytopenia [NAIT], post- CRITERIA
transfusion purpura), gene
analvsis._common variant (ea HPA.|
Human Platelet Antigen 6
genotyping (HPA-6w), ITGB3
(integrin, beta 3 [platelet PRIOR AUTHORIZATION
81110 " gg’ﬁ;‘]’; T::g‘" i‘:n:‘:ﬁ;;) iﬁ?nel:r]‘e NON-COVERED PG0041 Genetic Testing ;:gg;fgég\?é;ﬁ& oMs PG0041 Genetic Testing Prior authorization is required for ALL genetic testing unless otherwise noted
thrombocytopenia [NAIT], post- CRITERIA
transfusion purpura), gene
analvsis_common variant HPA-
Human Platelet Antigen 9
genotyping (HPA-9w), ITGAZB
(integrin, alpha 2b [platelet PRIOR AUTHORIZATION
81111 g'y‘;‘:"g";"(‘:'[‘&“’; ‘[gg“'li]c)‘z’:g"'ex’ NON-COVERED PGO041 Genetic Testing ;:ggﬁfg&g%;g& cMs PGO041 Genetic Testing Prior authorization is required for ALL gentic testing unless otherwise noted
neonatal alloimmune CRITERIA
thrombocytopenia [NAIT], post-
nurnura)._aene
Human Platelet Antigen 15
genotyping (HPA-15), CD109 PRIOR AUTHORIZATION
(CD109 molecule) (eg, neonatal REQUIRED - FOLLOW
81112 alloimmune thrombocytopenia NON-COVERED PG0041 Genetic Testing VEDIOARE COVERAGE cMs 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
DMD (dystrophin) (e.g., PRIOR AUTHORIZATION PGO041 Genetic Testing and PGO411
Duchenne/Becker muscular PRIOR AUTHORIZATION REQUIRED - FOLLOW Genetic Testing for Dystrophinopathies | - ) )
81161 dystrophy) deletion analysis, and |  REQUIRED - INTERQUAL DIERQUEL MEDICARE COVERAGE GE (Duchenne and Becker Muscular |/ "1o" 8uthorization s required for AL genetic testing unless otherwise noted
duplication analysis, if performed CRITERIA Dystrophy)-Archived 06/01/2024
BRCAT (BRCAT, DNA repair
associated), BRCAZ (BRCA2, DNA
repair associated) (e.g., hereditary PRIOR AUTHORIZATION ) )
breast and ovarian cancer) gene PRIOR AUTHORIZATION REQUIRED - FOLLOW. PG0067 Genetic Testing for Hereditary )
81162 araire. ol secuonos s wn R e R INTERQUAL EIOANE COVERAGE cMs Breast and Ovarian Cancer Syndrome | Prior authorization is required for ALL genetic testing unless otherwise noted.
full duplication/deletion analysis CRITERIA (HBOC)-Archived 090124

(i.e., detection of large gene




BRiC(:; (%';%’:\12' [;"F‘{ACTZPESN A PRIOR AUTHORIZATION PG0041 Genetic Testing and PG0067
81163 associated), B o ( it PRIOR AUTHORIZATION TR REQUIRED - FOLLOW B Genetic Testing for Heredtary Breastand |, . e for ALL geneti testing uness off -
?;2;,3::;23:”;“(2}‘ Cg) E;;"ey REQUIRED - INTERQUAL MEDICARE COVERAGE Ovarian Cancer Syndrome (HBOC)- rior authorization is required for ALL genetic testing unless otherwise noted.
analysis; full sequence analysis CRITERIA Archived 090124
BRCA1 (BRCA1, DNA repair
af;‘:r'aa‘:glca?ecd?(ze(gfg;5’3’;‘? PRIOR AUTHORIZATION PGO041 Genetic Testing and PGO067
-9 PRIOR AUTHORIZATION REQUIRED - FOLLOW Genetic Testing for Hereditary Breast and
81164 breast a|.1d ovarian cancer) gene REQUIRED - INTERQUAL INTERQUAL MEDICARE COVERAGE CMS Ovarian Cancer Syndrome (HBOC)- Prior authorization is required for ALL genetic testing unless otherwise noted.
analysis; full duplication/deletion e Areivon 090124
analysis (i.e., detection of large
gene rearrangements)
BRCA1 (BRCAT, DNA repair PRIOR AUTHORIZATION PGO041 Genetic Testing and PG0067
associated) (eg, hereditary breast PRIOR AUTHORIZATION REQUIRED - FOLLOW Genetic Testing for Hereditary Breast and . - . .
81165 ant ovarien sarer) gens anayers: (TR =T INTERQUAL VT GV cMs Ovarian Cancer Syndrome (HBOC). | Pior uthorization i required for ALL genetic testing uness ofherwise nled.
full sequence analysis CRITERIA Archived 090124
BRCA1 (BRCA1, DNA repair
associated) (eg, hereditary breast PRIOR AUTHORIZATION PGO041 Genetic Testing and PGO067
and ovarian cancer) gene analysis; | PRIOR AUTHORIZATION REQUIRED - FOLLOW Genetic Testing for Hereditary Breast and
81166 full duplication/deletion analysis (ie,| ~REQUIRED - INTERQUAL DIERQUSL MEDICARE COVERAGE @B Ovarian Cancer Syndrome (HBOC)- |/ "1or authorization is required for ALL genetic testing unless otherwise noted
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 N - N N
81167 full duplication/deletion analysis (ie,| ~REQUIRED - INTERQUAL INTERQUAL MEDICARE COVERAGE CMS Ovarian Cancer Syndrome (HBOC)- | "1or authorization is required for ALL genetic testing unless otherwise noted.
detection of large gene CRITERIA Archived 090124
rearrangements)
CCND1/IGH (t(11:14)) (eg, mantle R AT R aR
cell lymphoma) translocation e o
81168 analysis, major breakpoint, NON-COVERED PG0041 Genetic Testing MEDICARE COVERAGE CMS PG0041 Genetic Testing Prior authorization is required for ALL genetic testing unless otherwise noted.
qualitative and quantitative, if e
performed
AFF2 (AF4/FMR2 family, member PRIOR AUTHORIZATION
2 [FMR2]) gene analysis; PRIOR AUTHORIZATION REQUIRED - FOLLOW ! ) - ) ’
81171 evaluation to detect aonosmal (eg, | REQUIRED - INTERQUAL INTERQUAL s G cMs PGO041 Genetic Testing Prior authorization s 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. ! )
81172 ansiysis; characterization of aliles | REQUIRED - INTERGUAL INTERQUAL e e e cMs PGO041 Genetic Testing Prior authorization is required for ALL genetic testing unless otherwise noted
(eg, expanded size and methylation CRITERIA
status)
AR (androgen receptor) (eg, spinal PRIOR AUTHORIZATION
and bulbar muscular atrophy, REQUIRED - FOLLOW
81173 Kennedy disease, X chromosome NON-COVERED PG0041 Genetic Testing T G cMs PGO041 Genetic Testing Prior authorization is required for ALL genetic testing unless otherwise noted
inactivation) gene analysis; full CRITERIA
gene sequence
AR (androgen receptor) (eg, spinal ERERATERZSTEN
and bulbar muscular atrophy,
; PRIOR AUTHORIZATION REQUIRED - FOLLOW ’ ) - ) '
81174 Kennedy disease, X chromosome | - f ol iner | INTERQUAL INTERQUAL VA GOV cMs PGO041 Genetic Testing Prior authorization is required for ALL genetic testing unless otherwise noted
inactivation) gene analysis; known e
familial variant
ASXL1 (additional sex combs like
1, transcriptional regulator) (eg, PRIOR AUTHORIZATION
myelodysplastic syndrome, PRIOR AUTHORIZATION REQUIRED - FOLLOW. ’ )
81175 myeloproliorative neoplasm, AU - R ERalAL INTERQUAL Ve e oY cMs PGO041 Genetic Testing Prior authorization is required for ALL genetic testing unless otherwise noted.
chronic myelomonocytic leukemia), CRITERIA
gene analysis; full gene sequence
ASXL1 (additional sex combs like
1, transcriptional regulator) (g, ERERATERZSTEN
myelodysplastic syndrome,
h PRIOR AUTHORIZATION REQUIRED - FOLLOW ' ) - ) ’
81176 myeloproliferative neoplasms, PR - [ OEElAL INTERQUAL VA GOV cMs PGO041 Genetic Testing Prior authorization is required for ALL genetic testing unless otherwise noted
chronic myelomonocytic leukemia), e
gene analysis; targeted sequence
analysis (eg, exon 12)




ATN1 (atrophin 1) (eg,

" PRIOR AUTHORIZATION
dentatorubral-pallidoluysian REQUIRED - FOLLOW
81177 atrophy) gene analysis, evaluation NON-COVERED PG0041 Genetic Testing MEDICARE COVERAGE CMs 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 " REQUIRED - FOLLOW "
81178 analysis, evaluation to detect NON-COVERED PG0041 Genetic Testing MEDICARE COVERAGE CMs 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 " . REQUIRED - FOLLOW " . - : "
81179 analysis, evaluation to defect NON-COVERED PG0041 Genetic Testing MEDICARE COVERAGE CMs PG0041 Genetic Testing Prior authorization is required for ALL genetic testing unless otherwise noted.
abnormal (eg, expanded) alleles CRITERIA
ATXN3 (a(ax‘n?) (eg, PRIOR AUTHORIZATION
spinocerebellar ataxia, Machado- N e
81180 Joseph disease) gene analysis, NON-COVERED PG0041 Genetic Testing MEDICARE COVERAGE CMS PG0041 Genetic Testing Prior authorization is required for ALL genetic testing unless otherwise noted.
evaluation to detect abnormal (eg,
CRITERIA
expanded)
ATXN?7 (ataxin 7) (eg, PRIOR AUTHORIZATION
spinocerebellar ataxia) gene ) ) REQUIRED - FOLLOW v ) . X X
81181 analysis, evaluation to detect NON-COVERED PG0041 Genetic Testing MEDICARE COVERAGE. CMs PG0041 Genetic Testing Prior authorization is required for ALL genetic testing unless otherwise noted.
abnormal (eg, expanded) alleles CRITERIA
ATXN8OS (ATXNB8 opposite strand PRIOR AUTHORIZATION
[non-protein codingl) (eg, REQUIRED - FOLLOW.
81182 spinocerebellar ataxia) gene NON-COVERED PG0041 Genetic Testing MEDICARE COVERAGE CMS PG0041 Genetic Testing Prior authorization is required for ALL genetic testing unless otherwise noted.
analysis, evaluation to detect
CRITERIA
abnormal (eg, expanded) alleles
ATXN10 (ataxin 10) (eg, PRIOR AUTHORIZATION
spinocerebellar ataxia) gene ) ) REQUIRED - FOLLOW v ) . X X
81183 analysis, evaluation to detect NON-COVERED PG0041 Genetic Testing MEDICARE COVERAGE. CMs PG0041 Genetic Testing Prior authorization is required for ALL genetic testing unless otherwise noted.
abnormal (eg, expanded) alleles CRITERIA
CACNA1A (calcium voltage-gated PRIOR AUTHORIZATION
channel subunit alphat A) (eg, B p ot
81184 spinocerebellar ataxia) gene NON-COVERED PG0041 Genetic Testing MEDICARE COVERAGE CMS PG0041 Genetic Testing Prior authorization is required for ALL genetic testing unless otherwise noted.
analysis; evaluation to detect
CRITERIA
abnormal (eg, expanded) alleles
CACNA1A (calcium voltage-gated PRIOR AUTHORIZATION
channel subunit alphat A) (eg, ' REQUIRED - FOLLOW ! ) - ) )
81185 spinocerebellar ataxia) gene NON-COVERED PG0041 Genetic Testing MEDICARE COVERAGE. CMs 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 alphat A) (eg, - " REQUIRED - FOLLOW " . - : "
81186 spinocerebellar ataxia) gene NON-COVERED PG0041 Genetic Testing MEDICARE COVERAGE CMs PG0041 Genetic Testing Prior authorization is required for ALL genetic testing unless otherwise noted.
analysis; known familial variant CRITERIA
P ek ot SRR
81187 myotonic dystrophy type 2) gene FTS(I]?JTRAEUDT-’-‘IﬁTEZSgUOA INTERQUAL ﬁ:&g}'ﬁ:@&g\%;%‘g cMs PGO041 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 . - . .
81188 evaluation to detest abmormal (23, D BB INTERQUAL Y T GONEEE cMS Ganatic Testing for Epiepsy Prior authorization is required for ALL genetic testing unless otherwise noted
expanded) alleles CRITERIA




CSTB (cystatin B) (eg, Unverricht-

PRIOR AUTHORIZATION

PRIOR AUTHORIZATION
REQUIRED - FOLLOW

PG0041 Genetic Testing and PG0467

81189 Lundborg disease) gene analysis; D - R INTERQUAL e cMs Ganetic Testing for Eplepsy Prior authorization is required for ALL genetic testing unless otherwise noted.
full gene sequence CRITERIA
. PRIOR AUTHORIZATION
CSTB (cystatin B) (eg, Unverricht- ' '
y PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0041 Genetic Testing and PG0467
81190 Lundborg disease) gene analysis; REQUIRED - INTERQUAL INTERQUAL MEDICARE COVERAGE CMS Genetic Testing for Epilepsy Prior authorization is required for ALL genetic testing unless otherwise noted.
known familial variant(s) e
PRIOR AUTHORIZATION
NTRK1 (neurotrophic receptor
: PRIOR AUTHORIZATION REQUIRED - FOLLOW " . - : "
81191 tyrosine kinase 1? (eg, so{lq REQUIRED - INTERQUAL. INTERQUAL MEDICARE COVERAGE CMs PG0041 Genetic Testing Prior authorization is required for ALL genetic testing unless otherwise noted.
tumors) translocation analysis CRITERIA
PRIOR AUTHORIZATION
NTRK2 (neurotrophic receptor
. PRIOR AUTHORIZATION REQUIRED - FOLLOW "
81192 tyrosine kinase 2) (eg, sohc! REQUIRED - INTERQUAL INTERQUAL MEDICARE COVERAGE CMS PG0041 Genetic Testing Prior authorization is required for ALL genetic testing unless otherwise noted.
tumors) translocation analysis e
PRIOR AUTHORIZATION
NTRKS3 (neurotrophic receptor
N PRIOR AUTHORIZATION REQUIRED - FOLLOW " . - . "

81193 tyrosine kinase 3) .(eg, solid . REQUIRED - INTERQUAL INTERQUAL MEDICARE COVERAGE. CMS PG0041 Genetic Testing Prior authorization is required for ALL genetic testing unless otherwise noted.
tumors) translocation analysis CRITERIA
NTRK (neurotrophic-tropomyosin PRIOR AUTHORIZATION
receptor tyrosine kinase 1, 2, and PRIOR AUTHORIZATION REQUIRED - FOLLOW "

81194 3 (o0, solid tumers) ranslocation AU - [T AEUAL INTERQUAL Y A GO EE cMs PG0041 Genetic Testing Prior authorization is required for ALL genetic testing unless otherwise noted
analysis CRITERIA
ASPA (aspartoacylase) (e.g., PRIOR AUTHORIZATION
Canavan disease) gene analysis, PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0041 Genetic Testing and PG0442 . - . .

81200 common variants (e.g., E285A, REQUIRED - INTERQUAL RIERGEA MEDICARE COVERAGE @B Carrier Screening for Genetic Diseases | 10" 2uihorization s required for ALL genetic testing unless otherwise noted.
Y231X) CRITERIA
APC (adenomatous polyposis coli) PRIOR AUTHORIZATION " "

81201 (eg., familial adenomatosis BRIOR O HORIZATION INTERQUAL REQHIRENSROL oW cMs GZSS?: }eGs?;elZ: fsﬁ'gﬁ g”:dfo?noesgid Prior authorization is required for ALL genetic testing unless otherwise noted
polyposis [FAP], attenuated FAP) REQUIRED - INTERQUAL MEDICARE COVERAGE ot ! . 'ngr . yAr mz 4 08101124 for authorization Is required for ALL genetic fesfing unless ofherwise note
gene analysis; full gene sequence CRITERIA olyposis Syndromes Archive
APC (adenomatous polyposis coli)

(e.g., familial adenomatosis PRIOR AUTHORIZATION Psé%%&%??;éﬁg‘?v’q PG0041 Genetic Testing and PG0302
81202 polyposis [FAP], attenuated FAP) REQUIRED - INTERQUAL INTERQUAL MEDICARE COVERAGE. CMs Genetic Testing for Lynch Syndrome and | Prior authorization is required for ALL genetic testing unless otherwise noted.
gene analysis; known familial CRITERIA Polyposis Syndromes Archived 08/01/24
variants
APC (adenomatous polyposis coli)
(e.g., familial adenomatosis PRIOR AUTHORIZATION Ps'g%%{;i??;cl)ﬁg\?[’\‘ PG0041 Genetic Testing and PG0302
81203 polyposis [FAP], attenuated FAP) TR N e INTERQUAL VA GOV cMs Genetic Testing for Lynch Syndrome and | Prior authorization is required for ALL genetic testing unless otherwise noted
gene analysis; duplication/deletion CRITERIA Polyposis Syndromes Archived 08/01/24
variants
AR (androgen receptor) (eg, spinal
and bulbar muscular atrophy, R AT EEELEN
Kennedy disease, X chromosome D
81204 inactivation) gene analysis; NON-COVERED PG0041 Genetic Testing MEDICARE COVERAGE CMS PG0041 Genetic Testing Prior authorization is required for ALL genetic testing unless otherwise noted.
characterization of alleles (eg, S
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 . - . .

81205 urine disease) gene analysis, REQUIRED - INTERQUAL IERQUEL MEDICARE COVERAGE EvE Carrier Screening for Genetic Diseases || 1o" uihorization is required for ALL genetic testing unless otherwise noted:

common variants (e.g., R183P, CRITERIA

G278S, E422X)




BLM (Bloom syndrome, RecQ PRIOR AUTHORIZATION
helicase-like) (e.g., Bloom PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0041 Genetic Testing and PG0442 . - . .
81209 syndrome) gens analysis, D - R INTERQUAL Y A GONREE cMS Carrir Screoning for Gonalic Diseases _|For 2uthorzaton s required for ALL gencti tsting unless othenwise noted.
2281del6ins7 variant CRITERIA
frzczm(‘eamf‘:feéifasé:;m PRIOR AUTHORIZATION PGO041 Genetic Testing and PGO067
81212 ovar)\an g;ncer) ger?; analysis; RRIORAUTLORIZATION INTERQUAL REQCIREDEROCEO) cMs Genetic Testing for Hereditary Breast and o\ .. i orization s required for ALL genetic testing unless oftherwise noted
u REQUIRED - INTERQUAL MEDICARE COVERAGE Ovarian Cancer Syndrome -Archived ;
185delAG, 5385insC, 6174delT
CRITERIA 090124
variants
BRCAT1 (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 . - . .
81215 cancer) gene analysis; known Tl ealey INTERQUAL YD S CONEReE cMs Ovarian Gomeer Synrome Arced | Pior uthorization i required for ALL genetic testing uness ofherwise nled.
familial variant CRITERIA 090124
BRCA2 (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
81216 cancer) gene analyss; full REQUIRED - INTERQUAL INTERQUAL MEDICARE COVERAGE CcMS Ovarian Cancer Syndrome-Archived | ior 2uthorizaton i reuired for ALL genetic testing unless otherwise noted.
sequence analysis CRITERIA 090124
BRCA2 (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 . - . .
81217 cancer) gene analysis; known REQUIRED - INTERQUAL INTERQUAL MEDICARE COVERAGE cms Ovarian Cancer Syr hived | is required for ALL genetic testing unless otherwise noted.
familial variant CRITERIA 090124
e TR (oystio fiorosis PRIOR AUTHORIZATION PGO041 Genetic Testing, PGO387 Genetic
" y PRIOR AUTHORIZATION REQUIRED - FOLLOW Testing for Cystic Fibrosis-archived
81220 regulator) (e.g., cystic fibrosis) REQUIRED - INTERQUAL. INTERQUAL MEDICARE COVERAGE CMS 07/01/2024, and PG0442 Carrier Screening Prior authorization is required for ALL genetic testing unless otherwise noted.
gene analysis; common variants CRITERIA for Genetic Diseases
(e.g., ACMG/ACOG guidelines)
CFTR (cystic fibrosis
transmembrane conductance PRIOR AUTHORIZATION Ps&%%f&%‘lg‘?golﬁg\?y PG0041 Genetic Testing and PG0387
81221 regulator) (e.g., cystic fibrosis) INTERQUAL CMS Genetic Testing for Cystic Fibrosis-archived | Prior authorization is required for ALL genetic testing unless otherwise noted.
e REQUIRED - INTERQUAL MEDICARE COVERAGE
gene analysis; known familial CRITERIA 07/01/2024
variants
CFTR (cystic fibrosis
transmembrane conductance PRIOR AUTHORIZATION PRRIE%F:Jﬁ:Eg‘?;CI)ﬁg%N PG0041 Genetic Testing and PG0387
81222 regulator) (e..g., cysm; flbr051§) REQUIRED - INTERQUAL INTERQUAL MEDICARE COVERAGE CMS Genetic Testing for Cystic Fibrosis-archived |Prior authorization is required for ALL genetic testing unless otherwise noted.
gene analysis; duplication/deletion CRITERIA 07/01/2024
variants
CFTR (cystic fibrosis PRIOR AUTHORIZATION "
81223 transmembrane conductance PRIOR AUTHORIZATION INTERQUAL REQUIRED - FOLLOW cMs ee:gﬁo?‘;sffg ?:rc gf:;:%.z?gs?aorz%ed Prior authorization is required for ALL genetic testing unless otherwise noted
regulator) (e.g., cystic fibrosis) REQUIRED - INTERQUAL MEDICARE COVERAGE 07/01/2024
gene analysis; full gene sequence CRITERIA
CFTR (cystic fibrosis
transmembrane conductance PRIOR AUTHORIZATION Ple%RU%UE‘B'l?FRCLﬁB\%N PG0041 Genetic Testing and PG0387
81224 regulator) (2.9, cysti fibrosis) TR N e INTERQUAL VA GOV cMs Genetic Testing for Cystic Fibrosis-archived | Prior authorization s required for ALL genetic testing unless otherwise noted.
gene analysis; intron 8 poly-T CRITERIA 07/01/2024
analysis (e.g., male infertility)
CYP2C19 (cytochrome P450,
family 2, subfamily C, polypeptide RER AT BRI ER Ps;%%&%??f&ﬁg&“ PG0041 Genetic Testing and PG0436
81225 19) (e.g., drug metabolism), gene REQUIRED - INTERQUAL INTERQUAL e N cMS CYP2C19 & CYP2D6 Pharmacogenetic [ Prior authorization is required for ALL genetic testing unless otherwise noted.
analysis, common variants (e.g.., S Testing Archived 09/01/24
*2,*3,%4,*8,*17)
CYP2D6 (cytochrome P450, family
2, subfamily D, polypeptide 6) (e.g..
drug metabolism), gene analysis, R A BT Psg%%&%g"f’%ﬁg@” PG0041 Genetic Testing and PG0436
81226 common va[lanss (? g., *2,*3,*4, REQUIRED - INTERQUAL. INTERQUAL MEDICARE COVERAGE CMs CYP2C19 & CVPZ[?S Pharmacogenetic | Prior authorization is required for ALL genetic testing unless otherwise noted.
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) (€9.|  prIOR AUTHORIZATION Psg%i@%g‘?fgﬁg@” PGO041 Genetic Testing and PG0390
81227 drug metabolism), gene analysis, | EoeEn | INTERQUAL INTERQUAL e cMs Genetic Testing for Warfarin Dose Archived |Prior authorization is required for ALL genefic testing unless otherwise noted.
common variants (e.g., *2, *3, *5, 09/01/24
v CRITERIA
Cytogenomic constitutional
(genome-wide) microarray analysis; PRIOR AUTHORIZATION PGO041 Genetic Testing and PG0296
interrogation of genomic regions for PRIOR AUTHORIZATION REQUIRED - FOLLOW Comparative Genomic Hybridization
81228 copy number variants, comparative|  REQUIRED - INTERQUAL INTERQUAL MEDICARE COVERAGE cMS (CGH)/Chromosomal Microarray Analysis | "o 2uthorization is required for AL genetic testing unless otherwise noted.
genomic hybridization [CGH] CRITERIA (CMA)-Archived 090124
microarray analysis)
Cytogenomic constitutional
(\g(e;:o"g;::c\:f?f ;‘f"c‘:ﬁye;’;ﬂf"; PRIOR AUTHORIZATION PG0041 Genetic Testing and PG0296
4 PRIOR AUTHORIZATION REQUIRED - FOLLOW Comparative Genomic Hybridization ) . ) )
81229 cony n:‘ronrbehr_sa;‘d( ;Egl)evr;uri(;\::::lde T T INTERQUAL VT GV cMs (COM)Ghramosomal Miarostray Analysis |Pior uthorizaionis required for ALL genetic testing uness ofherwise nled.
polymorphi riants, CRITERIA (CMA)-Archived 090124
comparative genomic hybridization
[CGH] microarray analysis
CYP3A4 (cytochrome P450 family PRIOR AUTHORIZATION
81230 3 5‘:‘:’:;'l‘)‘z‘:m")‘le;“:fe’::;;g;s‘frug NON-COVERED PG0041 Genetic Testing ;:ggﬁf&;g%;g& cMs 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 R AT EETESTEN
3 subfamily A member 5) (eg, drug REQUIRED - FOLLOW
81231 metabolism), gene analysis, NON-COVERED PGO041 Genetic Testing cMs PGO041 Genetic Testing Prior authorization s required for ALL genetic testing unless otherwise noted.
> anayss. MEDICARE COVERAGE
common variants (eg, *2, *3, *4, *5
{ CRITERIA
*6,*7)
DPYD (dihydropyrimidine
dehydrogenase) (g, 5- PRIOR AUTHORIZATION
81232 "C‘I‘r‘?];’“""’:gfo‘E'J")a"g"ef‘aep::;?;"’s‘e NON-COVERED PG0041 Genetic Testing &;ggﬁf&;g%;g& cMs PG0041 Genetic Testing Prior authorization is required for ALL genetic testing unless otherwise noted
common variant(s) (eg, *2A, *4, *5, CRITERIA
DMPK (DM1 protein kinase) (g, PRIOR AUTHORIZATION
myotonic dystrophy type 1) gene PRIOR AUTHORIZATION REQUIRED - FOLLOW. ! ) - ) ’
81234 Tnalysi: evaliaton to detest U [ aali, INTERQUAL s G cMs PGO041 Genetic Testing Prior authorization s 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. ! )
81235 varants (0.0, Gxon 19 LREA PRI - X OERalAL INTERQUAL e e e cMs PGO041 Genetic Testing Prior authorization is required for ALL genetic testing unless otherwise noted
deletion, L858R, T790M, GT19A, CRITERIA
G719S, L861Q) (LCD L32288)
PRIOR AUTHORIZATION
F9 (coagulation factor IX) (eg, PRIOR AUTHORIZATION REQUIRED - FOLLOW ' ) R )
81238 hemaphits B), ful gene semuence | REQUIRED - INTERQUAL INTERQUAL T G cMs PGO041 Genetic Testing Prior authorization is required for ALL genetic testing unless otherwise noted.
CRITERIA
DMPK (DM1 protein kinase) (eg, PRIOR AUTHORIZATION
myotonic dystrophy type 1) gene PRIOR AUTHORIZATION REQUIRED - FOLLOW ! ) R ’ )
81239 anoiysis; churactorboation of ik || REQUIRED SINTERGUAL INTERQUAL VA GOV cMs PGO041 Genetic Testing Prior authorization is required for ALL genetic testing unless otherwise noted.
(g, expanded size) CRITERIA
F2 (prothrombin, coagulation factor PRIOR AUTHORIZATION ’
81240 ) (eg., hereditary RRIGRAUTHORIZATION INTERQUAL REQUIRED - FOLLOW cMs PGOgL:‘jiznTeg;;:s;;?gHa;:di:]a?;ms Prior authorization is required for ALL genetic testing unless otherwise noted.
hypercoagulability) gene analysis, |  REQUIRED - INTERQUAL MEDICARE COVERAGE ThrombophiiaArchived 090134 :
20210G>A variant CRITERIA P
F5 (coagulation Factor V) (e.g., ERIORAUTHORIZATION PGO041 Genetic Testing and PG0355
81241 hereditary hypercoagulabiity) gene | FROR AUTHORIZATION INTERQUAL REQUIREDNMROMEON cMs Genetic Testing for Hereditary Prior authorization is required for ALL genetic testing unless otherwise noted,
REQUIRED - INTERQUAL MEDICARE COVERAGE

analysis, Leiden variant

CRITERIA

Thrombophilia-Archived 090124




FANCC (Fanconi anemia,

complementation group C) (e.g. ERIORASTEDRIZATION
o PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0041 Genetic Testing and PG0442 . P, .
81242 Fanconi anemia, type C) gene D - R INTERQUAL e cMs Carrir Screoning for Gonalic Diseases | P1r uthorization is required for ALL genelic testing unless ofthervise nofed.
analysis, common variant (e.g., CRITERIA
IVS4+4A>T)
FMR1 (Fragile X mental retardation
1) (e.g., fragile X mental R AT EETZER Ps;%%ﬁ%?f’fgﬁg&“ PG0041 Genetic Testing. PG0360 Genetic
81243 retardation) gene analysis; INTERQUAL CMS Testing for Fragile X-Related Disorders- |Prior authorization is required for ALL genetic testing unless otherwise noted.
REQUIRED - INTERQUAL MEDICARE COVERAGE .
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; GRIORAUTNORIZATION INTERQUAL REQUIREDLROLEOW, cMs P et for el . Fltad sisonders |Prior authoization s rcuire for ALL gonet testing uless herwise noed.
characterization of alleles (e.g., REQUIRED - INTERQUAL MEDICARE COVERAGE 9 g e 9 9 -
- Archived 06/01/2024
expanded size and methylation CRITERIA
status)
G6PD (glucose-6-phosphate PRIOR AUTHORIZATION
dehydrogenase) (eg,hemolytic PRIOR AUTHORIZATION REQUIRED - FOLLOW " N P " N
81247 anemia, jaundice), gene analysis; REQUIRED - INTERQUAL INTERQUAL MEDICARE COVERAGE CMS PG0041 Genetic Testing Prior authorization is required for ALL genetic testing unless otherwise noted.
common variant(s) (eg, A, A-) CRITERIA
G6PD (glucose-6-phosphate PRIOR AUTHORIZATION
dehydrogenase) (eg,hemolytic PRIOR AUTHORIZATION REQUIRED - FOLLOW v ) R )
81248 anemia, jaundice), gene analysis; REQUIRED - INTERQUAL INTERQUAL MEDICARE COVERAGE. CMs PG0041 Genetic Testing Prior authorization is required for ALL genetic testing unless otherwise noted.
known familial variant(s) CRITERIA
G6PD (glucose-6-phosphate PRIOR AUTHORIZATION
dehydrogenase) (eg,hemolytic PRIOR AUTHORIZATION REQUIRED - FOLLOW " N PEST " p
81249 anemia, jaundice), gene analysis; REQUIRED - INTERQUAL. INTERQUAL MEDICARE COVERAGE CMs PG0041 Genetic Testing Prior authorization is required for ALL genetic testing unless otherwise noted.
full gene sequence CRITERIA
G6PC (glucose-6-phosphatase,
catalytic subunit) (e.g., Glycogen PRIOR AUTHORIZATION
storage disease, Type 1a, von PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0041 Genetic Testing and PG0442 . P, .
81250 Gierke disease) gene analysis, REQUIRED - INTERQUAL RIERGEA MEDICARE COVERAGE @B Carrier Screening for Genetic Diseases | " 2uthorization is required for ALL genetic testing unless otherwise noted.
common variants (e.g., R83C, CRITERIA
Q347X)
((3:‘: %:zg:‘:f:zezz‘:)' ga::‘e) PRIOR AUTHORIZATION
v : PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0041 Genetic Testing and PG0442 . P " .
81251 ana\y;;ggmgn;(o}ncsva&a"r\:;(e.g., REQUIRED - INTERQUAL INTERQUAL MEDICARE COVERAGE CMs Carrier Screening for Genetic Diseases Prior authorization is required for ALL genetic testing unless otherwise noted.
IVS2+1G>A) CRIERIS
GJB2 (gap junction protein, beta 2, PRIOR AUTHORIZATION
26kDa, connexin 26) (e.g., PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0041 Genetic Testing and PG0442 N P N
81252 nonsyndromic hearing loss) gene | REQUIRED - INTERQUAL IIERGEAE MEDICARE COVERAGE @B Carrier Screening for Genetic Diseases | 110" 2uthorization is required for ALL genetic testing unless otherwise noted.
analysis; full gene sequence CRITERIA
GJB2 (gap junction protein, beta 2, PRIOR AUTHORIZATION
26kDa; connexin 26) (e.g., PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0041 Genetic Testing and PG0442 . P, . .
81253 nonsyndromic hearing loss) gene |  REQUIRED - INTERQUAL INTERQUAL MEDICARE COVERAGE cMS Carrier Screening for Genetic Diseases | " 2uthorization is required for ALL genetic testing unless otherwise noted.
analysis; known familial variants CRITERIA
GJB6 (gap junction protein, beta 6,
30kDa, connexin 30) (e.g., PRIOR AUTHORIZATION
nonsyndromic hearing loss) gene . REQUIRED - FOLLOW PG0041 Genetic Testing and PG0442 N P " .
81254 analysis, common variants (e.g., NON-COVERED PG0041 Genetic Testing MEDICARE COVERAGE CMS Carrier Screening for Genetic Diseases Prior authorization is required for ALL genetic testing unless otherwise noted.
309kb [del(GJBE- D1351830)] and CRITERIA
232kb [del(GJB6-D1351854)])
H[ify’; é:ﬁ;:fg‘g'dfa?ggﬂﬁza PRIOR AUTHORIZATION
! PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0041 Genetic Testing and PG0442 . PN, " .
81255 disease) gene analysis, common D BB INTERQUAL VA GOV cMs Carrier Scroening for Gonelio Diseases | P1ir authorization is required for AL geneic testing unless ofhervise nofed.
variants(e.g., 1278insTATC, e

1421+1G>C, G269S)




HBAT/HBAZ (alpha giobin 1 and
alpha globin 2) (e.g., alpha

thalassemia, Hb Bart hydrops PRIOR AUTHORIZATION
fetalis syndrome, HbH disease), PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0041 Genetic Testing and PG0442 . o .
81257 gene analysis; common deletions | REQUIRED - INTERQUAL IERGE S MEDICARE COVERAGE cMS Carrier Screening for Genetic Diseases | " 2uthorization is required for ALL genetic testing unless otherwise noted.
or variant (e.g., Southeast Asian, CRITERIA
Thai, Filipino, Mediterranean,
Alnha3 7 _alnhad 2 alnha?0 & and
HBA1/HBA2 (alpha globin 1 and
alpha globin 2) (e.g., alpha PRIOR AUTHORIZATION
thalassemia, Hb Bart hydrops PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0041 Genetic Testing and PG0442 N P " N
81258 fetalis syndrome, HbH disease), REQUIRED - INTERQUAL INTERQUAL MEDICARE COVERAGE cMS Carrier Screening for Genetic Diseases | 110" 2uthorization is required for ALL genetic testing unless otherwise noted.
gene analysis; known familial CRITERIA
variant
HB;T;I/EZﬁii(:‘g;‘feg;b‘a’l‘pl‘:“d PRIOR AUTHORIZATION
i PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0041 Genetic Testing and PG0442 . P, .
81259 thalassemia, Hb Bart h}/drops REQUIRED - INTERQUAL. INTERQUAL MEDICARE COVERAGE CMs Carrier Screening for Genetic Diseases Prior authorization is required for ALL genetic testing unless otherwise noted.
fetalis syndrome, HbH disease),
CRITERIA
gene analysis; full gene sequence
IKBKAP (inhibitor of kappa light
polypeptide gene enhancer in B- PRIOR AUTHORIZATION
cells, kinase complex-associated '
! : ™ PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0041 Genetic Testing and PG0442 : PR " P
81260 protein) (e.g., familial REQUIRED - INTERQUAL INTERQUAL MEDICARE COVERAGE CMS Carrier Screening for Genetic Diseases Prior authorization is required for ALL genetic testing unless otherwise noted.
dysautonomia) gene analysis,
CRITERIA
common variants (e.g.,
2507+6T>C, R696P)
HBA1/HBA2 (alpha globin 1 and
alpha globin 2) (eg, alpha PRIOR AUTHORIZATION
thalassemia, Hb Bart hydrops PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0041 Genetic Testing and PG0442 . P, .
81269 fetalis syndrome, HbH disease), REQUIRED - INTERQUAL INTERQUAL MEDICARE COVERAGE cms Carrier Screening for Genetic Diseases | "1oF @uthorization is required for ALL genetic testing unless otherwise noted.
gene analysis duplication/deletion CRITERIA
variants
HTT (huntingtin) (g, Huntington PRIOR AUTHORIZATION v
1071 disease) gene analysis; evaluation | PRIOR AUTHORIZATION ] REQUIRED - FOLLOW. oms "Tig?f if:“z'cr;es':fé:‘e?gi fjgf;‘c New Medical Policy, PG0533 Genetic Testing for ive Disorders, codes went from
to detect abnormal (eg, expanded) |  REQUIRED - INTERQUAL MEDICARE COVERAGE ing urodeg ve i noncovered to covered with a prior authorization, effective 02/01/2024
Archived 020125
alleles CRITERIA
HTT (huntingtin) (eg, Huntington PRIOR AUTHORIZATION " "
1274 disease) gene analysis; PRIOR AUTHORIZATION ] REQUIRED - FOLLOW . 30041 Genelc Testing. PG0533 Genclic | New Medical Policy, PG0533 Genetic Testing for ive Disorders, codes went from
characterization of alleles (eg, REQUIRED - INTERQUAL MEDICARE COVERAGE 9 deg " |noncovered to covered effective 02/01/2024
Archived 020125
expanded size) CRITERIA
Cytogenomic neoplasia (genome-
wide) microarray analysis, PRIOR AUTHORIZATION
interrogation of genomic regions for " REQUIRED - FOLLOW " . P " .
81277 copy number and loss-of- NON-COVERED PG0041 Genetic Testing MEDICARE COVERAGE CMS PG0041 Genetic Testing Prior authorization is required for ALL genetic testing unless otherwise noted.
heterozygosity variants for CRITERIA
chromosomal abnormalities
. PRIOR AUTHORIZATION
IFNL3 (interferon, lambda 3) (eg, . P, .
. . REQUIRED - FOLLOW . Prior authorization is required for ALL genetic testing unless otherwise noted. Changed Commercial plans from
81283 drug response), gene analysis, NON-COVERED PG0041 Genetic Testing Y e GO cMS PG0041 Genetic Testing covered with & prior author zation to nongovered. effective 1110112024
rs12979860 variant
CRITERIA
: : . PRIOR AUTHORIZATION
FXN (frataxin) (eg, Friedreich
: bl " PRIOR AUTHORIZATION REQUIRED - FOLLOW " . P, . .
81284 ataxia) gene analysis; evaluation to REQUIRED - INTERQUAL. INTERQUAL MEDICARE COVERAGE CMs PG0041 Genetic Testing Prior authorization is required for ALL genetic testing unless otherwise noted.
detect abnormal (expanded) alleles
CRITERIA
FXN (frataxin) (eg, Friedreich PRIOR AUTHORIZATION
ataxia) gene analysis; . REQUIRED - FOLLOW ' ) R ' )
81285 characterization of alleles (eg, NON-COVERED PG0041 Genetic Testing MEDICARE COVERAGE CMS PG0041 Genetic Testing Prior authorization is required for ALL genetic testing unless otherwise noted.
expanded size) CRITERIA
: : : PRIOR AUTHORIZATION
FXN (frataxin) (eg, Friedreich
. PRIOR AUTHORIZATION REQUIRED - FOLLOW " . PN, " .
81286 ataxia) gene analysis; full gene PR - [ OEElAL INTERQUAL VA GOV cMs PG0041 Genetic Testing Prior authorization is required for ALL genetic testing unless otherwise noted.

sequence

CRITERIA




MGMT (O-6-methylguanine-DNA PRIOR AUTHORIZATION
methyltransferase) (e.g., PRIOR AUTHORIZATION REQUIRED - FOLLOW " . P, .
81287 glioblastoma multiforme), REQUIRED - INTERQUAL. INTERQUAL MEDICARE COVERAGE CMs PG0041 Genetic Testing Prior authorization is required for ALL genetic testing unless otherwise noted.
methylation analysis CRITERIA
LH1 (mutL homolog 1, colon
cancer, nonpolyposis type 2) (eg, PRIOR AUTHORIZATION § "
81288 hereditary non-polyposis colorectal RRIORAUTLORIZATION INTERQUAL REQCIREDEROCEO) cc Gzigt?é }eiz:‘e“fo: ES::ZE gn:dfoio:gr%d Prior authorization is required for ALL genetic testing unless otherwise noted.
cancer, Lynch syndrome) gene REQUIRED - INTERQUAL MEDICARE COVERAGE Testing for Lynch Sy | genet 9 :
© Polyposis Syndromes Archived 08/01/24
analysis; promoter methylation CRITERIA
analysis
. . PRIOR AUTHORIZATION
FXN (frataxin) (eg, Friedreich
. PRIOR AUTHORIZATION REQUIRED - FOLLOW " . P, .
81289 ataxia) gene analysis; known Tl ealey INTERQUAL YD S CONEReE cMs PG0041 Genetic Testing Prior authorization is required for ALL genetic testing unless otherwise noted.
familial variant(s)
CRITERIA
MCOLN1 (mucolipin 1) (e.g., PRIOR AUTHORIZATION
Mucolipidosis, type IV) gene PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0041 Genetic Testing and PG0442 N P " N
81290 analysis, common variants (e.g., | REQUIRED - INTERQUAL INTERQUAL MEDICARE COVERAGE cms Carrier Screening for Genetic Diseases | 110" 2uthorization is required for ALL genetic testing unless otherwise noted.
IVS3-2A>G, del6.4kb) CRITERIA
MTHFR (5, 10-
81291 rg:;tﬂesle)tz‘;al:‘{]de:—zﬁz‘s NON-COVERED PG0041 Genetic Testing PSIE%TJIA;{LS;‘-OEOIﬁg@N CMs TES)?::: gﬁ:iﬁ;szgngggzjeﬁggﬂz1 Prior authorization is required for ALL genetic testing unless otherwise noted.
hypercoagulability) gene analysis, : Shelc) ecing MEDICARE COVERAGE P! Conctio Testing ©q g 9 .
common variants (e.g., 677T, CRITERIA . ing
1298C)
MLH1 (mutL homolog 1, colon
cancer, nonpolyposis type 2) (€.g., e AT AT PRR'E%TJQUETS'%ZL?E@N PG0041 Genetic Testing and PG0302
81292 hereditary non-polyposis colorectal INTERQUAL CMS Genetic Testing for Lynch Syndrome and | Prior authorization is required for ALL genetic testing unless otherwise noted.
REQUIRED - INTERQUAL MEDICARE COVERAGE . .
cancer, Lynch syndrome) gene Polyposis Syndromes Archived 08/01/24
. " CRITERIA
analysis; full sequence analysis
MLH1 (mutL homolog 1, colon
cancer, nonpolyposis type 2) (e.g., BRIORAUIOR ZAT IO PG0041 Genetic Testing and PG0302
PRIOR AUTHORIZATION REQUIRED - FOLLOW y . N P :
81293 hereditary non-polyposis colorectal INTERQUAL cMS Genetic Testing for Lynch Syndrome and | Prior authorization is required for ALL genetic testing unless otherwise noted.
REQUIRED - INTERQUAL MEDICARE COVERAGE . .
cancer, Lynch syndrome) gene CRITERIA Polyposis Syndromes Archived 08/01/25
analysis; known familial variants
MLH1 (mutL homolog 1, colon
cancer, nonpolyposis type 2) (e.g., PRIOR AUTHORIZATION .
81204 hereditary non-polyposis colorectal | - PRIOR AUTHORIZATION INTERQUAL REQUIRED - FOLLOW cMs GZnGS'Oc“':'eixe':e‘;erl_es r::r? san:dffn?es gid Prior authorization is required for ALL genetic testing unless otherwise noted.
cancer, Lynch syndrome) gene REQUIRED - INTERQUAL MEDICARE COVERAGE oo s 'ngr i uind 4 08101126 for authorization is requi genetic testing u ' :
analysis; duplication/deletion CRITERIA olyposis Syndromes Archive
variants
MSH2 (mutS homolog 2, colon
cancer, nonpolyposis type 1) (e.g., ERIORSUIOR 2 IO PG0041 Genetic Testing and PG0302
PRIOR AUTHORIZATION REQUIRED - FOLLOW N " N P N
81295 hereditary non-polyposis colorectal INTERQUAL CMs Genetic Testing for Lynch Syndrome and | Prior authorization is required for ALL genetic testing unless otherwise noted.
REQUIRED - INTERQUAL MEDICARE COVERAGE . "
cancer, Lynch syndrome) gene CRITERIA Polyposis Syndromes Archived 08/01/27
analysis; full sequence analysis
MSH2 (mutS homolog 2, colon
cancer, nonpolyposis type 1) (e.g., PRIOR AUTHORIZATION PG0041 Genetic Testing and PG0302
PRIOR AUTHORIZATION REQUIRED - FOLLOW y . . P, . .
81296 hereditary non-polyposis colorectal INTERQUAL cMs Genetic Testing for Lynch Syndrome and | Prior authorization is required for ALL genetic testing unless otherwise noted.
REQUIRED - INTERQUAL MEDICARE COVERAGE " .
cancer, Lynch syndrome) gene Polyposis Syndromes Archived 08/01/28
s - CRITERIA
analysis; known familial variants
MSH2 (mutS homolog 2, colon
cancer, nonpolyposis type 1) (e.g., PRIOR AUTHORIZATION .
81207 hereditary non-polyposis colorectal | EEERRICRIMUTLIORIZATION INTERQUAL REQUIRED - FOLLOW cMs GZnGteolg:A;eilei:?;ZrTLeysr::Ig Sa;:df;r?: UaEnd Prior authorization is required for ALL genetic testing unless otherwise noted.
cancer, Lynch syndrome) gene REQUIRED - INTERQUAL MEDICARE COVERAGE . .
y Polyposis Syndromes Archived 08/01/29
analysis; duplication/deletion CRITERIA
variants
MSH8 (mutS homolog 6 [E. coli])
(e.g. hereditary non-polyposis ZRIORISUTORIZATION PG0041 Genetic Testing and PG0302
PRIOR AUTHORIZATION REQUIRED - FOLLOW y . . PN, " .
81298 colorectal cancer, Lynch INTERQUAL CMs Genetic Testing for Lynch Syndrome and | Prior authorization is required for ALL genetic testing unless otherwise noted.
i REQUIRED - INTERQUAL MEDICARE COVERAGE " .
syndrome) gene analysis; full CRITERIA Polyposis Syndromes Archived 08/01/30

sequence analysis




MSH (mutS homolog 6 [E. col])

(e.g., hereditary non-polyposis ERIORAUTIORIZATION PG0041 Genetic Testing and PG0302
PRIOR AUTHORIZATION REQUIRED - FOLLOW y . . P, .
81299 colorectal cancer, Lynch INTERQUAL cMs Genetic Testing for Lynch Syndrome and | Prior authorization is required for ALL genetic testing unless otherwise noted.
e REQUIRED - INTERQUAL MEDICARE COVERAGE . "
syndrome) gene analysis; known Polyposis Syndromes Archived 08/01/31
CRITERIA
familial variants
MSH6 (mutS homolog 6 [E. coli])
(e.g., hereditary non-polyposis PRIOR AUTHORIZATION PG0041 Genetic Testing and PG0302
PRIOR AUTHORIZATION REQUIRED - FOLLOW . . : PR " P
81300 colorectal cancer, Lynch INTERQUAL CMS Genetic Testing for Lynch Syndrome and | Prior authorization is required for ALL genetic testing unless otherwise noted.
REQUIRED - INTERQUAL MEDICARE COVERAGE . "
syndrome) gene analysis; Polyposis Syndromes Archived 08/01/32
i f CRITERIA
duplication/deletion variants
Microsatellite instability analysis
(e.g., hereditary non-polyposis
colorectal cancer, Lynch PRIOR AUTHORIZATION "
81301 syndrome) of markers for RRIORIUNLORIZATION INTERQUAL RECEIREDRROE O cMs eri??ﬂfﬁ?e'}ﬁ:fs o san:dffmos Oaid Prior authorization is required for ALL genetic testing unless otherwise noted.
mismatch repair deficiency (e.g., REQUIRED - INTERQUAL MEDICARE COVERAGE Pooosis S ngmmesy Ammze 08101733 e 9 9 -
BAT25, BAT26), includes CRITERIA yp V!
comparison of neoplastic and
normal tissue_if nerformed
MECP2 (methyl CpG binding PRIOR AUTHORIZATION
protein 2) (e.g., Rett syndrome) PRIOR AUTHORIZATION REQUIRED - FOLLOW " : PR " P
81302 gene analysis; full sequence REQUIRED - INTERQUAL INTERQUAL MEDICARE COVERAGE CMS PG0041 Genetic Testing Prior authorization is required for ALL genetic testing unless otherwise noted.
analysis CRITERIA
MECP2 (methyl CpG binding PRIOR AUTHORIZATION
protein 2) (e.g., Rett syndrome) PRIOR AUTHORIZATION REQUIRED - FOLLOW v ) R )
81303 gene analysis: known familial REQUIRED - INTERQUAL INTERQUAL MEDICARE COVERAGE. CMs PG0041 Genetic Testing Prior authorization is required for ALL genetic testing unless otherwise noted.
variant CRITERIA
MECP2 (methyl CpG binding PRIOR AUTHORIZATION
protein 2) (e.g., Rett syndrome) PRIOR AUTHORIZATION REQUIRED - FOLLOW " N PEST " p
81304 gene analysis; duplication/ deletion REQUIRED - INTERQUAL. INTERQUAL MEDICARE COVERAGE CMs PG0041 Genetic Testing Prior authorization is required for ALL genetic testing unless otherwise noted.
variants CRITERIA
MYD88 (myeloid differentiation
primary response 88) (eg, PRIOR AUTHORIZATION
Waldenstrom's macroglobulinemia, . . REQUIRED - FOLLOW " N P :
81305 lymphoplasmacytic leukemia) gene NON-COVERED PG0041 Genetic Testing MEDICARE COVERAGE. CMs PG0041 Genetic Testing Prior authorization is required for ALL genetic testing unless otherwise noted.
analysis, p.Leu265Pro (L265P) CRITERIA
variant
NUDT15 (nudix hydrolase 15) (eg, PRIOR AUTHORIZATION
drug metabolism) gene analysis, PRIOR AUTHORIZATION REQUIRED - FOLLOW " . P " .
81306 common variant(s) (g, *2, *3, *4, REQUIRED - INTERQUAL INTERQUAL MEDICARE COVERAGE CMS PG0041 Genetic Testing Prior authorization is required for ALL genetic testing unless otherwise noted.
*5,*6) CRITERIA
PALB2 (partner and localizer of PRIOR AUTHORIZATION
BRCA2) (eg, breast and pancreatic| ~ PRIOR AUTHORIZATION REQUIRED - FOLLOW . . R .
81307 cancer) gene analysis; full gene REQUIRED - INTERQUAL INTERQUAL MEDICARE COVERAGE. CMs PG0041 Genetic Testing Prior authorization is required for ALL genetic testing unless otherwise noted.
sequence CRITERIA
PALB2 (partner and localizer of PRIOR AUTHORIZATION
BRCA2) (eg, breast and pancreatic - " REQUIRED - FOLLOW " . P, . .
81308 cancer) gene analysis; known NON-COVERED PG0041 Genetic Testing MEDICARE COVERAGE CMs PG0041 Genetic Testing Prior authorization is required for ALL genetic testing unless otherwise noted.
familial variant CRITERIA
PIK3CA (phosphatidylinositol-4, 5-
biphosphate 3-kinase, catalytic PRIOR AUTHORIZATION
subunit alpha) (eg, colorectal and PRIOR AUTHORIZATION REQUIRED - FOLLOW " . PP " .
81309 breast cancer) gene analysis, REQUIRED - INTERQUAL INTERQUAL MEDICARE COVERAGE CMs PG0041 Genetic Testing Prior authorization is required for ALL genetic testing unless otherwise noted.
targeted sequence analysis (eg, CRITERIA
exons 7, 9, 20)
PABPN1 (poly[A] binding protein R AT BT
nuclear 1) (eg, oculopharyngeal e Ee o
81312 muscular dystrophy) gene analysis, NON-COVERED PG0041 Genetic Testing cMS PG0041 Genetic Testing Prior authorization is required for ALL genetic testing unless otherwise noted.
MEDICARE COVERAGE
evaluation to detect abnormal (eg, CRITERIA

expanded) alleles




PCAS/KLK3 (prostate cancer

antigen 3 [non-protein PRIOR AUTHORIZATION PG0041 Genetic Testing. and PG0367
" ) " PRIOR AUTHORIZATION REQUIRED - FOLLOW Genetic and Protein Biomarkers for y P ;
81313 codingl/kallikrein-related peplidase | pr oy en! NEEo o INTERQUAL Y A GONREE cMs Diagnosis and Risk Assessment of Prostate| PO Quthorization i required for ALL genetic testing unless ofherwise noted.
3 [prostate specific antigen]) ratio CRITERIA Cancer-archived 020425.
(eg, prostate cancer) g
PMS2 (postmeiotic segregation
increased 2 [S. cerevisiae]) (e.g., T Ps;%%ﬁ%?f’fgﬁg&“ PG0041 Genetic Testing and PG0302
81317 hereditary non-polyposis colorectal REQUIRED - INTERQUAL INTERQUAL MEDICARE COVERAGE CMS Genetic Testing for Lynch Syndrome and | Prior authorization is required for ALL genetic testing unless otherwise noted.
cancer, Lynch syndrome) gene T Polyposis Syndromes
analysis; full sequence analysis
PMS2 (postmeiotic segregation
increased 2 [S. cerevisiae]) (e.g., PRIOR AUTHORIZATION Ps;%%ﬁ:ég‘?;éﬁg@’q PG0041 Genetic Testing and PG0302
81318 heredtary non-polyposis colorectal | oo st M o L INTERQUAL YD S CONEReE cMs Genetic Testing for Lynch Syndrome and | Prior authorization is required for ALL genetic testing unless otherwise noted.
cancer, Lynch syndrome) gene CRITERIA Polyposis Syndromes
analysis; known familial variants
PMS2 (postmeiotic segregation
increased 2 [S. cerevisiae]) (e.g., PRIOR AUTHORIZATION .
81319 hereditary non-polyposis colorectal RRIORAUTLORIZATION INTERQUAL REQCIREDEROCEO) CMS GZnGe()ti[::4':'e§tei:e‘;ngfsr:?l1gSan:dft?n?j :ﬁd Prior authorization is required for ALL genetic testing unless otherwise noted.
cancer, Lynch syndrome) gene REQUIRED - INTERQUAL MEDICARE COVERAGE pol gosis Sy iy dm"{es | genet 9 :
analysis; duplication/deletion CRITERIA posis Sy
variants
h:ﬁ" ;‘;g"s""cﬁf;:’;d :‘Z’r‘me PRIOR AUTHORIZATION PGO041 Genetic Testing and PG0336 | Medical Policy PG0336 PTEN Genetic Testing is going to be archived. Procedures 81321-81323, require a prior
81321 F??EN .f?avm o Iu‘r/nor g PRIOR AUTHORIZATION TR REQUIRED - FOLLOW N PTEN Genetic Testing. PG0336 Archived |authorizaiton for Commercial and Medicare plans. And pi 0235U is for C ial plans and
syndrome) gene analysis; full REQUIRED - INTERQUAL MEDICARE COVERAGE 06/01/2024. Maintain Prior Authorization per |requires a prior authorization for Medicare plans. These prior authorizations and noncoverage will be maintained. The
4 g ysis: Tul CRITERIA InterQual Coverage Criteria coverage criteria wil follow the InterQual criteria.
sequence analysis
h;ﬁ” ;"gc's"“cﬁsdee:“: ::’r‘ﬁe PRIOR AUTHORIZATION PG0041 Genetic Testing and PG0336 | Medical Policy PG0336 PTEN Genetic Testing is going to be archived. Procedures 81321-81323, require a prior
81322 F(’)'Ig'El(\l ﬁahanoma f ¥nor ' PRIOR AUTHORIZATION INTERQUAL REQUIRED - FOLLOW cMS PTEN Genetic Testing. PG0336 Archived |authorizaiton for Commercial and Medicare plans. And 0235U is for C ial plans and
syndrome) gene anal si:' Known REQUIRED - INTERQUAL MEDICARE COVERAGE 06/01/2024. Maintain Prior Authorization per |requires a prior authorization for Medicare plans. These prior authorizations and noncoverage will be maintained. The
4 gen ysis; CRITERIA InterQual Coverage Criteria coverage criteria will follow the InterQual criteria.
familial variant
h:ﬁ" ;‘;g"s""cﬁf;:’;d :‘Z’r‘me PRIOR AUTHORIZATION PGO041 Genetic Testing and PG0336 | Medical Policy PG0336 PTEN Genetic Testing is going to be archived. Procedures 81321-81323, require a prior
81323 F??EN .f?avm o Iu‘r/nor g PRIOR AUTHORIZATION TR REQUIRED - FOLLOW N PTEN Genetic Testing. PG0336 Archived |authorizaiton for Commercial and Medicare plans. And pi 0235U is for C ial plans and
syndrome) gene analysis; REQUIRED - INTERQUAL MEDICARE COVERAGE 06/01/2024. Maintain Prior Authorization per |requires a prior authorization for Medicare plans. These prior authorizations and noncoverage will be maintained. The
yndrome) g Vsis: CRITERIA InterQual Coverage Criteria coverage criteria wil follow the InterQual criteria.
duplication/deletion variant
PMP22 (peripheral myelin protein PRIOR AUTHORIZATION
22) (e.g., Charcot- Marie-Tooth )
81324 hereditary neuropathy with liability :Eé%?;;%v‘ﬁ?gg:?ﬂ INTERQUAL NTEEI?Ig/IFREEch\c/)éIIiggE CMs PG0041 Genetic Testing Prior authorization is required for ALL genetic testing unless otherwise noted.
to pressure palsies) gene analysis; e
duplication/deletion analysis
PMP22 (peripheral myelin protein EER AU R
22) (e.g., Charcot- Marie-Tooth, N
81325 hereditary neuropathy with liability QSA%TRAE%TT‘&?EZ:&LOA INTERQUAL NTEEggK:?EEDCOF\?é;ﬁ(\;VE CMs PG0041 Genetic Testing Prior authorization is required for ALL genetic testing unless otherwise noted.
to pressure palsies) gene analysis; CRITERIA
full sequence analysis
PMP22 (peripheral myelin protein R AT BT
22) (e.g., Charcot- Marie-Tooth, 5
81326 hereditary neuropathy with liability :ER(I]?JTRAE%T-HIg?Ez:g&,\I{ INTERQUAL NTEEI?Ig/I:{REEDCg\?ékggE CMs PG0041 Genetic Testing Prior authorization is required for ALL genetic testing unless otherwise noted.
to pressure palsies) gene analysis; e
known familial variant
PRIOR AUTHORIZATION
SEPTO (Septin9) (eg, colorectal o REQUIRED - FOLLOW PG0065 Colorectal Cancer Screening N P " .
81327 cancer) methylation analysis NON-COVERED PG0041 Genetic Testing MEDICARE COVERAGE CMS PGO041 Genetic Testing Prior authorization is required for ALL genetic testing unless otherwise noted.
CRITERIA
SLCO1B1 (solute carrier organic R AT BT
anion transporter family, member D LGN
81328 1B1) (eg, adverse drug reaction), NON-COVERED PG0041 Genetic Testing MEDICARE COVERAGE CMs PG0041 Genetic Testing Prior authorization is required for ALL genetic testing unless otherwise noted.
gene analysis, common variant(s) e

(eg. *5)




SMN1(survival of motor neuron 1,
telomeric) (eg, spinal muscular

atrophy) gene analysis; ERIORAUTIORIZATION PG0041 Genetic Testing. PG0398 Genetic
81329 dosage/deleti lysi RRIOR U LORIZATION INTERQUAL (RECRED - [RELLELY CMs Testing for Spinal Mi lar Atroph Pri ithorization i d for ALL tic test I therwis ted.
sageldeletion analysis (eg, D - R Y A GONREE sting for Spinal Muscular Atrophy- rior authorization is required for ALL genetic testing unless otherwise noted.
carrier testing), includes SMN2 archived 020125
CRITERIA
(survival of motor neuron 2,
centromeric) analysis , if performed
SMPD1(sphingomyelin
phosphodiesterase 1, acid PRIOR AUTHORIZATION
lysosomal) (e.g., Niemann-Pick PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0041 Genetic Testing and PG0442 N P " N
81330 disease, Type A) gene analysis, REQUIRED - INTERQUAL INTERQUAL MEDICARE COVERAGE cMS Carrier Screening for Genetic Diseases | 110" 2uthorization is required for ALL genetic testing unless otherwise noted.
common variants (e.g., R496L, CRITERIA
L302P, fsP330)
SNRPN/UBE3A (small nuclear
ribonucleoprotein polypeptide N and PRIOR AUTHORIZATION
ubiquitin protein ligase E3A) (e.g., PRIOR AUTHORIZATION REQUIRED - FOLLOW " . P, .
81331 Prader-Will syndrome and/or REQUIRED - INTERQUAL. INTERQUAL MEDICARE COVERAGE CMs PG0041 Genetic Testing Prior authorization is required for ALL genetic testing unless otherwise noted.
Angelman syndrome), methylation CRITERIA
analysis
SERPINA1 (serpin peptidase
inhibitor, clade A, alpha-1 PRIOR AUTHORIZATION
antiproteinase, antitrypsin, member PRIOR AUTHORIZATION REQUIRED - FOLLOW " N P " N
81332 1) (e.g., alpha-1-antitrypsin REQUIRED - INTERQUAL INTERQUAL MEDICARE COVERAGE CMS PG0041 Genetic Testing Prior authorization is required for ALL genetic testing unless otherwise noted.
deficiency), gene analysis, common CRITERIA
variants (e.g., *S and *Z)
TGFBI (transforming growth factor e AU RN
beta-induced) (eg, corneal REQUIRED - FOLLOW
81333 dystrophy) gene analysis, common NON-COVERED PG0041 Genetic Testing cMS PG0041 Genetic Testing Prior authorization is required for ALL genetic testing unless otherwise noted.
; MEDICARE COVERAGE
variants (eg, R124H, R124C, CRITERIA
R124L, R555W, R555Q)
RUNX1 (runt related transcription
ko, i pltgt dsorder FRISRAERFAE
i y PRIOR AUTHORIZATION REQUIRED - FOLLOW " N PEST " p
81334 with associated myeloid REQUIRED - INTERQUAL. INTERQUAL MEDICARE COVERAGE CMS PG0041 Genetic Testing Prior authorization is required for ALL genetic testing unless otherwise noted.
malignancy), gene analysis,
CRITERIA
targeted sequence analysis (eg,
exons 3-8)
TPMT (thiopurine S- PRIOR AUTHORIZATION
methyltransferase) (eg, drug PRIOR AUTHORIZATION REQUIRED - FOLLOW v ) R )
81335 metabolism), gene analysis, REQUIRED - INTERQUAL INTERQUAL MEDICARE COVERAGE. CMs PG0041 Genetic Testing Prior authorization is required for ALL genetic testing unless otherwise noted.
common variants (eg,*2, *3) CRITERIA
SMN1(survival of motor neuron 1, PRIOR AUTHORIZATION "
; PG0041 Genetic Testing. PG0398 Genetic
telomeric) (eg, spinal muscular PRIOR AUTHORIZATION REQUIRED - FOLLOW " . . P " .
81336 atrophy) gene analysis; full gene REQUIRED - INTERQUAL INTERQUAL MEDICARE COVERAGE CMs Testing for rszli:w/aldw(l)\;%(;xélgr Atrophy- Prior authorization is required for ALL genetic testing unless otherwise noted.
sequence CRITERIA archiver
SMN1(survival of motor neuron 1, PRIOR AUTHORIZATION . y
81337 telomeric) (eg, spinal muscular RRIORIAITHORIZATION INTERQUAL REQUIREDNROTEON, cMs PG$0411inG:n? |sIC ﬁ'ﬂ?g' P?Origtf Ghe e Prior authorization is required for ALL genetic testing unless otherwise noted,
atrophy) gene analysis; known REQUIRED - INTERQUAL MEDICARE COVERAGE esting for Spinal Muscular Atrophy- lor authorization is required for ALL genetic testing unless ofherwise noted.
archived 020125
familial sequence variant(s) CRITERIA
PPP2R2B (protein phosphatase 2 R AT BT
regulatory subunit Bbeta) (eg, e pe o
81343 spinocerebellar ataxia) gene NON-COVERED PG0041 Genetic Testing CMs PG0041 Genetic Testing Prior authorization is required for ALL genetic testing unless otherwise noted.
: . MEDICARE COVERAGE
analysis, evaluation to detect
CRITERIA
abnormal (eg, expanded) alleles
TBP (TATA box binding protein) PRIOR AUTHORIZATION
(eg, spinocerebellar ataxia) gene . REQUIRED - FOLLOW . . N . .
81344 analysis, evaluation to detect NON-COVERED PG0041 Genetic Testing MEDICARE COVERAGE CMs PG0041 Genetic Testing Prior authorization is required for ALL genetic testing unless otherwise noted.
abnormal (eg, expanded) alleles CRITERIA
TERT (telomerase reverse
transcriptase) (eg, thyroid PRIOR AUTHORIZATION
carcinoma, glioblastoma PRIOR AUTHORIZATION REQUIRED - FOLLOW . " . PN, " .
81345 multiforme) gene analysis, targeted REQUIRED - INTERQUAL. INTERQUAL MEDICARE COVERAGE PG0041 Genetic Testing PG0041 Genetic Testing Prior authorization is required for ALL genetic testing unless otherwise noted.
sequence analysis (eg, promoter CRITERIA

region)




TYMS (thymidylate synthetase)

(eg, 5-fluorouracil/5- FU drug ERIORAUTIORIZATION
g " - " REQUIRED - FOLLOW " Prior authorization is required for ALL genetic testing unless otherwise noted. Changed Commercial coverage from
81346 metabolism), gene analysis, NON-COVERED PG0041 Genetic Testing MEDICARE COVERAGE CMs PG0041 Genetic Testing covered with a prior authorization to noncovered, effective 11/01/2024.
common variant(s) (eg,tandem
CRITERIA
repeat variant)
Cytogenomic constitutional R AT EEEEE
(genome-wide) microarray analysis; N e
81349 Interrogation of genomic regions for NON-COVERED PG0041 Genetic Testing MEDICARE COVERAGE CMS PG0041 Genetic Testing Prior authorization is required for ALL genetic testing unless otherwise noted.
copy number loss-of-heterozygosity
: : CRITERIA
variants, low-pass sequencing
UGT1A1 (UDP
glucuronosyltransferase 1 family, PRIOR AUTHORIZATION y "
81350 polypeptide A1) (e.g., irinotecan PRIOR AUTHORIZATION ] REQUIRED - FOLLOW . P?:ro‘;:j‘;;ﬁ;g:i:j :S;ﬁgl:i:og;’: Effective 05/01/2024, procedure 81350, is covered with a prior authorization for all product lines. (Procedure 81350
metabolism), gene analysis, REQUIRED - INTERQUAL MEDICARE COVERAGE 9 . y went from noncovered to covered with a prior authorization)
aysis Response - Archived 6/10/2025
ccommon variants (e.g., *28, *36, CRITERIA
37)
. . PRIOR AUTHORIZATION
TP53 (tumor protein 53) (eg, Li-
PRIOR AUTHORIZATION REQUIRED - FOLLOW " : PR " P
81351 Fraumeni syndrome) gene REQUIRED - INTERQUAL INTERQUAL MEDICARE COVERAGE CMS PG0041 Genetic Testing Prior authorization is required for ALL genetic testing unless otherwise noted.
analysis; full gene sequence
CRITERIA
: . PRIOR AUTHORIZATION
TP53 (tumor protein 53) (eg, Li-
PRIOR AUTHORIZATION REQUIRED - FOLLOW " N P :
81353 Fraumeni syndrom“e) gene REQUIRED - INTERQUAL INTERQUAL MEDICARE COVERAGE. CMS PG0041 Genetic Testing Prior authorization is required for ALL genetic testing unless otherwise noted.
analysis; known familial variant
CRITERIA
VKORCH1 (vitamin K epoxide
reductase complex, subunit 1) PRIOR AUTHORIZATION PRRIE%F:JEUEE‘?;CI)%?E\%N PG0041 Genetic Testing and PG0390
81355 (e.g., warfarin metabolism), gene REQUIRED - INTERQUAL. INTERQUAL MEDICARE COVERAGE CMS Genetic Testing for Warfarin Dose Archived | Prior authorization is required for ALL genetic testing unless otherwise noted.
analysis, common variant(s) (e.g.. - e 09/01/24
1639G>A, ¢.173+1000C>T)
HBB (hemoglobin, subunit beta) e AU R
81361 s homegonhopat (SR RRIEATIN INTERQUAL REQUREDS RO OW] cms PGO041 Genetic Testing and PGO2 | oo o yization is required for ALL genetic testing nless ofherwise noted.
‘ogobinopathy);, REQUIRED - INTERQUAL MEDICARE COVERAGE Carrier Screening for Genetic Diseases ed 9 9 -
common variant(s) (eg, HbS, HbC, CRITERIA
HbE)
HBB (hemoglobin, subunit beta) PRIOR AUTHORIZATION
(eg, sickle cell anemia, beta PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0041 Genetic Testing and PG0442 . P " .
81362 thalassemia hemoglobinopathy); |  REQUIRED - INTERQUAL INTERQUAL MEDICARE COVERAGE cms Carrier Screening for Genetic Diseases | °" 2uthorization is required for ALL genetic testing unless otherwise noted.
known familial variant(s) CRITERIA
HBB (hemoglobin, subunit beta) PRIOR AUTHORIZATION
(eg, sickle cell anemia, beta PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0041 Genetic Testing and PG0442 N P N
81363 thalassemia hemoglobinopathy); REQUIRED - INTERQUAL INTERQUAL MEDICARE COVERAGE cms Carrier Screening for Genetic Diseases | 110" 2uthorization is required for ALL genetic testing unless otherwise noted.
duplication/deletion variant(s) CRITERIA
HBB (hemoglobin, subunit beta) PRIOR AUTHORIZATION
(eg, sickle cell anemia, beta PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0041 Genetic Testing and PG0442 . P, . .
81364 thalassemia hemoglobinopathy); full|  REQUIRED - INTERQUAL DIERQUEL MEDICARE COVERAGE GE Cartier Screening for Genetic Diseases | 110" 2uthorization is required for AL genetic testing unless otherwise noted.
gene sequence CRITERIA
HLA Class | typing, high resolution PRIOR AUTHORIZATION . "
81381 (i-e., alleles or allele groups); RRIGRAUTHORIZATION INTERQUAL REQUIRED - FOLLOW cMs pGlat,wos“(;zie:i‘igse;g:gpigf:a%mzze:tk Prior authorization is required for ALL genetic testing unless otherwise noted.
allele or allele group (e.g., REQUIRED - INTERQUAL MEDICARE COVERAGE Tosting Archived 69/01 /;’fj kel 9 9
B*57:01P), each CRITERIA 9
Molecular pathology procedure,
Level 1 analysis)(e.g., identification PRIOR AUTHORIZATION
of single germline variant [e.g., PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0041 Genetic Testing and PG0442 . PN, " .
81400 SNP] by techniques such as REQUIRED - INTERQUAL IERQUEL MEDICARE COVERAGE EvE Cartier Screening for Genetic Diseases | 110" 2uthorization is required for ALL genetic testing unless otherwise noted.
restriction enzyme digestion or melt CRITERIA

curve analysis)




Molecular pathology procedure,
Level 2 (e.g., 2-10 SNPs, 1

PGO041 Genetic Testing, PG0442 Carrier
Screening for Genetic Diseases, PG0467
Genetic Testing for Epilepsy, PG0412

methylated variant, or 1 somatic ERIORASTEDRIZATION Genetic Testing Age-Related Macular
81401 Veriant (typically usin PRIOR AUTHORIZATION TR REQUIRED - FOLLOW e Degoreration - Arched. PGO119 Gene | Prior authorization is required for ALL geneic testing unless otherwise noted. Genefic testing for macular
ypicaly uskig REQUIRED - INTERQUAL MEDICARE COVERAGE gen - g on is non-covered.
nonsequencing target variant A Profiling of Melar hived
analysis], or detection of a dynamic 07/01/2024, PG0302 Genetic Testing for
mutation disordertriplet repeat) Lynch Syndrome and Polyposis Syndromes
Archived 08/01/24
Molecular pathology procedure,
Level 3 (eg, >10 SNPs, 2-10
methylated variants, or 2-10 PRIOR AUTHORIZATION
somatic variants [typically using PRIOR AUTHORIZATION REQUIRED - FOLLOW ! ) R )
81402 nom-sequencing tget variant Tl ealey INTERQUAL YD S CONEReE cMs PG0041 Genetic Testing Prior authorization is required for ALL genetic testing unless otherwise noted.
analysis], immunoglobulin and T- CRITERIA
cell receptor gene rearrangements,
i variants of 1
Molecular pathology procedure,
Level 4 (eg, analysis of single exon ! ’
by DNA sequence analysis, PRIOR AUTHORIZATION $S£f]‘;2§i’;ﬁ'c°hT;;']‘é‘i:f:::ij;;i‘:
analysis of >10 amplicons using PRIOR AUTHORIZATION REQUIRED - FOLLOW ) R ’ ]
81403 multiplex PCR in 2 or more REQUIRED - INTERQUAL INTERQUAL MEDICARE COVERAGE CMS (S))gr\g:rgife::”c:wz g&;s;{iADZS::;Z Prior authorization is required for ALL genetic testing unless otherwise noted.
independent reactions, mutation CRITERIA g for & g
N PG0467 Genetic Testing for Epilepsy
scanning or duplication/deletion
variants of 2-5 exons)
Molecular pathology procedure,
Level 5 (eg, analysis of 2-5 exons
by DNA sequence analysis, PRIOR AUTHORIZATION !
PG0041 Genetic Testing, PG0442 Carrier
mutation scanning or PRIOR AUTHORIZATION REQUIRED - FOLLOW h g ) R ! ]
81404 duplication/deletion variants of 6-10 REQUIRED - INTERQUAL. INTERQUAL MEDICARE COVERAGE CMS Screen(gwegnferi;;:GTeer:‘Ir\‘c Ii);e;s”ees‘sPGOAN Prior authorization is required for ALL genetic testing unless otherwise noted.
exons, or characterization of a CRITERIA g for Epllepsy
dynamic mutation disorder/triplet
reneat bv Southern blot analvsis)
Molecular pathology procedure,
Level 6 (eg, analysis of 6-10 exons
‘ PRIOR AUTHORIZATION ! ’
by DNA sequence analysis, PRIOR AUTHORIZATION REQUIRED - FOLLOW. PGO041 Genetic Testing, PG0412 Genetic | oo o rization is required for AL genetic testing unless otherwise noted. Genetic testing for macular
81405 mutation scanning or INTERQUAL cMs Testing Age-Related Macular Degeneration - oriz
! ° REQUIRED - INTERQUAL MEDICARE COVERAGE ] degeneration is non-covered.
duplication/deletion variants of 11- CRITERIA Archived 4/14/2026
25 exons, regionally targeted
cytogenomic array analysis)
'ﬂef‘;'a’ "a‘h‘?‘gy ‘p“’f‘:‘i“;' PGO041 Genetic Testing, PG0302 Genetic
o oen:b S\‘gA‘ : al y:n:’anal‘ ol PRIOR AUTHORIZATION Testing for Lynch Syndrome and Polyposis
81406 O matation scmming or - | PRIOR AUTHORIZATION INTERQUAL RECHIREDNRON 0% cMs Syndromes Archived 08/01/24, PG0442 i thorization is required for ALL genetic testing unless ofherwise noted
duplcationGotion varonte of 26. | REQUIRED - INTERQUAL MEDICARE COVERAGE Carrier Screening for Genetic lor aufhorization is required for ALL genetic testing unless ofhenwise noted.
uplicati lon var CRITERIA Diseases,PG0467 Genetic Testing for
50 exons, cytogenomic array Epileps
analysis for neoplasia) pilepsy
Molecular pathology procedure
cxcms by DA seauence ansyis IS AU REZ ALY
"|  PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0041 Genetic Testing and PGO467 | R )
81407 mutation scanning or HEEUISED) - T mERElAL INTERQUAL Y e GO cMs Genetic Testing for Epilepsy Prior authorization is required for ALL genetic testing unless otherwise noted.
duplication/deletion variants of >50 CRITERIA
exons, sequence analysis of
multiple genes on the one platform)
Molecular pathology procedure,
‘L:Ve‘ i‘(f'g . :“EQVSSN"; >50 g PG0041 Genetic Testing and PG0411
e g:) v (yﬁbmllin sf)“(‘f ce PRIOR AUTHORIZATION Genetic Testing for Dystrophinopathies
81408 sl crome), ful e PRIOR AUTHORIZATION TR REQUIRED - FOLLOW O (Duchenne and Becker Muscular Dystrophy{Prior authorization is required for ALL genetic testing unless otherwise noted. Genetic testing for macular
e e REQUIRED - INTERQUAL MEDICARE COVERAGE Archived 06/01/2024, PG0412 Genetic ~ |degeneration is non-covered.
sequence NP1 (neurofibromin f) CRITERIA Testing Age-Related Macular Degeneration -
(e.g., neurofibromatosis, type 1), Archived 4/12/2026
full gene sequence RYR1
ntor 1_skelatal)
Aortic dysfunction or dlation (eg,
Marfan syndrome, Loeys Dietz
syndrome, Ehler Danlos syndrome PRIOR AUTHORIZATION S
type IV, arterial tortuosity ) REQUIRED - FOLLOW. PG0041 Genetic Testing and PG0453 | o ) )
81410 : NON-COVERED PG0041 Genetic Testing cMs Germline Multi-Gene Panel Testing- | Prior authorization is required for ALL genetic testing unless otherwise noted.
syndrome); duplication/deletion MEDICARE COVERAGE Archived 080124
analysis panel, must include CRITERIA chive

analyses for TGFBR1, TGFBR2,
MYH11_and COI 3A1




Aortic dysfunction or difation (eg,
Marfan syndrome, Loeys Dietz

Sy"d[”“e“vE“'i' [.’a":b: Sy’.‘(d“’me Ps&%iﬁalé??%ﬁg@h‘ PG0041 Genetic Testing and PG0453
81411 ype 1V, arterial tortuosity NON-COVERED PG0041 Genetic Testing cMS Germline Multi-Gene Panel Testing-  |Prior authorization is required for ALL genetic testing unless otherwise noted.
syndrome); duplication/deletion MEDICARE COVERAGE ]
A . Archived 080124
analysis panel, must include CRITERIA
analyses for TGFBR1, TGFBR2,
MYH11_and COI 3A1
Ashkenazi Jewish associated
disorders (eg, Bloom syndrome,
Canavan disease, cystic fibrosis, PRIOR AUTHORIZATION PG0041 Genetic Testing, PG0453
familial dysautonomia, Fanconi PRIOR AUTHORIZATION REQUIRED - FOLLOW Germline Multi-Gene Panel Testing- ) R ’ ]
81412 anemia group C, Gaucher disease, |  REQUIRED - INTERQUAL DIERQUSL MEDICARE COVERAGE @B Archived 080124, and PG0442 Carrier |7 0" @uthorization is required for ALL genetic testing unless otherwise noted.
Tay-Sachs disease), genomic CRITERIA Screening for Genetic Diseases
sequence analysis panel, must
include of at least 9
Cardiac ion channelopathies (eg,
Brugada syndrome, long QT
syndrome, short QT syndrome, PRIOR AUTHORIZATION PG0041 Genetic Testing, PG0453 Germline|
catecholaminergic polymorphic PRIOR AUTHORIZATION REQUIRED - FOLLOW Multi-Gene Panel Testing-Archived 080124, | , . R )
81413 ventricular tachycardia); genomic |  REQUIRED - INTERQUAL EREAL MEDICARE COVERAGE ChS and PG0280 Genetic Testing for Cardiac | 1" 2uthorization is required for ALL genetic testing unless otherwise noted.
sequence analysis panel, must CRITERIA Conditions
include sequencing of at least 10
aenes_including ANK?_CASQ?
Cardiac ion channelopathies (eg,
Brugada syndrome, long QT
syndrome, short QT syndrome, PRIOR AUTHORIZATION PG0041 Genetic Testing, PG0453 Germline|
catecholaminergic polymorphic PRIOR AUTHORIZATION REQUIRED - FOLLOW Mult-Gene Panel Testing-Archived 080124, | , _ R ’ ]
81414 ventricular tachycardia); REQUIRED - INTERQUAL INTERQUAL MEDICARE COVERAGE cms and PG0280 Genetic Testing for Cardiac | "1o" 2uthorization is required for ALL genetic testing unless otherwise noted.
duplication/deletion gene analysis CRITERIA Conditions
panel, must include analysis of at
least 2 aenes_includina KCNH?
PG0041 Genetic Testing, PG0453 Germline|
Exome (eg, unexplained PRIOR AUTHORIZATION Ps&%%f&%‘lg‘?golﬁg\?y Multi-Gene Panel Testing-Archived 080124,
81415 constitutional o heritable disorder INTERQUAL cMs and PG0468 Whole Exome Sequencing  |Prior authorization is required for ALL genetic testing unless otherwise noted.
‘ REQUIRED - INTERQUAL MEDICARE COVERAGE !
or syndrome); sequence analysis (WES) and Whole Genome Sequencing
CRITERIA
(WGS)
Exome (eg, unexplained
constitutional or heritable disorder PG0041 Genetic Testing, PG0453 Germline
or syndrome); sequence analysis, R AT BRI P:é%%ﬁ;ég‘?;gﬁgvov'\‘ Multi-Gene Panel Testing-Archived 080124,
81416 each comparator exome (eg, INTERQUAL CMS and PG0468 Whole Exome Sequencing | Prior authorization is required for ALL genetic testing unless otherwise noted.
" ) REQUIRED - INTERQUAL MEDICARE COVERAGE
parents, siblings) (List separately in T (WES) and Whole Genome Sequencing
addition to code for primary (WGS)
procedure)
Exome (eg, unexplained !
constitutional or heritable disorder PRIOR AUTHORIZATION f\’fuﬁggliegz:z;e:s"l?fé_ii?:f;%Z:)":'Z"“f
or syndrome); re-evaluation of PRIOR AUTHORIZATION REQUIRED - FOLLOW vl S R ! ]
81417 previously obtained exome REQUIRED - INTERQUAL INTERQUAL MEDICARE COVERAGE CMS and PG0468 Whole Exome Sequencing |Prior authorization is required for ALL genetic testing unless otherwise noted.
(WES) and Whole Genome Sequencing
sequence (eg, updated knowledge CRITERIA
" (WGS)
or unrelated condition/syndrome)
Drug metabolism (eg,
S‘;ﬁ;ﬂz’gﬁ;‘;gf:zﬁ:{‘m; PRIOR AUTHORIZATION PG0041 Genetic Testing, PG0453 Germline|
81418 include testing of a least 6 genes, PRIOR AUTHORIZATION TR REQUIRED - FOLLOW @ Multi Panel Testing-Archived 080124, |Prior fon is required for ALL genetic testing unless otherwise noted. Changed Commercial plans from
REQUIRED - INTERQUAL MEDICARE COVERAGE and PG0368 P! Testing for to covered with a prior authorization-interqual, effective 11/01/2024
including CYP2C1S, CYP2D6, and CRITERIA Mental Health Conditions-Archived 090124
CYP2D6 duplication/deletion ental Heallh Gonditions-Archive
analysis
Epilepsy genomic sequence
analysis panel, must include
analyses for ALDH7A1,CACNA1A, PRIOR AUTHORIZATION PG0041 Genetic Testing, PG0453 Germline|
CDKL5, CHD2, GABRG2, ’ REQUIRED - FOLLOW Multi-Gene Panel Testing-Archived ) R ’ )
81419 GRINZA, KGNG2, MECP3, NON-COVERED PG0041 Genetic Testing e N cMs 080124, and PGOAGT Genelic Testing for | 1" 2uthorization s required for ALL geneti testing unless otherwise noted
PCDH19, POLG, PRRT2, SCN1A, CRITERIA Epilepsy
SCN1B, SCN2A, SCN8A,
SLC2A1. SI C9AB. STXBP1
Fetal PRIOR AUTHORIZATION
genomic sequence analysis (eg. e AT e p ot PG0041 Genetic Testing and PG0287 Non-
81422 DiGeorge syndrome, Cri-du- chat INTERQUAL cMs Invasive Prenatal Screening (NIPS)/Cell- | Prior authorization is required for ALL genetic testing unless otherwise noted.
; REQUIRED - INTERQUAL MEDICARE COVERAGE ) °
syndrome), circulating cell-free fetal Free DNA Screening for Fetal Aneuploidy
CRITERIA
DNA in maternal blood
Genome (., unexplained PRIOR AUTHORIZATION
erome 169, U A PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0468 Whole Exome Sequencing (WES) | . R ’ )
81425 constitutional or heritable disorder | oo oen NEED o INTERQUAL e N cMs and Whole Genome Sequencing (WGs) |1 T authorizatin is required for ALL genefic testing unless otherwise noted

or syndrome); sequence analysis

CRITERIA




81426

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

each comparator genome (e.g.,
parents, siblings) (List separately in
addition to code for primary
procedure

PRIOR AUTHORIZATION
REQUIRED - INTERQUAL

INTERQUAL

PRIOR AUTHORIZATION
REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA

CMs

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

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

81427

Genome (e.g., unexplained
constitutional or heritable disorder
or syndrome); re-evaluation of
previously obtained genome
sequence (e.g., updated knowledge
or unrelated condition/syndrome

PRIOR AUTHORIZATION
REQUIRED - INTERQUAL

INTERQUAL

PRIOR AUTHORIZATION
REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA

CMs

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

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

81430

Hearing I0ss (eg, nonsyndromic
hearing loss, Usher syndrome,
Pendred syndrome); genomic
sequence analysis panel, must

include sequencing of at least 60

genes, including CDH23, CLRN1,
GJB2, GPR98, MTRNR1, MYO7A,
MYO15A PCNH15 OTOF

PRIOR AUTHORIZATION
REQUIRED - INTERQUAL

INTERQUAL

PRIOR AUTHORIZATION
REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA

PG0041 Genetic Testing and PG0453
Germline Multi-Gene Panel Testing-
Archived 080124

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

81431

Hearing loss (eg, nonsyndromic
hearing loss, Usher syndrome,
Pendred syndrome);
duplication/deletion analysis panel,
must include copy number
analyses for STRC and DFNB1
deletions in GJB2 and GJB6 genes

PRIOR AUTHORIZATION
REQUIRED - INTERQUAL

INTERQUAL

PRIOR AUTHORIZATION
REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA

PG0041 Genetic Testing and PG0453
Germline Multi-Gene Panel Testing-
Archived 080124

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

81432

Hereditary breast cancer-related
disorders (eg, hereditary breast
cancer, hereditary ovarian cancer,
hereditary endometrial cancer);
genomic sequence analysis panel,
must include sequencing of at least
10 genes, always including
BRCA1, BRCA2, CDH1, MLH1,
MSH2, MSH6, PALB2, PTEN,
STK11, and TP53

PRIOR AUTHORIZATION
REQUIRED - INTERQUAL

INTERQUAL

PRIOR AUTHORIZATION
REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA

CMs

PG0041 Genetic Testing, PG0067 Genetic
Testing for Breast and Ovarian Cancers-
Archived 090124, and PG0453 Germline

Multi-Gene Panel Testing-Archived 080124

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

81434

Hereditary retinal disorders (eg,
retinitis pigmentosa, Leber
congenital amaurosis, cone-rod
dystrophy), genomic sequence
analysis panel, must include
sequencing of at least 15 genes,
including ABCA4, CNGA1, CRB1,

NON-COVERED

PG0041 Genetic Testing

PRIOR AUTHORIZATION
REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA

PG0041 Genetic Testing and PG0453
Germline Multi-Gene Panel Testing-
Archived 080124

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

81435

FYS PDE6A PNFAR PRPF31
FIETEQTary COIOM CamCer QISOTaer:

(eg, Lynch syndrome, PTEN
hamartoma syndrome, Cowden
syndrome, familial adenomatosis
polyposis); genomic sequence
analysis panel, must include
analysis of at least 10 genes,
including APC, BMPR1A, CDH1,
MLH1, MSH2, MSH6, MUTYH,

PRIOR AUTHORIZATION
REQUIRED - INTERQUAL

INTERQUAL

PRIOR AUTHORIZATION
REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA

PG0041 Genetic Testing, PG0302 Genetic
Testing for Lynch Syndrome and Polyposis
Syndrome Archived 08/01/24, and PG0453
Germline Multi-Gene Panel Testing-
Archived 080124

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

81436

Hereditary colon cancer disorders
(eg, Lynch syndrome, PTEN
hamartoma syndrome, Cowden
syndrome, familial adenomatosis
polyposis); duplication/deletion
gene analysis panel, must include
analysis of at least 5 genes,
including MLH1, MSH2, EPCAM,
SMAD4, and STK11

PRIOR AUTHORIZATION
REQUIRED - INTERQUAL

INTERQUAL

NON-COVERED

NON-COVERED

PG0041 Genetic Testing

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

81437

Hereditary neuroendocrine tumor
disorders (eg, medullary thyroid
carcinoma, parathyroid carcinoma,
malignant pheochromocytoma or
paraganglioma; genomic sequence
analysis panel, must include
sequencing of at least 6 genes,
including MAX_SDHR_SDHC

PRIOR AUTHORIZATION
REQUIRED - INTERQUAL

INTERQUAL

PRIOR AUTHORIZATION
REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA

CMs

PG0041 Genetic Testing and PG0453
Germline Multi-Gene Panel Testing-
Archived 080124

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

81438

Hereditary neuroendocrine tumor
disorders (eg, medulary thyroid
carcinoma, parathyroid carcinoma,
malignant pheochromocytoma or
paraganglioma; duplication/deletion
analysis panel, must include
analyses for SDHB, SDHC, SDHD,

PRIOR AUTHORIZATION
REQUIRED - INTERQUAL

INTERQUAL

NON-COVERED

NON-COVERED

PG0041 Genetic Testing

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

81439

and VHL
Hereditary cardiomyopathy (g,
hypertrophic cardiomyopathy,
dilated cardiomyopathy,
arrhythmogenic right ventricular
cardiomyopathy), genomic

sequence analysis panel, must
include sequencing of at least 5

lated aenes (ea

PRIOR AUTHORIZATION
REQUIRED - INTERQUAL

INTERQUAL

PRIOR AUTHORIZATION
REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA

PG0041 Genetic Testing, PG0280 Genetic
Testing for Cardiac Conditions, and
PG0453 Germline Multi-Gene Panel Testing:|

Archived 080124

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




Nuclear encoded mitochondrial
genes (eg, neurologic or myopathic

phenatypes), genomic sequence Psg%i@%g“’fgﬁg@” PG0041 Genetic Testing and PG0453
81440 Ig:;eL‘O'E“gse’r:g:"“i:;:gi;s:c‘gi NON-COVERED PGO041 Genetic Testing e cMs Germiine Ah:u:i'-eznoea’;?;i‘ Testing-  |Prior authorization is required for ALL genetic testing unless otherwise noted.
C100rf2, COQ2, COX10, DGUOK, CRITERIA chive
MPV17, OPA1, PDSS2, POLG,
POI G2 RRM2B_SCO1_SCO2
Inherited bone marrow failure
syndromes (IBMFS) (eg, Fanconi
anemia, dyskeratosis congenita, PRIOR AUTHORIZATION y .
81441 Diamond-Blackfan anemis, ERORAUTHORIEATION INTERQUAL REGOIREDNROLLOW) CMs ngﬁlzngiﬁzfgssél'll-’ga:gﬁ'r:sel?r:ﬁa Prior authorization is required for ALL genetic testing unless otherwise noted.
Shwachman-Diamond syndrome, REQUIRED - INTERQUAL MEDICARE COVERAGE Archived 080124 ;
GATA2 deficiency syndrome, CRITERIA
congenital amegakaryocytic
seauence
Noonan spectrum disorders (eg,
Noonan syndrome, cardio-facio-
cutaneous syndrome, Costello PSIEOF\L‘J/I:{LIE‘II;'!OFROIﬁ'I(;I\(zN PG0041 Genetic Testing and PG0453
81442 syndrome, LEOPARD syndrome, NON-COVERED PGO041 Genetic Testing Q : cMs Germline Multi-Gene Panel Testing- | Prior authorization is required for ALL genetic testing unless otherwise noted.
Noonan-like syndrome), genomic MEDICARE COVERAGE N
Archived 080124
sequence analysis panel, must CRITERIA
include sequencing of at least 12
cenes_inclidina RRAF_CRI
Genetic testing for severe inherited
conditions (eg, cystic fibrosis,
Ashkenazi Jewish-associated PRIOR AUTHORIZATION PG0041 Genetic Testing, PG0453 Germline,
disorders [eg, Bloom syndrome, PRIOR AUTHORIZATION REQUIRED - FOLLOW Multi-Gene Panel Testing-Archived 080124, | , . PR " P
81443 Canavan disease, Fanconi anemia |  REQUIRED - INTERQUAL DIERQUSL MEDICARE COVERAGE @B PGO442 Carrier Screening for Genetic | /" authorization is required for AL genetic testing unless otherwise noted.
type C, mucolipidosis type VI, CRITERIA Diseases
Gaucher disease, Tay-Sachs
diseasel_heta i i
Targeted genomic sequence
analysis panel, solid organ
neoplasm, DNA analysis, and RNA PG0041 Genetic Testing, PG0438
analysis when performed, 5-50 Molecular Profiling (Somatic Testing) Panels
genes (eg, ALK, BRAF, CDKN2A, R AT BT Ps&%%f;‘g'_o;o'ﬁg\?‘/“ for Solid Cancer Tumors and Hematologic
81445 EGFR, ERBB2, KIT, KRAS, REQUIRED - INTERQUAL INTERQUAL MEDICARE COVERAGE CMS Malignancies-Archived 10012024, and Prior authorization is required for ALL genetic testing unless otherwise noted.
NRAS, MET, PDGFRA, PDGFRB, CRITERIA PG0298 Molecular Markers in Fine Needle
PGR, PIK3CA, PTEN, RET), Aspirates of Thyroid Nodules-Acrhived
interrogation for sequence variants 07012024,
and copy number variants or
rearrangements, if performed
Hereditary peripheral neuropathies
(eg, Charcot- Marie-Tooth, spastic
paraplegia), genomic sequence PRIOR AUTHORIZATION . .
81448 analysis panel, must include BRIORISUTLORIZATION INTERQUAL [REOWIRED - RSO cMs ngfﬁﬂnfin"i?.gffé'?iﬁgf TZSG‘?:gE.3 Prior authorization is required for ALL genetic testing unless otherwise noted.
sequencing of at least 5 peripheral REQUIRED - INTERQUAL MEDICARE COVERAGE . ;
Archived 080124
neuropathy-related genes (eg, CRITERIA
BSCL2, GJB1, MFN2, MPZ,
REEP1. SPAST. SPG11. SPTLC1)
Targeted genomic sequence
analysis panel, solid organ
neoplasm, 5-50 genes (eg, ALK,
TS VEL 1S | peyom sumionzaTon e o S T e
y SGeR ] - lolecular Profiling (Somatic Testing) Panels |, . . . )
81449 PDGFRA, PDGFRB, PGR, REQUIRED - INTERQUAL INTERQUAL MEDICARE COVERAGE CMs for Solid Cancer Tumors and Hematologic Prior authorization is required for ALL genetic testing unless otherwise noted.
PIK3CA, PTEN, RET), . i
N CRITERIA Malignancies-Archived 100124
interrogation for sequence variants
and copy number variants or
rearrangements, if performed; RNA
analvsis
Targeted genomic sequence
analysis panel, hematolymphoid
neoplasm or disorder, DNA
petomes S e (3 5P, | e uhoRZATN e o S T e
: : ; = lolecular Profiling (Somatic Testing) Panels |, . R ! )
81450 CEBPA, DNMT3A, EZH2, FLT3, REQUIRED - INTERQUAL INTERQUAL MEDICARE COVERAGE CMs for Solid Cancer Tumors and Hematologic Prior authorization is required for ALL genetic testing unless otherwise noted.
IDHA, IDH2, JAK2, KRAS, KIT, CRITERIA Malignancies-Archived 100124
MLL, NRAS, NPM1, NOTCH1),
interrogation for sequence variants,
and copy number variants or
or isoform
Targeted genomic sequence
analysis panel, hematolymphoid
neoplasm or disorder, 5-50 genes
S e R —— iy Mimatkoingtion Slnral
) ) . ) } N lolecular Profiling (Somatic Testing) Panels | . R . )
81451 Ng,\\L Kﬁ;:s;ﬂt‘ke::?gzg;uu REQUIRED - INTERQUAL INTERQUAL MEDICARE COVERAGE CMs for Solid Cancer Tumors and Hematologic Prior authorization is required for ALL genetic testing unless otherwise noted.
§ ! CRITERIA Malignancies-Archived 100124
sequence variants, and copy
number variants or
rearrangements, or isoform
or mRNA i
Targeted genomic sequence
analysis panel, solid organ or
hematolymphoid neoplasm, DNA
a:z‘rﬁfr“:dr“’s?";f;;:g';:‘zz" 5 PRI%R AUTHOFgZA‘(I’)ION PGO041 Genetic Testing and PG0438
. PRIOR AUTHORIZATION REQUIRED - FOLLOW Molecular Profiling (Somatic Testing) Panels|, . P, .
81455 CEE(;%, ;ADL'\}‘(M$3R//:FégERKNEZQ,BEZ REQUIRED - INTERQUAL. INTERQUAL MEDICARE COVERAGE. CMs for Solid Cancer Tumors and Hematologic Prior authorization is required for ALL genetic testing unless otherwise noted.
i § S ’ CRITERIA Malignancies-Archived 100124

EZH2, FLT3, IDH1, IDH2, JAK2,
KIT, KRAS, MLL, NPM1, NRAS,
MET, NOTCH1, PDGFRA,
PDGFRB. PGR. PIK3CA. PTEN.




Targeted genomic sequence
analysis panel, solid organ or

hematolymphoid neoplasm or PRIOR AUTHORIZATION
disorder, 51 or greater genes (eg, PRIOR AUTHORIZATION REQUIRED - FOLLOW " . o .
81456 ALK, BRAF, CDKN2A, CEBPA, REQUIRED - INTERQUAL. INTERQUAL MEDICARE COVERAGE CMs PG0041 Genetic Testing Prior authorization is required for ALL genetic testing unless otherwise noted.
DNMT3A, EGFR, ERBB2, EZH2, CRITERIA
FLT3, IDH1, IDH2, JAK2, KIT,
KRAS MET MI1_NOTCH1
S°"S‘L;’L9;2:Z‘;';‘ESS';'::n";"‘m PRIOR AUTHORIZATION
" M PRIOR AUTHORIZATION REQUIRED - FOLLOW " : PR " P
81457 interrogation for sequence varlan(s, REQUIRED - INTERQUAL INTERQUAL MEDICARE COVERAGE CMS PG0041 Genetic Testing Prior authorization is required for ALL genetic testing unless otherwise noted.
DNA analysis, microsatellite T
instability
5""5‘;3&?";::“;‘@:2'pg:n“e‘f’“'c PRIOR AUTHORIZATION
; . PRIOR AUTHORIZATION REQUIRED - FOLLOW " . P, .
81458 interrogation for sequence variants; | Le oI Ren INTEROUAL INTERQUAL YD S CONEReE cMs PG0041 Genetic Testing Prior authorization is required for ALL genetic testing unless otherwise noted.
DNA analysis, copy number CRITERIA
variants and microsatelite instability
Solid organ neoplasm, genomic
sequence analusis panel,
interrogation for sequence variants; PRIOR AUTHORIZATION
DNA analysis or combined DNA PRIOR AUTHORIZATION REQUIRED - FOLLOW " : PR " P
81459 and RNA analysis, copy number REQUIRED - INTERQUAL INTERQUAL MEDICARE COVERAGE CMS PG0041 Genetic Testing Prior authorization is required for ALL genetic testing unless otherwise noted.
variants, microsatellite instability, CRITERIA
tumor mutation burden, and
Whole mitochondrial genome (eg,
Leigh syndrome, mitochondrial
encephalomyopathy, lactic PRIOR AUTHORIZATION
acidosis, and stroke-like episodes 5 . REQUIRED - FOLLOW " . o .
81460 [MELAS], myoclonic epilepsy with NON-COVERED PG0041 Genetic Testing e E GO cMS PG0041 Genetic Testing Prior authorization is required for ALL genetic testing unless otherwise noted.
ragged-red fibers [MERFF], CRITERIA
neuropathy, ataxia, and retinitis
niamentasa INARPY | eher
Solid organ neoplasm, genomic
sequence ana\vysws panel, cell-free PRIOR AUTHORIZATION
nucleic acid (eg, plasma), ESTETED - oG
81462 interrogation for sequence variants; NON-COVERED PG0041 Genetic Testing MEDICARE COVERAGE CMS PG0041 Genetic Testing Prior authorization is required for ALL genetic testing unless otherwise noted.
DNA analysis or combined DNA
CRITERIA
and RNA analysis, copy number
variants and rearrangements
'Solid organ neoplasm, genomic
sequence analysis panel, cell-free
nucleic acid (eg, plasma), PRIOR AUTHORIZATION
interrogation for sequence variants; 5 . REQUIRED - FOLLOW " . o .
81463 DNA analysis or combined DNA NON-COVERED PG0041 Genetic Testing MEDICARE COVERAGE. CMs PG0041 Genetic Testing Prior authorization is required for ALL genetic testing unless otherwise noted.
and RNA analysis; DNA analysis, CRITERIA
copy number variants, and
i instability
Solid organ neoplasm, genomic
sequence analysis panel, cell-free
nucleic acid (eg, plasma), PRIOR AUTHORIZATION
interrogation for sequence variants; - " REQUIRED - FOLLOW " . S " .
81464 DNA analysis or combined DNA NON-COVERED PG0041 Genetic Testing MEDICARE COVERAGE CMS PG0041 Genetic Testing Prior authorization is required for ALL genetic testing unless otherwise noted.
and RNA analysis; DNA analysis or CRITERIA
combined DNA and RNA analysis,
conv number variants.
‘Whole mitochondrial genome large
deletion analysis panel (eg, Kearns-
Sayre syndrome, chronic PEIE%TJ&%?.O;(I){?E\?VN PG0041 Genetic Testing and PG0453
81465 progressive external NON-COVERED PG0041 Genetic Testing MEDICARE COVERAGE. CMs Germline Multi-Gene Panel Testing- Prior authorization is required for ALL genetic testing unless otherwise noted.
ophthalmoplegia), including CRITERIA Archived 080124
heteroplasmy detection, if
performed
X-linked intellectual disability (XLID)
(g, syndromic and non-syndromic
XLID); genomic sequence analysis PRIOR AUTHORIZATION PGO041 Genetic Testing and PG0453
panel, must include sequencing of ) . REQUIRED - FOLLOW ! ' > § o y y
81470 at least 60 genes, including ARX, NON-COVERED PG0041 Genetic Testing MEDICARE COVERAGE CMs Germllnezﬂrg:livﬁegr;)es:?;:\ Testing Prior authorization is required for ALL genetic testing unless otherwise noted.
ATRX, CDKL5, FGD1, FMR1, CRITERIA
HUWET1, IL1RAPL, KDM5C,
| 1CAM_MFCP2_MFED12_MID1
X-linked intellectual disability (XLID)
(eg. syndromic and non-syndromic
XLID); duplication/deletion gene PRIOR AUTHORIZATION PGO041 Genetic Testing and PG0453
81471 analysis, must include analysis of NON-COVERED PGO041 Genetic Testing REQUIREDNROTON cMs Germline Multi-Gene Panel Testing- | Prior authorization is required for ALL genetic testing unless otherwise noted.
at least 60 genes, including ARX, MEDICARE COVERAGE ‘Archived 080124
ATRX, CDKLS5, FGD1, FMR1, CRITERIA
HUWET, IL1IRAPL, KDM5C,
L1CAM. MECP2. MED12. MID1
PRIOR AUTHORIZATION
Unlisted molecular pathology PRIOR AUTHORIZATION REQUIRED - FOLLOW " Prior authorization is required for ALL genetic testing unless otherwise noted. Percepta Genomic Sequencing
81479 procedure REQUIRED - INTERQUAL INTERQUAL MEDICARE COVERAGE CHS PG0041 Genetic Testing Classifier (81479) is Non-Covered

CRITERIA




Unlisted molecular pathology

PRIOR AUTHORIZATION

PRIOR AUTHORIZATION
REQUIRED - FOLLOW

PG0540 Oncotype DX AR-V7 Nucleus

81479 procedure REQUIRED - INTERQUAL. INTERQUAL MEDICARE COVERAGE CMs Detect .Assay for Men with Metastatic Prior authorization is required for OncotypeDX AR-V7 nucleus detect assay
CRITERIA Castration-Resistant Prostate Cancer.
Autoimmune (rheumatoid arthritis),
analysis of 12 biomarkers using PG0041 Genetic Testing and PG0362
81490 immunoassays, utilizing serum, NON-COVERED PG0041 Genetic Testing ERIOR N"LL%%R“LZEAJION Nog CMS Vectra® DA; PG0043 Experimental
prognostic algorithm reported as a Investigational Procedures Services
disease activity score
Coronary artery d‘ss:.‘fe‘ ’;‘RNAl‘ PRIOR AUTHORIZATION
gene expression profiling by real- " "
81493 time RT-PCR of 23 genes, utiizing NON-COVERED PG0041 Genetic Testing ﬁ:ﬁg}:‘fg&&%&ﬁ& cMs c;ﬁgf:glﬁ:{"g‘:;:z"("cgv’g‘;DRi:fgzgfmg Prior authorization is required for ALL genetic testing unless otherwise noted.
'whole peripheral blood, algorithm CRITERIA
reported as a risk score
Oncology (ovarian), biochemical R AT EEEEE
assays of two proteins (CA-125 REQUIRED - FOLLOW
81500 and HE-4), utilizing serum, with NON-COVERED PG0041 Genetic Testing MEDICARE COVERAGE CMs PG0041 Genetic Testing Prior authorization is required for ALL genetic testing unless otherwise noted.
menopausal status, algorithm CRITERIA
reported as a risk score
Oncology (ovarian), biochemical
assays of five proteins (CA-125, PRIOR AUTHORIZATION
81503 mmm;’fi‘m?ﬂ:’ffy‘";g;i:’ge)‘:i ore- NON-COVERED PG0041 Genetic Testing &;ggﬁf&;g%;g& cMs PG0041 Genetic Testing Prior authorization is required for ALL genetic testing unless otherwise noted.
albumin), utilizing serum, algorithm CRITERIA
reported as a risk score
n?i';fs'a?ayy(;:";e;;?:sgs':g;‘ CancerTYPE ID (81540) does not require prior authorization.
rofiling of > 2000 genes, utilizin PRIOR AUTHORIZATION NOT PG0041 Genetic Testing and PG0364  |All other tests for gene expression profiling to identify the tissue of origin for cancers of unknown primary site are non|
81504 profiing of genes, 9 NON-COVERED PG0041 Genetic Testing cMs Gene Expression Profiling for Cancers of ~|covered, including but not limited to:
formalin-fixed paraffin-embedded REQUIRED Ui . "
tissue, algorithm reported as tissue Inknown Primary Site 0 ProOnc TumorSourceDX
» algorithm repor o RosettaGX Cancer Origin
similarity scores
Endocrinology (type 2 diabetes),
biochemical assays of seven
analytes (glucose, HbA1c, insulin,
81506 hs-CRP, adiponectin, ferritin, NON-COVERED PG0041 Genetic Testing NON-COVERED PG0041 Genetic Testing PG0041 Genetic Testing Prior authorization is required for ALL genetic testing unless otherwise noted.
interleukin 2-receptor alpha),
utilizing serum or plasma, algorithm
reporting a risk score
Fetal aneuploidy (trisomy 21, 18,
and 13) DNA sequence analysis of PRIOR AUTHORIZATION Psé%tf;{igw;éﬁg‘?v’q PG0041 Genetic Testing and PG0287 Non-
81507 selected regions using maternal INTERQUAL S CMs Invasive Prenatal Screening (NIPS)/Cell- |Prior authorization is required for ALL genetic testing unless otherwise noted.
" REQUIRED - INTERQUAL MEDICARE COVERAGE . :
plasma, algorithm reported as a CRITERIA Free DNA Screening for Fetal Aneuploidy
risk score for each trisomy
Fetal congenital abnormalities,
biochemical assays of two proteins
81508 (PAPP-A, hCG [any form]), utilizing NON-COVERED PG0041 Genetic Testing NON-COVERED PG0041 Genetic Testing PG0041 Genetic Testing Prior authorization is required for ALL genetic testing unless otherwise noted.
maternal serum, algorithm reported
as arisk score
Fetal congenital abnormalities,
biochemical assays of three
81509 proteins (PAPP-A, hCG [any form], NON-COVERED PG0041 Genetic Testing NON-COVERED PG0041 Genetic Testing PG0041 Genetic Testing Prior authorization is required for ALL genetic testing unless otherwise noted.
DIA), utilizing maternal serum,
algorithm reported as a risk score
Fetal congenital abnormalities,
biochemical assays of three
81510 analytes (AFP, uE3, hCG [any NON-COVERED PG0041 Genetic Testing NON-COVERED PG0041 Genetic Testing PG0041 Genetic Testing Prior authorization is required for ALL genetic testing unless otherwise noted.
forml), utilizing maternal serum,
algorithm reported as a risk score)
Fetal congenital abnormalities,
biochemical assays of four analytes
(AFP, UE3, hCG [any form], DIA)
81511 utilizing maternal serum, algorithm NON-COVERED PG0041 Genetic Testing NON-COVERED PG0041 Genetic Testing PG0041 Genetic Testing Prior authorization is required for ALL genetic testing unless otherwise noted.

reported as a risk score (may
include additional results from
previous biochemical testing)




Fetal congenital abnormalities,
biochemical assays of five analytes
(AFP, UES, total hCG,

81512 NON-COVERED PGO041 Genetic Testing NON-COVERED PGO041 Genetic Testing PGO041 Genetic Testing Prior authorization is required for ALL genetic testing unless otherwise noted.
hyperglycosylated hCG, DIA)
utilzing maternal serum, algorithm
reported as a risk score
Oncology (breast), mRNA, gene
expression profiling by real-time RT:
ovsekeonng) uiting omain. PREGURLD - FoLLOW PGOD41 Genet Tesing and PGU301
81518 Txee parstis embocidod fissue, NON-COVERED PGO041 Genetic Testing YT e cMs Gcean:cﬂecr E:Zrisosslt)sn :rscsha_yz ;o‘; g;e;‘s‘( Prior authorization is required for AL genetic testing unless otherwise noted.
algorithms reported as percentage CRITERIA 9 v
risk for metastatic recurrence and
likelihood of benefit from extended
Oncology (breast), mRNA, gene
expression profiling by real-time RT| PRIOR AUTHORIZATION " "
81519 PCR of 21 genes, utiizing formalin- (EERRICRIAUIHORIZATION INTERQUAL RECEIREDRROE O cMs pGSnogt‘i’(j g{err‘:g;;r: jsmsgaag ?nfg?::; Prior authorization is required for ALL genetic testing unless otherwise noted.
fixed paraffin embedded tissue, REQUIRED - INTERQUAL MEDICARE COVERAGE e oo Aronied 090128 d g 9 :
algorithm reported as recurrence CRITERIA o9 !
score
Oncology (breast), mRNA gene
c::rxf: z\foggp;frl‘her;g(gé :(y)i;l:m PRIOR'AUTHORIZATION PG0041 Genetic Testing and PG0301
81520 and 8 housekeeping), utilizing NON-COVERED PGO041 Genetic Testing S:Sgﬁf&;g%;g& cMs Genetic Expression Assays for Breast  |Prior authorization is required for ALL genetic testing unless otherwise noted.
formalin-fixed paraffin embedded T Cancer Prognosis-Archived 090124
tissue, algorithm reported as a
recurrence risk score
Oncology (breast), MRNA,
microarray gene expression
profiling of 70 content genes and PRIOR AUTHORIZATION A
81521 465 housekeeping genes, utiizing | PRIOR AUTHORIZATION INTERQUAL REQUIRED - FOLLOW cMs 2222:; ;i::g;;r: Ztsmsga;g ‘:at’g?::; Prior authorization is required for ALL genetic testing unless otherwise noted.
fresh frozen or formalin-fixed REQUIRED - INTERQUAL MEDICARE COVERAGE Concer P Arohied 090104 :
paraffin embedded tissue, CRITERIA g
algorithm reported as index related
ta risk of distant i
Oncology (breast), mRNA, gene
exprf;zz:ezr ?ghggn?gn't?:;:ac o PRIOR AUTHORIZATION PG0041 Genetic Testing and PG0301
81522 housekeeping), utiizing formalin- NON-COVERED PGO041 Genetic Testing ﬁfﬁgﬁi’c’g@’éﬁf& cMs Genetic Expression Assays for Breast  |Prior authorization is required for ALL genetic testing unless otherwise noted.
fixed paraffin-embedded tissue, T Cancer Prognosis-Archived 090124
algorithm reported as recurrence
risk score
Oncology (breast), mRNA, next-
generation sequencing gene
expression profiling of 70 content PRIOR AUTHORIZATION A
81523 genes and 31 housekeeping genes, | PRIOR AUTHORIZATION INTERQUAL REQUIRED - FOLLOW cMs 2222:; ;i::g;;r: Ztsmsga;g ‘:at’g?::; Prior authorization is required for ALL genetic testing unless otherwise noted.
utilizing formalin-fixed paraffin- REQUIRED - INTERQUAL MEDICARE COVERAGE e o vohed 090104 :
embedded tissue, algorithm CRITERIA o9
reported as index refated to risk to
distant
Oncology (colon), mMRNA, gene
expression profiling by real-time RT: SRR AT GRS ER
PCR of 12 genes (7 content and 5 y .
81525 housekeeping), utiizing formalin- ERIORAUILORIZATION INTERQUAL RECUIRED = [FOLLETY cMs PG0041 Genetic Testing and PGO357 Gene| . o/ii@, GeneFx Colon®, OncoDefender-CRC® are non-covered for Commercial and Medicare product lines
! REQUIRED - INTERQUAL MEDICARE COVERAGE Expression Profiling for Colorectal Cancer
fixed paraffin- embedded tissue, CRITERIA
algorithm reported as a recurrence
score
Oncology (cutaneous melanoma),
mRNA, gene expression profiling
by real-time RT-PCR of 31 genes
(28 content and 3 housekeeping), Psg%%ﬁg‘"gﬁg&“ PGO041 Genetic Testing and PG0119 Gene
81529 utiizing formalin-fixed paraffin NON-COVERED PGO041 Genetic Testing T G cMs ion Profiling of - |Prior ization is required for ALL genetic testing unless otherwise noted.
embedded tissue, algorithm AN Archived 07/01/2024
reported as recurrence risk,
including likelinood of sentinel
lymph node metastasis
Oncology (gynecologic), live tumor
cell culture and chemotherapeutic PGO122 In Vitro Chemoresistance &
response by DAPI stain and Chemosensitivity Assays
81535 morphology, predictive algorithm NON-COVERED PGO041 Genetic Testing NON-COVERED PGO041 Genetic Testing NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

reported as a drug response score;
first single drug or drug
combination

PG0041 Genetic Testing; PG0043
Experimental Investigational Procedures
Services




Oncology (gynecologic), live tumor
cell culture and chemotherapeutic
response by DAPI stain and
morphology, predictive algorithm

PG0122 In Vitro Chemoresistance &
Chemosensitivity Assays

81536 reported as a drug response score; NON-COVERED PG0041 Genetic Testing NON-COVERED PG0041 Genetic Testing PG0041 Genetic Testing; PG0043 NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
each additional single drug or drug Experimental Investigational Procedures
combination (List separately in Services
addition to code for primary
procedure)
Oncology (lung), mass
spectrometric 8-protein signature, PRIOR AUTHORIZATION
including amyloid A, utilizing serum, PRIOR AUTHORIZATION " REQUIRED - FOLLOW PG0041 Genetic Testing and PG0111 N P " N
81538 prognostic and predictive algorithm | REQUIRED - MEDICAL POLICY PG0041 Genetic Testing MEDICARE COVERAGE CMS VeriStrat® Prior authorization is required for ALL genetic testing unless otherwise noted.
reported as good versus poor CRITERIA
overall survival
Oncology (high-grade prostate
cancer), biochemical assay of four PG0041 Genetic Testing. -PG0367 Genetic
proteins (Total PSA, Free PSA, Ps;%%ﬁ{lg'ofo'ﬁg@” and Protein Biomarkers for Diagnosis and
81539 Intact PSA and human kallikrein-2 NON-COVERED PG0041 Genetic Testing MEDICARE C-OVERAGE CMs Risk Assessment of Prostate Cancer- Prior authorization is required for ALL genetic testing unless otherwise noted.
[hK2]), utilizing plasma or serum, archived 020425.. PG0031 Prostate
CRITERIA
prognostic algorithm reported as a Cancer Screening
probability score
‘Oncology (tumor of unknown
origin), mRNA, gene expression CancerTYPE ID (81540) does not require prior authorization.
profiling by real-time RT-PCR of 92 y " - " y - " |
enes (87 content and 5 PRIOR AUTHORIZATION NOT PG0041 Genetic Testing and PG0364 Gene [All other tests for gene expression profiling to identify the tissue of origin for cancers of unknown primary site are non-
81540 9 y NON-COVERED PG0041 Genetic Testing CMS Expression Profiling for Cancers of covered, including but not limited to:
housekeeping) to classify tumor REQUIRED N
Unknown Primary Site 0 ProOnc TumorSourceDX
into main cancer type and subtype, il
L N o RosettaGX Cancer Origin
utilizing formalin-fixed paraffin-
tissue. alaorithm
Oncology (prostate), mMRNA gene
expression profiling by real-time RT:| PRIOR AUTHORIZATION PG0041 Genetic Testing. and PG0367
PCR of 46 genes (31 content and PRIOR AUTHORIZATION REQUIRED - FOLLOW Genetic and Protein Biomarkers for Prior authorization is required for ALL genetic testing unless otherwise noted. 02/01/2024 Changed Commercial
81541 15 housekeeping), utilizing formalin:| INTERQUAL CMs Diagnosis and Risk Assessment of Prostate | coverage from NonCovered to Covered with a PA-PG0367 Genetic and Protein Biomarkers for Diagnosis and Risk
" REQUIRED - INTERQUAL MEDICARE COVERAGE "
fixed paraffin embedded tissue, CRITERIA Cancer-archived 020425. PG0367 Assessment of Prostate Cancer
algorithm reported as a disease- Archived.
specific mortality risk score
Oncology (prostate), mRNA,
microarray gene expression PRIOR AUTHORIZATION PG0041 Genetic Testing. and PG0367
profiling of 22 content genes, PRIOR AUTHORIZATION REQUIRED - FOLLOW Genetic and Protein Biomarkers for N P " N
81542 utilizing formalin-fixed paraffin- REQUIRED - INTERQUAL INTERQUAL MEDICARE COVERAGE cMs Diagnosis and Risk Assessment of | 10" authorization is required for AL geneic testing unless otherwise noted.
embedded tissue, algorithm CRITERIA Prostate Cancer-archived 020425.
reported as metastasis risk score
Oncology (prostate), promoter
methylation profiling by real-time
PCR of 3 genes (GSTP1, APC, PRIOR AUTHORIZATION PG0041 Genetic Testing. and PG0367
RASSF1), utilizing formalin-fixed PRIOR AUTHORIZATION REQUIRED - FOLLOW Genetic and Protein Biomarkers for N P .
81551 paraffin embedded tissue, REQUIRED - INTERQUAL INTERQUAL MEDICARE COVERAGE CMS Diagnosis and Risk Assessment of Prostate | 110" @uthorization is required for AL genetic testing unless otherwise noted.
algorithm reported as a likelihood of CRITERIA Cancer-archived 020425.
prostate cancer detection on repeat
bionsv
81552 r;iegliaizgg:‘:a)l ar‘eg;:l‘:r(‘:gripe:f: NON-COVERED PG0041 Genetic Testin, PRRIE%F:J;%E*P;CL%QEV?IN CMS PGOO‘H»Ge;l:g;_:esol;"g Somomas Eens Prior ization is required for ALL genetic testing unless otherwise noted.
or suspicious) (Afirma Genomic ! ing MEDICARE COVERAGE '(')7?0 112024 ! lon is requi genetic testing u ' :
Sequencing Classifier) CRITERIA
Pulmonary disease (idiopathic
pulmonary fibrosis [IPF]), mRNA,
gene expression analysis of 190 PRIOR AUTHORIZATION
genes, utilizing transbronchial L o REQUIRED - FOLLOW " . P, .
81554 biopsies, diagnostic algorithm NON-COVERED PG0041 Genetic Testing MEDICARE COVERAGE. CMs PG0041 Genetic Testing Prior authorization is required for ALL genetic testing unless otherwise noted.
reported as categorical result (eg, CRITERIA
positive or negative for high
orobability of usual interstitial
Transplantation medicine (allograft
rejection, pediatric liver and small
bowel), measurement of donor and
81560 third-party-induced CD154+T- NON-COVERED PG0041 Genetic Testing NON-COVERED PG0041 Genetic Testing PG0041 Genetic Testing Prior authorization is required for ALL genetic testing unless otherwise noted.
cytotoxic memory cells, utilizing
whole peripheral blood, algorithm
reported as a rejection risk score
Cardiology (heart transpiant),
mRNA, gene expression profiling
by realtime quantitative PCR of 20 PRIOR AUTHORIZATION
81595 genes (11 content and 9 PRIOR AUTHORIZATION INTERQUAL REQUIRED - FOLLOW cMs PG0525 Molecular Testing for Solid Organ
housekeeping), utilizing subfraction REQUIRED - INTERQUAL MEDICARE COVERAGE Allograft Rejection - Archived
of peripheral blood, algorithm CRITERIA

reported as a rejection risk score
TAlloM: CareDx_Incl




Infectious disease, chronic hepatitis
C virus (HCV) infection, six

biochemical assays (ALT, A2- PRIOR AUTHORIZATION
macroglobulin, apolipoprotein A-1, " REQUIRED - FOLLOW " . o .
81596 total bilirubin, GGT, and NON-COVERED PG0041 Genetic Testing MEDICARE COVERAGE CMs PG0041 Genetic Testing Prior authorization is required for ALL genetic testing unless otherwise noted.
haptoglobin) utilizing serum, CRITERIA
prognostic algorithm reported as
scares for fibrosis and
PRIOR AUTHORIZATION PG0041 G;g‘;“:ing“"g' PGO119 Gene
81599 Unlisted multianalyte assay with NON-COVERED PG0041 Genetic Testing REQIREDREOTLOW, cus 07/01/2024, PG0298 Molecular Markers in | Prior authorization is required for ALL genetic testing unless otherwise noted.
algorithmic analysis MEDICARE COVERAGE " .
CRITERIA Fine Needle Aspirates of Thyroid Nodules-
Archived 07/01/2024
Immunoassay for analyte other
than infectious agent antibody or
infectious agent antigen, qualitative
83516 or semiquantitative; multiple step | \ o\ coVERED - SEE NOTES | PE0188 Allergy Testing and VR ool PG0188 Allergy Testing and PG0188 Allrgy Testing and Treatments_|3516 1 denied when biled with iagnosis- K52.21-K52.29, 291.010-291.018, 291.02, as noncovered,
method (may be utilized for RAST, Treatments Treatments experimental/investigational
MAST, FAST, PRIST, RIST, MRT
(modified RAST), VAST, ELISA, or
ImminaGAPY
Hemoglobin A1c testing device for home use, in the management of diabetes, is considered
i i igational. Its ir 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,
Hemoglobin; glycosylated (A1c) by | PRIOR AUTHORIZATION NoT | PRIOR AUTHORIZATION NOT | oo0r AuTHORIZATION NOT | PRIOR AUTHORIZATION NOT 14, 16, 18). using an FDA approved point-of-care device (83037), in the physician’s office is considered established
83037 REQUIRED-SEE NOTES FOR REQUIRED-SEE NOTES FOR : . N
device cleared by fda for home use REQUIRED - SEE NOTES COVERAGE DETAILS REQUIRED - SEE NOTES COVRAGE DETAILS for diabetes management. It may be used as an alternative to laboratory measured hemoglobin A1c (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 confirmed with a
validated measure.
Lipoprotein, blood; electrophoretic PG0392 Cardiovascular Disease PG0392 Cardiovascular Disease | PG0392 Cardiovascular Disease (CVD)
83700 separation and quantitation NON-COVERED (CVD) Risk Testing NON-COVERED (CVD) Risk Testing Risk Testing
Lipoprotein, blood; high resolution
fractionation and quantitation of N " N " "
83701 lipoproteins including lipoprotein NON-COVERED PG0392 Cardlqvascular Disease NON-COVERED PG0392 Cardlo‘vascular Disease PG0392 Cardlqvascu\ar Disease (CVD)
(CVD) Risk Testing (CVD) Risk Testing Risk Testing
subclasses when performed (e.g.,
electrophoresis, ultracentrifugation)
Lipoprotein, blood; quantitation of
lipoprotein particle numbers and N " . " N
PG0392 Cardiovascular Disease PG0392 Cardiovascular Disease PG0392 Cardiovascular Disease (CVD)
83704 lipoprotein particle subclasses NON-COVERED (VD) Risk Testing NON-COVERED (CVD) Risk Testing Risk Testing
(e.g., by nuclear magnetic
resonance spectroscopy)
Lipoprotein, direct measurement; PG0392 Cardiovascular Disease PG0392 Cardiovascular Disease PG0392 Cardiovascular Disease (CVD)
83719 VLDL cholesterol NON-COVERED (CVD) Risk Testing NON-COVERED (CVD) Risk Testing Risk Testing
Lipoprotein, direct measurement; PG0392 Cardiovascular Disease PG0392 Cardiovascular Disease PG0392 Cardiovascular Disease (CVD)
83722 small dense LDL cholesterol NON-COVERED (CVD) Risk Testing NON-COVERED (CVD) Risk Testing Risk Testing
’ PG0392 Cardiovascular Disease u PG0392 Cardiovascular Disease PG0392 Cardiovascular Disease (CVD)
83876 Myeloperoxidase (MPO) NON-COVERED (CVD) Risk Testing NON-COVERED (CVD) Risk Testing Risk Testing
83992 Phencyclidine (PCP) PRIOR AUTHORIZATION PG0069 Drug Testing RRIOR A THORZ ATON PG0069 Drug Testing PG0069 Drug Testing

REQUIRED - MEDICAL POLICY

REQUIRED - MEDICAL POLICY




Evaluation of cervicovaginal fluid for
specific amniotic fluid protein(s)
(eg. placental alpha microglobulin-1

PG0048 Tests for the Evaluation

PG0048 Tests for the Evaluation of

PG0048 Tests for the Evaluation of Preterm

Noninvasive tests have been developed to assess PROM. These assays detect the presence of specific

placental proteins in vaginal fluid that are only present when the membrane is ruptured. The test is intended to aid in
the detection of ROM in pregnant women with signs, symptoms or complaints suggestive of premature rupture.

84112 [PAMG-1], placental protein 12 ROILCOMERED Premaﬁ;’:';'f’mr';a?{nzmmbmnes NOLLCONERED P's::;"“"f::f’ ad R'fbi‘l’]":[‘)? (i.e., not an all-inclusive listing: used to report rupture of testing (e.g.. ROM, ROM
[PP12], alpha-fetoprotein), P P P Plus®, Actim® PROM) or when testing to predict the risk of preterm delivery (e.g., PartoSure™, Actim® Partus,
qualitative, each specimen PreTRM®))

Thromboxane metabolite(s), N " . " N
4431 ncioding tromborane M PGO392 Cardiovascular Disease MR PG0392 Cardiovascular Disease | PG0392 Cardiovascular Disease (CVD)
(CVD) Risk Testing (CVD) Risk Testing Risk Testing
performed, urine
PGO194 Avise MTX Test for PRIOR AUTHORIZATION PGO194 Avise MTX Test for Measuring
84999 Unlisted chemistry procedure NON-COVERED Measuring Me(hotrexa‘te REQUIRED - FOLLOW cMS Methotrexate Polyglutamate Levels in 7/1/2023 - C‘hanged‘pollcy title from Avise PG to Avise MTX Test for Measuring Methotrexate Polyglutamate Levels
Polyglutamate Levels in MEDICARE COVERAGE ity e in Rheumatoid Arthritis Therapy
Rheumatoid Arthritis Therapy CRITERIA 1
Cell enumeration using " " " "
h PGO041 Genetic Testing and PGO041 Genetic Testing and N
86152 __immunologic selection and NON-COVERED PG0500 Liquid Biopsy-Archived NON-COVERED PG0500 Liquid Biopsy-Archived | C0041 Genetic Testing and PGOSO0 | i i yization is required for ALL genetic testing unless ofherwise noted.
identification in fluid specimen (eg, 100124 100124 Liquid Biopsy-Archived 100124
circulating tumor cells in blood);
Cell enumeration using
immunologic selection and " " " "
) 4 PGO041 Genetic Testing and PGO041 Genetic Testing and S
86153 identification in fluid specimen (eg, NON-COVERED PG0500 Liquid Biopsy-Archived NON-COVERED PGO500 Liquid Biopsy-Archived | - CC041 Genetic Testing and PEOS00 i o orization is required for ALL genetic testing unless otherwise noted.
circulating tumor cells in blood); ool ool Liquid Biopsy-Archived 100124
physician interpretation and report,
when required
Leukocyte histamine release test PGO188 Allergy Testing and PGO188 Allergy Testing and )
86343 (LHR) NON-COVERED LT NON-COVERED LT PG0188 Allergy Testing and Treatments
Infectious agent detection by PRIOR AUTHORIZATION
7623 nucleic acid (DNA or RNA); Human|  PRIOR AUTHORIZATION PG0369 Human Papillomavirus REQUIRED - FOLLOW. TS PGO369 Human Papillomavirus (HPV) (87623, 87624, 87625, 87626, G0476 for ages under 21. AND 87623, 87624, 87625, GO476 for ages 21-29 and
Papillomavirus (HPV), low-risk | REQUIRED - MEDICAL POLICY (HPV) Screening MEDICARE COVERAGE Screening over age 65 only when the cervical cytology screening test results do not report as ASC-US or LSIL.
types (e.g., 6, 11, 42, 43, 44) CRITERIA
Infectious agent detection by EER AU R
a7624 ”“;‘e'ﬁ‘aﬁl"\f‘?"“::;\'j“’:i);::":f" PRIOR AUTHORIZATION PG0369 Human Papillomavirus REQUIRED - FOLLOW. . PGO369 Human Papillomavirus (HPV)  |87623, 87624, 87625, 87626, G0476 for ages under 21. AND 87623, 87624, 87625, GO476 for ages 21-20 and
‘y;‘; ("e ga 16“515 5 )’asgaé 539 REQUIRED - MEDICAL POLICY (HPV) Screening MEDICARE COVERAGE Screening over age 65 only when the cervical cytology screening test results do not report as ASC-US or LSIL.
45,51, 52, 56, 58, 59, 68) CREERY
Infectious agent detection by PRIOR AUTHORIZATION
a7625 ;‘;C‘.ﬁf ma:“’r (E’(“:P‘i/’)RNAe);S Z'Em;'; PRIOR AUTHORIZATION PG0369 Human Papillomavirus REQUIRED - FOLLOW. oms PG0369 Human Papillomavirus (HPV)  |87623, 87624, 87625, 87626, G0476 for ages under 21. AND 87623, 87624, 87625, G0476 for ages 21-29 and
pillomaviru: . types 16 REQUIRED - MEDICAL POLICY (HPV) Screening MEDICARE COVERAGE Screening over age 65 only when the cervical cytology screening test results do not report as ASC-US or LSIL.
18 only, includes type 45, if CRITERIA
performed
Infectious agent detection by
nucleic acid (DNA or RNA); Human PRIOR AUTHORIZATION
87626 Papillomavirus (HPV), separately |  PRIOR AUTHORIZATION PG0369 Human Papillomavirus REQUIRED - FOLLOW B PGO369 Human Papillomavirus (HPV) (87623, 87624, 87625, 87626, G0476 for ages under 21. AND 87623, 87624, 87625, GO4T6 for ages 21-29 and
reported high-risk types (eg, 16, | REQUIRED - MEDICAL POLICY (HPV) Screening MEDICARE COVERAGE Screening over age 65 only when the cervical cytology screening test reslts do not report as ASC-US or LSIL.
18, 31, 45, 51, 52) and high-risk CRITERIA
pooled reslt(s)
Infectious agent drug susceptibiity |n\2(5330:naof;f;:g“o::tjarles PG0043 Experimental PGO043 Exper igati
phenotype prediction using g ) I Procedu Procedures ServicesPG0346. HIV
87900 NON-COVERED ServicesPG0346. HIV Genotyping NON-COVERED ServicesPG0346. HIV Genotyping NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

regularly updated genotypic
bioinformatics

and Phenotyping Laboratory
Testing-archived 120124

and Phenotyping Laboratory
Testing-archived 120124

Genotyping and Phenotyping Laboratory
Testing-archived 120124.




Tissue culture for non-neoplastic

PRIOR AUTHORIZATION
REQUIRED - FOLLOW

PG0041 Genetic Testing and PG0375

Prior authorization is required for ALL genetic testing unless otherwise noted. ~ Molecular cytogenetic testing does

88230 disorders; ymphooyte NON-COVERED PG0041 Genetic Testing and Y A GONREE cMS Molecular Gytogonetc Testing-Archivea _|EGUIre prior authorization for al product ines, except when used for Hematology/Oncology indications, diagnosis
C00-D49, D50-D77, R16.0, R16.1, R31.9, Z85.6, Z94.0-Z94.9.
CRITERIA- SEE NOTES
Tissue culture for non-neoplastic Ps;%%&%g‘f’;o'ﬁg@"‘ PG0041 Genetic Testing and PG0375 | PFior authorization is required for ALL genetic testing unless otherwise noted.  Molecular cytogenetic testing does
88233 disorders; skin or other solid tissue NON-COVERED PG0041 Genetic Testing MEDICARE COVERAGE. CMS y 9 N N require prior authorization for all product lines, except when used for Hematology/Oncology indications, diagnosis
biopsy Molecular Cytogenetic Testing-Archived | -0 146 '050.n77, R16.0, R16.1, R31.9, 285.6, 294.0-294.9.
CRITERIA- SEE NOTES ’ ' o o - o : ;
Tissue culture for non-neoplastic PRIOR AUTHORIZATION PSIE%FE?RUE.EI_OS)ﬁE\?VN PG0041 Genetic Testing and PG0375 Prior authorization is required for ALL genetic testing unless otherwise noted. Molecular cytogenetic testing does
88235 disorders; amniotic fluid or REQUIRED - INTERQUAL - SEE INTERQUAL MEDICARE COVERAGE. CMs Molecular Cytogenetic Tgstin -Archived require prior authorization for all product lines, except when used for Hematology/Oncology indications, diagnosis
chorionic villus cells NOTES ytog 9 C00-D49, D50-D77, R16.0, R16.1, R31.9, Z85.6, Z94.0-Z94.9.
CRITERIA- SEE NOTES
PRIOR AUTHORIZATION . o .
) ' PRIOR AUTHORIZATION ' Prior authorization is required for ALL genetic testing unless otherwise noted. Molecular cytogenetic testing does
88237 Tissue culture for neoplastic | peyRED - INTERQUAL - SEE INTERQUAL REQUIRED - FOLLOW cMs PGO041 Genetic Testing and PGO37S | o o rior authorization for all product lines, except when used for Hematology/Oncalogy indications, diagnosis
disorders; bone marrow, blood cells MEDICARE COVERAGE Molecular Cytogenetic Testing-Archived
NOTES €00-D49, D50-D77, R16.0, R16.1, R31.9, Z85.6, Z94.0-294.9.
CRITERIA- SEE NOTES
PRIOR AUTHORIZATION : S " p .
Tissue culture for neoplastic ) ‘ REQUIRED - FOLLOW PGO041 Genetic Testing and PG0375 Pno( aulhpnzatnon is required for ALL genetic testing unless otherwise noted. ~Molecular cytoger\etnc testing does
88239 . NON-COVERED PG0041 Genetic Testing CMs " require prior authorization for all product lines, except when used for Hematology/Oncology indications, diagnosis
disorders; solid tumor MEDICARE COVERAGE Molecular Cytogenetic Testing-Archived
C00-D49, D50-D77, R16.0, R16.1, R31.9, Z85.6, Z94.0-Z94.9.
CRITERIA- SEE NOTES
PRIOR AUTHORIZATION
. N . Prior authorization is required for ALL genetic testing unless otherwise noted.  Molecular cytogenetic testing does
88240 Cryopreservation, freezing gnd NON-COVERED PG0041 Genetic Testing REQUIRED - FOLLOW CMS PGO041 Genetio Te;hng and PG0375 require prior authorization for all product lines, except when used for Hematology/Oncology indications, diagnosis
storage of cells, each cell line MEDICARE COVERAGE Molecular Cytogenetic Testing-Archived
€00-D49, D50-D77, R16.0, R16.1, R31.9, Z85.6, Z94.0-294.9.
CRITERIA- SEE NOTES
PRIOR AUTHORIZATION N N . . .
Thawing and expansion of frozen v REQUIRED - FOLLOW PG0041 Genetic Testing and PG0375 Pno( aulhpnzamon is required for ALL genetic testing unless otherwise noted.  Molecular cytogenetic testing does.
88241 " NON-COVERED PG0041 Genetic Testing cMs - - require prior authorization for all product lines, except when used for Hematology/Oncology indications, diagnosis
cells, each aliquot MEDICARE COVERAGE Molecular Cytogenetic Testing-Archived
C00-D49, D50-D77, R16.0, R16.1, R31.9, Z85.6, Z94.0-Z94.9.
CRITERIA- SEE NOTES
Chromosome analysis for breakage PRIOR AUTHORIZATION . P, .
syndromes; baseline Sister » REQUIRED - FOLLOW. PGO041 Genetic Testing and PG0375 | r authorization is required for ALL genetic testing unless otherwise noted. ~ Molecular cytogenetic testing does
88245 NON-COVERED PG0041 Genetic Testing CMS y . . require prior authorization for all product lines, except when used for Hematology/Oncology indications, diagnosis
Chromatid Exchange (SCE), 20-25 MEDICARE COVERAGE Molecular Cytogenetic Testing-Archived | o' 0 1 O RIB.1. R31.9, 7656 204.0.704.9.
cells CRITERIA- SEE NOTES g PR I LS, SRR AT i
Chromosome analysis for breakage
syndromes; baseiine breakage, PRIOR AUTHORIZATION ERIORIAUT ORIZATION ' Prior authorization is required for ALL genetic testing unless otherwise noted.  Molecular cytogenetic testing does
score 50-100 cells, count 20 cells, REQUIRED - FOLLOW PG0041 Genetic Testing and PG0375 . . Hg
88248 N REQUIRED - INTERQUAL - SEE INTERQUAL CcMs " " require prior authorization for all product lines, except when used for Hematology/Oncology indications, diagnosis
2 karyotypes (eg, for ataxia NOTES MEDICARE COVERAGE Molecular Cytogenetic Testing-Archived C00-D49, D50-D77. R16.0. R16.1, R31.9, Z85.6, 794.0-294.9.
telangiectasia, Fanconi anemia, CRITERIA- SEE NOTES ’ ’ o o - o : )
fragile X)
Chromosome analysis for breakage
syndromes; score 100 cells, PRIORAULLORIZATION " " Prior authorization is required for ALL genetic testing unless otherwise noted. Molecular cytogenetic testing does
5 REQUIRED - FOLLOW PG0041 Genetic Testing and PG0375 . . HAIN y
88249 clastogen stress (eg, NON-COVERED PG0041 Genetic Testing MEDICARE COVERAGE CMs Molecular Cytogenetic Testing-Archived | €duiré prior authorization for all product lines, except when used for Hematology/Oncology indications, diagnosis
diepoxybutane, mitomycin C, yiog 9 C00-D49, D50-D77, R16.0, R16.1, R31.9, Z85.6, Z94.0-294.9.
L " : CRITERIA- SEE NOTES
ionizing radiation, UV radiation)
PRIOR AUTHORIZATION . o " . .
- PRIOR AUTHORIZATION 5 ' Prior authorization is required for ALL genetic testing unless otherwise noted.  Molecular cytogenetic testing does
88261 Chromosome analysis; count 5 | g iRED - INTERQUAL - SEE INTERQUAL REQUIRED - FOLLOW cMs PGO041 Genetic Testing and PGOS7S | o e rior authorization for all product lines, except when used for Hematology/Oncology indications, diagnosis
cells, 1 karyotype, with banding MEDICARE COVERAGE Molecular Cytogenetic Testing-Archived
NOTES C00-D49, D50-D77, R16.0, R16.1, R31.9, Z85.6, Z94.0-Z94.9.
CRITERIA- SEE NOTES
PRIOR AUTHORIZATION
L PRIOR AUTHORIZATION ~ " Prior authorization is required for ALL genetic testing unless otherwise noted. Molecular cytogenetic testing does
88262 C:;";““;ia’“re;"ag:'i;iﬁ“"é’;ﬁzo REQUIRED - INTERQUAL - SEE INTERQUAL Sgggﬁfgcg\%;%v}: cMs Jjﬁg]‘gr%e’t‘:"gnzzﬁ‘gsz:d_iﬂ?g require prior authorization for all product lines, except when used for Hematology/Oncology indications, diagnosis
» 2 karyotypes, 9 NOTES e o €00-D49, D50-D77, R16.0, R16.1, R31.9, Z85.6, Z94.0-294.9.

CRITERIA- SEE NOTES




PRIOR AUTHORIZATION

Chromosome analysis; count 45 PRIOR AUTHORIZATION a ' Prior authorization is required for ALL genetic testing unless otherwise noted. ~ Molecular cytogenetic testing does
88263 cells for mosaicism, 2 karyotypes, | REQUIRED - INTERQUAL - SEE INTERQUAL MREE[()JIg}IFREEDC(IJ:\?éFlig(\;vE cMs Jjeogjgr%‘;’t‘;‘;z:i'?gsz:‘;_iiﬁg’d require prior authorization for all product lines, except when used for Hematology/Oncology indications, diagnosis
with banding NOTES DI G S €00-D49, D50-D77, R16.0, R16.1, R31.9, 285.6, 294.0-294.9.
PRIOR AUTHORIZATION ) R )
. PRIOR AUTHORIZATION ' Prior authorization is required for ALL genetic testing unless otherwise noted. ~ Molecular cytogenetic testing does
88264 Chromosome analysis; analyze 20- | peyRED - INTERQUAL - SEE INTERQUAL REQUIRED - FOLLOW cMs PGO041 Genetic Testing and PGO37S | o o nrior authorization for all product lines, except when used for Hematology/Oncalogy indications, diagnosis
25 cells N TES MEDICARE COVERAGE Molecuiar Cytogenetic Testing-Archived |t BT & O 0, 2656 304 0.204.6
CRITERIA- SEE NOTES : s RIB0,RIB.1, RI1.9, £89.6, £94.0-294.
Chromosome analysis, amniotic PRIOR AUTHORIZATION PSIE%FE?RUE.EI_OS)ﬁE\?VN PG0041 Genetic Testing and PG0375 Prior authorization is required for ALL genetic testing unless otherwise noted. Molecular cytogenetic testing does
88267 fluid or chorionic villus, count 15 | REQUIRED - INTERQUAL - SEE INTERQUAL YT e cMs Molecular Cytogenetic Tgsting_ Arehivey |redtiire prior authorization for ail product lines, except when used for Hematology/Oncology indications, diagnosis
cells, 1 karyotype, with banding NOTES ETEIN C hES €00-D49, D50-D77, R16.0, R16.1, R31.9, 285.6, 294.0-294.9.
Chromosome analysis, in situ for PRIOR AUTHORIZATION ) R )
amniotic i eetls. oot sels from | PRIOR AUTHORIZATION Lo PGO041 Genelic Testing and PG0375 | PYor authorization s required for ALL genetic testing unless otherwise noted. — Molecular oytogenatic testing does
88269 ™ | REQUIRED - INTERQUAL - SEE INTERQUAL cMs 8 require prior authorization for all product lines, except when used for Hematology/Oncology indications, diagnosis
6-12 colonies, 1 karyotype, with N TES MEDICARE COVERAGE Molecuiar Cytogenetic Testing-Archived |t BT & O 6, 265 6. 304 0.204.6
banding CRITERIA- SEE NOTES : s RIB0,RI6.1, RI1.9, £89.6, £94.0-294.
PRIOR AUTHORIZATION ) R : ) ’
. PRIOR AUTHORIZATION _ " Prior authorization is required for ALL genetic testing unless otherwise noted. Molecular cytogenetic testing does
88271 Molecular cytogenetics; DNA | pequiRED - INTERQUAL - SEE INTERQUAL REQHIREN ROl oW cMs PGO041 Genetic Testing and PGO37S |1 e rior authorization for all product lines, except when used for Hematology/Oncology indications, diagnosis
probe, each (eg, FISH) MEDICARE COVERAGE Molecular Cytogenetic Testing-Archived
NOTES €00-D49, D50-D77, R16.0, R16.1, R31.9, 285.6, 294.0-294.9.
CRITERIA- SEE NOTES
Molecular cytogenetics; PRIOR AUTHORIZATION ) N )
chromosomal in situ hybridization, PRIOR AUTHORIZATION REQUIRED - FOLLOW PGO041 Genetic Testing and PGO375 Pncr. auih.onzatlon is required for ALL genetic testing unless otherwise noted. ~Molecular cytogen.etlc testing dQes
88272 REQUIRED - INTERQUAL - SEE INTERQUAL CMS " require prior authorization for all product lines, except when used for Hematology/Oncology indications, diagnosis
analyze 3-5 cells (eg, for NOIES MEDICARE COVERAGE Molecuiar Cytogenetic Testing-Archived |t BT B O 6, 265 6. 204 0.204.0
derivatives and markers) CRITERIA- SEE NOTES -D49, DSO-DIY, R16.0, K161, RI9, 2656, £294.0-294
Moleoular cytogenetics; PRIOR AUTHORIZATION PRIOR AUTHORIZATION . Prior authorization is required for ALL genetic testing unless otherwise noted. Molecular cytogenetic testing does
chromosomal in situ hybridization, REQUIRED - FOLLOW PG0041 Genetic Testing and PG0375 N N M
88273 REQUIRED - INTERQUAL - SEE INTERQUAL cMs sting & require prior authorization for all product lines, except when used for Hematology/Oncology indications, diagnosis
analyze 10-30 cells (eg, for NoTES MEDICARE COVERAGE Molecuiar Cytogenetic Testing-Archived |0 B o O a1 0, 2656, 304 0.204 6
microdeletions) CRITERIA- SEE NOTES : s RIBD,RIBA, RIS, 2895, £98.0-294-
Molecular cytogenetics; interphase | PRIOR AUTHORIZATION Psg%%&%??gﬁg@“ PG0041 Geneic Testing and PG0a7s | T authorization is required for AL genefic testing unless otherwise noted.  Molecular cytogenelic testing does
88274 in situ hybridization, analyze 25-99 | REQUIRED - INTERQUAL - SEE INTERQUAL MEDICARE COVERAGE. CMs Molecular Cytogenetic Tgstmg-Archwed require prior authorization for all product lines, except when used for Hematology/Oncology indications, diagnosis
cells NOTES CRITERIA- SEE NOTES C00-D49, D50-D77, R16.0, R16.1, R31.9, Z85.6, Z94.0-294.9.
Molecular cytogenetics; interphase | PRIOR AUTHORIZATION P oA, 60041 Genetic Testing and PGOg7s | P authorzaton i required for AL genetic testing unless otherwise noted. — Molecular cytogenelic testing does
88275 in situ hybridization, analyze 100- | REQUIRED - INTERQUAL - SEE INTERQUAL MEDICARE COVERAGE cMS Molecular Cytogenetc Tgsm Archived _|reuire prior authorization for all product lines, except when used for Hematology/Oncology indications, diagnosis
300 cells NOTES g o €00-D49, D50-D77, R16.0, R16.1, R31.9, 285.6, 294.0-294.9.
CRITERIA- SEE NOTES
PRIOR AUTHORIZATION
S PRIOR AUTHORIZATION * ! Prior authorization is required for ALL genetic testing unless otherwise noted.  Molecular cytogenetic testing does
88280 Chromosome analysis; additional | e\ iRED - INTERQUAL - SEE INTERQUAL (REEED =[FoLLE cMs PGO041 Genetic Testing and PGOSTS | o1 e urior authorization for all product lines, except when used for Hematology/Oncology indications, diagnosis
Karyotypes, each study NoTEs MEDICARE COVERAGE Molecular Cytogenetic Testing-Archived |5t BT e O O 6, 7656, 204 0204 6
CRITERIA- SEE NOTES ' : ' :  £O90
Chromosome analysis; additional PRIOR AUTHORIZATION Psg%%{;%g"f’gﬁg&” G041 Genetic Testing and PG0375 | Prior authorization is required for ALL genetic testing unless otherwise noted. ~ Molecular cytogenetic testing does
88283 specialized banding technique (eg, | REQUIRED - INTERQUAL - SEE INTERQUAL VA GOV cMs Molecular Oytogenciie e Aehey | reaire prior authorization for ail product ines, except when used for Hematology/Oncology indications, diagnosis
NOR, C-banding) NOTES 9 9 €00-D49, D50-D77, R16.0, R16.1, R31.9, 285.6, 294.0-294.9.
CRITERIA- SEE NOTES
PRIOR AUTHORIZATION
S PRIOR AUTHORIZATION * ! Prior authorization is required for AL genetic testing unless otherwise noted.  Molecular cytogenetic testing does
88285 Ch":g:;*‘:‘g“ﬁ‘;’éa'g& Z‘::d‘m"a' REQUIRED - INTERQUAL - SEE INTERQUAL ;:gg/'_.fgcg\?ééigz cMs h;jeoc[:ﬁ;r%T:":;:z‘?g;:{i?;?z; require prior authorization for all product lines, except when used for Hematology/Oncology indications, diagnosis
’ v NOTES e o €00-D49, D50-D77, R16.0, R16.1, R31.9, Z85.6, 294.0-294.9,

CRITERIA- SEE NOTES




PRIOR AUTHORIZATION

. " PRIOR AUTHORIZATION ~ " Prior authorization is required for ALL genetic testing unless otherwise noted. Molecular cytogenetic testing does
88289 Chromosome analysis; additional | e\ iRED - INTERQUAL - SEE INTERQUAL REQUIREDSROLLOW cMs PGO041 Genetic Testing and PGOSTS | o1 e rior authorization for all product lines, except when used for Hematology/Oncology indications, diagnosis
high resolution study MEDICARE COVERAGE Molecular Cytogenetic Testing-Archived
NOTES €00-D49, D50-D77, R16.0, R16.1, R31.9, 285.6, 294.0-294.9.
CRITERIA- SEE NOTES
Cytogenetics and molecular PRIOR AUTHORIZATION R e R, PG0041 Genetic Testing and PGoa7s | Prior authorizaton i requied for AL genetictesting unless otherwise noted.  Molecular cytogenetic testing does
88291 cytogenetics, interpretation and | REQUIRED - INTERQUAL - SEE INTERQUAL MEDICARE COVERAGE CMS Molecular Cytogenetic Tgs(mg— Archived require prior authorization for all product lines, except when used for Hematology/Oncology indications, diagnosis
report NOTES T eI SeeoAEs €00-D49, D50-D77, R16.0, R16.1, R31.9, 285.6, 294.0-294.9.
PRIOR AUTHORIZATION P:é%%&%‘g‘?;gﬁg&"‘ PGO041 Genetic Testing and PG0375 Prior authorization is required for ALL genetic testing unless otherwise noted. Molecular cytogenetic testing does
88299 Unlisted cytogenetic study | REQUIRED - INTERQUAL - SEE INTERQUAL PGO041 Genetic Testing oting & require prior authorization for all product lines, except when used for Hematology/Oncology indications, diagnosis
Ll MEDICARE COVERAGE Molecuiar Cytogenetic Testing-Archived |0 B o O Ra1.0, 2666, 304 0.204.9
CRITERIA- SEE NOTES : s RIBD,RIBA, RIS, 2895, £98.0-294-
Tick-borne encephalitis virus PG0043 Experimental PG0043 Experimental G003 Experi -
90626 vaccine, inactivated; 0.25 mL NON-COVERED Investigational Procedures NON-COVERED gati ! '@ |NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
! ! ! Procedures Services
dosage, for intramuscular use Services Services
Tick-borne encephalitis virus PG0043 Experimental PG0043 Experimental PG0043 N .
90627 vaccine, inactivated; 0.5 mL. NON-COVERED Investigational Procedures NON-COVERED igati v '@ |NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
. 5 3 Procedures Services
dosage, for intramuscular use Services Services
HPV vaccine, types 6, 11, 16, 18 PG0092 HPV Vaccine Gardsi PG0092 HPV Vaccine Gardasil PG0092 HPV Vaccine Gardasiland | Coverage ages 9-45 do not require a prior authorization. PRIOR AUTHORIZATION REQUIRED for age under 9 and
90649 (quadrivalent), 3-dose schedule, for SEE NOTES " NON-COVERED ! " 9e ag e P - 9
and Cervarix and Cervarix Cervarix over age 45.
intramuscular use.
HPV vaccine, types 16, 18, PG0092 HPV Vaccine Gardasil PG0092 HPV Vaccine Gardasil PG0092 HPV Vaccine Gardasiland | Coverage ages 9-45 do not require a prior authorization. PRIOR AUTHORIZATION REQUIRED for age under 9 and
90650 bivalent, 3 dose schedule, for SEE NOTES " NON-COVERED A " -
and Cervarix and Cervarix Cervarix over age 45.
intramuscular use.
Human Papillomavirus vaccine
90651 types 6, 11, 16, 18, 31, 33, 45, 52, PRIOR AUTHORIZATION PG0092 HPV Vaccine Gardasil NON-COVERED PG0092 HPV Vaccine Gardasil PG0092 HPV Vaccine Gardasil and Coverage ages 9-45 do not require a prior authorization. PRIOR AUTHORIZATION REQUIRED for age under 9 and
58, nonavalent (HPV), 2 or 3 dose | REQUIRED - MEDICAL POLICY and Cervarix and Cervarix Cervarix over age 45.
schedule, for intramuscular use
PG0530 Outpatient Psychiat SRIORAUTHORZATION
20791 peychiatrc diagnostic evaluation PRIOR AUTHORIZATION e et e REQUIRED - FOLLOW. S PG0530 Outpatient Psychiatry Diagnostic |Psychiatric diagnostic evaluation (30791) and Psychiatric diagnostic evaluation with medical services (90792)
sychiatric diagnostic evaluation | peQUIRED - MEDICAL POLICY | 229! “af‘ 7 Lfn“’ifm‘i‘;‘ns overage MEDICARE COVERAGE Evaluation Coverage and Limitations  [greater than once every 6 months per episode of illness, per billing provider, requires a prior authorization
CRITERIA
’ PRIOR AUTHORIZATION
Psychiatric di luati PRIOR AUTHORIZATION REEEY CIr T (REaly REQUIRED - FOLLOW PGO530 Outpatient Psychiatry Di Psychiatric di I 90791) and Psychiatric diagnostic evaluation with medical services (90792
90792 sychiatric diagnostic evaluation Diagnestio Evalution Coverege Ql - B Dutpatient Psychiatry Diagnostic | Psychiatric diagnostic evaluation (90791) and Psychiatric diagnostic evaluation with medical services (90792)
with medical services REQUIRED - MEDICAL POLICY e e MEDICARE COVERAGE Evaluation Coverage and Limitations | greater than once every 6 months per episode of ilness, per biling provider, requires a prior authorization
CRITERIA
e Ty — 90832-90899 Psychatherapy, other psychatherapy, and other psychiatric services or procedures, ONLY require a
90832 Psychotherapy, 30 minutes with SRS I s | PRIOR AUTHORIZATION NOT B PG0464 Eye Movement Desensitization and | prior authorization when related to eye itization and ing (EMDR) therapy
patient - SEE NOTES Reprocessing (EMDR) Paramount considers EMDR therapy medically necessary for the tx of post-traumatic stress disorer (PTSD)
(EMDR) yior aumatic
Paramount considers EMDR threapy exper for all other
Psychotherapy, 30 minutes with ey v— 90832-90899 Psychotherapy, other psychotherapy, and other psychiatric services or procedures, ONLY require a
90833 patient when performed with and S > s | PRIOR AUTHORIZATION NOT B PGO464 Eye Movement Desensitization and | prior authorization when related to eye itization and ing (EMDR) therapy.
evaluation and management (EMDR) - SEE NOTES Reprocessing (EMDR) Paramount considers EMDR therapy medically necessary for the tx of post-traumatic stress disorer (PTSD)

service

Paramount considers EMDR threapy exper

for all other ir




90832-90899 Psychotherapy, ofther psychotherapy, and other psychialric services or procedures, ONLY require a

o083 Psychotherapy, 45 minutes with SEE NOTES PG0464 E‘;ig"m’ems"‘ | PRIOR AUTHORIZATION NOT oms PG0464 Eye Movement Desensitization and | prior authorization when related to eye and rep g (EMDR) therapy.
patient (EMDR) - SEE NOTES Reprocessing (EMDR) Paramount considers EMDR therapy medically necessary for the tx of post-traumatic stress disorer (PTSD).
Paramount considers EMDR threapy exper for all other i
Psychotherapy, 45 minutes with PG0464 Eye Movement 90832-90899 Psychotherapy, other psychotherapy, and other psychiatric services or procedures, ONLY require a
90836 patient when performed with and ST ° e | PRIOR AUTHORIZATION NOT o PG0464 Eye Movement Desensitization and | prior authorization when related to eye and g (EMDR) therapy.
evaluation and management (EMDR) - SEE NOTES Reprocessing (EMDR) Paramount considers EMDR therapy medically necessary for the tx of post-traumatic stress disorer (PTSD).
service Paramount considers EMDR threapy exper { for all other indicati
. PG0464 Eye Movement 90832- 90899 F'sycholherapy, other psychotherapy, and other psych\alnc services or procedures ONLY require a
90837 Psychotherapy, 60 minutes with RO s | PRIOR AUTHORIZATION NOT O PGO464 Eye Movement D: and |prior when related to eye and g (EMDR) therapy.
patient (EMDR) - SEE NOTES Reprocessing (EMDR) Paramount considers EMDR therapy medically necessary for the tx of post-traumatic stress disorer (PTSD).
Paramount considers EMDR threapy exper for all other indicati
Psychotherapy, 60 minutes with PG0464 Eye Movement 90832-90899 Psychotherapy, ofher psychotherapy, and other psychiatric services or procedures, ONLY require a
90838 patient when performed with and ST ° e | PRIOR AUTHORIZATION NOT o PG0464 Eye Movement Desensitization and | prior authorization when related to eye ion and g (EMDR) therapy.
evaluation and management (EMDR) - SEE NOTES Reprocessing (EMDR) Paramount considers EMDR therapy medically necessary for the tx of post-traumatic stress disorer (PTSD).
service Paramount considers EMDR threapy exper { for all other indicati
PGO464 Eye Movement 90832- 90899 Psychotherapy, other psychotherapy, and other psychwa\nc services or procedures ONLY require a
90839 Pyschotherapy for crisis; first 60 TS e . PRIOR AUTHORIZATION NOT N PG0464 Eye Movement D and |prior ion when related to eye and reprocessing (EMDR) therapy.
minutes (EMDR) " - SEE NOTES Reprocessing (EMDR) Paramount considers EMDR therapy medically necessary for the tx of post-traumatic stress disorer (PTSD).
Paramount considers EMDR threapy exper for all other indicati
PGO464 Eye Movement 90832-90899 Psychotherapy, other psychotherapy, and other psychiatric services or procedures, ONLY require a
90840 each additional 30 minutes T > e | PRIOR AUTHORIZATION NOT . PG0464 Eye Movement Desensitization and | prior authorization when related to eye and ing (EMDR) therapy.
(EMDR) - SEE NOTES Reprocessing (EMDR) Paramount considers EMDR therapy medically necessary for the tx of post-traumatic stress disorer (PTSD).
Paramount considers EMDR threapy exper for all other ir
PGO464 Eye Movement 90832- 90899 Psycholherapy, other psychotherapy, and other psychwa\nc services or procedures ONLY require a
90845 Psychoanalysis PRIOR AUTHORIZATION | 1 o eprogessing | PRIOR AUTHORIZATION NOT S PG0464 Eye Movement D: and |prior when related to eye and rep g (EMDR) therapy.
REQUIRED - MEDICAL POLICY (EMDR) REQUIRED - SEE NOTES Reprocessing (EMDR) Paramount considers EMDR therapy medically necessary for the tx of post-1 Iraumahc stress disorer (PTSD).
Paramount considers EMDR threapy exper for all other ir
PG0464 Eye Movement 90832-90899 Psychotherapy, other psychotherapy, and other psychialric services or procedures, ONLY require a
90846 Family psychotherapy, without PRIOR AUTHORIZATION " " PRIOR AUTHORIZATION NOT cMS PG0464 Eye Movement Desensitization and prior authorization when related to eye and ing (EMDR) therapy.
patient present; 50 minutes REQUIRED - MEDICAL POLICY (EMDR) - SEE NOTES Reprocessing (EMDR) Paramount considers EMDR therapy medically necessary for the tx of post-traumatic stress disorer (PTSD).
Paramount considers EMDR threapy exper for all other ir
N 90832- 90899 y py, other psychotherapy, and other ic services or pl , ONLY require a
90847 Fagi’éﬁzﬂg::f;m :)(;?ig:tm SEE NOTES Deseigtow:ast:j Z;y ;\(I;r:‘oecr;tssing PRIOR AUTHORIZATION NOT cMs PG0464 Eye Movement Desensitization and | prior aut tion when related to eye itization and ing (EMDR) therapy.
y . REQUIRED - SEE NOTES Reprocessing (EMDR) Paramount considers EMDR therapy medically necessary for the tx of post-traumatic stress disorer (PTSD).
present; 50 minutes (EMDR) aumatic
Paramount considers EMDR threapy exper for all other
P GD484|Eya Movement 90832-90899 Psychotherapy, other psychotherapy, and other psychialric services or procedures, ONLY require a
90849 Muttiple-family group SEE NOTES " ] . PRIOR AUTHORIZATION NOT cMS PG0464 Eye Movement Desensitization and | prior authorization when related to eye and (EMDR) therapy.
psychotherapy (EMDR) - SEE NOTES Reprocessing (EMDR) Paramount considers EMDR therapy medically necessary for the tx of post-traumatic stress disorer (PTSD).
Paramount considers EMDR threapy exper i for all other indicati
PG0464 Eye Movement 90832-90899 Psychotherapy, other psychotherapy, and other psychiatric services or procedures, ONLY require a
90853 Group psychotherapy (other than SRS > o § PRIOR AUTHORIZATION NOT S PG0464 Eye Movement D ization and | prior authorization when related to eye and g (EMDR) therapy
multiple-family group) (EMDR) - SEE NOTES Reprocessing (EMDR) Paramount considers EMDR therapy medically necessary for the tx of post-traumatic stress disorer (PTSD).
Paramount considers EMDR threapy exper ional for all other indicati
Pharmacologic management, P GD484/Eya Movement 90832-90899 Psychotherapy, other psychotherapy, and other psychialric services or procedures, ONLY require a
90863 including prescription and review of SEE NOTES " ] . PRIOR AUTHORIZATION NOT cMS PG0464 Eye Movement Desensitization and | prior authorization when related to eye and ing (EMDR) therapy.
medication, when performed with (EMDR) - SEE NOTES Reprocessing (EMDR) Paramount considers EMDR therapy medically necessary for the tx of post-traumatic stress disorer (PTSD).

psychotherapy services

Paramount considers EMDR threapy exper for all other i




90832-90899 Psychotherapy, other psychotherapy, and other psychialric services or procedures, ONLY require a

00865 N?zoi{;:t?i‘:ﬁr:;?ceﬂ:gm SEE NOTES PG0464 E‘;ig"m’ems"‘ | PRIOR AUTHORIZATION NOT oms PG0464 Eye Movement Desensitization and | prior authorization when related to eye and rep g (EMDR) therapy.
9 m0ses P (EMDR) - SEE NOTES Reprocessing (EMDR) Paramount considers EMDR therapy medically necessary for the tx of post-traumatic stress disorer (PTSD).
purp Paramount considers EMDR threapy exper for all other i
Therapeutic repetitive transcranial
magnetic stimulation (TMS) PG0294 Transcranial Magnetic PRIOR AUTHORIZATION PG0294 Transcranial Magnetic Stimulation | 20832-90899 Psychotherapy, other psychotherapy, and other psychiatric services or procedures, ONLY require a
90867 treatment; initial, including cortical PRIOR AUTHORIZATION Stimulation (TMS)and PG0464 REQUIRED - FOLLOW cMS (TMS)and PGO464 Ege Movement prior authorization when related to eye and g (EMDR) therapy.
mapping, motor threshold REQUIRED - INTERQUAL Eye Movement Desensitization MEDICARE COVERAGE Desensitization and Re; rgcess\n (EMDR) Paramount considers EMDR therapy medically necessary for the tx of post-traumatic stress disorer (PTSD).
determination, delivery and and Reprocessing (EMDR) CRITERIA P! 9 Paramount considers EMDR threapy exper { for all other indicati
management
Therapeutic repetitive transcranial PG0294 Transcranial Magnetic PRIOR AUTHORIZATION PG0294 Transcranial Magnetic Stimulation 90832-90899 Psychotherapy, other psychotherapy, and other psych\alnc services or procedures ONLY require a
90368 magnetic stimulation (TMS) PRIOR AUTHORIZATION Stimulation (TMS)and PG0464 REQUIRED - FOLLOW O (TMS)and PGO46A Ege NMovement | Prior authorization when related to eye and g (EMDR) therapy.
treatment; subsequent delivery and | REQUIRED - MEDICAL POLICY | Eye Movement Desensitization MEDICARE COVERAGE Desensitization and Re; rgcess\n (EMDR) Paramount considers EMDR therapy medically necessary for the tx of post-traumatic stress disorer (PTSD).
management, per session and Reprocessing (EMDR) CRITERIA P 9 Paramount considers EMDR threapy exper for all other indicati
Therapeutic repetitive transcranial N "
magnetic stimulation (TMS) PG0294 Transcranial Magnetic PRIOR AUTHORIZATION PG0294 Transcranial Magnetic Stimulation 90832-90899 Psychotherapy, other psychotherapy, and other psych.\atrlc services or procedures ONLY require a
90869 treatment: subsegquent motor PRIOR AUTHORIZATION Stimulation (TMS)and PG0464 REQUIRED - FOLLOW cMS (TMS)and PG0464 Eye Movement prior authorization when related to eye and g (EMDR) therapy.
y equent REQUIRED - MEDICAL POLICY | Eye Movement Desensitization MEDICARE COVERAGE " 4 Paramount considers EMDR therapy medically necessary for the tx of post-traumatic stress disorer (PTSD).
threshold re-determination with A Reprocessing (EMDR) T Desensitization and Reprocessing (EMDR) |-  coneidore EMDR th o for o othor mciati
delivery and management P! ] aramount considers reapy exper for all other i
PGO464 Eye Movement 90832- 90899 Psychotherapy, other psychotherapy, and other psychwa\nc services or procedures ONLY require a
90870 Electroconvulsive therapy (includes|  PRIOR AUTHORIZATION | =222 an & | PRIOR AUTHORIZATION NOT S PG0464 Eye Movement D: and |prior ion when related to eye and rep g (EMDR) therapy.
necessary monitoring) REQUIRED - MEDICAL POLICY (EMDR) " - SEE NOTES Reprocessing (EMDR) Paramount considers EMDR therapy medically necessary for the tx of post-traumatic stress disorer (PTSD).
Paramount considers EMDR threapy exper for all other indicati
S s 90832-90899 Psychotherapy, other psychotherapy, and other psychiatric services or procedures, ONLY require a
90870 Electroconvulsive therapy (includes|  PRIOR AUTHORIZATION B (S:T‘;?Xfc;fe de PRIOR AUTHORIZATION NOT . PG0464 Eye Movement Desensitization and | prior authorization when related to eye and ing (EMDR) therapy.
necessary monitoring) REQUIRED - MEDICAL POLICY %lm 12024 REQUIRED - SEE NOTES Reprocessing (EMDR) Paramount considers EMDR therapy medically necessary for the tx of post-traumatic stress disorer (PTSD).
Paramount considers EMDR threapy exper for all other ir
Individual psychophysiological
‘7:‘:?: |r;co;$‘or:§§all‘)‘\of(f;ecdeb_ta;k PGO464 Eye Movement 90832- 90899 Psycholherapy, other psychotherapy, and other psychwa\nc services or procedures ONLY require a
90875 ‘acz w)\lm ‘ie ahenlt/) with PRIOR AUTHORIZATION B an d Reprocessing | PRIOR AUTHORIZATION NOT N PG0464 Eye Movement D and |prior when related to eye and rep g (EMDR) therapy.
psychotherapy (egp mswgh’l oriented REQUIRED - MEDICAL POLICY (EMDR) P g REQUIRED - SEE NOTES Reprocessing (EMDR) Paramount considers EMDR therapy medically necessary for the tx of post-1 Iraumahc stress disorer (PTSD).
behavior modifying or supportive Paramount considers EMDR threapy exper for all other i
psychotherapy); 30 minutes
PG0464 Eye Movement 90832-90899 Psychotherapy, other psychotherapy, and other psych\atnc services or procedures, ONLY require a
90876 45 minutes PRIOR AUTHORIZATION D 7 Y " PRIOR AUTHORIZATION NOT cMS PG0464 Eye Movement Desensitization and | prior authorization when related to eye and ing (EMDR) therapy.
REQUIRED - MEDICAL POLICY (EMDR) - SEE NOTES Reprocessing (EMDR) Paramount considers EMDR therapy medically necessary for the t of post-raumatic stress disorer (PTSD).
Paramount considers EMDR threapy exper for all other ir
90832- 90899 y py, other psychotherapy, and other ic services or pl , ONLY require a
90880 Hypnothra PRIOR AUTHORIZATION Desef:g?:;ﬁj’;y;‘é e’:‘;’;‘ssin PRIOR AUTHORIZATION NOT S PGO464 Eye Movement Desensitization and | prior aut tion when related to eye itization and rep ing (EMDR) therapy.
VP! 24 REQUIRED - MEDICAL POLICY (EMDR) P g REQUIRED - SEE NOTES Reprocessing (EMDR) Paramount considers EMDR therapy medically necessary for the tx of post-traumatic stress disorer (PTSD).
Paramount considers EMDR threapy exper for all other indicati
Environmental intervention for ey v— 90832-90899 Psychotherapy, other psychotherapy, and other psychialric services or procedures, ONLY require a
90882 medical management purposes on PRIOR AUTHORIZATION D " );nd . PRIOR AUTHORIZATION NOT cMS PG0464 Eye Movement Desensitization and | prior authorization when related to eye and (EMDR) therapy.
a psychiatri patient's behalf with | REQUIRED - MEDICAL POLICY (EMDR) - SEE NOTES Reprocessing (EMDR) Paramount considers EMDR therapy medically necessary for the tx of post-traumatic stress disorer (PTSD).
agencies, employers, or institutions Paramount considers EMDR threapy exper ional for all other indicati
Psychatric evaluation of hospital
records, other paychiatic reports, | . PG0464 Eye Movement wor N B 90832-90899 Psychotherapy, other psychotherapy, and other psychiatric services or procedures, ONLY require a
90885 Reyohometrlc andior projoctis PRIOR AUTHORIZATION | - e | PRIOR AUTHORIZATION NO' e PGO464 Eye Movement and | prior autl tion when related to eye and g (EMDR) therapy
tests. and other accumlated data REQUIRED - MEDICAL POLICY (EMDR) - SEE NOTES Reprocessing (EMDR) Paramount considers EMDR therapy medically necessary for the tx of post-traumatic stress disorer (PTSD).
for madical diagnostic purposes Paramount considers EMDR threapy exper for all other i
Interpretation or explanation of
results of psychiatric, other medical ey v— 90832-90899 Psychotherapy, other psychotherapy, and other psychialric services or procedures, ONLY require a
90887 examinations and procedures or PRIOR AUTHORIZATION D " );nd . PRIOR AUTHORIZATION NOT cMS PG0464 Eye Movement Desensitization and | prior authorization when related to eye and ing (EMDR) therapy.
accumulated data to family or other | REQUIRED - MEDICAL POLICY (EMDR) - SEE NOTES Reprocessing (EMDR) Paramount considers EMDR therapy medically necessary for the tx of post- (rauma(lc stress disorer (PTSD).

responsible persons, or advising
them how to assist patient

Paramount considers EMDR threapy exper

for all other ir




Preparation of report of patient's
psychiatric status, history,

90832-90899 Psychotherapy, other psychotherapy, and other psychialric services or procedures, ONLY require a

2088 treatment, o progress (other than | PRIOR AUTHORIZATION PG0464 E‘;ig"m’ems"‘ | PRIOR AUTHORIZATION NOT oms PG0464 Eye Movement Desensitization and | prior authorization when related to eye and rep g (EMDR) therapy.
for legal or consultative purposes) | REQUIRED - MEDICAL POLICY Ee - SEE NOTES Reprocessing (EMDR) Paramount considers EMDR therapy medically necessary for the tx of post-traumatic stress disorer (PTSD).
for other individuals agencies, or Paramount considers EMDR threapy exper for all other i
insurance carriers
Pa0IS4 Eyo Mmmem 90832-90898 Psychotherapy, other psychotherapy, and other psychiatric services or procedures, ONLY require a
90899 Unlisted psychiatric services or PRIOR AUTHORIZATION . | PRIOR AUTHORIZATION NOT oS PG0464 Eye Movement Desensitization and | prior authorization when related to eye and g (EMDR) therapy.
procedures REQUIRED - MEDICAL POLICY (EMDR) - SEE NOTES Reprocessing (EMDR) Paramount considers EMDR therapy medically necessary for the tx of post-traumatic stress disorer (PTSD).
Paramount considers EMDR threapy exper i for all other indicati
Gastrointestinal tract imaging, PRIOR AUTHORIZATION "
o110 intraluminal (e.g., capsule PRIOR AUTHORIZATION TE REQUIRED - FOLLOW. oMs ezgfﬂfi‘ﬁf.:ﬁi ‘ﬁfpm;i??s?z{:m
endoscopy), esophagus through REQUIRED - INTERQUAL MEDICARE COVERAGE viotiity 9 5y
archived 07/01/24
ileum, with interpretation and report CRITERIA
Gastrointestinal tract imaging, PRIOR AUTHORIZATION )
91111 intraluminal (e.g., capsule PRIOR AUTHORIZATION AL REQUIRED - FOLLOW o G:g?;ii:g:zmzﬁf"mi.i’:ﬁ“’sg"‘;{e&m_
endoscopy), esophagus with REQUIRED - INTERQUAL MEDICARE COVERAGE e hived 37 o124 9 5y
interpretation and report CRITERIA
reg::f‘:’y‘;‘;:z‘l'j:'m":n’:sgt;“""ach PG0043 Experimental PG0043 Experimental PG0028 Wireless Capsule Endoscopy &
91112 P ement, NON-COVERED Investigational Procedures NON-COVERED igati inal Motiity Monitoring System- | NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
through colon, wireless capsule, N N
. Services Services archived 07/01/24
with interpretation and report
Gastrointestinal tract imaging, PRIOR AUTHORIZATION )
o111 intraluminal (e.g., capsule PRIOR AUTHORIZATION ] REQUIRED - FOLLOW. oms G:St?gife\s'z.:::e;zﬁ‘ap;‘gi.i':i"s;“zz’ef‘n_
endoscopy), colon, with REQUIRED - INTERQUAL MEDICARE COVERAGE ! Iarchive:il (‘)’7 o1 /'2 " ing Sy
interpretation and report CRITERIA
N y PG0043 Experimental PG0043 Experimental N .
Electrogastrography, diagnostic, 0049 0049 PG0043 ral
91132 Pt NON-COVERED Investigational Procedures NON-COVERED | Proedures Somices NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
Services Services
Electrogastrography, diagnostic, PG0043 Experimental PG0043 Experimental G003 ’
91133 transcutaneous; with provocative NON-COVERED Investigational Procedures NON-COVERED igati Y M3 |NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
. . Procedures Services
testing Services Services
. ) Effective 01/01/2024
92015 Determination of refractive state T See Reimbursement Policy TS See Reimbursement Policy RM038 :g?f:; ;i’;i‘l':b\é‘;'z’r‘"s;’:’:f:ﬁc Refraction: CPT 92015 describes refraction and any necessary prescription of lenses. is not sep
RMO038 Refractive Vision Services Refractive Vision Services RM038‘R fractive Vision Servi Y |reimbursed as part of a routine eye exam or as part of a medical examination and evaluation with or without
efractive Vision Services | eatment/diagnostic program, as it is considered included.
Orthoptic and/or pleoptic training,
r ‘ ) - PRIOR AUTHORIZATION - -
92065 with continuing medical direction NON-COVERED PG0318 Vision Therapy Y e FolEy PG0318 Vision Therapy PGO318 Vision Therapy
and evaluation
Orthoptic training; under
" ; - PRIOR AUTHORIZATION - -
92066 supervision of a physician or other NON-COVERED PG0318 Vision Therapy R - Y sl POl G PGO0318 Vision Therapy PGO318 Vision Therapy
qualified health care professional
Visual field examination, unilateral
or bilateral, with interpretation and
report; limited examination (e.g., ) - ) B
92081 gent Srcen. mutcplot are | PRIOR AUTHORIZATION NOT PG318 Vision Therapy PRIOR AUTHORIZATION NOT B PGO318 Vision Therapy Visual field examinations (92081, 92082, and 92083) performed by providers, who are specialized in ophthalmology,

perimeter, or single stimulus level
automated test, such as Octopus 3
or 7 equivalent)

REQUIRED - SEE NOTES

REQUIRED - SEE NOTES

retinology, optometry, neurology or plastic surgery do not require prior authorization.




Visual field examination, unilateral
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 providers, who are specialized in ophthalmology,

92062 Goldmann perimeter, or REQUIRED - SEE NOTES (RESIE YD T REQUIRED - SEE NOTES cMS PG0318 Vision Therapy retinology, optometry, neurology or plastic surgery do not require prior authorization.
semiquantitative, automated
suprathreshold screening program,
Humn
Visual field examination, unilateral
or bilateral, with interpretation and
report; extended examination (e.g.,
Goldmann visual fields with at least | PRIOR AUTHORIZATION NOT . PRIOR AUTHORIZATION NOT - Visual field examinations (92081, 92082, and 92083) performed by providers, who are specialized in ophthalmology,
92083 3isopters plotted and static REQUIRED - SEE NOTES REBBYEED TEE REQUIRED - SEE NOTES cMS PG0318 Vision Therapy retinology, optometry, neurology or plastic surgery do not require prior authorization.
determination within the central 30,
or quantitative, automated
threshold perimetrv_octonus
by el stmiaion,untere Pl G Poooss Epermental | 7O e
92145 " P - NON-COVERED Investigational Procedures NON-COVERED Investigational Procedures . N NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
or bilateral, with interpretation and N N 11/01/2024; PG0043 Experimental
Services Services —
report Investigational Procedures Services
o . PG0045 Rhinomanometry & Acoustic —
" " PG0043 Experimental PG0043 Experimental . . o
92512 Nasal function studies (e.g., NON-COVERED Investigational Procedures NON-COVERED Investigational Procedures Optical Rhinometry-Archived; PGO043 |\ o\ oV ERED - EXPERIMENTAL, INVESTIGATIONAL
rhinomanometry) " " Experimental Investigational Procedures
Services Services p
Services
Vestibular evoked myogenic PG0323 Evaluation of Vestibular " "
N N N N PG0323 Evaluation of Vestibular Disorders;
92517 potenﬂal.(VEMP) testing, Wl%h SEE NOTES Dlsorders.‘ P.GOOAS Experimental | PRIOR AUTHORIZATION NOT cMs PG0043 N igational N ed for certain See Policy
interpretation and report; cervical - SEE NOTES i
. Procedures Services
(cVEMP) Services
Vestibular evoked myogenic PG0323 Evaluation of Vestibular " "
p h y - PG0323 Evaluation of Vestibular Disorders;
92518 potential (VEMP) Iesnng, with SEE NOTES Dlsorders_, P<_30043 Experimental | PRIOR AUTHORIZATION NOT cMs PG0043 N igational od for certain indications. See Policy
interpretation and report; ocular - SEE NOTES !
. Procedures Services
(oVEMP) Services
Vestibular evoked myogenic PG0323 Evaluation of Vestibular " "
N N N N PG0323 Evaluation of Vestibular Disorders;
92519 potenﬂal.(VEMP) testing, Wl%h SEE NOTES Dlsorders.‘ P.GOOAS Experimental | PRIOR AUTHORIZATION NOT cMs PG0043 N igational ed for certain See Policy
interpretation and report; cervical - SEE NOTES Procedures Services
(cVEMP) and ocular (oVEMP) Services
Laryngeal function studies (ie, PG0043 Experimental PG0043 Experimental PGO043 .
92520 aerodynamic testing and acoustic NON-COVERED Investigational Procedures NON-COVERED igati Y onal
- 3 Procedures Services
testing) Services Services
Computerized dynamic PG0323 Evaluation of Vestibular PG0323 Evaluation of Vestibular . ’ Effective 03/01/2025 Computerized Dynamic Posturography (CDP) testing, procedures 92548 and 92549, are
92548 posturography NON-COVERED Disorders NON-COVERED Disorders PG0323 Evaluation of Vestibutar Disorders || oo ol broduct fines.
Computerized dynamic
92549 posturography with molqr control NON-COVERED PG0323 Eva\_ualmn of Vestibular NON-COVERED PG0323 Eval_ualmn of Vestibular PG0323 Evaluation of Vestibular Disorders Effective 03/01/2025 Comp.uleﬂzed Dynamic Posturography (CDP) testing, procedures 92548 and 92549, are
test (MCT) and adaptation test Disorders Disorders noncovered for all product lines
(ADT)
Percutaneous transluminal X X Intravascular lithotripsy (IVL) is a procedure used to open narrow or blocked coronary or peripheral arteries due to
coronary lithotripsy (list separately (REBS) EreiiE e (RERS) EreiiE e PG0043 i prior to stent i The is admini with a device (e.g. Shockwave Intravascular
92972 p f : NON-COVERED Investigational Procedures NON-COVERED Procedu . y : . " .
in addition to code for primary " " Procedures Services Lithotripsy System) that consists of a catheter which delivers localized pressure waves to the lesion. These pressure
Services Services h oot . ot
procedure) waves are intended to break up the calcification that is restricting blood flow.
Remote monitoring of a wireless
pulmonary artery pressure sensor
for up to 30 days, including at least PGO043 Experimental PRIOR AUTHORIZATION PG0377 Pulmonary Artery Pressure
weekly downloads of pulmonary ) W REQUIRED - FOLLOW Monitoring (CardioMEMS)-Archived ) .
93264 artery pressure recordings, NON-COVERED Inves(lgatslzrsil;;ocedures MEDICARE COVERAGE CMs 090124; PGO043 Experimental NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
interpretation(s), trend analysis, CRITERIA Investigational Procedures Services

and report(s) by a physician or
other aualified health care




Percutaneous transcatheter closure|

PG0043 Experimental

PG0043 Experimental

PG0108 Transcatheter Heart Valve
Procedures-Archived; PG0043

93590 of paravalvular leak; initial occlusion NON-COVERED Investigational Procedures NON-COVERED Investigational Procedures : NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
N N Experimental Investigational Procedures
device, mitral valve Services Services :
Services
Percutaneous transcatheter closure PG0043 Experimental PG0043 P e e e
93591 of paravalvular leak; initial occlusion NON-COVERED Investigational Procedures NON-COVERED Investigational Procedures o y NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
: " " Experimental Investigational Procedures
device, aortic valve ervices ervices p
Services
Percutaneous transcatheter closure|
of paravalvular leak; each additional PG0043 Experimental PG0043 Experimental p%?;g;‘{;:;?é:ﬁ::;ﬂ:ggo\{‘?e
93592 occlusion device (List separately in NON-COVERED Investigational Procedures NON-COVERED Investigational Procedures . y NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
N N N Experimental Investigational Procedures
addition to code for primary Services Services Servi
ervices
procedure)
PG0414 Peripheral Artery Disease PRIOR AUTHORIZATION .
93668 Peripheral arterial disease (PAD) |  PRIOR AUTHORIZATION (PAD) Rehabiltation-Archived REQUIRED - FOLLOW. o F‘Rig‘;;ﬁit:;g:ler’i;:2:’3’1%?72305295(':,’;Er) Effective 01/01/2024 covered for Paramount Commercial Insurance Plans - PROR AUTHORIZATION IS
rehabilitation, per session REQUIRED - INTERQUAL 01/01/2025.Prior Authorization to MEDICARE COVERAGE ot . REQUIRED.
Authorization to follow InterQual
follow InterQual CRITERIA
PG0043 Experimental PG0282 Thoracic Electrical Bioimpedance
93701 Bioimpedance-derived physiologic NON-COVERED e xp PRIOR AUTHORIZATION NOT CcMS for the Measurement of Cardiac Output- |NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL. Effective 10/01/2024 procedure 93701 changed from
cardiovascular analysis a G - SEE NOTES Archived; PG0043 Experimental noncovered to covered without a prior authorization for the Elite (Medicare Advantage) Plans, per NCD in InterQual
Investigational Procedures Services
Bioimpedance spectroscopy (BIS), PG0043 Experimental PG0043 Experimental PG0043 Experimental Investigational
93702 extracellular fluid analysis for NON-COVERED Investigational Procedures NON-COVERED Investigational Procedures Procedures Services; PG0295 Treatment of [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
lymphedema assessment(s) Services Services Lymphedema-archived 120124
PG0043 Experimental PG0043 Experimental PG0043 " it
93740 Temperature gradient studies NON-COVERED Investigational Procedures NON-COVERED igati N @ NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
3 3 Procedures Services
Services Services
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.
Physician services for outpatient The following are considered not medically necessary and are therefore non-covered:
| St | PRt AioREON 0T | PO AOREATONOT | PO ATIORATEN o1 S e e oy e e i
continuous session(; oring (per - - . + Phase IV cardiac rehabilitation programs or maintenance therapy that may be safely conducted without medical
supervision; and
+ Cardiac 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.
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.
Physician services for outpatient The following are considered not medically necessary and are therefore non-covered:
93798 cardiac rehabiltation; with PRIOR AUTHORIZATION NOT | PRIOR AUTHORIZATION NOT | PRIOR AUTHORIZATION NOT B ' g:;‘;z"ﬁlné:r';?:fr';ﬁ:;ﬁ:f;i;f‘“::g:ﬁ; forany indications ather than those Isted above; and programs; and
continuous Egs‘zi;‘;""m‘“g (per | REQUIRED - SEE NOTES REQLIRESEEEEBOIES REGUEE DR e e + Phase IV cardiac rehabilitation programs or maintenance therapy that may be safely conducted without medical
supervision; and
+Cardiac 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 NON-COVERED PG0188 Allergy Testing and NON-COVERED PG0188 Allergy Testing and PG0188 Allergy Testing and Treatments
tests Treatments Treatments
95065 Direct nasal mucous membrane B ESEED PGO188 Allergy Testing and T EEETED) PGO188 Allergy Testing and PG0188 Allergy Testing and Treatments

test

reatments

reatments




95120

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

extract; single injection

NON-COVERED

PGO188 Allergy Testing and
Treatments

NON-COVERED

PGO0188 Allergy Testing and
Treatments

PGO188 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

NON-COVERED

PGO0188 Allergy Testing and
Treatments

NON-COVERED

PGO0188 Allergy Testing and
Treatments

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

NON-COVERED

PGO188 Allergy Testing and
Treatments

NON-COVERED

PGO0188 Allergy Testing and
Treatments

PGO188 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

NON-COVERED

PGO0188 Allergy Testing and
reatments

NON-COVERED

PGO0188 Allergy Testing and
reatments

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

NON-COVERED

PG0188 Allergy Testing and
Treatments

NON-COVERED

PG0188 Allergy Testing and
Treatments

PG0188 Allergy Testing and Treatments

95133

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

extract; 4 stinging insect venom

NON-COVERED

PG0188 Allergy Testing and
Treatments

NON-COVERED

PG0188 Allergy Testing and
Treatments

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

PG0188 Allergy Testing and
Treatments

NON-COVERED

PG0188 Allergy Testing and
Treatments

PG0188 Allergy Testing and Treatments

95800

Sleep study, unattended,
simultaneous recording; heart rate,
oxygen saturation, respiratory
analysis (e.g., by airflow or
peripheral arterial tone), and sleep
time

PRIOR AUTHORIZATION
REQUIRED - INTERQUAL - SEE
NOTES

INTERQUAL

PRIOR AUTHORIZATION
REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA

CMs

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

95801

Sleep study, unattended,
simultaneous recording; minimum
of heart rate, oxygen saturation,
and respiratory analysis (e.g., by
airflow or peripheral arterial tone)

PRIOR AUTHORIZATION
REQUIRED - INTERQUAL - SEE
NOTES

INTERQUAL

PRIOR AUTHORIZATION
REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA

PG0207 Sleep Study Testing-archived
120124. PG0247 Testing and

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

of Obstructive Sleep Apnea

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

95803

Actigraphy, testing, recording,
analysis, interpretation, and report
(minimum of 72 hours to 14
consecutive days of recording)

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services

NON-COVERED

PG0043 Experimental

PG0198 Actigraphy and Accelerometry
Sleep Di ics - Archived 07/01/2024;

Services

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

95806

Sleep study, simultaneous
recording of ventilation, respiratory
effort, ECG or heart rate, and
oxygen saturation, unattended by a
technologist

PRIOR AUTHORIZATION
REQUIRED - INTERQUAL - SEE
NOTES

INTERQUAL

PRIOR AUTHORIZATION
REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA

PG207 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, G398, G0399, and G0400) is non-
covered.

95867

Needle electromyography; cranial
nerve supplied muscle(s), unilateral

NON-COVERED - SEE NOTES

NON-COVERED

PRIOR AUTHORIZATION NOT
REQUIRED

NON-COVERED <= 18 years old




95919

Quantitative pupillometry with
physician or qualified health care
professional interpretation and
report, unilateral or bilateral

NON-COVERED

PG0043 Experimental
Investigational Procedues Services

NON-COVERED

PG0043

PG0319 Quantitative

Investigational Procedues Services

pi y hived 3/2026;
PG0043 Experimental Investigational
Procedues Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

95941

Continuous intraoperative
neurophysiology monitoring, from
outside the operating room (remote
or nearby) or for monitoring of more
than one case while in the
operating room, per hour (List
separately in addition to code for
primary procedure)

NON-COVERED

NON-COVERED

NON-COVERED

NON-COVERED

PG0326 Intraoperative Neurological
Monitoring - ARCHIVED 7/2024

95965

Magnetoencephalography (MEG),
recording and analysis; for
spontaneous brain magnetic
activity (e.g., epileptic cerebral
cortex localization)

PRIOR AUTHORIZATION
REQUIRED - INTERQUAL

INTERQUAL

PRIOR AUTHORIZATION
REQUIRED - INTERQUAL

INTERQUAL

PG0186 Magnetoencephalography (MEG)
and Magnetic Source Imaging (MSI) -
Archived 06/01/2024.

Per Dr. BH utilize Commercial InterQual criteria for Medicare product lines for these codes.

95966

Magnetoencephalography (MEG),
recording and analysis; for evoked
magnetic fields, single modality
(e.g., sensory, motor, language, or
visual cortex localization)

PRIOR AUTHORIZATION
REQUIRED - INTERQUAL

INTERQUAL

PRIOR AUTHORIZATION
REQUIRED - INTERQUAL

INTERQUAL

PG0186 Magnetoencephalography (MEG)
and Magnetic Source Imaging (MSI) -
Archived 06/01/2024.

Per Dr. BH utilize Commercial InterQual criteria for Medicare product lines for these codes.

95967

Magnetoencephalography (MEG),
recording and analysis; for evoked
magnetic fields, each additional
modality (e.g., sensory, motor,
language, or visual cortex
localization) (List separately in
addition to code for primary

PRIOR AUTHORIZATION NOT
REQUIRED - SEE NOTES

PRIOR AUTHORIZATION NOT
REQUIRED

PRIOR AUTHORIZATION NOT
REQUIRED - SEE NOTES

CMs

PG0186 Magnetoencephalography (MEG)
and Magnetic Source Imaging (MSI) -
Archived 06/01/2024.

Medical Policy PG0186 Magnetoencephalography (MEG) & Magnetic Source Imaging (MSI) is going to be archived.
The procedure codes 95965, 95966, 95967 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. Per Dr. BH utilize Commercial InterQual criteria for Medicare product lines for these codes.

96041

Medical genetics and genetic
counseling services, each 30
minutes of total time provided by
the genetic counselor on the date of|
the encounter. New Code Effective
01/01/2025

SEE NOTES

PG0041 Genetic Testing and
Genetic Counseling

SEE NOTES

PG0041 Genetic Testing and
Genetic Counseling

PG0041 Genetic Testing and Genetic
Counseling

Genetic Counseling (96041) provided by a trained genetic counselor does not require a prior authorization.

96567

Photodynamic therapy by external
application of light to destroy
premalignant lesions of the skin
and adjacent mucosa with
application and
illumination/activation of
photosensitive drug(s), per day

PRIOR AUTHORIZATION NOT
REQUIRED - SEE NOTES

PGO348 Acne Surgery,
Dermabrasion and Chemical Peels

PRIOR AUTHORIZATION NOT
REQUIRED - SEE NOTES

PG0348 Acne Surgery, Dermabrasion and
Chemical Peels

Not Covered for acne treatment — diagnosis L70.0 - L70.9

96570

Photodynamic therapy by
endoscopic application of light to
ablate abnormal tissue via
activation of photosensitive drug(s),
first 30 minutes

PRIOR AUTHORIZATION NOT
REQUIRED - SEE NOTES

PG0348 Acne Surgery,
Dermabrasion and Chemical Peels

PRIOR AUTHORIZATION NOT
REQUIRED - SEE NOTES

PG0348 Acne Surgery, Dermabrasion and
Chemical Peels

Not Covered for acne treatment — diagnosis L70.0 - L70.9

96571

Photodynamic therapy by
endoscopic application of light to
ablate abnormal tissue via
activation of photosensitive drug(s),
each additional 15 minutes

PRIOR AUTHORIZATION NOT
REQUIRED - SEE NOTES

PG0348 Acne Surgery,
Dermabrasion and Chemical Peels

PRIOR AUTHORIZATION NOT
REQUIRED - SEE NOTES

PG0348 Acne Surgery, Dermabrasion and
Chemical Peels

Not Covered for acne treatment — diagnosis L70.0 - L70.9

96573

Photodynamic therapy by external
application of light to destroy
premalignant lesions of the skin
and adjacent mucosa with
application and
illumination/activation of
photosensitizing drug(s) provided
bv a phvsician or other aualified

PRIOR AUTHORIZATION NOT
REQUIRED - SEE NOTES

PG0348 Acne Surgery,
Dermabrasion and Chemical Peels

PRIOR AUTHORIZATION NOT
REQUIRED - SEE NOTES

CMs

PG0348 Acne Surgery, Dermabrasion and
Chemical Peels

Not Covered for acne treatment — diagnosis L70.0 - L70.9

96574

Debridement of premalignant
hyperkeratotic lesion(s) (ie,
targeted curettage, abrasion)
followed with photodynamic therapy
by external application of light to
destroy premalignant lesions of the
skin and adjacent mucosa with

i and

PRIOR AUTHORIZATION NOT
REQUIRED - SEE NOTES

PG0348 Acne Surgery,
Dermabrasion and Chemical Peels

PRIOR AUTHORIZATION NOT
REQUIRED - SEE NOTES

CMs

PG0348 Acne Surgery, Dermabrasion and
Chemical Peels

Not Covered for acne treatment — diagnosis L70.0 - L70.9

96900

Actinotherapy (ultraviolet light)

PRIOR AUTHORIZATION NOT
REQUIRED - SEE NOTES

PG0348 Acne Surgery,
Dermabrasion and Chemical Peels

PRIOR AUTHORIZATION NOT
REQUIRED - SEE NOTES

PG0348 Acne Surgery, Dermabrasion and
Chemical Peels

Not Covered for acne treatment — diagnosis L70.0 - L70.9




Reflectance confocal microscopy
(RCM) for cellular and sub-cellular

PG0043 Experimental

PG0043 Experimental

96931 imaging of skin; image acquisition NON-COVERED Investigational Procedures NON-COVERED PG0043 . onal NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
- 4 4 Procedures Services
and interpretation and report, first Services Services
lesion
Reflectance confocal microscopy . o
PG0043 Experimental PG0043 Experimental : -
96932 (RCM)for cellular and sub-cellular NON-COVERED Investigational Procedures NON-COVERED igati PG0043 Y @ |NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
imaging of skin; image acquisition ! ! Procedures Services
anly, ret et ervices Services
Reflectance confocal microscopy o ¢
PG0043 Experimental PG0043 Experimental N o
96933 (RCM)for cellular and sub-cellular NON-COVERED Investigational Procedures NON-COVERED gati PG0043 Y " |NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
imaging of skin; interpretation and N N Procedures Services
) Services Services
report only, first lesion
Reflectance confocal microscopy
(RCM) for cellular and sub-cellular
imaging of skin; image acquisition PG0043 Experimental PG0043 Experimental G003 ) .
96934 and interpretation and report, each NON-COVERED Investigational Procedures NON-COVERED igati . e NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
additional lesion (List separately in Services Services Procedures Services
addition to code for primary
procedure)
Reflectance confocal microscopy
(RCM) for cellular and sub-celular PG0043 Experimental PG0043 Experimental ) o
96935 imaging of skin; image acquisition NON-COVERED Investigational Procedur NON-COVERED igati PG0043 @ | NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
only, each additional lesion (List a SeL g N alocodlios) a " Procedures Services i - g
separately in addition to code for SRS SRS
primary procedure)
Reflectance confocal microscopy
(RCM) for cellular and sub-cellular - .
imaging of skin; interpretation and PG(.)M? Experimental PG(.)OA? Experimental PG0043 i igational
96936 " . NON-COVERED Investigational Procedures NON-COVERED . NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
report only, each additional lesion Services Services Procedures Services
(List separately in addition to code S
for primary procedure)
Mechanical scalp cooling, including PG0535 Scalp Cooling Devices to PG0535 Scalp Cooling Devices to Prevent
individual cap supply with head Prevent Hair Loss During PRIOR AUTHORIZATION NOT Hair Loss During Chemotherapy - -
97007 measurement, fiting, and patient NON-COVERED Chemotherapy - - Archived REQUIRED cms Archived 4/1/2026; PGO043 Experimental
education 4/1/2026 Investigational Procedures Services
Mechanical scalp cooling; including PG0535 Scalp Cooling Devices to PG0535 Scalp Cooling Devices to Prevent
hair preparation, individual cap . Prevent Hair Loss During PRIOR AUTHORIZATION NOT Hair Loss During Chemotherapy - -
97008 placement, therapy initiation, and RoNcO e Chemotherapy - - Archived REQUIRED CME Archived 4/1/2026; PG0043 Experimental
precooling period 4/1/2026 Investigational Procedures Services
Mema;;:? dfg::;i:ﬁla‘:gn'gf vided PG0535 Scalp Cooling Devices to PG0535 Scalp Cooling Devices to Prevent
" Prevent Hair Loss During PRIOR AUTHORIZATION NOT Hair Loss During Chemotherapy - -
97009 chemotherapy, each 30 minutes NON-COVERED Chemotherapy - - Archived REQUIRED cms Archived 4/1/2026; PG0043 Experimental
(List separately in addition to code B~
4/1/2026 Investigational Procedures Services
for primary procedure)
97026 Application of a modality to 1 or PRIOR AUTHORIZATION PG0538 Low-Level Laser Therapy PRIOR AUTHORIZATION PG0538 Low-Level Laser Therapy PG0538 Low-Level Laser Therapy for
more areas; infrared REQUIRED - MEDICAL POLICY | for Prevention of Oral Mucositis | REQUIRED - MEDICAL POLICY | for Prevention of Oral Mucositis Prevention of Oral Mucositis
Behavior identification assessment " " . .
PRIOR AUTHORIZATION PG0335 Children's Adaptive Behavior  [BH:Behavioral Health Services
97151 o miysgi;:!?ega:ia;lg e s REQUIRED - INTERQUAL IIEREWAL NON-COVERED NON-COVERED Services. Archived 07/01/2024 Applied Behavior Analysis (ABA) Program
Behavior identification assessment
97152 by technician under direction of PRIOR AUTHORIZATION INTERQUAL NON-COVERED NON-COVERED PG0335 Children's Adaptive Behavior | BH:Behavioral Health Services

qualified health care professional,
each 15 minutes.

REQUIRED - INTERQUAL

Services. Archived 07/01/2024

Applied Behavior Analysis (ABA) Program




Adaptive behavior treatment by
protocol, administered by

PRIOR AUTHORIZATION

PG0335 Children's Adaptive Behavior

BH:Behavioral Health Services

97183 technician Lnder direction of REQUIRED - INTERQUAL RIERCLAS RORCOER OB COERED Services. Archived 07/01/2024 |Applied Behavior Analysis (ABA) Program
qualified health care professional to
one patient, each 15 minutes
Adaptive behavior treatment by
protocol, administered by o ' : § y
: - PRIOR AUTHORIZATION PG0335 Children's Adaptive Behavior  [BH:Behavioral Health Services
omes technician Lnder direction of REQUIRED - INTERQUAL RIERCUAS NON-COVERED NON-COVERED Services. Archived 07/01/2024 |Applied Behavior Analysis (ABA) Program
qualified health care professional to
multiple patients, each 15 minutes
Adaptive behavior treatment with
protocol modification administered PRIOR AUTHORIZATION PG0335 Children's Adaptive Behavior | BH:Behavioral Health Services
97155 by qualified health care professional REQUIRED - INTERQUAL INTERQUAL NOILCOVERED INONCOVERED) Services. Archived 07/01/2024 Applied Behavior Analysis (ABA) Program
to one patient, each 15 minutes
Family adaptive behavior treatment
guidance by qualified health care PRIOR AUTHORIZATION PG0335 Children's Adaptive Behavior BH:Behavioral Health Services
97156 professional (with or without patient|  REQUIRED - INTERQUAL INTERQUAL NON-COVERED NON-COVERED Services. Archived 07/01/2024 Applied Behavior Analysis (ABA) Program
present), each 15 minutes
Family adaptive behavior treatment
guidance by qualified health care PRIOR AUTHORIZATION PG0335 Children's Adaptive Behavior BH:Behavioral Health Services
o757 professional without patient REQUIRED - INTERQUAL INTERQUAL NON-COVERED NON-COVERED Services. Archived 07/01/2024 Applied Behavior Analysis (ABA) Program
present, each 15 minutes
Group adaptive behavior treatment
with protocol modification " 5 " . .
L - PRIOR AUTHORIZATION PG0335 Children's Adaptive Behavior  [BH:Behavioral Health Services
97158 administered by qualfied health REQUIRED - INTERQUAL DIERQEEL NOELCOUERED NCIECOKERED) Services. Archived 07/01/2024 Applied Behavior Analysis (ABA) Program
care professional to multiple
patients, each 15 minutes
Effective 01/21/2020 acupuncture services are covered with chronic low back pain. Up to 12 visits in 90 days, no
Acupuncture, 1 or more needles; N . N N "
without electrical stimulation, initial prior authorization is required. An additional 8 visits will be covered for those patients demonstrating an
97810 . . NON-COVERED - SEE NOTES PG0382 Acupuncture SEE NOTES PG0382 Acupuncture PG0382 Acupuncture improvement, a PRIOR AUTHORIZATION IS REQUIRED, as of 5/1/2020. Total of 20 acupuncture treatments may
15 minutes of personal one-on-one . N N
be administered annually. Refer to the members Benefits of Coverage for applicable terms, conditions, and
contact with the patient 0e act
limitations.
Acupuncture, 1 or more needles;
without electrical stimulation, each Effective 01/21/2020 acupuncture services are covered with chronic low back pain. Up to 12 visits in 90 days, no
additional 15 minutes of personal prior authorization is required. An additional 8 visits will be covered for those patients demonstrating an
97811 one-one contact with the patient, NON-COVERED - SEE NOTES PG0382 Acupuncture SEE NOTES PG0382 Acupuncture PG0382 Acupuncture improvement, a PRIOR AUTHORIZATION IS REQUIRED, as of 5/1/2020. Total of 20 acupuncture treatments may
with re-insertion of needle(s) (List be administered annually. Refer to the members Benefits of Coverage for applicable terms, conditions, and
separately in addition to code for limitations.
primary procedure)
. Effective 01/21/2020 acupuncture services are covered with chronic low back pain. Up to 12 visits in 90 days, no
Acupuncture, 1 or more needles; or authorization i A ool 3 visite il or tre @ .
with electrical stimulation, initial 15 prior authorization is required. An additional 8 visits will be covered for those patients demonstrating an
97813 . N NON-COVERED - SEE NOTES PG0382 Acupuncture SEE NOTES PG0382 Acupuncture PG0382 Acupuncture improvement, a PRIOR AUTHORIZATION IS REQUIRED, as of 5/1/2020. Total of 20 acupuncture treatments may
minutes of personal one-on-one > - A -
be administered annually. Refer to the members Benefits of Coverage for applicable terms, conditions, and
contact with the patient 0e acn
limitations.
Acupuncture, 1 or more needles;
with electrical stimulation, each Effective 01/21/2020 acupuncture services are covered with chronic low back pain. Up to 12 visits in 90 days, no
additional 15 minutes of personal prior authorization is required. An additional 8 visits will be covered for those patients demonstrating an
97814 one-one contact with the patient, | NON-COVERED - SEE NOTES PG0382 Acupuncture SEE NOTES PG0382 Acupuncture PG0382 Acupuncture improvement, a PRIOR AUTHORIZATION IS REQUIRED, as of 5/1/2020. Total of 20 acupuncture treatments may

with re-insertion of needle(s) (List
separately i addition to code for
primary procedure)

be administered annually. Refer to the members Benefits of Coverage for applicable terms, conditions, and
limitations.




Coverage based on the member's benefit coverage for a specific product line or provider group. Chiropractic

PRIOR AUTHORIZATION ° ) ;
98940 Chiropractic manipulative treatment|  PRIOR AUTHORIZATION PGO150 Chiropractic Services & REQUIRED - FOLLOW B PGO150 Chiropractic Services & Spinal | 27ViceS & spinal manipulation (98940-98943) PR'Oi é?;;op'jrz’éng"c‘r':SS:J::Esl,'&"z’t‘:f:‘e&;;‘::';wf;'5 of
(CMT); spinal, 1-2 regions REQUIRED - MEDICAL POLICY Spinal Manipulation MED'C’éRRIIET‘égI‘,/\ERAGE Manipulation Effecllve 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
T —. Coverage based on the member's benefit coverage for a specific product line or provider group. Chiropractic
Chiropractic manipulative treatment|  PRIOR AUTHORIZATION PGO150 Chiropractic Services & REQUIRED - FOLLOW PGO150 Chiropractic Services & Spinal | CViceS & spinal manipulation (98940-98943) PRIOR AUTHORIZATION REQUIRED for children under 4 years of
98941 (CMT); spinal, 3-4 regions | REQUIRED - MEDICAL POLICY Spinal Manipulation MEDICARE COVERAGE @B Manipulation Coverage per CMS criterla of sublixation (98840-88942).
! ’ CRITERIA Effecnve 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
PRIOR AUTHORIZATION Coverage based on the member's benefit coverage for a specific product line or provider group. Chiropractic
08942 Chiropractic manipulative treatment|  PRIOR AUTHORIZATION | PGO150 Chiropractic Services & REQUIRED - FOLLOW. oMs PGO150 Chiropractic Services & Spinal | 27ViceS & spinal manipulation (98940-98943) PR'?; 2‘:;;0:2323g':;:Sf:;?ieﬂﬁ:gﬁ&;gﬁ:’&xgs of
(CMT); spinal, & regions RECUIREDLMERICAL RO NCH Sbinelbicnen e MED'C’(‘:RRIIETESI‘;ERAGE Manipulation Effoctive 1/4/2021 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
Chiropractic manipulative treatment | poinp AUTHORIZATION | PGO150 Chiropractic Services & PRIOR AUTHORIZATION PGO150 Chiropractic Services & | PGO150 Chiropractic Services & Spinal | S&7Vices & spinal manipulation (98940-98943) PRIOR AUTHORIZATION REQUIRED for children under 4 years of
98943 (CMT); extraspinal, one ormore | pe ) IRED - MEDICAL POLICY Spinal Manipulation REQUIRED - MEDICAL POLICY Spinal Manipulation Manipulation Coverage per CMS criteria of subluxation (98940-98942).
regions Effechve 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
Red blood cell antigen typing, DNA, T ——
human erythrocyte antigen gene REQUIRED - FOLLOW
0001U analysis of 35 antigens from 11 NON-COVERED PGO041 Genetic Testing e cMs PGO041 Genetic Testing Prior authorization is required for genetic testing unless otherwise noted in one of our policies.
blood groups, utilizing whole blood, CRITERIA
common REC alleles reported
S‘ﬁcf;'ﬁg‘e&\;’: a';‘a'f:: ";i::‘s PG0043 Experimental PG0043 Experimental PG0043 Experimental Investigational
0004M (SlgPs) using g pmgnosﬁc NON-COVERED Investigational Procedures NON-COVERED gati Services; PG0041 Genetic | NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
it reported 50 & ok score Services; PG0041 Genetic Testing Services; PG0041 Genetic Testing Testing
Gncology (colorectal), quantitative
assessment of three urine
metabolites (ascorbic acid, succinic PGO0B5 Colorectal Cancer PGO0B5 Colorectal Cancer
y . I . . . PG0065 Colorectal Cancer Screemng
0002U acid and carnitine) by liquid NON-COVERED Screening PG0043 Experimental NON-COVERED Screening PG0043 Experimental PG0043 i el |NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
chromatography with tandem mass Investigational Procedures .
. 3 3 Procedures Services
spectrometry (LC-MS/MS) using Services Services
multiple reaction monitoring
isition_alaorithm renorted as
Oncology (ovarian) biochemical
assays of five proteins
(apolipoprotein A-1, CA 125 I, PGO043 Experimental PGO043 Experimental G0043 )
0003U follile stimulating hormone, human NON-COVERED Investigational Procedures NON-COVERED gati Procedires emices " |NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
epididymis protein 4, transferrin), Services Services
utilizing serum, algorithm reported
as a likelihood score
Oncology (prostate) gene N
expression profile by reak-time RT- Ps&%%&%g‘f’%ﬁg@” pggg:ggf"fgi;;i‘g%:";kzzog? Prior authorization is required for genetic testing unless otherwise noted in one of our policies. 02/01/2024 Changed
0005U PCR of 3 genes (ERG, PCA3, and NON-COVERED PGO041 Genetic Testing e el R cMs Diagnosia.ond Risk Acsessment o Prostate |Commercial coverage from NonGovered to Covered with a PA-PG0367 Genelic and Prolein Biomarkers for
SPDEF), urine, algorithm reported : ° Diagnosis and Risk Assessment of Prostate Cancer
el CRITERIA Cancer-archived 020425,
Oncology (hepatic), mRNA
expression levels of 161 genes,
0006M utiizing fresh hepatocelular NON-COVERED PGO041 Genetic Testing NON-COVERED PGO041 Genetic Testing PGO041 Genetic Testing
carcinoma tumor tissue, with alpha-
fetoprotein level, algorithm reported
as a risk classifier
Oncology (gastrointestinal
neuroendocrine tumors), real-time
0007M PCR expression analysis of 51 NON-COVERED PG0041 Genetic Testing NON-COVERED PG0041 Genetic Testing PG0041 Genetic Testing

genes, utiizing whole peripheral
blood, algorithm reported as a
nomogram of tumor disease index




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

NON-COVERED

PG0041 Genetic Testing

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0009U

Oncology (breast cancer), ERBB2
(HER2) copy number by FISH,
tumor cells from formalin fixed

paraffin embedded tissue isolated

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

NON-COVERED

PG0041 Genetic Testing

NON-COVERED

PG0041 Genetic Testing

PG0041 Genetic Testing

00104

Anesthesia for electroconvulsive
therapy

NON-COVERED

NON-COVERED

PRIOR AUTHORIZATION
REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA

PGO485 Electroconvulsive Therapy (ECT)-
Archived 10/01/2024

0011M

Oncology, prostate cancer, mRNA
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

PG0041 Genetic Testing

NON-COVERED

PG0041 Genetic Testing

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

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

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services

NON-COVERED

PG0043 Experimental

Services

PG0043 Experimental Investigational
Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0012M

Oncology (urothelial), MRNA, gene
expression profiling by real-
hyphentime quantitative PCR of five
genes (MDK, HOXA13, CDC2
[CDK1], IGFBP5, and XCR2),
utilizing urine, algorithm reported as.
arisk score for having urothelial

NON-COVERED

PG0041 Genetic Testing

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.

0013M

Oncology (urothelial), MRNA, gene
expression profiling by real-
hyphentime quantitative PCR of five
genes (MDK, HOXA13, CDC2
[CDK1], IGFBPS5, and
CXCR2), utilizing urine, algorithm
reported as a risk score for having
recurrent urothelial carcinoma

NON-COVERED

PG0041 Genetic Testing

PRIOR AUTHORIZATION
REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA

CMs

PG0041 Genetic Testing

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

0015M

Adrenal cortical tumor, biochemical
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,
adenoma_or other adrenal

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services

NON-COVERED

PG0043 Experimental

PG0043 i igational

Services

Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0016M

Oncology (bladder), mRNA,
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,
ine-like)

NON-COVERED

PG0041 Genetic Testing

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

Gncology (hematolymphoid
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

PRIOR AUTHORIZATION
REQUIRED - INTERQUAL

INTERQUAL

NON-COVERED

PG0041 Genetic Testing

PG0041 Genetic Testing

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

0017M

Oncology (diffuse large B-cell
lymphoma [DLBCL]), mRNA, gene
expression profiling by fluorescent
probe hybridization of 20 genes,
formalin-fixed paraffinembedded
tissue, algorithm reported as cell of
origin

NON-COVERED

PG0041 Genetic Testing

NON-COVERED

PG0041 Genetic Testing

PG0041 Genetic Testing

0017U

Oncology (hematolymphoid
neoplasia), JAK2 mutation, DNA,
PCR amplification of exons 12-14
and sequence analysis, blood or
bone marrow, report of JAK2
mutation not detected or detected

PRIOR AUTHORIZATION
REQUIRED - INTERQUAL

INTERQUAL

NON-COVERED

PG0041 Genetic Testing

PG0041 Genetic Testing

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




Transplantation medicine (allograft
rejection, renal), measurement of
donor and third party induced

PG0043 Experimental

PG0043 Experimental

PG0043 i igational

0018M CD154+Tcytotoxic memory cells, NON-COVERED Investigational Procedures NON-COVERED . NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
i 4 4 Procedures Services
utilizing whole peripheral blood, Services Services
algorithm reported as a rejection
risk score
Oncology (thyroid), microRNA
A Sonveces, g ne REQURED.-FoLLOW PG00 Genet Testing and PUZ9D
0018U ed " 9 NON-COVERED PG0041 Genetic Testing CMs Molecular Markers in Fine Needle Aspirates | Prior authorization is required for genetic testing unless otherwise noted in one of our policies.
needle aspirate, algorithm reported MEDICARE COVERAGE f Thyroid Nodules-Archived 07/01/2024
as a positive or negative result for CRITERIA of Thyroid Nodules-Archives
moderate to high risk of malignancy
Cardiovascular disease, plasm,
analysis of protein biomarkers by
aptamer-based microarray and PG0392 Cardiovascular Disease PG0392 Cardiovascular Disease PG0392 Cardiovascular Disease (CVD)
oo1aM algorithm reported as 4-year NONCOVERED (CVD) Risk Testing NOILCOVERED (CVD) Risk Testing 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 PG0041 Genetic Testing NON-COVERED NON-COVERED PG0041 Genetic Testing
tissue, predictive algorithm reported
as potential targets for therapeutic
agents
Oncology (prostate), detection of 8
52‘3?3%3;';5‘ 1(A(I§gp6,1 g‘ﬁté o PG0043 Experimental Investigational
UTRRO, om‘ Desmocz;\l n. PG0043 Experimental PG0043 Experimental Procedures Services. and PG0367 Genetic
0021U pporin, o NON-COVERED Investigational Procedures NON-COVERED Investigational Procedures and Protein Biomarkers for Diagnosis NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
AURKAIP-1, CSNK2A2), . . "
" B Services Services and Risk Assessment of Prostate Cancer-
multiplexed immunoassay and flow .
" archived 020425.
cytometry serum, algorithm
renorted as risk scare
Targeted genomic sequence
analysis panel, non-small cell lung
neoplasia, DNA and RNA analysis, PRIOR AUTHORIZATION PG0041 Genetic Testing and PG0438
23 genes, interrogation for PRIOR AUTHORIZATION REQUIRED - FOLLOW Molecular Profiling (Somatic Testing) Panels| , . P " N N "
0022U sequence variants and REQUIRED - INTERQUAL. INTERQUAL MEDICARE COVERAGE CMs for Solid Cancer Tumors and Hematologic Prior authorization is required for genetic testing unless otherwise noted in one of our policies.
rearrangements, reported as CRITERIA Malignancies-Archived 100124
presence/absence of variants and
ies) to consider
Oncology (acute myelogenous
leukemia), DNA, genotyping of
internal tandem duplication,
p.D835, p.I1836, using mononuclear PRIOR AUTHORIZATION " . o " : . "
0023U cells, reported as detection or non- REQUIRED - INTERQUAL INTERQUAL NON-COVERED CMs PG0041 Genetic Testing Prior authorization is required for genetic testing unless otherwise noted in one of our policies.
detection of FLT3 mutation and
indication for or against the use of
Glycosylated acute phase proteins PG0392 Cardiovascular Disease PG0392 Cardiovascular Disease "
i ina: : N PG0392 Cardiovascular Disease (CVD)
0024U (GlycA), nuclear magnetic NON-COVERED (Yo R Tz FETes NON-COVERED (@) Nk G, FES Risk Testing; PG0043 Experimental | NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
resonance spectroscopy, Experimental Investigational Experimental Investigational Investigational Procedures Services
quantitative Procedures Services Procedures Services 9
Tenofovir, by liquid chromatography| PG0043 Experimental PG0043 Experimental PG0043 N —
0025U with tandem mass spectrometry NON-COVERED Investigational Procedures NON-COVERED igati N b NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
" 3 4 Procedures Services
(LC-MS/MS), urine, quantitative Services Services
Oncology (thyroid), DNA and
mRNA of 112 genes, next-
generation sequencing, fine needle
aspirate of thyroid nodule, PRIORAULLORIZATION PG0041 Genetic Testing and PG0298
. " PRIOR AUTHORIZATION REQUIRED - FOLLOW f . . PP " . f "
0026U algorithmic analysis reported as a INTERQUAL CMS Molecular Markers in Fine Needle Aspirates | Prior authorization is required for genetic testing unless otherwise noted in one of our policies.
. "Dt . REQUIRED - INTERQUAL MEDICARE COVERAGE . .
categorical result ("Positive, high of Thyroid Nodules-Archived 07/01/2024
" CRITERIA
probability of malignancy” or
"Negative, low probability of
malignancy”)
JAK2 (Janus kinase 2) (eg, PRIOR AUTHORIZATION
myeloproliferative disorder) gene PRIOR AUTHORIZATION REQUIRED - FOLLOW " . PP " . f "
0027U analysis, targeted sequence REQUIRED - INTERQUAL INTERQUAL MEDICARE COVERAGE CMs PG0041 Genetic Testing Prior authorization is required for genetic testing unless otherwise noted in one of our policies.
analysis exons 12-15 CRITERIA
Drug metabolism (adverse drug
(;erz‘;:gis(?g;?:;::szgszg' PRIOR AUTHORIZATION Ple%RU@{UE‘Ig‘?FRCI)IZjEVOVN Prior authorization is required for genetic testing unless otherwise noted in one of our policies. Changed 0029U from
0029U CYP1A2, CYP2C19, CYP2CS, REQUIRED - INTERQUAL IERQUEL MEDICARE COVERAGE EvE PGO041 Genetic Testing to covered with a prior authorization, InterQual, for Commercial, effective 11/01/2024.
CYP2D6, CYP3A4, CYP3AS, CRITERIA

CYP4F2, SLCO1B1, VKORC1 and
rs12777823)




Drug metabolism (warfarin drug
response), targeted sequence

PRIOR AUTHORIZATION
REQUIRED - FOLLOW

0030U analysis (ie, CYP2C9, CYP4F2, NON-COVERED PG0041 Genetic Testing MEDICARE COVERAGE CMs PG0041 Genetic Testing Prior authorization is required for genetic testing unless otherwise noted in one of our policies.
VKORCH1, rs12777823) CRITERIA
CYP1A2 (cytochrome P450 family PRIOR AUTHORIZATION
1, subfamily A, member 2)(eg, drug REQUIRED - FOLLOW
0031U metabolism) gene analysis, NON-COVERED PG0041 Genetic Testing CMs PG0041 Genetic Testing Prior authorization is required for genetic testing unless otherwise noted in one of our policies.
. MEDICARE COVERAGE
common variants (ie, “1F, *1K, *6,
- CRITERIA
COMT (catechol-O- PRIOR AUTHORIZATION
methyltransferase)(drug PRIOR AUTHORIZATION REQUIRED - FOLLOW " Prior authorization is required for genetic testing unless otherwise noted in one of our policies. Changed 0032U from
o032 metabolism) gene analysis, REQUIRED - INTERQUAL INTERQUAL MEDICARE COVERAGE CMS PGO041 Genetic Testing noncovered to covered with a prior authorization, InterQual, for Commercial, effective 11/01/2024.
C.472G>A (rs4680) variant CRITERIA
HTR2A (5-hydroxytryptamine
receptor 2A), HTR2C (5-
hydroxytryptamine receptor 2C) PRIOR AUTHORIZATION
(eg, citalopram metabolism) gene PRIOR AUTHORIZATION REQUIRED - FOLLOW " Prior authorization is required for genetic testing unless otherwise noted in one of our policies. Changed 0033U from
0033V analysis, common variants (ie, REQUIRED - INTERQUAL INTERQUAL MEDICARE COVERAGE cms PG0041 Genetic Testing noncovered to covered with a prior authorization, InterQual, for Commercial, effective 11/01/2024.
HTR2A rs7997012 [c.614- CRITERIA
2211T>C], HTR2C rs3813929 [c.-
759C>T1 and rs1414334 Ic 551-
TPMT (thiopurine S-
methyltransferase), NUDT15 (nudix| PRIOR AUTHORIZATION
hydroxylase 15)(eg, thiopurine REQUIRED - FOLLOW
0034U metabolism), gene analysis, NON-COVERED PG0041 Genetic Testing CMs PG0041 Genetic Testing Prior authorization is required for genetic testing unless otherwise noted in one of our policies.
N MEDICARE COVERAGE
common variants (ie, TPMT *2, CRITERIA
*3A, *3B, *3C, *4, *5, 6, *8, *12;
NUDT15 *3, *4, *5)
Exome (ie, somatic mutations),
paired formalin-fixed paraffin- . ! . . N, " . . "
0036U embedded tumor tissue and normal NON-COVERED PG0041 Genetic Testing NON-COVERED CMs PG0041 Genetic Testing Prior authorization is required for genetic testing unless otherwise noted 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
interrogation for sequence variants, PRIOR AUTHORIZATION REQUIRED - FOLLOW Molecular Profiling (Somatic Testing) Panels |, . P, " . . .
0037U gene copy number amplifications, REQUIRED - INTERQUAL INTERQUAL MEDICARE COVERAGE CcMs for Solid Cancer Tumors and Hematologic. |71 @uthorization is required for genetic testing unless otherwise noted in one of our policies.
gene rearrangements, CRITERIA Malignancies-Archived 100124
microsatellite instability and tumor
ional burden
Vitamin D, 25 hydroxy D2 and D3, | ppiop AUTHORIZATION NOT | PRIOR AUTHORIZATION NOT | PRIOR AUTHORIZATION NOT | PRIOR AUTHORIZATION NOT |  PG0433 Vitamin D Testing-Archived
0038U by LCMS/MqS\,J::‘r‘:JarEVr:cmsample, REQUIRED - SEE NOTES REQUIRED REQUIRED REQUIRED 020125 effective 02/01/2025 procedure 0038U is covered without a prior authorization, for all product lines
BCR/ABL1 (1(9;22)) (eg, chronic PRIOR AUTHORIZATION
myelogenous leukemia) PRIOR AUTHORIZATION REQUIRED - FOLLOW . . N . " . .
0040U ranslocation analysis, major REQUIRED - INTERQUAL INTERQUAL MEDICARE COVERAGE CcMs PG0041 Genetic Testing Prior authorization is required for genetic testing unless otherwise noted in one of our policies.
breakpoint, quantitative CRITERIA
Oncology (breast ductal carcinoma
in situ), mRNA, gene expression
profiling by real-time RT-PCR of 12 PRIOR AUTHORIZATION "
0045U genes (7 content and 5 el AL INTERQUAL REQUIREDRROTEOW cMs Gl xprasaion sy for Bresst |Priorauthorizaton s requie forgenetic teting unless ctherwis oted n e of o polces
housekeeping), utilizing formalin- REQUIRED - INTERQUAL MEDICARE COVERAGE Cancer A o Amhj"e 1090154 eq 9 9 P
fixed paraffin-embedded tissue, CRITERIA 9
algorithm reported as recurrence
score
FLT3 (fms-related tyrosine kinase PRIOR AUTHORIZATION
3) (eg, acute myeloid leukemia) PRIOR AUTHORIZATION REQUIRED - FOLLOW " . PP " . f "
0046U internal tandem duplication (ITD) REQUIRED - INTERQUAL INTERQUAL MEDICARE COVERAGE CMS PG0041 Genetic Testing Prior authorization is required for genetic testing unless otherwise noted in one of our policies.
variants, quantitative CRITERIA
Oncology (prostate), mRNA, gene
expression profiling by real-time RT; PRIOR AUTHORIZATION PG0041 Genetic Testing. and PG0367 . N, " . . .
00470 PCR of 17 genes (12 content and 5| PRIOR AUTHORIZATION e REQUIRED - FOLLOW. oms Genetic and Protein Biomarkers for g""’ a”‘"?’l'za""" is ";q”"e,‘j '°’Cge“e“§ :esé'"g ”;;ess“:"hgx":gg‘;’gf Done of °;’F§’°‘:°‘.ess. 02/ T’ 20?4 Changed
housekeeping), utilizing formalin- REQUIRED - INTERQUAL MEDICARE COVERAGE Diagnosis and Risk Assessment of Prostate D,°"‘"‘ef°'a %";‘?’igs rom °”l gf":’e (°‘ g"e’ with a PA enefic and Protein Blomarkers for
fixed paraffin-embedded tissue, CRITERIA Cancer-archived 020425. lagnosis and Risk Assessment of Prostate Cancer

algorithm reported as a risk score




0048U

Oncology (solid organ neoplasia),
DNA, targeted sequencing of
protein- coding exons of 468

cancer-associated genes, including
interrogation for somatic mutations
and microsatellite instability,
matched with normal specimens,
utilizing formalin-fixed paraffin-
embedded tumor tissue, report of
clinically significant mutation(s)

PRIOR AUTHORIZATION
REQUIRED - INTERQUAL

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.

0049U

NPM1 (nucleophosmin) (eg, acute
myeloid leukemia) gene analysis,
quantitative

PRIOR AUTHORIZATION
REQUIRED - INTERQUAL

INTERQUAL

NON-COVERED

PG0041 Genetic Testing

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

0050U

Targeted genomic sequence
analysis panel, acute myelogenous
leukemia, DNA analysis, 194
genes, interrogation for sequence
variants, copy number variants or
rearrangements

PRIOR AUTHORIZATION
REQUIRED - INTERQUAL

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.

0051U

Prescription drug monitoring,
evaluation of drugs present by LC-
MS/MS, urine, 31 drug panel,
reported as quantitative results,
detected or not detected, per date
of service

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services

NON-COVERED

PG0043 Experimental

PG0043 i igational

Services

Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0052U

Lipoprotein, blood, high resolution
fractionation and quantitation of
lipoproteins, including all five major
lipoprotein classes and subclasses
of HDL, LDL, and VLDL by vertical
auto profile ultracentrifugation

NON-COVERED

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

NON-COVERED

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

PG0392 Cardiovascular Disease (CVD)

Risk Testing; PG0043 Experimental
Investigational Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0054T

Computer-assisted musculoskeletal
surgical navigational orthopedic
procedure, with image-guidance

based on fluoroscopic images (List
separately in addition to code for

primary procedure)

NON-COVERED

NON-COVERED

NON-COVERED

NON-COVERED

PG0128 Computer Assisted Surgery;
PG0097 Unlisted Nonspecific HCPCS-CPT

& Category Ill Codes

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0054U

Prescription drug monitoring, 14 or
more classes of drugs and
substances, definitive tandem
mass spectrometry with
chromatography, capillary blood,
quantitative report with therapeutic
and toxic ranges, including steady-
state ranae for the ibed dose

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services

NON-COVERED

PG0043 Experimental

PG0043 i igational

Services

Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0055T

Computer-assisted musculoskeletal
surgical navigational orthopedic
procedure, with image-guidance
based on CT/MRI images (List
separately in addition to code for

primary procedure)

NON-COVERED

NON-COVERED

NON-COVERED

NON-COVERED

PG0128 Computer Assisted Surgery ;
PG0097 Unlisted Nonspecific HCPCS-CPT

& Category Ill Codes

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0055U

Cardiology (heart transplant), cell
free DNA, PCR assay of 96 DNA
target sequences (94 single
nucleotide polymorphism targets
and two control target(s), plasma

NON-COVERED

PG525 Molecular Testing for Solid
Organ Allograft Rejection -
Archived

PRIOR AUTHORIZATION
REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA

PG525 Molecular Testing for Solid Organ
Allograft Rejection - Archived; PG0043

Services; PG0041 Genetic Testing

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0058U

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

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services

NON-COVERED

PG0043 Experimental

PG0043

Services

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

PG0043 Experimental
Investigational Procedures
Services

NON-COVERED

PG0043 Experimental

PG0043 i igational

Services

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

NON-COVERED

PG0041 Genetic Testing

NON-COVERED

PG0041 Genetic Testing

PG0041 Genetic Testing

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

0061U

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

NON-COVERED

PG0043 Experimental
Investigational Procedures
ervices

NON-COVERED

PG0043 Experimental

PG0043 i igational

Services

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

PG0043 Experimental
Investigational Procedures
Services

NON-COVERED

PG0043 Experimental

PG0043 i igational

Services

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

PG0043 Experimental
Investigational Procedures
Services

NON-COVERED

PG0043 Experimental

PG0043 i igational

Services

Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0067U

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

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services

NON-COVERED

PG0043 Experimental

PG0043 i igational

Services

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

PG0041 Genetic Testing

NON-COVERED

PG0041 Genetic Testing

PG0041 Genetic Testing

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

0070U

CYP2D6 (cytochrome P450, family
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,
*57. *61*63. *68. CYP2D6

PRIOR AUTHORIZATION
REQUIRED - INTERQUAL

INTERQUAL

PRIOR AUTHORIZATION
REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA

CMs

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

PG0043 Experimental
Investigational Procedures
Services

NON-COVERED

PG0043 Experimental

PG0344 Uterine Fibroid Surgical

Services; PG0097 Unlisted
Nonspecific HCPCS-CPT &
Category Ill Codes

Treats 1t hived 080124. PG0043
Experimental/Investigational; PG0097
Unlisted Nonspecific HCPCS-CPT &

Category lll Codes

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

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
quidance; total leiomyomata volume
greater or equal to 200 cc of tissue

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services

NON-COVERED

PG0043 Experimental

PG0344 Uterine Fibroid Surgical

Services; PG0097 Unlisted
Nonspecific HCPCS-CPT &
Category Ill Codes

ts-Archived 080124. PG0043

Experimental/lnvestigational; PG0097

Unlisted Nonspecific HCPCS-CPT &
Category Ill Codes

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0072U

CYP2D6 (cytochrome P450,
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
0072U in ion with 0070U)

PRIOR AUTHORIZATION
REQUIRED - INTERQUAL

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.

0073U

CYP2D6 (cytochrome P450, family
2, subfamily D, polypeptide 6) (eg,
drug metabolism) gene analysis,
targeted sequence analysis (ie,
CYP2D7-2D6 hybrid gene) (List
separately in addition to code for
primary procedure) (Use 0073U in

lion with 0070L1)

PRIOR AUTHORIZATION
REQUIRED - INTERQUAL

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.




CYP2D6 (cytochrome P450, family
2, subfamily D, polypeptide 6) (eg,

drug metabolism) gene analysis, PRIOR AUTHORIZATION
targeted sequence analysis (ie, non|  PRIOR AUTHORIZATION REQUIRED - FOLLOW ! ) R ’ ) : )
0074U duplinated gene when g INTERQUAL e cMs PGO041 Genetic Testing Prior authorization is required for genetic testing unless otherwise noted in one of our policies.
duplication/multiplication is trans) CRITERIA
(List separately in addition to code
for nrimarv. (lse 00741)
CYP2D6 (cytochrome P450, family
2, subfamily D, polypeptide 6) (eg, oRIOR AUTHORIZATION
drug metabolism) gene analysis,
targeted sequence analysis (ie, 5 |  PRIOR AUTHORIZATION REQUIRED - FOLLOW ' ) R : ) ; "
0075U gene duplication/multipiication) (List REQUIRED - INTERQUAL INTERQUAL MEDICARE COVERAGE CMS PG0041 Genetic Testing Prior authorization is required for genetic testing unless otherwise noted in one of our policies.
separately in addition to code for CRITERIA
primary procedure) (Use 0075U in
coniunction with 070U
CYP2D6 (cytochrome P450, family
2, subfamily D, polypeptide 6) (eg,
drug metabolism) gene analysis, PRIOR AUTHORIZATION
targeted sequence analysis (ie, 3 |  PRIOR AUTHORIZATION REQUIRED - FOLLOW ! ) R ! ) : )
0076U aone duplationimaliliontion) (List|  REQUIRED - INTERQUAL INTERQUAL VT GV cMs PGO041 Genetic Testing Prior authorization is required for genetic testing unless otherwise noted in one of our policies.
separately in addition to code for CRITERIA
primary procedure) (Use 0076U in
ion with 007011)
Immunoglobulin paraprotein
(Mprotein), qualitative,
";‘":;;‘;':;‘:‘p"z":fg‘da;“u:‘::s PG0043 Experimental PG0043 Experimental PG0043 ) -
0077U °P o : NON-COVERED Investigational Procedures NON-COVERED gati ! '@ |NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
including isotype (M-Protein s e ey Procedures Services
Detection and Isotyping by MALDI-
TOF Mass Spectrometry, Mayo
Clinic._| aboratorv Develoned Test)
Comparative DNA analysis using
multiple PRIOR AUTHORIZATION
0079U Se'“iji’g;gﬁf"“"e NON-COVERED PG0041 Genetic Testing D roLLon cMs PG0041 Genetic Testing Prior authorization is required for genetic testing unless otherwise noted in one of our policies.
(SNPs), urine and buccal DNA, for CRITERIA
specimen identity verification
Oncology (lung), mass
spectrometric analysis of galectin-3-
binding protein and scavenger N o
receptor cysteine-rich type 1 . PRIOR AUTHORIZATION PG0476 Proteomic Testing in the PG0476 Proteomic Testing in the BDX-XL2 PRIOR AUTHORIZATION REQUIRED 0080U. All other Plasma-based proteomic testing in patients with
0080U por oy VP NON-COVERED PG0041 Genetic Testing Management of Pulmonar
protein M130, with five clinical risk 9 REQUIRED - MEDICAL POLICY Al Y Management of Pulmonary Nodules |undiagnosed pulmonary nodules detected by computed tomography is NON-COVERED 0092U.
factors (age, smoking status,
nodule diameter, nodule-
status and nodule
Drug tesi(s), definitive, 90 or more
drugs or substances, definitive
oomatography Wi e PG0043 Experimental PG0043 Experimental P G0043 Exveri -
0082U P! ¥ and presumptive, NON-COVERED Investigational Procedures NON-COVERED igati Y '@ |NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
any number of drug classes, by S S Procedures Services
instrument chemistry analyzer
(utilizing immunoassay), urine,
renort of presence or absence of
Oncology, response to n
chemotherapy drugs using motility PG?%%\;:‘[;Q::S%%‘Z::;S”CE PG0122 In Vitro Chemoresistance &
0083U contrast tomography, fresh or NON-COVERED PG0043 Experimental NON-COVERED cMs Chemosensitivity Assays; PG0043 |\ i\ cVERED - EXPERIMENTAL, INVESTIGATIONAL
frozen tissue, reported as likelihood e Gt Experimental Investigational Procedures
of sensitivity or resistance to drugs 9 e Services
or drug combinations
Red blood cell antigen typing, DNA, PRIOR AUTHORIZATION
genotyping of 10 blood groups with ’ REQUIRED - FOLLOW ' ) R ’ ) . )
0084U Shenotype prediction of 37 red NON-COVERED PGO041 Genetic Testing Y e GO cMs PG0041 Genetic Testing Prior authorization is required for genetic testing unless otherwise noted in one of our policies.
blood cell antigens CRITERIA
Infectious disease (bacterial and
fungal), organism identification,
blood culture, using Rrna FISH, 6 ) )
: : PG0043 Experimental PG0043 Experimental ) .
0086U or more organism targets, reported NON-COVERED Investigational Procedures NON-COVERED igati PG0043 v N3l | NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
as positive or negative with S S Procedures Services
phenotypic minimum inhibitory
concentration (MIC)-based
Cardiology (heart transplant),
mRNA gene
expression "’;"L';g;y microarray PG525 Molecular Testing for Solid Ps;%%&%??f&ﬁg&“ PG525 Molecular Testing for Solid Organ
0087U ’ NON-COVERED Organ Allograft Rejection - cMs Allograft Rejection - Archived; PG0041  |Prior authorization is required for genetic testing unless otherwise noted in one of our policies
genes, transplant biopsy tissue, R MEDICARE COVERAGE oot Testin
allograft CRITERIA 9
rejection and injury algorithm
renorted as
Transplantation medicine (kidney
Z'L"%g;;‘f{ecr';":)n 0t e PG525 Molecular Testing for Solid Psg%%&%g"f’%ﬁg@” PG525 Molecular Testing for Solid Organ
0088U pression protiing ol 1434 genes, NON-COVERED Organ Allograft Rejection - cMs Allograft Rejection - Archived; PG0041 | Prior authorization is required for genetic testing unless otherwise noted in one of our policies.
utilzing transplant biopsy tissue, Pt MEDICARE COVERAGE Senctic Testin
algorithm reported as a probability CRITERIA 9

score for rejection




Oncology (melanoma), gene

expression profilng by RTGPCR, R e R PGO041 Genetic Testing and PGO119 Gene
0089U PRAME and LINC00518, NON-COVERED PG0041 Genetic Testing CMs ion Profiling of Prior ion is required for genetic testing unless otherwise noted in one of our policies.
8 . MEDICARE COVERAGE .
superficial collection using adhesive Archived 07/01/2024
CRITERIA
patch(es)
Oncology (cutaneous melanoma),
mRNA gene expression profiling by
RT-PCR of 23 genes (14 content PRIOR AUTHORIZATION . "
PG0041 Genetic Testing and PG0119 Gene|, . o " . . .
0090U and 9 housekeeping), utiizing SR PGO041 Genetic Testing REQUIRED - FOLLOW . Exprossion Profling of Melanomas. .| P¥or authorization s required for genetic testing unless otherwise noted in one of our policies. (i., MyPath
formalin-fixed paraffin-embedded MEDICARE COVERAGE Archived 07/01/2024 Melanoma )
tissue, algorithm reported as a CRITERIA chive
categorical result (ie, benign,
intermediate, malignant)
Oncology (colorectal) screening,
cell enumeration of circulating
0091U tumor cells, utilizing whole blood, PRIOR AUTHORIZATION PG0065 Colorectal Cancer PRIOR AUTHORIZATION PG0065 Colorectal Cancer PGO065 Colorectal Cancer Screenin
algorithm, for the presence of REQUIRED - MEDICAL POLICY Screening REQUIRED - MEDICAL POLICY Screening 9
adenoma or cancer, reported as a
positive or negative result
Oncology (lung), three protein N -
biomarkers, immunoassay using PGO043 Experimental PGO043 Experimental pr';i%z‘:;%’:zg?‘:ggx:z"gf’sgiic
0092U magnetic nanosensor technology, NON-COVERED Investigational Procedures NON-COVERED Investigational Procedures N y NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
: . . Testing in the Management of Pulmonary
plasma, algorithm reported as risk Services Services
o 0 Nodules
score for likelihood of malignancy
Prescription drug monitoring, N N
0093U evaluation of 65 common drugs by NON-COVERED |nvP Gt? 04:? Exlps:lngtarl NON-COVERED B e PG0043 Experi igational | \|ON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
LC-MS/MS, urine, each drug i ce gaS(;r\?icesoc LS a Services Procedures Services i - g
reported detected or not detected
Genome (.., unexplained PRIOR AUTHORIZATION
constitutional or heritable disorder PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0468 Whole Exome Sequencing (WES) |, . P " N N "
0094U or syndrome), rapid sequence REQUIRED - INTERQUAL. INTERQUAL MEDICARE COVERAGE CMs and Whole Genome Sequencing (WGS) Prior authorization is required for genetic testing unless otherwise noted in one of our policies.
analysis CRITERIA
Removal of total disc arthroplasty o o
- - : PG0027 Avrtificial Intervertebral PG0027 Artificial Intervertebral .
(artificial disc), anterior approach, . N PG0027 Artificial Intervertebral Disc
. PRIOR AUTHORIZATION Disc Replacement; PG0097 PRIOR AUTHORIZATION Disc PG0097 "
0095T each addiional nterspace, cervical | peo(yiRED _MEDICAL POLICY | Uniisted Nonspecific HCPCS-CPT | REQUIRED - MEDICAL POLIGY | Uniisted Nonspecific HCPCS-CPT PG0097 Unlisted Nonspecific|[NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
(List separately in addition to code HCPCS-CPT & Category IIl Codes
& Category Ill Codes & Category Il Codes
for primary procedure)
Inflammation (eosinophilic
esophagitis), ELISA analysis of
he?‘a’ﬁ‘"n's ‘EC?;Z;[C’?‘ d":“ . PGO043 Experimental PGO043 Experimental G003 '
0095U chemokine ligand 26]) and major NON-COVERED Investigational Procedures NON-COVERED igati v Onal | NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
basic protein (PRG2 [proteoglycan N N Procedures Services
N ! Services Services
2, pro eosinophil major basic
protein]), specimen obtained by
nvion string_ alaorithm
Hr“’ga[;‘f::'(‘:g"fg "1“§ (;Pg’a 'gg“‘ PG0043 Experimental PG0043 Experimental PG0043 ) qational
0096U 39, 45, 51, 52, 56, 58, 59, 66, 68), NON-COVERED Investigational Procedures NON-COVERED ] Procedures Services NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
Services Services
male urine
Revision including replacement of
total disc arthroplasty (artificial PG0027 Artificial Intervertebral PG0027 Artificial Intervertebral PG0027 Artificial Intervertebral Disc
disc), anterior approach, each PRIOR AUTHORIZATION Disc Replacement; PG0097 PRIOR AUTHORIZATION Disc PG0097 " .
0098T additional interspace, cervical (List | REQUIRED - MEDICAL POLICY | Unlisted Nonspecific HOPCS-CPT | REQUIRED - MEDICAL POLICY | Unlisted Nonspecific HCPCS-CPT HCPCS_CF,;?OQGZ;"‘;‘eﬁl"g;::”f'c NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
separately in addition to code for & Category Il Codes & Category lll Codes egory
primary procedure)
Placement of a subconjunctival
retinal prosthesis receiver apd PG0418 Retinal Proslhes|§; PRIOR AUTHORIZATION NOT PG9418 Retinal Prosthesis; PG0097
0100T pulse generator, and implantation of NON-COVERED PG0097 Unlisted Nonspecific REQUIRED cMs Unlisted Nonspecific HCPCS-CPT & ~ |NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
intra-ocular retinal electrode array, HCPCS-CPT & Category lll Codes Category Ill Codes
with vitrectomy
Extracorporeal shock wave PG0043 Experimental PG0043 Experimental PG0004 Shock Wave
involving musculoskeletal system. esliuatonalrocadies) Riocecy (ESWT)-Archived 090124; PG0097
0101T ' NON-COVERED Services; PG0097 Unlisted NON-COVERED Services; PG0097 Unlisted . NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

not otherwise specified, high
energy

Nonspecific HCPCS-CPT &
Category Ill Codes

Nonspecific HCPCS-CPT &
Category IIl Codes

Unlisted Nonspecific HCPCS-CPT &
Category Iil Codes




Hereditary colon cancer disorders
(eg, Lynch syndrome, PTEN

hamartoma syndrome, Cowden PRIOR AUTHORIZATION
0101U sgggfomsz)fag';w::::‘z";:‘;"cﬂs :;(I]?JFI{RAE%T-HIzTEZQEIUOA'\I‘. INTERQUAL ;;SEJ&ED&;%;%VE cMs PGO041 Genetic Testing Prior authorization is required for genetic testing unless otherwise noted in one of our policies.
analysis panel utilizing a CRITERIA
combination of NGS, Sanger,
MIPA and arrav CGH_with
Extracorporeal shock wave, »hlgh PGQOA§ Experimental PGQO‘K} Experimental PGO004 Extracorporeal Shock Wave
energy, performed by a physician, Investigational Procedures. Investigational Procedures (ESWT)Archiven 090124; PGO0GT
0102T requiring anesthesia other than NON-COVERED Services; PG0097 Unlisted NON-COVERED Services; PG0097 Unlisted Unlisted Nonspecific HCPéS—CPT & NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
local, involving lateral humeral Nonspecific HCPCS-CPT & Nonspecific HCPCS-CPT & Category il Codes
epicondyle Category Ill Codes Category Ill Codes
Hereditary breast cancer,
hereditary ovarian cancer,
hereditary endometrial cancer), PRIOR AUTHORIZATION
0102U 93:;’;‘[‘; Zeg:;rl‘jf;gf"ﬁ'igasr‘f' QSA%TR’;%T_'*&FT{L_ZQ&{?}{T_ INTERQUAL ﬁ:ﬁg}:‘fg&&%&ﬁ& cMs PG0041 Genetic Testing Prior authorization is required for genetic testing unless otherwise noted in one of our policies.
Sanger, MLPA, and array CGH, CRITERIA
with MmRNA analytics to resolve
variants of unknown sianifi
Hereditary ovarian cancer (eg,
hereditary ovarian cancer,
hereditary endometrial cancer), PRIOR AUTHORIZATION
0103U gi'(“:;‘r“; ze?gilﬁsiigi'ﬁ'ig?“ ;Eé,%?;&%ﬁﬁ?g;ﬂt INTERQUAL ;:ggﬁf&;g%;g& cMS PG0041 Genetic Testing Prior authorization is required for genetic testing unless otherwise noted in one of our policies.
Sanger,, MLPA, and array CGH, CRITERIA
with MmRNA analytics to resolve
variants of unknown sianifi
Nephrology (chronic kidney
disease), multiplex
Imr:ﬁﬁ;‘;z’;j’?g‘gﬁ:xje‘z‘"‘m PG0043 Experimental PG0043 Experimental P G0043 Exveri ationsl
0105U NON-COVERED Investigational Procedures NON-COVERED igati N NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
necrosis factor receptor 1A, . . Procedures Services
Services Services
receptor superfamily 2 (TNFR1,
TNFR2), and kidney injury
molacule-1 (KIM-1) comhined with
Quantitative sensory testing (QST), PG0043 Experimental PG0043 Experimental PG0043 N igational
testing and interpretation per Investigational Procedures igati Procedures Services: PGO0ST Unlisted
0106T extremity; using touch pressure NON-COVERED Services; PG0097 Unlisted NON-COVERED Services; PG0097 Unlisted Nonspecific HCPCS-E)PT & Category Il NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
stimuli to assess large diameter Nonspecific HCPCS-CPT & Nonspecific HCPCS-CPT & Codes
sensation Category lll Codes Category Ill Codes
Gastric emptying, serial collection
of 7 timed breath specimens, non-
radioisotope carbon-13(13C) PG0043 Experimental PG0043 Experimental PG0043 N igational
0106U spirulina substrate, analysis of NON-COVERED Investigational Procedures NON-COVERED igati Procedures Services NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
each specimen by gas isotope ratio Services Services
mass spectrometry, reported as
rate of 13Cos excretion
Quantitative sensory testing (QST), PG0043 Experimental PG0043 Experimental PG0043 N igational
testing and interpretation per Investigational Procedures. igati Procedures Sevices: PGO0ST Unlisted
0107T extremity; using vibration stimuli to NON-COVERED Services; PG0097 Unlisted NON-COVERED Services; PG0097 Unlisted Nonspecific HCPCS-&ZPT & Category Il NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
assess large diameter fiber Nonspecific HCPCS-CPT & Nonspecific HOPCS-CPT & Codes
sensation Category lll Codes Category Ill Codes
C'“;’e‘tde‘z:‘o:‘g'}f‘l"e"::‘r"‘é:::;'ge“ PG0043 Experimental PG0043 Experimental PG0043 Experi aational
0107U technique, stool, qualitative, NON-COVERED Investlgatlona] Procedures NON-COVERED | Procedures Services NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
Services Services
multiple-step method
Quantitative sensory testing (QST), PG0043 Experimental PG0043 Experimental G003 ) ’
testing and interpretation per Investigational Procedures igational Procedu Prosedures Senvicas: PGO0ST Unfsted
0108T extremity; using cooling stimuli to NON-COVERED Services; PG0097 Unlisted NON-COVERED Services; PG0097 Unlisted Nonspecific HCPCS-&:PT & Category Il NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
assess small nerve fiber sensation Nonspecific HCPCS-CPT & Nonspecific HCPCS-CPT & Codes
and hyperalgesia Category lll Codes Category Ill Codes
Gastroenterology (Barretl’s
esophagus), whole slide-digital
‘mag";g*.m‘”"'"g {"°’p“9':‘e;"° PG0043 Experimental PGO043 Experimental PG0043
0108U anaysis, computer-assiste NON-COVERED Investigational Procedures NON-COVERED igational Procedu v TissueCypher Barrett's Esophagus Assay
quantitative immunolabeling of 9 Sarvi N Procedures Services
- ervices Services
protein biomarkers (p16, AMACR,
p53, CD68, COX-2, CD45RO,
HIF1a. HER-2_ K20) and
Quantitative sensory testing (QST), PG0043 Experimental PG0043 Experimental G003 ) .
testing and interpretation per Investigational Procedures igational Procedu Prosedures Servicas: PGO0ST Unisted
0109T extremity; using heat-pain stimuli to NON-COVERED Services; PG0097 Unlisted NON-COVERED Services; PG0097 Unlisted p NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

assess small nerve fiber sensation
and hyperalgesia

Nonspecific HCPCS-CPT &
Category lll Codes

Nonspecific HCPCS-CPT &
Category lll Codes

Nonspecific HCPCS-CPT & Category Il
odes




Quantitative sensory testing (QST),
testing and interpretation per

PG0043 Experimental
Investigational Procedures

PG0043 Experimental
Investigational Procedures

PG0043 Experimental Investigational
Procedures Services; PG0097 Unlisted

01107 extromy. using other ol (0 NON-COVERED Services; PG0097 Unlisted NON-COVERED Services; PG0097 Unlisted Noneneciic HOPGS.CPT & Cateqory 1l | NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
a);sess gensaﬁm Nonspecific HCPCS-CPT & Nonspecific HCPCS-CPT & P Coton egory
Category Ill Codes Category Iil Codes
Prescription drug monitoring, one
or more oral oncology drug(s) and
substances, definive tandem PG0043 Experimental PG0043 Experimental PG0043 Experi -
0110U P Y NON-COVERED Investigational Procedures NON-COVERED gati ; '@ |NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
chromatography, serum or plasma D e ey Procedures Services
from capillary blood or venous
blood, quantitative report with
steadv-state ranae for the
Oncology (colon cancer), targeted TR AT BTN
KRAS (codons 12, 13, and 61) and
PRIOR AUTHORIZATION REQUIRED - FOLLOW ! ) R ! ) ; "
011U NRAS (codons 12, 13, and 61) Tl ealey INTERQUAL YD S CONEReE cMs PG0041 Genetic Testing Prior authorization is required for genetic testing unless otherwise noted in one of our policies.
gene analysis utilizing formalin-fixed CRITERIA
paraffin-embedded tissue
. ;:;ﬁ:;‘:;:g;:‘ ;‘*e'decs‘f’L::ge PGO043 Experimental PGO043 Experimental PG0043 Experi -
0112U , targ d NON-COVERED Investigational Procedures NON-COVERED gati ; '@ |NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
analysis (168 and 18S Rrna genes) i ool Procedures Services
with drug-resistance gene
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
prostatic massage, by RNA S REQUIRED - FOLLOW Cancer. and PG0367 Genetic and Protein | - R ' ) ’ "
0113U amplfication and fusrescence- NON-COVERED PG0041 Genetic Testing YD e GO cMs Blomarkers for Diagnosis and Risk | 71T authorization is required for genetic testing unless otherwise noted in one of our polices.
based detection, algorithm reported CRITERIA of Prostate C hived
as risk score (MyProstateScore, 020125
1 vnx DX
Gastroenterology (Barrett's
) PRIOR AUTHORIZATION
esophagus), VIM and CCNA RER B B e ] REQUIRED - FOLLOW. PGO043 Experimental Investigational )
0114U methylation analysis, esophageal NON-COVERED Investigational Procedures MEDICARE COVERAGE CMS Procedures Services NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL; CGS Medicare Non-Covered
cells, algorithm reported as Services e
likelihood for Barrett's esophagus
Respiratory infectious agent
detection by nucleic acid (DNA and
F;';“‘;)é L::"::.‘;‘y“;‘?s;;‘dasm”ba‘;s PGO043 Experimental PGO043 Experimental P G0043 Exveri -
0115U 'al targets, amplif NON-COVERED Investigational Procedures NON-COVERED gati ’ '@ |NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
probe technique, including multiplex| S S Procedures Services
reverse transcription for RNA
targets, each analyte reported as
detected or not detected
Prescription drug monitoring,
enzyme immunoassay of 35 or
Mg‘/:ﬂrg d“r’glsnc“z‘f"we:""\"yﬁhr"c'" PG0043 Experimental PG0043 Experimental PG0252 Noninvasive Tests for Hepatic
0116V , oralfluid, aigorithm fesults NON-COVERED Investigational Procedures NON-COVERED Investigational Procedures Fibrosis; PG0043 Experimental NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
reported as a patient-compliance N N o
Services ervices Investigational Procedures Services
measurement with risk of drug-to-
drug interactions for prescribed
Pain management, analysis of 11
endogenous analytes
;:f:‘?\%’;z’:"s'f:::’ "a""l‘“":r:‘z PG0043 Experimental PG0043 Experimental PG0043 Experi -
017U e ysteine, pyroglutami NON-COVERED Investigational Procedures NON-COVERED gati ’ '@ |NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
acid, vanimandelate, 5- S S Procedures Services
hydroxyindoleacetic acid,
hydroxymethylglutarate,
Transp\anlaﬂén medicine,
quantification of donor-derived cell-
free DNA using whole genome next ' PRIOR AUTHORIZATION
’ PG0525 Molecular Testing for !
generation sequencing, plasma, ) e REQUIRED - FOLLOW PG0525 Molecular Testing for Solid Organ
0118V reported as percentage of donor- RUISCCMERED el ;‘C'T‘?J:L‘ Bection MEDICARE COVERAGE GE Allograft Rejection - Archived
derived cell-free DNA in the total CRITERIA
cell-free DNA [when specified for
heart transolant reiection] [Allosure.
Cardiology, ceramides by liquid
chromatography-tandem mass PG0392 Cardiovascular Disease PG0392 Cardiovascular Disease .
1ase : cu } " PG0392 Cardiovascular Disease (CVD)
0119U spectrometry, plasma, quantitative NON-COVERED (©¥2) R s 1z HETe:D NON-COVERED (CVD) Risk Testing; PG0043 Risk Testing; PG0043 Experimental | NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
report with risk score for major Experimental Investigational Experimental Investigational Investigational Procedures Services
cardiovascular events MI-HEART Procedures Services Procedures Services 9
Ceramides, Plasma
Gncology (B-cell lymphoma
classification), MRNA, gene
expression profiling by fluorescent
01200 probe hybridization of 58 genes (45 NON-COVERED PGO041 Genetic Testing NON-COVERED cMs PGO041 Genetic Testing Prior authorization is required for genetic testing unless otherwise noted in one of our policies

content and 13 housekeeping
genes), formalin-fixe paraffin-
embedded tissue, algorithm

renorted as likelihood for nrimarv.




Sickle cell disease, microfluidic flow

PG0043 Experimental

PG0043 Experimental

PG0043

ional

0121U adhesion (VCAM-1), whole blood NON-COVERED Inves(lga\lona! Procedures NON-COVERED ) Procedures Services NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
Services Services
" L PG0043 Experimental PG0043 Experimental
01220 Sickle cell disease, microfluidic flow NON-COVERED Investigational Procedures NON-COVERED igati PG0043 Y @ |NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
adhesion (P-Selectin), whole blood " " Procedures Services
ervices Services
Mechanical fragility, RBC, shear PG0043 Experimental PG0043 Experimental PG0043
0123U stress and spectral analysis NON-COVERED Investigational Procedures NON-COVERED igati . b NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
- 4 5 Procedures Services
profiling Services Services
Hereditary breast cancer-related
disorders (eg, hereditary breast
cancer, hereditary ovarian cancer, PRIOR AUTHORIZATION
hereditary endometrial cancer), PRIOR AUTHORIZATION REQUIRED - FOLLOW " : PR " . . i
0129U genomic sequence analysis and REQUIRED - INTERQUAL INTERQUAL MEDICARE COVERAGE CMS PG0041 Genetic Testing Prior authorization is required for genetic testing unless otherwise noted in one of our policies.
deletion/duplication analysis panel CRITERIA
(ATM, BRCA1, BRCA2, CDH1,
GHEK2_PALR?
Hereditary colon cancer disorders
(eg, Lynch syndrome, PTEN
hamartoma syndrome, Cowden PRIOR AUTHORIZATION
syndrome, familial adenomatosis 5 . REQUIRED - FOLLOW " . o " : . "
0130U polyposis), targeted MRNA NON-COVERED PG0041 Genetic Testing MEDICARE COVERAGE. CMs PG0041 Genetic Testing Prior authorization is required for genetic testing unless otherwise noted in one of our policies.
sequence analysis panel (APC, CRITERIA
CDH1, CHEK2, MLH1, MSH2,
MSHA MUTYH PMS2 PTEN
Hereditary breast cancer-related
disorders (eg, hereditary breast PRIOR AUTHORIZATION
cancer, hereditary ovarian cancer, " REQUIRED - FOLLOW " N P " N N "
0131U hereditary endometrial cancer), NON-COVERED PG0041 Genetic Testing MEDICARE COVERAGE CMS PG0041 Genetic Testing Prior authorization is required for genetic testing unless otherwise noted in one of our policies.
targeted mRNA sequence analysis CRITERIA
panel (13 genes)
Hereditary ovarian cancer-related
disorders (eg, hereditary breast PRIOR AUTHORIZATION
cancer, hereditary ovarian cancer, . . REQUIRED - FOLLOW " N P " . f .
0132U hereditary endometrial cancer), NON-COVERED PG0041 Genetic Testing MEDICARE COVERAGE. CMs PG0041 Genetic Testing Prior authorization is required for genetic testing unless otherwise noted in one of our policies.
targeted mRNA sequence analysis CRITERIA
panel (17 genes)
Hereditary prostate cancer—related PRIOR AUTHORIZATION
disorders, targeted mRNA PRIOR AUTHORIZATION REQUIRED - FOLLOW " . P " : . "
0133U sequence analysis panel (11 REQUIRED - INTERQUAL INTERQUAL MEDICARE COVERAGE CMs PG0041 Genetic Testing Prior authorization is required for genetic testing unless otherwise noted in one of our policies.
genes) CRITERIA
Hereditary pan cancer (eg,
hereditary breast and ovarian PRIOR AUTHORIZATION
cancer, hereditary endometrial o REQUIRED - FOLLOW " N P " : . "
0134U cancer, hereditary colorectal NON-COVERED PG0041 Genetic Testing MEDICARE COVERAGE. CMs PG0041 Genetic Testing Prior authorization is required for genetic testing unless otherwise noted in one of our policies.
cancer), targeted MRNA sequence CRITERIA
analysis panel (18 genes)
Hereditary gynecological cancer
(eg, hereditary breast and ovarian PRIOR AUTHORIZATION
cancer, hereditary endometrial " REQUIRED - FOLLOW " . P, " : . "
0135U cancer, hereditary colorectal NON-COVERED PG0041 Genetic Testing MEDICARE COVERAGE CMs PG0041 Genetic Testing Prior authorization is required for genetic testing unless otherwise noted in one of our policies.
cancer), targeted mRNA sequence CRITERIA
analysis panel (12 genes)
ATH et tongacasa PRIOR AUTHORZATION
0136U mutated) (eg, ataxia telangiectasia) NON-COVERED PG0041 Genetic Testing MEDICARE COVERAGE CMs PG0041 Genetic Testing Prior authorization is required for genetic testing unless otherwise noted in one of our policies.
mRNA sequence analysis
CRITERIA
PALS? (parteran cazr PRIOR AUTHORIZATION
0137U BRCA2) (eg, breast and pancreatic NON-COVERED PG0041 Genetic Testing MEDICARE COVERAGE CMs PG0041 Genetic Testing Prior authorization is required for genetic testing unless otherwise noted in one of our policies.

cancer) MRNA sequence analysis

CRITERIA




BRCA1 (BRCA1, DNA repair

associated), BRCA2 (BRCA2, DNA Psé%i&%??;gﬁg@’q
0138U repair associated) (eg, hereditary NON-COVERED PG0041 Genetic Testing e cMs PG0041 Genetic Testing Prior authorization is required for genetic testing unless otherwise noted in one of our policies.
breast and ovarian cancer) mRNA
" CRITERIA
sequence analysis
Infectious disease (fungi), fungal
p?;':“‘g;’(‘a‘;’e;g‘czm cDu'Ttﬁr(e“ PGO043 Experimental PGO043 Experimental PG0043
0140U 9 gete), . N NON-COVERED Investigational Procedures NON-COVERED igati . e NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
amplified probe technique, each ! ! Procedures Services
ervices Services
target reported as detected or not
detected
Infectious disease (bacteria and
fungi), gram-positive organism
identification and drug resistance ) )
" PG0043 Experimental PG0043 Experimental
0141U element detection, DNA (20 gram- NON-COVERED Investigational Procedures NON-COVERED igati PG0043 v @l | NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
positive bacterial targets, 4 . . Procedures Services
" Services Services
resistance genes, 1 pan gram-
negative bacterial target, 1 pan
Candida taraet)_blood ciilture
Infectious disease (bacteria and
fungi), gram-negative bacterial
identification and drug resistance - .
. PG0043 Experimental PG0043 Experimental
0142u element detection, DNA (21 gram- NON-COVERED Investigational Procedures NON-COVERED gati PG0043 ; @ |NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
negative bacterial targets, 6 N N Procedures Services
Services Services
resistance genes, 1 pan gram-
positive bacterial target, 1 pan
Candida target)._amplified orobe
Infectious disease (bacteria, fungi,
parasites, and DNA viruses), N N
0152U microbial cel-free DNS, plasma, NON-COVERED |nvP Gt? 04:? Exlps:lngtarl NON-COVERED e e PG0043 1@l |NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
untargeted next-generation i SeL g N alocodlios) a " Procedures Services i - g
. Services Services
sequencing, report for significant
positive pathogens
Oncology (breast), mRNA, gene
expression profiling by next-
generation sequencing of 101 PRIOR AUTHORIZATION
genes, utilizing formalin-fixed PRIOR AUTHORIZATION REQUIRED - FOLLOW " N PEST " : . "
0153U paraffin-embedded fissue, REQUIRED - INTERQUAL. INTERQUAL MEDICARE COVERAGE CMS PG0041 Genetic Testing Prior authorization is required for genetic testing unless otherwise noted in one of our policies.
algorithm reported as a triple CRITERIA
negative breast cancer clinical
with information on
Oncology (urothelial cancer), RNA,
analysis by real-time RT-PCR of
the FGFR3 (fibroblast growth factor PRIOR AUTHORIZATION
receptor 3) gene analysis (ie, 5 . REQUIRED - FOLLOW " . o " : . "
0154U p.R248C [c.742C>T], NON-COVERED PG0041 Genetic Testing MEDICARE COVERAGE. CMs PG0041 Genetic Testing Prior authorization is required for genetic testing unless otherwise noted in one of our policies.
p.S249C [c.746C>G], p.G370C CRITERIA
[c.1108G>T], p.Y373C
Ic. 1118A>Gl. FGFR3-TACC3v1
Oncology (breast cancer), DNA,
PIK3CA (phosphatidylinositol-4,5-
bisphosphate 3- kinase, catalytic PRIOR AUTHORIZATION
subunit alpha) (eg, breast cancer) ) . REQUIRED - FOLLOW ! X o . X . .
0155U gene analysis (ie, p.C420R, NON-COVERED PG0041 Genetic Testing MEDICARE COVERAGE CMS PG0041 Genetic Testing Prior authorization is required for genetic testing unless otherwise noted in one of our policies.
p.E542K, p.E545A, p.E545D CRITERIA
[9.1635G>T only], p.E545G,
0 F545K. n Q546F
PRIOR AUTHORIZATION
Copy number (eg, intellectual REQUIRED - FOLLOW
0156U d\sa;)\hty,;‘ycsem;‘rap‘hzlsgy), NON-COVERED PG0041 Genetic Testing MEDICARE COVERAGE. CMs PG0041 Genetic Testing Prior authorization is required for genetic testing unless otherwise noted in one of our policies.
equ vl CRITERIA
APC (APC regulator of WNT PRIOR AUTHORIZATION
signaling pathway) (eg, familial y : REQUIRED - FOLLOW ! ) R ! ) : )
0157U adenomatosis polyposis [FAP]) NON-COVERED PG0041 Genetic Testing MEDICARE COVERAGE CMs PG0041 Genetic Testing Prior authorization is required for genetic testing unless otherwise noted in one of our policies.
mRNA sequence analysis CRITERIA
MLH1 (mutL homolog 1) (eg,
hereditary non-polyposis colorectal PRIOR AUTHORIZATION
cancer, Lynch syndrome) mRNA o REQUIRED - FOLLOW " . PP " . f "
0158U sequence analysis (List separately NON-COVERED PG0041 Genetic Testing MEDICARE COVERAGE CMs PG0041 Genetic Testing Prior authorization is required for genetic testing unless otherwise noted in one of our policies.
in addition to code for primary CRITERIA
procedure)
MSH2 (mutS homolog 2) (eg, PRIOR AUTHORIZATION
hereditary colon cancer, Lynch e Ee o
0159U syndrome) mRNA sequence NON-COVERED PG0041 Genetic Testing MEDICARE COVERAGE CMs PG0041 Genetic Testing Prior authorization is required for genetic testing unless otherwise noted in one of our policies.
analysis (List separately in addition e

to code for primary procedure)




MSH6 (mutS homolog 6) (eg,

" PRIOR AUTHORIZATION
hereditary colon cancer, Lynch REQUIRED - FOLLOW
0160U syndrome) mRNA sequence NON-COVERED PG0041 Genetic Testing MEDICARE COVERAGE CMs PG0041 Genetic Testing Prior authorization is required for genetic testing unless otherwise noted in one of our policies.
analysis (List separately in addition
- CRITERIA
to code for primary procedure
PMS2 (PMS1 homolog 2,
mismatch repair system PRIOR AUTHORIZATION
component) (eg, hereditary N e
0161U nonpolyposis colorectal cancer, NON-COVERED PG0041 Genetic Testing MEDICARE COVERAGE CMS PG0041 Genetic Testing Prior authorization is required for genetic testing unless otherwise noted in one of our policies.
Lynch syndrome) mRNA sequence
M . - CRITERIA
analysis (List separately in addition
to code for primary procedure)
Hereditary colon cancer (Lynch
syndrome), targeted mRNA PRIOR AUTHORIZATION
sequence analysis panel (MLH1, ) ) REQUIRED - FOLLOW . ) R ! ) : )
0162U MSH2, MSHB, PMS2) (List NON-COVERED PG0041 Genetic Testing MEDICARE COVERAGE CMs PG0041 Genetic Testing Prior authorization is required for genetic testing unless otherwise noted in one of our policies.
separately in addition to code CRITERIA
for primary procedure)
Oncology (colorectal) screening,
biochemical enzyme-linked
immunosorbent assay (ELISA) of 3 PG0065 Colorectal Cancer PG0065 Colorectal Cancer PGO065 Colorectal Cancer Screening;
0163U plasma or serum proteins NON-COVERED Sereening; PG0043 Experimental NON-COVERED Screening; PG0043 Bxperimental | 550043 Eyper igational ~ (NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
(teratocarcinoma derived growth Investigational Procedures Procedures Services
factor-1 [TDGF-1, Cripto-1], Services Services
carcinoembryonic antigen [CEA],
matrix protein [EGMI)
Removal of total disc arthroplasty, o
. f ' PG0027 Artificial Intervertebral PRIOR AUTHORIZATION "
(artificial disc), anterior approach, . . PG0027 Artificial Intervertebral Disc
PRIOR AUTHORIZATION Disc Replacement; PG0097 REQUIRED - FOLLOW . i
0164T ea.ch additional \.nlersp.aca lumbar REQUIRED - MEDICAL POLICY | Unlisted Nonspecific HCPCS-CPT MEDICARE COVERAGE. CMs Replacement; PG0097 Unlisted NonspecificINON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
(List separately in addition to code HCPCS-CPT & Category Ill Codes
& Category Il Codes CRITERIA
for primary procedure)
Gastroenterology (irritable bowel
syndrome 18], immunoassay for PG0043 Experimental PG0043 Experimental PG0043 Experi .
0164U NON-COVERED Investigational Procedures NON-COVERED igati . e NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
antibodies, utilizing plasma, G G Procedures Services
algorithm for elevated or not SIS Shvcee
elevated qualitative results
Revision including replacement of
total disc arthroplasty (artificial PG0027 Artificial Intervertebral PRIOR AUTHORIZATION .
" PG0027 Artificial Intervertebral Disc
disc), anterior approach, each PRIOR AUTHORIZATION Disc Replacement; PG0097 REQUIRED - FOLLOW ' i
01657 additional interspace, lumbar (List | REQUIRED - MEDICAL POLICY | Unlisted Nonspecific HCPCS-CPT|  MEDICARE COVERAGE CMS Rep'acgsgg{biﬁoggaf"‘g‘eﬂl'\é’;‘:;“"'c NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
separately in addition to code for & Category lll Codes CRITERIA egory
primary procedure)
Peanut allergen-specific IgE and
quantitative assessment of 64 PG0188 Allergy Testing and PG0188 Allergy Testing and
" " N PG0188 Allergy Testing and Treatments.
0165U epitopes using enzyme-linked NON-COVERED TIGEIETE, FELe 3 E il i) NON-COVERED TS, e B i i) 43 Experil igational | NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
immunosorbent assay (ELISA), Investigational Procedures Procedures Somices
blood, individual epitope results and Services Services
interpretation
Liver disease, 10 biochemical
assays (a2-macroglobulin,
haptoglobin, apolipoprotein A1, N N
bilirubin, GGT, ALT, AST, [RER) B T [RERS) B ] PG0043 Experil igational
0166U " NON-COVERED Investigational Procedures NON-COVERED N NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
triglycerides, cholesterol, fasting . . Procedures Services
Services Services
glucose) and biometric and
demographic data, utilizing serum,
alaorithm reported as scores for
NUDT15 (nudix hydm.lase 15) and PRIOR AUTHORIZATION
TPMT (thiopurine S- REQUIRED - FOLLOW
0169U methyltransferase) (eg, drug NON-COVERED PG0041 Genetic Testing CMs PG0041 Genetic Testing Prior authorization is required for genetic testing unless otherwise noted in one of our policies.
i MEDICARE COVERAGE
metabolism) gene analysis,
. CRITERIA
common variants
Neurology (autism spectrum
disorder [ASD]), RNA, next- PRIOR AUTHORIZATION
generation sequencing, saliva, . REQUIRED - FOLLOW . . N " X . N
0170U algorithmic analysis, and results NON-COVERED PG0041 Genetic Testing MEDICARE COVERAGE CMs PG0041 Genetic Testing Prior authorization is required for genetic testing unless otherwise noted 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 " . o " . . .
0171U myeloproliferative neoplasms, DNA REQUIRED - INTERQUAL. INTERQUAL MEDICARE COVERAGE CMs PG0041 Genetic Testing Prior authorization is required for genetic testing unless otherwise noted in one of our policies.
analysis, 23 genes, interrogation for CRITERIA

sequence variants, rearrangements
and




Gncology (SOl tumor as indicated
by the label), somatic mutation

analysis of BRCA1 (BRCA1, DNA PRIOR AUTHORIZATION
repair associated), BRCA2 - " REQUIRED - FOLLOW " . o . . . .
0172U (BRCA2, DNA repair associated) NON-COVERED PG0041 Genetic Testing MEDICARE COVERAGE CMs PG0041 Genetic Testing Prior authorization is required for genetic testing unless otherwise noted in one of our policies.
and analysis of homologous CRITERIA
recombination deficiency pathways,
DNA_formalin-fived naraffin-
. . PRIOR AUTHORIZATION
Psychiatry (ie, depression, anxiety), EATETED - HELLGT
0173U genomic analysis panel, includes NON-COVERED PG0041 Genetic Testing MEDICARE COVERAGE CMS PG0041 Genetic Testing Prior authorization is required for genetic testing unless otherwise noted in one of our policies.
variant analysis of 14 genes
CRITERIA
Computer-aided detection (CAD)
(computer algorithm analysis of N N
digital image data for lesion PG0043 Experimental PG0043 Experimental PGO043 Experi igational
detection) with further physician lieshatonlrocadee) Procedures Services; PG0097 Unliste
0174T NON-COVERED Services; PG0097 Unlisted NON-COVERED Services; PG0097 Unlisted ” p NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
review for interpretation and report, e Nonspecific HCPCS-CPT & Category Il
N L Nonspecific HCPCS-CPT & Nonspecific HCPCS-CPT &
with or without digitization of film Gtz @akn s Codes
radiographic images, chest egory egory
i ‘med
Oncology (solid tumor), mass
spectrometric 30 protein targets,
formalin-fixed paraffin-embedded
0174U hs:r;{g;ﬁ::;ﬁa:;z:ﬁ:r; e NON-COVERED PG0041 Genetic Testing NON-COVERED PG0041 Genetic Testing PG0041 Genetic Testing Prior authorization is required for genetic testing unless otherwise noted in one of our policies.
unlikely, or uncertain benefit of 39
chemotherapy and targeted
oncoloav acents
Computer-aided detection (CAD)
(computer algorithm analysis of N N
gt mage data for lesion PG0043 Experimental PG0043 Experimental G004 ) qational
detection) with further physician [iEshaton oo e Procedures Services; PG0097 Unlisted
0175T NON-COVERED Services; PG0097 Unlisted NON-COVERED Services; PG0097 Unlisted " p NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
review for interpretation and report, e Nonspecific HCPCS-CPT & Category Il
. . Nonspecific HCPCS-CPT & Nonspecific HCPCS-CPT &
with or without digitization of film Category Ill Codes Category Il Codes Codes
radiographic images, chest egory egory
i remate
Psychiatry (eg, depression, PRIOR AUTHORIZATION
N g ’ " REQUIRED - FOLLOW " Prior authorization is required for genetic testing unless otherwise noted in one of our policies. Changed 0175U from
0175u anxiety), genomic analysis panel, QUL COUERED (RERE) Earzis i) MEDICARE COVERAGE Ch= PGO041 Genetio Testing noncovered to covered with a prior authorization, InterQual, for Elite, effective 11/01/2024.
variant analysis of 15 genes
CRITERIA
Cytolethal distending toxin B (CdtB) PG0043 Experimental PG0043 Experimental PG0043 " it
0176U and vinculin IgG antibodies by NON-COVERED Investigational Procedures NON-COVERED igati N @ NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
3 3 Procedures Services
immunoassay (ie, ELISA) Services Services
Oncology (breast cancer), DNA,
PIK3CA (phosphatidylinositol-4,5-
bisphosphate 3-kinase catalytic
01770 subunit alpha) gene analysis of 11 NON-COVERED PG0041 Genetic Testing NON-COVERED PG0041 Genetic Testing PG0041 Genetic Testing Prior authorization is required for genetic testing unless otherwise noted in one of our policies.
gene variants utilizing plasma,
reported as PIK3CA gene mutation
status
Peanut allergen-specific
quantitative assessment of multiple PG0188 Allergy Testing and PG0188 Allergy Testing and
. PG0188 Allergy Testing and Treatments.
epitopes using enzyme-linked Treatments. PG0043 Experimental Treatments. PG0043 Experimental J realn
0178U immunosorbent assay (ELISA), NON-COVERED Investigational Procedures NON-COVERED - PG0043 v nal NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
" " . . Procedures Services
blood, report of minimum eliciting Services Services
exposure for a clinical reaction
Oncology (non-small cell lung
cancer), cell-free DNA, targeted
sequence analysis of 23 genes PRIOR AUTHORIZATION
(single nucleotide variations, PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0041 Genetic Testing and PG0500 . o " . . .
0179U insertions and deletions, fusions REQUIRED - INTERQUAL. INTERQUAL MEDICARE COVERAGE CMs Liquid Biopsy-Archived 100124 Prior authorization is required for genetic testing unless otherwise noted in one of our policies.
without prior knowledge of CRITERIA
partner/breakpoint, copy number
variations)_with renort of sianificant
Red cell antigen (ABO blood group)
genotyping (ABO), gene analysis
Sanger/chain PRIOR AUTHORIZATION
termination/conventional o REQUIRED - FOLLOW " N P " v . "
0180U sequencing, ABO (ABO, alpha 1-3- NON-COVERED PG0041 Genetic Testing MEDICARE COVERAGE CMs PG0041 Genetic Testing Prior authorization is required for genetic testing unless otherwise noted in one of our policies.
N-acetylgalactosaminyltransferase CRITERIA
and alpha 1-3-
gene
Red cell antigen (Colton blood PRIOR AUTHORIZATION
group) genotyping (CO), gene ) ’ REQUIRED - FOLLOW ! ) R ! ) ) )
0181U analysis, AQP1 (aquaporin 1 NON-COVERED PG0041 Genetic Testing MEDICARE COVERAGE CMs PG0041 Genetic Testing Prior authorization is required for genetic testing unless otherwise noted in one of our policies.
[Colton blood group]) exon 1 CRITERIA




0182U

Red cell antigen (Cromer blood
group) genotyping (CROM), gene
analysis, CD55 (CD55 molecule
[Cromer blood group]) exons 1-10

NON-COVERED

PG0041 Genetic Testing

PRIOR AUTHORIZATION
REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA

CMs

PG0041 Genetic Testing

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

0183U

Red cell antigen (Diego blood
group) genotyping (DI), gene
analysis, SLC4A1 (solute carrier
family 4 member 1 [Diego blood
group]) exon 19

NON-COVERED

PG0041 Genetic Testing

PRIOR AUTHORIZATION
REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA

CMs

PG0041 Genetic Testing

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

0184U

Red cell antigen (Dombrock blood
group) genotyping (DO), gene
analysis, ART4 (ADP-
ribosyltransferase 4 [Dombrock
blood group]) exon 2

NON-COVERED

PG0041 Genetic Testing

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.

0185U

Red cell antigen (H blood group)
genotyping (FUT1), gene analysis,
FUTT (fucosyitransferase 1 [H
blood group]) exon 4

NON-COVERED

PG0041 Genetic Testing

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.

0186U

Red cell antigen (H blood group)
genotyping (FUT2), gene analysis,
FUT2 (fucosyltransferase 2) exon 2

NON-COVERED

PG0041 Genetic Testing

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.

0187U

Red cell antigen (Duffy blood
group) genotyping (FY), gene
analysis, ACKR1 (atypical
chemokine receptor 1 [Duffy blood
group]) exons 1-2

NON-COVERED

PG0041 Genetic Testing

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.

0188U

Red cell antigen (Gerbich blood
group) genotyping (GE), gene
analysis, GYPC (glycophorin C

[Gerbich blood group]) exons 1-4

NON-COVERED

PG0041 Genetic Testing

PRIOR AUTHORIZATION
REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA

CMs

PG0041 Genetic Testing

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

0189U

Red cell antigen (MNS blood
group) genotyping (GYPA), gene
analysis, GYPA (glycophorin A
[MNS blood group]) introns 1, 5,
exon 2

NON-COVERED

PG0041 Genetic Testing

PRIOR AUTHORIZATION
REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA

CMs

PG0041 Genetic Testing

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

0190U

Red cell antigen (MNS blood
group) genotyping (GYPB), gene
analysis, GYPB (glycophorin B
[MNS blood group]) introns 1, 5,
pseudoexon 3

NON-COVERED

PG0041 Genetic Testing

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.

0191U

Red cell antigen (Indian blood
group) genotyping (IN), gene
analysis, CD44 (CD44 molecule
[indian blood group]) exons 2, 3, 6

NON-COVERED

PG0041 Genetic Testing

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.

0192U

Red cell antigen (Kidd blood group)
genotyping (JK), gene analysis,
SLC14AT1 (solute carrier family 14
member 1 [Kidd blood group]) gene
promoter, exon 9

NON-COVERED

PG0041 Genetic Testing

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.

0193U

Red cell antigen (JR blood group)
genotyping (JR), gene analysis,
ABCG2 (ATP binding cassette
subfamily G member 2 [Junior

blood group]) exons 2-26

NON-COVERED

PG0041 Genetic Testing

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.




Red cell antigen (Kell blood group) PRIOR AUTHORIZATION
genotyping (KEL), gene analysis, ) ’ REQUIRED - FOLLOW ) ) R ! ) : )
0194U KEL (Kell metallo-endopeptidase NON-COVERED PG0041 Genetic Testing MEDICARE COVERAGE CMs PG0041 Genetic Testing Prior authorization is required for genetic testing unless otherwise noted in one of our policies.
[Kell blood group]) exon 8 CRITERIA
PRIOR AUTHORIZATION
KLF1 (Kruppel-like factor 1), " REQUIRED - FOLLOW " N P " N N "
0195U targeted sequencing (ie, exon 13) NON-COVERED PG0041 Genetic Testing MEDICARE COVERAGE CMS PG0041 Genetic Testing Prior authorization is required for genetic testing unless otherwise noted in one of our policies.
CRITERIA
Red cell antigen fLulheran blood PRIOR AUTHORIZATION
group) genolyping (LU), gene REQUIRED - FOLLOW
0196U analysis, BCAM (basal cell NON-COVERED PG0041 Genetic Testing CMs PG0041 Genetic Testing Prior authorization is required for genetic testing unless otherwise noted in one of our policies.
MEDICARE COVERAGE
adhesion molecule [Lutheran blood
CRITERIA
group]) exon 3
Red cell antigen (Landsteiner-
Wiener blood group) genotyping PRIOR AUTHORIZATION
(LW), gene analysis, ICAM4 " REQUIRED - FOLLOW " N P " N N "
0197U (intercellular adhesion molecule 4 NON-COVERED PG0041 Genetic Testing MEDICARE COVERAGE CMS PG0041 Genetic Testing Prior authorization is required for genetic testing unless otherwise noted in one of our policies.
[Landsteiner-Wiener blood group]) CRITERIA
exon 1
PG0043 Experimental PG0043 Experimental
Measurement of ocular blood flow Investigational Procedures igati PG0043 i igational
by repetitive intraocular pressure Services and PG0041 Genetic Services and PG0041 Genetic Procedures Services and PG0041 Genetic
0198T sampling, with interpretation and NON-COVERED Testing; PG0097 Unlisted NON-COVERED Testing; PG0097 Unlisted Testing; PG0097 Unlisted Nonspecific NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
report Nonspecific HCPCS-CPT & Nonspecific HCPCS-CPT & HCPCS-CPT & Category Ill Codes
Category lll Codes Category Ill Codes
Red cell antigen (RH blood group)
genotyping (RHD and RHCE),
gene analysis Sanger/chain PRIOR AUTHORIZATION
termination/conventional " REQUIRED - FOLLOW " N PEST " : . "
0198U sequencing, RHD (Rh blood group NON-COVERED PG0041 Genetic Testing MEDICARE COVERAGE CMS PG0041 Genetic Testing Prior authorization is required for genetic testing unless otherwise noted in one of our policies.
D antigen) exons 1-10 and RHCE CRITERIA
(Rh blood group CcEe antigens)
exon 5
Red cell antigen (Scianna blood e AU R
group) genotyping (SC), gene REQUIRED - FOLLOW
0199U analysis, ERMAP (erythroblast NON-COVERED PG0041 Genetic Testing e oM cMS PG0041 Genetic Testing Prior authorization is required for genetic testing unless otherwise noted in one of our policies.
membrane associated protein CRITERIA
[Scianna blood group]) exons 4, 12
PG0038 Percutaneous PG0038 Percutaneous
Vertebroplasty, Kyphoplasty, and Vertebroplasty, Kyphoplasty, and PGO038 Peroutaneous Vertebroplasty,
! Sacroplasty-Archived. PG0043 Sacroplasty-Archived. PG0043 | <YPhoplasty, and Sacroplasty-Archived.
02007 Percutaneous sacral augmentation NON-COVERED Experimental Investigational NON-COVERED i igati PGO043 Experimental Investigational |\ s o\/ERED - EXPERIMENTAL, INVESTIGATIONAL
(sacroplasty), unilateral P P Services; PG0097 Unlisted
Procedures Services; PG0097 Procedures Services; PG0097 Nonspecific HCPCS-CPT & Category Il
Unlisted Nonspecific HCPCS-CPT Unlisted Nonspecific HCPCS-CPT a Codes egory
& Category Il Codes & Category Il Codes
Red cell antigen (Kx blood group) PRIOR AUTHORIZATION
genotyping (XK), gene analysis, XK ' REQUIRED - FOLLOW ! ) R ! ) . )
0200U (X-linked Kx blood group) exons 1- NON-COVERED PG0041 Genetic Testing MEDICARE COVERAGE. CMs PG0041 Genetic Testing Prior authorization is required for genetic testing unless otherwise noted in one of our policies.
3 CRITERIA
Percutaneous sacral augmentation PG0038 Percutaneous PG0038 Percutaneous
(sacroplasty), bilateral injections, Vertebroplasty, Kyphoplasty, and Vertebroplasty, Kyphoplasty, and | G008 Percutaneous Vertebroplasty,
P ¥ ¥ Kyphoplasty, and Sacroplasty-Archived.
including the use of a balloon or Sacroplasty-Archived. PG0043 Sacroplasty-Archived. PG0043 PG0043 Experimental Investigational
0201T mechanical device, when used, 2 NON-COVERED Experimental Investigational NON-COVERED i igatic P . 9 NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
used, Mk UL Services; PG0097 Unlisted
or more needles, includes imaging Procedures Services; PG0097 Procedures Services; PG0097 Nonspecific HCPCS-CPT & Category Il
guidance and bone biopsy, when Unlisted Nonspecific HCPCS-CPT Uniisted Nonspecific HCPCS-CPT P Codos egory
performed & Category Il Codes & Category Ill Codes
Red cell antigen (Yt blood group) PRIOR AUTHORIZATION
genotyping (YT), gene analysis, . REQUIRED - FOLLOW . . N " X . N
0201U ACHE (acetylcholinesterase NON-COVERED PG0041 Genetic Testing MEDICARE COVERAGE CMs PG0041 Genetic Testing Prior authorization is required for genetic testing unless otherwise noted in one of our policies.
[Cartwright blood group]) exon 2 CRITERIA
Posterior vertebral join(s)
arthroplasty (e.g., facet joint[s] X X
replacement) including PG0043 Experimental PGqOAI_i Experimental PG0043 N -
facetectomy, laminectomy, esliuatonalrocadies) ALoCecy Procedures Services; PG0097 Unlisted
02027 y y NON-COVERED Services; PG0097 Unlisted NON-COVERED Services; PG0097 Unlisted p NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

foraminotomy and vertebral column
fixation, with or without injection of
bone cement, including
sinale level lumbar

Nonspecific HCPCS-CPT &
Category lll Codes

Nonspecific HCPCS-CPT &
Category lll Codes

Nonspecific HCPCS-CPT & Category Il
odes




“Autoimmune (inflammatory bowel
disease), MRNA, gene expression

profiling by quantitative RT-PCR, PRIOR AUTHORIZATION
0203U refgeai’::egjs ')a'vsﬁt‘)‘z"ljfm NON-COVERED PGO041 Genetic Testing D roLLo cms PG0041 Genetic Testing Prior authorization is required for genefic testing unless otherwise noted in one of our policies.
reported as a continuous risk score CRITERIA
and classification of inflammatory
howel disease
Ophthalmology (age-related
macular degeneration), analysis of
3 gene variants (2 CFH gene, 1 A PRIOR AUTHORIZATION
PGO412 Genetic Testing Age- '
ARMS2 gene), using PCR and ) REQUIRED - FOLLOW PGO412 Genetic Testing Age-Related | . R ) ) ) )
0205U MALDI-TOF. buccal swab, NON-COVERED Related Maztia':i\?;generatlm - MEDICARE COVERAGE CMS Macular Degeneration - Archived Prior authorization is required for genetic testing unless otherwise noted in one of our policies.
reported as positive or negative for CRITERIA
neovascular age-related macular-
ris inted with
Neurology (Alzheimer disease); cell
aggregation using morphometric
imaging and protein kinase C- ) )
o PG0043 Experimental PG0043 Experimental N o
0206U epsilon (PKCe) concentration in NON-COVERED Investigational Procedures NON-COVERED igati PG0043 v @l | NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
response to amylospheroid e e e Procedures Services
treatment by ELISA, cultured skin
fibroblasts, each reported as
nositive or neaative for Alzheimer
PG0043 Experimental PG0043 Experimental N -
s )09 PG0043 ral
Evacuation of meibomian glands, Investigational Procedures Prosedines Somoen BOOGT et
0207T automated, using heat and NON-COVERED Services; PG0097 Unlisted NON-COVERED Services; PG0097 Unlisted N e HOPGo-CPT & Catedum i1 |NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
intermittent pressure, unilateral Nonspecific HCPCS-CPT & Nonspecific HCPCS-CPT & P Codon egory
Category Ill Codes Category Ill Codes
Neurology (Alzheimer disease);
quantitative imaging of
":‘e“:"O“:S’;"i';e::dm:.:‘.i"“:;{:rfn:" PGO043 Experimental PGO043 Experimental P G0043 Exveri -
0207U " il NON-COVERED Investigational Procedures NON-COVERED igati v @ |NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
by in situ immunofiucrescence, s s Procedures Services
using cultured skin fibroblasts,
reported as a probabilty index for
Alzheimer disease (1 ist
I"‘f’e(:gg;iaoﬁsfs:zzzﬁes PGO‘04C‘$ Experimental PG0043 N igational
02087 Pure tone audiometry (threshold). NON-COVERED Services; PG0097 Unlisted NON-COVERED Services; PG0097 Unlisted frocedures ey ices, PO0097 Unlisted | NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
aronly Nonspecific HCPCS-CPT & Nonspecific HCPCS-CPT & P Cotos egory
Category lll Codes Category Ill Codes
PGO043 Experimental PG0043 Experimental ) -
Investigational Procedures igati PG0043 -
02007 P“'ea'j"‘:m"a‘:g:?;yng';:::°"’)‘ NON-COVERED Services; PG0097 Unlisted NON-COVERED Services; PG0097 Unlisted CL‘SZ"ZE?? Sg’;’g;fg?‘fgﬁ"’o‘f‘eﬁl NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
d Nonspecific HCPCS-CPT & Nonspecific HCPCS-CPT & P Cotee egory
Category Ill Codes Category Il Codes
Cytogenomic constitutional
(genome-wide) analysis, e — PRIOR AUTHORIZATION )
0209U interrogation of genomic regions for PRIOR AUTHORIZATION Sequencing (WES) and Whole REQUIRED - FOLLOW CMS PG0468 Whole Exome Sequencing (WES) Prior authorization is required for genetic testing unless otherwise noted in one of our policies.
copy number, structural changes | REQUIRED - MEDICAL POLICY g:nome gequemmg WGS) MEDICARE COVERAGE and Whole Genome Sequencing (WGS) | 9 9 p -
and areas of homozygosity for CRITERIA
chromosomal abnormalities
o e POOEPITII | otos i
0210T Speech a:g:g'f:;g;fh'esm'd‘ NON-COVERED Services; PG0097 Unlisted NON-COVERED Services; PG0097 Unlisted :;‘:Zed;g: :g’gg;f&i?‘fgﬁ "'O‘fteﬁl NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
d Nonspecific HCPCS-CPT & Nonspecific HCPCS-CPT & P Cotee egory
Category Ill Codes Category Il Codes
Syphils test, non-treponemal PGO043 Experimental PGO043 Experimental PG0043 Experi -
0210U antibody, immunoassay, NON-COVERED Investigational Procedures NON-COVERED gati rocediren omices " |NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
quantitative (RPR) Services Services
s Epms PSSR | o cpnmia i
02117 au‘ize:é';_a;ﬁf':i;ycghr’:“":‘diéion NON-COVERED Services; PG0097 Unlisted NON-COVERED Services; PG0097 Unlisted S;‘r":ede‘;f;: :zr;ggf;c’;ﬁ‘fgﬁ"gf'eﬁl NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
; P 0g! Nonspecific HCPCS-CPT & Nonspecific HCPCS-CPT & P Codes egory
Category Ill Codes Category Il Codes
Gncology (pan-tumor), DNA and
RNA by next-generation
sequencing, utilizing formalin-fixed
paraffin-embedded tissue, ' : ! ) R ) ) ) )
021U NON-COVERED PGO041 Genetic Testing NON-COVERED PGO041 Genetic Testing PGO041 Genetic Testing Prior authorization is required for genetic testing unless otherwise noted in one of our policies

interpretative report for single
nucleotide variants, copy number
alterations, tumor mutational
burden _and i




0212T

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

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services; PG0097 Unlisted
Nonspecific HCPCS-CPT &

Category Ill Codes

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services; PG0097 Unlisted
Nonspecific HCPCS-CPT &

Category IIl Codes

PG0043 Experimental Investigational

Procedures Services; PG0097 Unlisted

Nonspecific HCPCS-CPT & Category Il
Codes

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0212U

Rare diseases
(constitutional/heritable disorders),
‘whole genome and mitochondrial
DNA sequence analysis, including
small sequence changes, deletions,
duplications, short tandem repeat
gene expansions, and variants in
non-uniauelv mannable regions.

PRIOR AUTHORIZATION
REQUIRED - INTERQUAL

INTERQUAL

PRIOR AUTHORIZATION
REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA

CMs

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.

0213T

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

NON-COVERED

PG0354 Interventional Pain
Manaagement Injections; PG0097
Unlisted Nonspecific HCPCS-CPT

& Category Ill Codes

NON-COVERED

PG0354 Interventional Pain
Management Injections; PG0097
Unlisted Nonspecific HCPCS-CPT
& Category Il Codes

PG0354 Interventional Pain Management
Injections; PG0097 Unlisted Nonspecific
HCPCS-CPT & Category Ill Codes

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0213U

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

lv mannable regions

PRIOR AUTHORIZATION
REQUIRED - INTERQUAL

INTERQUAL

PRIOR AUTHORIZATION
REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA

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

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

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

PG0354 Interventional Pain
Management Injections; PG0097
Unlisted Nonspecific HCPCS-CPT
& Category Il Codes

NON-COVERED

PG0354 Interventional Pain
Management Injections; PG0097
Unlisted Nonspecific HCPCS-CPT
& Category Ill Codes

PG0354 Interventional Pain Management
Injections; PG0097 Unlisted Nonspecific
HCPCS-CPT & Category Ill Codes

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0214U

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

lv mannable regions

PRIOR AUTHORIZATION
REQUIRED - MEDICAL POLICY

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

PRIOR AUTHORIZATION
REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA

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

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

0215T

Injection(s), diagnostic or
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
to code for primary.

NON-COVERED

PG0354 Interventional Pain
Management Injections; PG0097
Unlisted Nonspecific HCPCS-CPT
& Category Ill Codes

NON-COVERED

PG0354 Interventional Pain
Management Injections; PG0097
Unlisted Nonspecific HCPCS-CPT
& Category Il Codes

PG0354 Interventional Pain Management
Injections; PG0097 Unlisted Nonspecific
HCPCS-CPT & Category IIl Codes

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

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 variants in

lv mannable regions

NON-COVERED

PG0041 Genetic Testing

PRIOR AUTHORIZATION
REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA

CMs

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

PG0354 Interventional Pain
Management Injections; PG0097
Unlisted Nonspecific HCPCS-CPT
& Category Ill Codes

NON-COVERED

PG0354 Interventional Pain
Management Injections; PG0097
Unlisted Nonspecific HCPCS-CPT
& Category Il Codes

PGO0354 Interventional Pain Management
Injections; PG0097 Unlisted Nonspecific
HCPCS-CPT & Category IIl Codes

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0216U

Neurology (inherited 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 mappable regions,
hlond or saliva_identification and

NON-COVERED

PG0041 Genetic Testing

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

Injection(s), diagnostic or
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 primary

NON-COVERED

PG0354 Interventional Pain
Management Injections; PG0097
Unlisted Nonspecific HCPCS-CPT
& Category Ill Codes

NON-COVERED

PG0354 Interventional Pain
Management Injections; PG0097
Unlisted Nonspecific HCPCS-CPT
& Category Ill Codes

PG0354 Interventional Pain Management
Injections; PG0097 Unlisted Nonspecific
HCPCS-CPT & Category Ill Codes

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0217U

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, blood
or saliva_i i an

NON-COVERED

PG0041 Genetic Testing

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.




Tnjection(s), diagnostic or
therapeutic agent, paravertebral
facet (zygapophyseal) joint (or

nerves innervating that joint) with

PG0354 Interventional Pain
Management Injections; PG0097

PG0354 Interventional Pain
Management Injections; PG0097

PG0354 Interventional Pain Management

0218T ultrasound guidance, lumbar or NON-COVERED Unlisted Nonspecific HCPCS-CPT NON-COVERED Unlisted Nonspecific HCPCS-CPT Inji::é(;rg,sF;:Gpﬂ-;)i7CU;vhs(ed :\Illcgzzecmc NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
sacral; third and any additional & Category Ill Codes & Category lll Codes g ategory es
level(s) (List separately in addition
to code for nrimary
Neurology (muscular dystrophy),
DMD gene sequence analysis, PRIOR AUTHORIZATION
including small sequence changes, N e
0218U deletions, duplications, and variants NON-COVERED PG0041 Genetic Testing MEDICARE COVERAGE CMS PG0041 Genetic Testing Prior authorization is required for genetic testing unless otherwise noted in one of our policies.
in non-uniquely mappable regions, T
blood or saliva, identification and
characterization of genetic variants
Placement of posterior intrafacet PG0043 Experimental PG0043 Experimental : -
" " o PG0043 al
implant(s), unilateral or bilateral, Investigational Procedures Procedures Services: PG0097 Unliste
0219T including imaging and placement of NON-COVERED Services; PG0097 Unlisted NON-COVERED Services; PG0097 Unlisted Nonspecific HCPCS-bPT & Category Il NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
bone graft(s) or synthetic device(s), Nonspecific HCPCS-CPT & Nonspecific HCPCS-CPT & Codes
single level; cervical Category Ill Codes Category IIl Codes
Infectious agent (human
immunodeficiency virus), targeted N -
viral next-generation sequence PGO043 Experimental PGO043 Experimental PSSS;‘;?:SZ;’“@S;Z'QE“;;XS“&"@'
0219U analysis (ie, protease [PR], reverse NON-COVERED Investigational Procedures NON-COVERED igati G ing and Pl " La‘baramry NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
transcriptase [RT], integrase [INT]), Services Services Hesting.archived 120124
algorithm reported as prediction of B
antiviral drug susceptibility
Placement of posterior intrafacet PG0043 Experimental PG0043 Experimental : -
" " o PG0043 al
implant(s), unilateral or bilateral, Investigational Procedures Procedures Services: PG0097 Unlisted
0220T including imaging and placement of NON-COVERED Services; PG0097 Unlisted NON-COVERED Services; PG0097 Unlisted Nonspecific HCPCS»&PT & Category Ill NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
bone graft(s) or synthetic device(s), Nonspecific HCPCS-CPT & Nonspecific HCPCS-CPT & Codes
single level; thoracic Category Ill Codes Category Ill Codes
Oncology (breast cancer), image
analysis with artificial intelligence
0220U assessment of 12 histologic and NON-COVERED PG0041 Genetic Testing NON-COVERED PG0041 Genetic Testing PG0041 Genetic Testing Prior authorization is required for genetic testing unless otherwise noted in one of our policies.
immunohistochemical features,
reported as a recurrence score
Placement of posterior intrafacet PG0043 Experimental PG0043 Experimental : -
" " o PG0043 al
implant(s), unilateral or bilateral, Investigational Procedures Procedures Services: PG0097 Unlisted
0221T including imaging and placement of NON-COVERED Services; PG0097 Unlisted NON-COVERED Services; PG0097 Unlisted Nonspecific HCPCS»(’:PT & Category Il NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
bone graft(s) or synthetic device(s), Nonspecific HCPCS-CPT & Nonspecific HCPCS-CPT & Codes
single level; lumbar Category Ill Codes Category Il Codes
Red cell antigen (ABO blood group)
genotyping (ABO), gene analysis, PRIOR AUTHORIZATION
next-generation sequencing, ABO REQUIRED - FOLLOW
0221U (ABO, alpha 1-3-N- NON-COVERED PG0041 Genetic Testing MEDICARE COVERAGE CMS PG0041 Genetic Testing Prior authorization is required for genetic testing unless otherwise noted in one of our policies.
acetylgalactosaminyltransferase A
and alpha 1-3-
galactosyltransferase) gene
Placement of posterior intrafacet
implant(s), unilateral or bilateral, N N
including imaging and placement of REN B e 2] REB B EreiliG=| PG0043 i igational
bone graft(s) or synthetic device(s), Investigational Procedures Procedures Services; PG0097 Unlisted
02227 single level; each additional ' NON-COVERED Services; PG0097 Unlisted NON-COVERED Services; PG0097 Unlisted Nonspecific HCPCS»(’:PT & Category Il NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
§ Nonspecific HCPCS-CPT & Nonspecific HCPCS-CPT &
vertebral segment (List separately Category lll Codes Category lll Codes Codes
in addition to code for primary
Red cell antigen (RH blood group) R AT BT
genotyping (RHD and RHCE), e p ot
0222U gene analysis, next-generation NON-COVERED PG0041 Genetic Testing MEDICARE COVERAGE CMs PG0041 Genetic Testing Prior authorization is required for genetic testing unless otherwise noted in one of our policies.
sequencing, RH proximal promoter, CRITERIA
exons 1-10, portions of introns 2-3
Infectious disease (bacterial or viral
respiratory tract infection),
pathogen-specific nucleic acid PG0043 Experimental PGO043 Experimental
0223V (DNA or RNA), 22 targets including NON-COVERED Investigational Procedures NON-COVERED igational Procedu PGO043 v NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
severe acute respiratory syndrome " " Procedures Services
. Services Services
coronavirus 2 (SARS-CoV-2),
qualitative RT-PCR,
nasopharvnaeal swab_each
Infectious disease (bacterial or viral
respiratory tract infection) pathogen
fﬁ?ﬁlﬂ%gl‘é :;‘:;’:{: él;gg:; PG0043 Experimental PG0043 Experimental PG0043 Exveri oational
0225U NON-COVERED Investigational Procedures NON-COVERED igati NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

syndrome coronavirus 2
(SARSCoV-2), amplified probe
technique, including multiplex

reverse for RNA

Services

Services

Procedures Services




Drug assay, presumptive, 30 or
more drugs or metabolites, urine,
liquid chromatography with tandem
mass spectrometry (LC-MS/MS)

PG0043 Experimental

PG0043 Experimental

PG0043 i igational

0227U ! NON-COVERED Investigational Procedures NON-COVERED v NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
using multiple reaction monitoring Services e Procedures Services
(MRM), with drug or metabolite
description, includes sample
validation
Gncology (prostate), multianalyte
molecular profile by photometric
detection of macromolecules PG0041 Genetic Testing, PGO367 Genetic
0228U adsorbed on nanosponge array NON-COVERED PG0041 Genetic Testing NON-COVERED PGO041 Genetic Testing and Protein Biomarkers for Diagnosis |y, ovERED - EXPERIMENTAL, INVESTIGATIONAL
slides with machine learning, and Risk Assessment of Prostate Cancer-
utilzing first morning voided urine, archived 020124.
algorithm reported as likelihood of
orostate cancer
BCAT1 (Branched chain amino T —n
acid transaminase 1) or IKZF1 REQUIRED - FOLLOW
0229U (IKAROS family zinc finger 1) (eg, NON-COVERED PGO041 Genetic Testing ST e cMs PGO041 Genetic Testing Prior authorization is required for genetic testing unless otherwise noted in one of our policies.
colorectal cancer) promoter CRITERIA
methylation analysis
AR (androgen receptor) (eg, spinal
and bulbar muscular atrophy,
Kennedy disease, X chromosome PRIOR AUTHORIZATION
0230U anal;‘:igl‘\l::\z:?ﬁ;u:::ﬁL;:?Jeence NON-COVERED PG0041 Genetic Testing NTEEI:()JIg/IFREED(‘:g\?éFIEEgE CMs PG0041 Genetic Testing Prior authorization is required for genetic testing unless otherwise noted in one of our policies.
changes in exonic and intronic CRITERIA
regions, deletions, duplications,
short tandem reneat (STR)
CACNATA (calcium voltage-gated
channel subunit alpha 1A) (eg,
spinocerebellar ataxia), full gene PRIOR AUTHORIZATION
0231U a"::\fy:;é:‘f[‘]“g‘g%z”;:g seduence NON-COVERED PGO041 Genetic Testing ’f;[ﬁgﬁfgég\%;ﬁ& cMs PGO041 Genetic Testing Prior authorization is required for genetic testing unless otherwise noted in one of our policies.
regions, deletions, duplications, CRITERIA
short tandem repeat (STR) gene
i mobhile alement
N PG0043 Experimental PG0293 Platelet Rich Plasma-Archived,
a‘n'g‘:::’;ﬁ:;z"ﬁ;e'ii:a’g;g"li‘a:;‘je Investigational Procedures Psg%%i;%g*?:gﬁgvov“ PGO043 Experimental Investigational
02321 e ) d NON-COVERED Services; PG0097 Unlisted cMs Procedures Services; PG0097 Unlisted
arvesting and preparation when il MEDICARE COVERAGE '
Nonspecific HCPCS-CPT & Nonspecific HCPCS-CPT & Category Il
performed Category lll Codes CRITERIA Codes
CSTB (cystalin B) (6g, progressive
myoclonic epilepsy type 1A,
Unverricht-Lundborg disease), full PGO467 Genetic Testing for Ps;%%ﬁ{%g'ogo'ﬁg\?‘/“ PG0467 Genetic Testing for Epilepsy,
02320 gene analysis, including small NON-COVERED Epilepsy, PG0041 Genetic Testing N cMs PGO041 Genetic Testing and Genetic | Prior authorization is required for genetic testing unless otherwise noted in one of our policies.
sequence changes in exonic and ’ MEDICARE COVERAGE !
B and Genetic Counseling Counseling
intronic regions, deletions, CRITERIA
duplications, short tandem repeat
(STR) mobile element
FXN (frataxin)(eg, Friedreich
ataxia), gene analysis, including
small sequence changes in exonic PRIOR AUTHORIZATION . y
and intronic regions, deletions, PGO041 Genetic Testing and REQUIRED - FOLLOW. PG0041 Genelic Testing. PGOS33 Genetic | o ' ) ) )
0233U d NON-COVERED ) ! cMs Testing for Neurodegenerative Disorders- | Prior authorization is required for genetic testing unless otherwise noted in one of our policies.
duplications, short tandem repeat Genetic Counseling MEDICARE COVERAGE Archived 020125
(STR) expansions, mobile element CRITERIA
insertions, and variants in non-
uniouelv mannable regions.
Transluminal peripheral PGO043 Experimental PGO043 Experimental G003 Experi qational
atherectomy, open or Investigational Procedures igati Procedures Services: PG0097 Unlisted
02347 percutaneous, including radiological NON-COVERED Services; PG0097 Unlisted NON-COVERED Services; PG0097 Unlisted Nonapecifie HOPGS.CPT & Gategony 1l | NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
supervision and interpretation; renal Nonspecific HCPCS-CPT & Nonspecific HCPCS-CPT & Codes
artery Category Ill Codes Category Il Codes
MECP2 (methyl CpG binding
protein 2) (eg, Rett syndrome), full
gene analysis, including small PRIOR AUTHORIZATION
0234U se“iﬁi’;fccfg"‘grf: ortc and NON-COVERED PGog‘gsz"g‘)ﬂsji‘:‘? and D oo cms PGO041 Genetic Testing Prior authorization is required for genetic testing unless otherwise noted in one of our policies
duplications, mobile element CRITERIA
insertions, and variants in non-
uniauelv mannable reqions.
Transluminal peripheral ) )
atherectomy, open or In:e‘;’:"gﬁoﬁ;‘l”gmzzza"es FELD EzinEri] PG0043 Experi igational
02357 percutaneous, including radiological NON-COVERED Services; PG0097 Unlisted NON-COVERED Services; PG00S7 Unlisted Procedures Services; PGO0ST Unlisted |\ coVERED - EXPERIMENTAL, INVESTIGATIONAL
supervision and interpretation; ! 3 Nonspecific HCPCS-CPT & Category Il
. Nonspecific HCPCS-CPT & Nonspecific HCPCS-CPT &
visceral artery (except renal), each Codes
Category Ill Codes Category Il Codes
vessel
PTEN (phosphatase and tensin
homolog) (eg, Cowden syndrome,
PTEN hamartoma tumor PRIOR AUTHORIZATION
02350 in;ﬁ;ﬁ"g’;‘g;{‘igsz:j;:k:@es NON-COVERED PGO041 Genetic Testing ;égg/':fgc’g%;g& cMs PGO041 Genetic Testing Prior authorization is required for genetic testing unless otherwise noted in one of our policies
in exonic and intronic regions, CRITERIA

deletions, duplications, mobile
element insertions _and variants in




Transluminal peripheral
atherectomy, open or

PG0043 Experimental
Investigational Procedures

PG0043 Experimental
Investigational Procedures

PG0043 Experimental Investigational
Procedures Services; PG0097 Unlisted

0236T percutaneous, including radiological NON-COVERED Services; PG0097 Unlisted NON-COVERED Services; PG0097 Unlisted Nonspecific HGPCS-CPT & Category Il NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
supervision and interpretation; Nonspecific HCPCS-CPT & Nonspecific HCPCS-CPT & P Coes egory
abdominal aorta Category Ill Codes Category IIl Codes
SMN1 (survival of motor neuron 1,
telomeric) and SMN2 (survival of
motor r:lz‘s’zzlazr :ﬁz"ﬁ")‘ef:ﬁ) (:r?é PGO041 Genetic Testing; PG0097 Ps;%%ﬁ%?f’fgﬁg&“ PG0041 Genetic Testing; PG0097 Unlisted
0236U pina | : phy. g NON-COVERED Unlisted Nonspecific HCPCS-CPT CMS Nonspecific HCPCS-CPT & Category Ill | Prior authorization is required for genetic testing unless otherwise noted in one of our policies.
analysis, including small sequence MEDICARE COVERAGE
d & Category Ill Codes odes
changes in exonic and intronic CRITERIA
regions, duplications and deletions,
and mobile element insertions
Transluminal peripheral . a
atherectomy, open or PG0043 Experimental PGQOA'.& Experimental PG0043 : igational
percutaneous, including radiological LvesifEians | Fieesil s Procedures Services; PG0097 Unliste
0237T . L NON-COVERED Services; PG0097 Unlisted NON-COVERED Services; PG0097 Unlisted " p NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
supervision and interpretation; e Nonspecific HCPCS-CPT & Category Il
Nonspecific HCPCS-CPT & Nonspecific HCPCS-CPT &
brachiocephalic trunk and P s P ipa Codes
branches, each vessel 8 Lty
Cardiac ion channelopathies (eg,
Brugada syndrome, long QT
syndrome, short QT syndrome, PRIOR AUTHORIZATION
catecholaminergic polymorphic ’ ’ REQUIRED - FOLLOW ! ) R ! ) : "
0237U ventricular tachycardia), genomic NON-COVERED PG0041 Genetic Testing MEDICARE COVERAGE CMS PG0041 Genetic Testing Prior authorization is required for genetic testing unless otherwise noted in one of our policies.
sequence analysis panel including CRITERIA
ANK2, CASQ2, CAV3, KCNE1,
KCNE2_KCNH2. KCGN.I2. KGNO1
Transluminal peripheral PG0043 Experimental PG0043 Experimental : -
o PG0043 al
atherectomy, open or Investigational Procedures Procedures Services: PG0097 Unlisted
0238T percutaneous, including radiological NON-COVERED Services; PG0097 Unlisted NON-COVERED Services; PG0097 Unlisted Nonspecific HCPCS»'CPT & Category Il NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
supervision and interpretation; iliac Nonspecific HCPCS-CPT & Nonspecific HCPCS-CPT & P Codes egory
artery, each vessel Category Ill Codes Category Ill Codes
Oncology (Lynch syndrome),
genomic DNA sequence analysis of
MLH1, MSH2, MSH6, PMS2, and PRIOR AUTHORIZATION
EPCAM, including small sequence - " REQUIRED - FOLLOW " N PEST " : . "
0238U changes in exonic and intronic NON-COVERED PG0041 Genetic Testing MEDICARE COVERAGE CMS PG0041 Genetic Testing Prior authorization is required for genetic testing unless otherwise noted in one of our policies.
regions, deletions, duplications, CRITERIA
mobile element insertions, and
variants in iauelv mannable
Targeted genomic sequence
analysis panel, solid organ
neoplasm, cell-free DNA, analysis PRIOR AUTHORIZATION
of 311 or more genes, interrogation PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0041 Genetic Testing and PG0500 . P, " : . .
0239U for sequence variants, including AU - [ TEREUAL INTERQUAL e oM cMS Liquid Biopsy-Archived 100124 Prior authorization is required for genetic testing unless otherwise noted in one of our policies.
substitutions, insertions, deletions, CRITERIA
select rearrangements, and copy
number variations
Targeted genomic sequence
neopia cokrescra g ONA FRLORAUTHORZATION
gl PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0041 Genetic Testing and PG0500 . S " . . "
0242U analysis of 55-74 genes, REQUIRED - INTERQUAL INTERQUAL MEDICARE COVERAGE CMs Liquid Biopsy-Archived 100124 Prior authorization is required for genetic testing unless otherwise noted in one of our policies.
interrogation for sequence variants,
. CRITERIA
gene copy number amplifications,
and gene rearrangements
Obstetrics (preeclampsia),
biochemical assay of placental- PG0048 Tests for the Evaluation PG0048 Tests for the Evaluation of
growth factor, time-resolved of Preterm Labor and Premature Preterm Labor and Premature PGOOC:,JZ?Z‘: dfo'r):z:\;fr:;‘l?r:x::? term
0243U fluorescence immunoassay, NON-COVERED Rupture of Membranes; PG0043 NON-COVERED Rupture of Membranes; PG0043 . P NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
N o N o Membranes; PG0043 Experimental
maternal serum, predictive Experimental Investigational Experimental Investigational o
d : Investigational Procedures Services
algorithm reported as a risk score Procedures Service Procedures Service
for preeclampsia
Oncology (Soid organ), DNA,
comprehensive genomic profiling,
257 genes, interrogation for single-
nucleotide variants, PRIOR AUTHORIZATION PG0041 Genetic Testing and PG0438
insertions/deletions, copy number ) . REQUIRED - FOLLOW Molecular Profiling (Somatic Testing) Panels | . o . X . N
0244U alterations, gene rearrangements, NON-COVERED PG0041 Genetic Testing MEDICARE COVERAGE CMs for Solid Cancer Tumors and Hematologic Prior authorization is required for genetic testing unless otherwise noted in one of our policies.
tumor mutational burden and CRITERIA Malignancies-Archived 100124
microsatellite instability, utilizing
formalin-fixed paraffin embedded
Himor ticena
Oncology (thyroid), mutation
analysis of 10 genes and 37 RNA
feme e ot e PR PG00 Srts Ty ars Piss
0245U : NON-COVERED PG0041 Genetic Testing CMs Experimental Investigational Procedures |NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
sequencing, fine needle aspirate, MEDICARE COVERAGE Services
report includes associated risk of CRITERIA
malignancy expressed as a
Red blood cell antigen typing, DNA, PRIOR AUTHORIZATION
genotyping of at least 16 blood o REQUIRED - FOLLOW PG0041 Genetic Testing and PG0500 . P, " . . .
0246U groups with phenotype prediction of NON-COVERED PG0041 Genetic Testing MEDICARE COVERAGE CMS Liquid Biopsy-Archived 100124 Prior authorization is required for genetic testing unless otherwise noted in one of our policies.
at least 51 red blood cell antigens CRITERIA




Obstetrics (preterm birth), msulin-
like growth factor-binding protein 4
(IBP4), sex hormone-binding
globulin (SHBG), quantitative

PG0048 Tests for the Evaluation
of Preterm Labor and Premature

PG0048 Tests for the Evaluation of
Preterm Labor and Premature

PG0048 Tests for the Evaluation of Preterm
Labor and Premature Rupture of

0247U NON-COVERED Rupture of Membranes; PG0043 NON-COVERED Rupture of Membranes; PG0043 . NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
measurement by LC-MS/MS, . N o Membranes; PG0043 Experimental
. N Experimental Investigational Experimental Investigational o
utilizing maternal serum, combined . Investigational Procedures Services
Procedures Service Procedures Service
with clinical data, reported as
v ik sirafifition for
Oncology (brain), spheroid cel PG0043 Experimental PG0043 Experimental PGO043 Experi igational
culture in a 3D microenvironment, jrysstoational Brocedures Procedures Services, PG0122 In Vitro
0248U ’ NON-COVERED Services, PG0122 In Vitro NON-COVERED Services, PG0122 In Vitro . p NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
12 drug panel, tumor-response - - Chemoresistance & Chemosensitivity
rediction for each dru Chemoresistance & Chemoresistance & Assays
P 9 Chemosensitivity Assays Chemosensitivity Assays %
Oncology (breast), semiquantitative
analysis of 32 phosphoproteins and
protein analytes, includes laser PG0301 Genetic Expression Assays for
capture microdissection, with PG0122 In Vitro Chemoresistance PG0122 In Vitro Chemoresistance | Breast Cancer Prognosis-Archived 090124, | . o " . . .
0249U algorithmic analysis and NON-COVERED & Chemosensitivity Assays NON-COVERED & Chemosensitivity Assays PG0122 In Vitro Chemoresistance & Prior authorization is required for genetic testing unless otherwise noted in one of our policies.
interpretative report (Used to report Chemosensitivity Assays
the Theralink® Reverse Phase
Protein Arrav (RPPA) test)
Oncology (solid organ neoplasm),
targeted genomic sequence DNA
analysis of 505 genes, interrogation PRIOR AUTHORIZATION "
0250U for somatic alterations (SNVs PRIOR AUTHORIZATION INTERQUAL REQUIRED - FOLLOW CMS E’:Ge?ior:;ni:??:&ﬁs;ez::g?\aa\rgr;ggfi Prior authorization is required for genetic testing unless otherwise noted in one of our policies.
[single nucleotide variant], small REQUIRED - INTERQUAL MEDICARE COVERAGE P s 9 ©q g 9 P .
ervices
insertions and deletions, one CRITERIA
amplification, and four
Hepcidin-25, enzyme-linked PG0043 Experimental PG0043 Experimental PG0043
0251U immunosorbent assay (ELISA), NON-COVERED Investigational Procedures NON-COVERED igati N NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
5 4 Procedures Services
serum or plasma Services Services
Fetal aneuploidy short
(tandem-repeat comparative
analysis, fetal DNA from products PRIOR AUTHORIZATION . "
" PG0041 Genetic Testing and PG0287 Non-
of conception, reported as normal PRIOR AUTHORIZATION REQUIRED - FOLLOW . . - " _
0252U (euploidy), monosomy, trisomy, or REQUIRED - INTERQUAL. INTERQUAL MEDICARE COVERAGE CMs Invasive Prenatal ‘Screemng (NIPS)/Cell- |NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
> Free DNA Screening for Fetal Aneuploidy
partial deletion/duplications, CRITERIA
mosaicism, and segmental
Insertion of anterior segment . .
aqueous drainage device, without P%?:f;i‘g-fg&::mﬁgﬂ“ P%?:f:orsnlgggéll)g;ata Ti!i;or PG0327 Surgical Treatments for Glaucoma;
0253T extraocular reservoir, |ntern§| NON-COVERED Nonspecific HCPCS-CPT & NON-COVERED Nonspecific HCPCS-CPT & PG0097 Unlisted Nonspecific HCPCS-CPT
approach, into the suprachoroidal & Category Ill Codes
space Category Ill Codes Category Ill Codes
Reproductive medicine
(endometrial receptivity analysis),
RNA gene expression profile, 238 PG0041 Genetic Testing and PG0041 Genetic Testing and . "
5 : PG0041 Genetic Testing and PG0043
0253U genes by next generation NON-COVERED PG0043 Experimental NON-COVERED PG0043 Experimental i Procedures | NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
sequencing, endometrial tissue, Investigational Procedures Services
predictive algorithm reported as Services Services
endometrial window of implantation
(ea tive_recentive. nost
Reproductive medicine
(preimplantation genetic PG0041 Genetic Testing and PG0041 Genetic Testing and
assessment), analysis of 24 PG0043 Experimental PG0043 Experimental PG0041 Genetic Testing and PG0043
chromosomes using embryonic Investigational Procedures igati i Procedures
0254V DNA genomic sequence analysis RONCRIERED) Services; PG0097 Unlisted NON-COVERED Services; PG0097 Unlisted Services; PG0097 Unlisted Nonspecific | O COVERED - EXPERIMENTAL, INVESTIGATIONAL
for aneuploidy, and a mitochondrial Nonspecific HCPCS-CPT & Nonspecific HCPCS-CPT & HCPCS-CPT & Category Il Codes
DNA score in euploid embryos, Category Il Codes Category lll Codes
results reoorted as normal
Andrology (infertility), sperm-
capacitation assessment of
o Crglioside Gt ditriouton PG0043 Experimental PG0043 Experimental PG0043 Exveri -
0255U P g c P, NON-COVERED Investigational Procedures NON-COVERED igati ; 18 |NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
fresh or frozen specimen, reported " " Procedures Services
" Services Services
as percentage of capacitated
sperm and probability of generating
a score
Trimethylamine/trimethylamine N-
oxide (TMA/TMAO) profile, tandem PG0043 Experimental PG0043 Experimental PG0043
0256U mass spectrometry (MS/MS), NON-COVERED Investigational Procedures NON-COVERED igati Procedu . NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
" . 3 5 Procedures Services
urine, with algorithmic analysis and Services Services
interpretive report
Very long chain acyl- coenzyme A PG0043 Experimental PG0043 Experimental
0257U (CoA) dehydrogenase (VLCAD), NON-COVERED Investigational Procedures NON-COVERED igati PG0043 N3l | NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

leukocyte enzyme activity, whole
blood

Services

Services

Procedures Services




Autoimmune (psoriasis), Mma,
next-generation sequencing, gene

expression profiling of 50-100 choégoﬁg"é';;ﬁs:g Ia"d Psg%i@%g‘?%ﬁg@” PG0041 Genetic Testing and PG0043
0258U genes, skin- surface collection NON-COVERED Investigational Procedures MEDICARE COVERAGE CMs Experimental Investigational Procedures  |Prior authorization is required for genetic testing unless otherwise noted in one of our policies.
using adhesive patch, algorithm SED CRITERIA Services
reported as likelihood of response
to psoriasis biologics
Nephrology (chronic kidney
disease), nuclear magnetic
oo PGO043 Experimental PGO043 Experimental G003 Experi -
0259U i yo-u ’ NON-COVERED Investigational Procedures NON-COVERED igati . e NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
valine, and creatinine, D e ey Procedures Services
algorithmically combined with
cystatin C (by immunoassay) and
iata to determine.
Rare diseases o o
(constitutionalheritable disorders), ;i%?:éi::‘g;j:ﬁgﬁ;;@;‘g PRIOR AUTHORIZATION PG0041 Genetic Testing, PGO468 Whole
identification of copy number and Whole Genome Sequencing REQUIRED - FOLLOW Exome Sequencing (WES) and Whole
0260U variations, inversions, insertions, NON-COVERED (WGS), PG0043 Experimental MEDICARE COVERAGE CMs Genome Sequencing (WGS), PG0043 | Prior authorization is required for genetic testing unless otherwise noted in one of our policies.
translocations, and other structural Invesv(ig T e CRITERIA Experimental Investigational Procedures
variants by optical genome e Services
mapping
Oncology (colorectal cancer),
image analysis with artificial
nteligence assessment of 4 PG0043 Experimental PG0043 Experimental PG0043 Experi -
0261U ) sioogic an NON-COVERED Investigational Procedures NON-COVERED gati ; @ |NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
immunohistochemical features s e ey Procedures Services
(CD3 and CD8 within tumor-stroma
border and tumor core), tissue,
renorted as immune resnonse and
Oncology (solid tumor), gene
expression profiling by real-time RT;
PCR of 7 gene pathways (ER, AR, PG0043 Experimental PG0043 Experimental PG0041 Genetic Testing and PG0043
0262U PI3K, MAPK, HH, TGFB, Notch), NON-COVERED Investigational Procedures NON-COVERED igati i Procedures [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
formalin-fixed paraffin embedded Services Services Services
(FFPE), algorithm reported as gene
pathway activity score
Intramuscular autologous bone
marrow cell therapy, with
preparation of harvested cells, PG0400 Stem Cell Therapy for PGO400 Stem Cell Therapy f0r | .40 stem el Therapy for Orthopedic
0263T __ multiple injections, one leg, NON-COVERED @ity A el T, (e NON-COVERED Orthopedic Applications; PGO0SY | - icvions: PG0097 Unlisted Nonspecific |NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
including ultrasound guidance, if Unlisted Nonspecific HOPCS-CPT Unlisted Nonspecific HCPCS-CPT HaPOS.GPT 8 Catoaum Il Godee
performed; complete procedure & Category Il Codes & Category Il Codes egory
including unilateral or bilateral bone
marrow harvest
Neurology (autism spectrum
disorder [ASD]), quantitative
measurements of 16 central carbon - -
metabolites (ie, aketoglutarate, (RER) e e E] [RERS) e e E] PG0043 Experil igational
0263U ° NON-COVERED Investigational Procedures NON-COVERED . NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
alanine, lactate, phenylalanine, S S Procedures Services
pyruvate, succinate, carnitine,
citrate, fumarate, hypoxanthine,
inosine. malate. i
Intramuscular autologous bone
marrow cell therapy, with
preparation of harvested cells, oifgggﬁffg.ﬁi'i;???o& oiﬁg:ggicsfgﬁi::";":_':‘gofo"% PG0400 Stem Cell Therapy for Orthopedic
0264T multiple injections, one leg, NON-COVERED Unlisted Nonspecific HC}’CS-CPT NON-COVERED Uniisted Nonspecific HCIPCS-CPT Applications; PG0097 Unlisted Nonspecific INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
including ultrasound guidance, if & Category Ill Codes & Category Ill Codes HCPCS-CPT & Category IIl Codes
performed; complete procedure
excluding bone marrow harvest
Rare diseases " "
(constitutional/heritable disorders), ;i%?:giﬂ:’g;ﬁ:ﬂg;ﬁég R A EETESTE PG0041 Genetic Testing, PGO468 Whole
identification of copy number and Whole Genome Sequencing REQUIRED - FOLLOW Exome Sequencing (WES) and Whole
0264U variations, inversions, insertions, NON-COVERED (WGS), PG0043 Experimental MEDICARE COVERAGE cMs Genome Sequencing (WGS), PG0043 | Prior authorization is required for genetic testing unless otherwise noted in one of our policies.
translocations, and other structural Invesvtigational [ CRITERIA Experimental Investigational Procedures
variants by optical genome o Services
mapping
Intramuscular autologous bone
marrow cell therapy, with
preparation of harvested cells, PG0400 Stem Cell Therapy for PG0A00 Stem Cell Therapy for | o140 siem Cel Therapy for Orthopedic
0265T __ multiple injections, one leg, NON-COVERED Orthopedic Applications; PG0097 NON-COVERED Orthopedic Applications; PGOOST. | 1 e -rion. PG0097 Unlisted Nonspecific |NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
including ultrasound guidance, if Unlisted Nonspecific HCPCS-CPT Unlisted Nonspecific HCPCS-CPT HCPCS-CPT & Category lll Codes
performed; unilateral or bilateral & Category Ill Codes & Category lll Codes
bone marrow harvest only for
i hone
Rare constitutional and other
heritable disorders, whole genome
2nd mitohonirial DNA seduence | PG0468 Whole Exome R e Ao PGO041 Genetic Testing, PGO468 Whole
0265U ﬁxgd plara"\n émbedded (FFPE) NON-COVERED Sequencing (WES) and Whole MEDICARE COVERAGE CMS Exome Sequencing (WES) and Whole | Prior authorization is required for genetic testing unless otherwise noted in one of our policies.
" Genome Sequencing (WGS) Genome Sequencing (WGS)
tissue, saliva, buccal swabs or cell CRITERIA
lines, identification of single
and conv number
Tmplantation or replacement of
carotid sinus baroreflex activation . q
device; total system (includes |m7e§3§;\ao§;f::g:ﬁes PG0043 Experimental PG0043 i igati
generator placement, unilateral or stoal L stiga Arocedy Procedures Services; PG0097 Unlisted
0266T NON-COVERED Services; PG0097 Unlisted NON-COVERED Services; PG0097 Unlisted NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

bilateral lead placement, intra-
operative interrogation,
programming, and repositioning,

when nerformed)

Nonspecific HCPCS-CPT &
Category lll Codes

Nonspecific HCPCS-CPT &
Category lll Codes

Nonspecific HCPCS-CPT & Category Il
odes




Unexplained constitutional or other
heritable disorders or syndromes,

PG0041 Genetic Testing, PG0468

PG0041 Genetic Testing, PG0468 Whole

tissue specific gene expression by ‘Whole Exome Sequencing (WES) PRIOR AUTHORIZATION Exome Sequencing (WES) and Whole
whole transcriptome and next- and Whole Genome Sequencing REQUIRED - FOLLOW : . o . . . .
0266U generation sequencing, blood, NON-COVERED (WGS), PG0043 Experimental MEDICARE COVERAGE CMs E?(sgz:ij:‘qll:‘izllr‘vggas‘\gni‘SF)’.r;’c(ig‘UJ;t:s Prior authorization is required for genetic testing unless otherwise noted in one of our policies.
formalin-fixed paraffin embedded Investigational Procedures CRITERIA Services
(FFPE) tissue or fresh frozen Services
tissiia_renorted as nresence or
Implantation or replacement of
carcli sinus barorefex activation PG0043 Experimental PG0043 Experimental PG0043 Experi -
0267T . V. NON-COVERED Investigational Procedures NON-COVERED igati . e NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
(includes intra-operative " " Procedures Services
. ervices Services
interrogation, programming, and
repositioning, when performed)
Rare constitutional and other o o
heritable disorders, identification of Cvi%?:éii:‘:‘g TE:‘;ZIQH P(%V“;Z? PRIOR AUTHORIZATION PG0041 Genetic Testing, PG0468 Whole
copy number variations, inversions, and Whole Geneoqme S %enci" REQUIRED - FOLLOW Exome Sequencing (WES) and Whole
0267U insertions, translocations, and other NON-COVERED (WGS), PG0043 E ::imen(alg MEDICARE COVERAGE CMs Genome Sequencing (WGS), PG0043  |NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
structural variants by optical bIFE: P Experimental Investigational Procedures
Investigational Procedures CRITERIA >
genome mapping and whole . Services
Services
genome sequencing
Implantation or replacement of
“’;’:ﬂ;‘_"”z‘::"’:‘1‘::(2?1‘::"°" PGO043 Experimental PGO043 Experimental PG0043 Experi -
0268T P g v NON-COVERED Investigational Procedures NON-COVERED igati . e NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
(includes intra-operative " " Procedures Services
. Services Services
interrogation, programming, and
repositioning, when performed)
Hematology (atypical hemolytic e AU RN
uremic syndrome [aHUS]), REQUIRED - FOLLOW
0268U genomic sequence analysis of 15 NON-COVERED PG0041 Genetic Testing e E GO cMS PG0041 Genetic Testing Prior authorization is required for genetic testing unless otherwise noted in one of our policies.
genes, blood, buccal swab, or CRITERIA
amniotic fluid
Revision or removal of carotid sinus
baroreflex activation device; total
system (includes generator PG0043 Experimental PG0043 Experimental G004 ) -
0269T placement, unilateral or bilateral NON-COVERED Investigational Procedures NON-COVERED igati Procedures Services b NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
lead placement, intra-operative Services Services
interrogation, programming, and
repositioning, when performed)
Hematology (autosomal dominant e AU R
congenital thrombocytopenia), REQUIRED - FOLLOW
0269U lenomic sequence analysis of 14 NON-COVERED PG0041 Genetic Testing CMs PG0041 Genetic Testing Prior authorization is required for genetic testing unless otherwise noted in one of our policies.
9 a Vs 9 MEDICARE COVERAGE 9 ed 9 9 P
genes, blood, buccal swab, or CRITERIA
amniotic fluid
Revision or removal of carotid sinus
baroreflex activation device; lead N i
N .y PG0043 Experimental PG0043 Experimental N -
02707 only. unilateral (includes intra NON-COVERED Investigational Procedures NON-COVERED igati PG0043 Y o3 | NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
operative interrogation, e e Procedures Services
programming, and repositioning,
when performed)
Hematology (congenital coagulation PRIOR AUTHORIZATION
disorders), genomic sequence ' REQUIRED - FOLLOW ! ) R ! ) . )
0270U analysis of 20 genes, blood, buccal NON-COVERED PG0041 Genetic Testing MEDICARE COVERAGE. CMs PG0041 Genetic Testing Prior authorization is required for genetic testing unless otherwise noted in one of our policies.
swab, or amniotic fluid CRITERIA
Revision or removal of carotid sinus
ba’;’;‘Z’l::‘ofc;:’la'z’;'cﬁed‘g‘;e‘;nfr‘fe PG0043 Experimental PG0043 Experimental PG0043 ) -
0271T 9 v - NON-COVERED Investigational Procedures NON-COVERED igati . onal NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
operative interrogation, . 5 Procedures Services
. " Services Services
programming, and repositioning,
when performed)
Hematology (congenital PRIOR AUTHORIZATION
neutropenia), genomic sequence o REQUIRED - FOLLOW " . PP " . f "
0271U analysis of 23 genes, blood, buccal NON-COVERED PG0041 Genetic Testing MEDICARE COVERAGE CMs PG0041 Genetic Testing Prior authorization is required for genetic testing unless otherwise noted in one of our policies.
swab, or amniotic fluid CRITERIA
Interrogation device evaluation (in
person), carotid sinus baroreflex
activation system, including
telemetric iterative communication PG0043 Experimental PG0043 Experimental PG0043
0272T with the implantable device to NON-COVERED Investigational Procedures NON-COVERED igati edul NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

monitor device diagnostics and

programmed therapy values, with
interpretation and report (e.g..
batterv status. lead i

Services

Services

Procedures Services




Hematology (genetic bleeding

" PRIOR AUTHORIZATION
disorders), genomic sequence REQUIRED - FOLLOW
0272U analysis of 51 genes, blood, buccal NON-COVERED PG0041 Genetic Testing MEDICARE COVERAGE CMs PG0041 Genetic Testing Prior authorization is required for genetic testing unless otherwise noted in one of our policies.
swab, or amniotic fluid, CRITERIA
comprehensive
Tnterrogation device evaluation (in
person), carotid sinus baroreflex
e vation system, indluding PG0043 Experimental PG0043 Experimental PG0043 Experi aational
0273T . NON-COVERED Investigational Procedures NON-COVERED igati . NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
with the implantable device to N N Procedures Services
y ervices Services
monitor device diagnostics and
programmed therapy values, with
nd renort (e.a.
Hematology (genetic
hyperfibrinolysis, delayed bleeding), TR AT BTN
genomic sequence analysis of 8 REQUIRED - FOLLOW
0273U genes (F13A1, F13B, FGA, FGB, NON-COVERED PG0041 Genetic Testing MEDICARE COVERAGE CMs PG0041 Genetic Testing Prior authorization is required for genetic testing unless otherwise noted in one of our policies.
FGG, SERPINA1, SERPINE1, CRITERIA
SERPINF2, PLAU), blood, buccal
swab, or amniotic fluid
Percutaneous
laminotomy/laminectomy
o e ettt PG0043 Experimental PG0043 Experimental PG0043 Experimental Investigational
0274T (with or without ligamentous " NON-COVERED Investigational Procedures NON-COVERED Investigational Procedures Procedures Services. PG0026 Discogenic |NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
y Services Services Pain Treatment-Archived 120124.
resection, discectomy, facetectomy
and/or foraminotomy) any method
under indirect image avidance
Hematology (genetic platelet PRIOR AUTHORIZATION
0274U ang:;:ir:iﬁ5ggee"r?ergjcbmlfel;]\f:cal NON-COVERED PG0041 Genetic Testing ﬁ;ﬁg}f‘é%g%;ﬂ& cMs PG0041 Genetic Testing Prior authorization is required for genetic testing unless otherwise noted in one of our policies.
swab, or amniotic fluid CRITERIA
Percutaneous
laminotomy/laminectomy
(interlaminar approach) for
decompression of neural elements,
resg"‘g‘nc'a;’s"c‘zgﬁga;‘;zzzg‘éimy PG0043 Experimental PG0043 Experimental PGO043 Experimental Investigationl
0275T and/or lo;amin otomy), ' any method NON-COVERED Investigational Procedures NON-COVERED Investigational Procedures Procedures Services. PG0026 Discogenic |Medicare Advantage Plans - 0275T is covered when part of a clinical trial, no prior authorization required
i ’ ervices ervices Pain Treatment-Archived 120124.
under indirect image guidance (eg,
fluoroscopic, CT), with or without
the use of an endoscope, single or
multiple levels, unilateral or
bilateral; lumbar
Hematology (inherited PRIOR AUTHORIZATION
thrombocytopenia), genomic REQUIRED - FOLLOW
0276U sequence analysis of 23 genes, NON-COVERED PG0041 Genetic Testing MEDICARE COVERAGE CMS PG0041 Genetic Testing Prior authorization is required for genetic testing unless otherwise noted in one of our policies.
blood, buccal swab, or amniotic CRITERIA
fluid
Hematology (genetic platelet PRIOR AUTHORIZATION
function disorder), genomic REQUIRED - FOLLOW
02770 sequence analysis of 31 genes, NON-COVERED PG0041 Genetic Testing MEDICARE COVERAGE. CMs PG0041 Genetic Testing Prior authorization is required for genetic testing unless otherwise noted in one of our policies.
blood, buccal swab, or amniotic CRITERIA
fluid
Transcutaneous electrical
modulation pain reprocessing (e.g., PG0043 Experimental PG0043 Experimental PG0244 Electrical Nerve Stimulators-
0278T scrambler therapy), each treatment NON-COVERED Investigational Procedures NON-COVERED Investigational Procedures archived 120124; PG0043 Experimental (NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
session (includes placement of Services Services Investigational Procedures Services
electrodes)
Hematology (genetic thrombosis), PRIOR AUTHORIZATION
0278U gegr::";‘: im‘?’ﬁ:ﬁgj:fogz NON-COVERED PG0041 Genetic Testing ;:Sgr:g&g%;i& cMs PG0041 Genetic Testing Prior authorization is required for genetic testing unless otherwise noted in one of our policies.
amniotic fluid CRITERIA
Red blood cell antigen typing, DNA, PRIOR AUTHORIZATION
0282U sg‘:[‘:‘ff{‘;‘;‘fg‘;’&f;m&?& NON-COVERED PGO041 Genetic Testing ;égg/':fgc’g%;g& cMs PGO041 Genetic Testing Prior authorization is required for genetic testing unless otherwise noted in one of our policies.
blood cell antigen phenotypes CRITERIA




Oncology, response to radiation,
cell-free DNA, quantitative

PG0041 Genetic Testing, PG0122
In Vitro Chemoresistance &

PGO041 Genetic Testing, PG0122 In Vitro
Chemoresistance & Chemosensitivity

0285U branched chain DNA ampilification, NON-COVERED PG0041 Genetic Testing NON-COVERED Chemosensitivity Assays, PG0043 Assays, PG0043 Experimental Prior authorization is required for genetic testing unless otherwise noted in one of our policies.
plasma, reported as a radiation Experimental Investigational I ot
9 Investigational Procedures Services
toxicity score Procedures Services
CEP72 (centrosomal protein, 72-
Kda), NUDT15 (nudix hydrolase PRIOR AUTHORIZATION
0286U :f;:;;rz:;’\ga(::)o f;'%ii; NON-COVERED PG0041 Genetic Testing NTEEI:()JIg/IFREED(‘:g\?éFIEEgE CMS PG0041 Genetic Testing Prior authorization is required for genetic testing unless otherwise noted 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
0287U aspl:y:zeo(;d’::jn(‘;I‘FnPgeﬁszi:mn- ;E(IJ?JF:RAE%T-'—:&TEZ:SS{T_ PG0041 Genetic Testing NTEESgE{R‘EEDC-OF\?éIIiﬁéVE CMs PG0041 Genetic Testing Prior authorization is required for genetic testing unless otherwise noted in one of our policies.
algorithmic prediction of cancer CRITERIA
recurrence, reported as a
catenorical risk result (low
Oncology (lung), mRNA,
quantitative PCR analysis of 11
genes (BAG1, BRCA1, CDC6, PRIOR AUTHORIZATION
0288U EC?FEZQEE)SESE?;G;UWNEA) NON-COVERED PG0041 Genetic Testing NTEEI:()JIg/IFREED(‘:g\?éFIEEgE CMS PG0041 Genetic Testing Prior authorization is required for genetic testing unless otherwise noted in one of our policies.
and 3 reference genes (ESD, TBP, CRITERIA
YAP1), formalin-fixed paraffin-
(FEPE) tumor tissue
Neurology (Alzheimer disease), e AU RN
mRNA, gene expression profiling REQUIRED - FOLLOW
0289U by RNA sequencing of 24 genes, NON-COVERED PG0041 Genetic Testing e E GO cMS PG0041 Genetic Testing Prior authorization is required for genetic testing unless otherwise noted in one of our policies.
whole blood, algorithm reported as CRITERIA
predictive risk score
Pain management, mRNA, gene
st oting o Fon PRIOR AUTHORIZATION
0290U sequencing of 36 genes, whole NON-COVERED PG0041 Genetic Testing MEDICARE COVERAGE CMS PG0041 Genetic Testing Prior authorization is required for genetic testing unless otherwise noted in one of our policies.
blood, algorithm reported as e
predictive risk score
Psychiatry (mood disorders), e AU R
mRNA, gene expression profiling REQUIRED - FOLLOW
0291U by RNA sequencing of 144 genes, NON-COVERED PG0041 Genetic Testing e oM cMS PG0041 Genetic Testing Prior authorization is required for genetic testing unless otherwise noted in one of our policies.
whole blood, algorithm reported as CRITERIA
predictive risk score
Psychiatry (stress disorders),
A, gone iression roihg PROR AUTHORIZATION
0292U by RNA sequencing of 72 genes, NON-COVERED PG0041 Genetic Testing MEDICARE COVERAGE CMS PG0041 Genetic Testing Prior authorization is required for genetic testing unless otherwise noted in one of our policies.
whole blood, algorithm reported as CRITERIA
predictive risk score
Psychiatry (suicidal ideation), PRIOR AUTHORIZATION
mRNA, gene expression profiling REQUIRED - FOLLOW
0293U by RNA sequencing of 54 genes, NON-COVERED PG0041 Genetic Testing MEDICARE COVERAGE. CMs PG0041 Genetic Testing Prior authorization is required for genetic testing unless otherwise noted in one of our policies.
whole blood, algorithm reported as CRITERIA
predictive risk score
Longevity and mortality risk,
mRNA, gene expression profiling
0294U by RNA sequencing of 18 genes, NON-COVERED PG0041 Genetic Testing NON-COVERED PG0041 Genetic Testing PG0041 Genetic Testing Prior authorization is required for genetic testing unless otherwise noted in one of our policies.
whole blood, algorithm reported as
predictive risk score
Oncology (breast ductal carcinoma
in situ), protein expression profiling
by immunohistochemistry of 7
0295U p’°'§‘7"‘5p2?§é: gaﬁ; Sfff Ki NON-COVERED PG0041 Genetic Testing NON-COVERED PG0041 Genetic Testing B:gfg;ri::if'rf}ggﬁifcr‘hﬁ::aggoﬂ 4 | Prior authorization is required for genetic testing unless ofherwise noted in one of our policies.
clinicopathologic factors (size, age,
margin status, palpability), utilizing
Jin-fixed paraff
‘Oncology (oral and/or
oropharyngeal cancer), gene
expression profiling by RNA
0296U sequencing at least 20 molecular NON-COVERED PGO041 Genetic Testing NON-COVERED PGO041 Genetic Testing PGO041 Genetic Testing Prior authorization is required for genetic testing unless otherwise noted in one of our policies

features (eg, human and/or
microbial mRNA), saliva, algorithm
reported as positive or negative for
sianature iz with




Oncology (pan tumor), whole
genome sequencing of paired

malignant and normal QNA PGO‘?GS Whole Exome PRIOR AUTHORIZATION PG0468 Whole Exome Sequencing (WES)
0297U specimens, fresh or formalin fixed | _PRIOR AUTHORIZATION Sequencing (WES) and Whole REQUIRED - FOLLOW cMs and Whole Genome Sequencing (WGS), |Prior authorization is required for gentic testing unless otherwise noted in one of our policies.
paraffin embedded (FFPE) tissue, | REQUIRED - MEDICAL POLICY Genome Sequencing (WGS), MEDICARE COVERAGE PGO041 Genetic Testing
blood or bone marrow, comparative PG0041 Genetic Testing CRITERIA
sequence analyses and variant
‘Oncology (pan tumor), whole
transcriptome sequencing of paired
malignant and normal X PGOIIQGB Whole Exome PRIOR AUTHORIZATION PG0468 Whole Exome Sequencing (WES)
0298U F;’j(;?:g;ﬁ':&g:jgg (':;?,EEI')" REgﬁ:gg:-lﬁ:gziﬁggrlcv sg::::?&g::‘sd):g"fwvg'so;le NTEEE()JIg/ﬁSEch\%FﬁgE CMs and Wh;lé g[irorge Segu_?nc\ng (WGS), |Prior authorization is required for genetic testing unless otherwise noted in one of our policies.
fissue, blood or bone PGO04 Genetic Testing CRITERIA 1 Genetic Testing
marrow, comparative sequence
analvses ant ion level and
Oncology (pan tumor), whole
genome optical genome mapping of
paired malignant and PRIOR AUTHORIZATION Squec?gi’:;a (m‘zosle) aE::rT\I‘\?hole Ps;%%&ig“? Eolﬁgv?/N PG0468 Whole Exome Sequencing (WES) | o ' ) ) )
0299U normal DNA specimens, fresh | oo jiren - MEDICAL POLICY | Genome Sequencing (WGS), YD S CONEReE cMS and Whole Genome Sequencing (WGS), - [Prior authorization is reqired for genetic testing unless ofherwise noted in one of our policies.
frozen tissue, blood, or bone PGO041 Genetic Testin CRITERIA PG0041 Genetic Testing
i g
marrow, comparative structural
variant identification
‘Oncology (pan tumor), whole
genome sequencing and optical
genome mapping of paired PG0468 Whole Exome PRIOR AUTHORIZATION PGM468 Whole Exome Sequencing (WES)
0300U spegam"g::":r:;‘: :i‘;);u'":v'gm’ o REgﬁ:gg:-lﬁ:gziﬁggrlcv sg::::?&g::‘sd):g"fwvg'so;le NTEEE()JIg/ﬁSEch\%FﬁgE CMS and Wh;lé g[irorge Segu_?nc\ng (WGS), |Prior authorization is required for genetic testing unless otherwise noted in one of our policies.
bone marrow, comparative PGO041 Genetic Testing CRITERIA 1 Genetic Testing
sequence analyses and variant
Infectious agent detection by
nucleic acid (DNA or RNA), PG0043 Experimental PG0043 Experimental PG0043 N igational
0301U Bartonella henselae and Bartonella NON-COVERED Investigational Procedures NON-COVERED igati Procedures Services NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
quintana, droplet digital PCR Services Services
(ddPCR);
Infectious agent detection by
B . PG0043 Experimental PG0043 Experimental PG0043 Experi oational
0302U NON-COVERED Investigational Procedures NON-COVERED igati . NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
quintana, droplet digital PCR G G Procedures Services
(ddPCR); following liquid
enrichment
Hematology, red blood cell (RBC)
adhesion to
endothelial/subendothelial adhesion PG0043 Experimental PG0043 Experimental PG0043 N igational
0303U molecules, functional assessment, NON-COVERED Investigational Procedures NON-COVERED igati Procedures Services NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
whole blood, with algorithmic Services Services
analysis and result reported as an
RBC adhesion index; hypoxic
Hematology, red blood cell (RBC)
adhesion to
endothelial/subendothelial adhesion PG0043 Experimental PG0043 Experimental PG0043 N igational
0304U molecules, functional assessment, NON-COVERED Investigational Procedures NON-COVERED igati Procedures Services NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
whole blood, with algorithmic Services Services
analysis and result reported as an
RBC adhesion index; normoxic
Hematology, red blood cell (RBC)
functionality and deformity as a PG0043 Experimental PG0043 Experimental PG0043 N igational
0305U function of shear stress, whole NON-COVERED Investigational Procedures NON-COVERED igati Procedures Services NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
blood, reported as a maximum Services Services
elongation index
Oncology (minimal residual disease
[MRD]), next-generation targeted
analysis, cell-free DNA,
0306U initial (baseline) assessment to NON-COVERED PG0041 Genetic Testing NON-COVERED PG0041 Genetic Testing PG0041 Genetic Testing Prior authorization is required for genetic testing unless otherwise noted in one of our policies.
determine a patient specific panel
for future comparisons to evaluate
for MRD
Oncology (minimal residual disease
[MRD]), next-generation targeted
sequencing analysis of a patient-
0307U specffic panel, cell-free DNA, NON-COVERED PG0041 Genetic Testing NON-COVERED PG0041 Genetic Testing PG0041 Genetic Testing Prior authorization is required for genetic testing unless otherwise noted in one of our policies.
subsequent assessment with
comparison to previously analyzed
patient specimens to evaluate for
MRD
Insertion of ocular telescope
0308T prosthesis including removal of NON-COVERED PG0351 The Implantable Miniature NON-COVERED PG0351 The Implantable Miniature PG0351 The Implantable Miniature

crystalline lens or intraocular lens
prosthesis

Telescope (IMT) - Archived

Telescope (IMT) - Archived

Telescope (IMT) - Archived




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

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

NON-COVERED

PG0043 Experimental

PG0043

Services, PG0392 Cardiovascular
Disease (CVD) Risk Testing

Procedures Services, PG0392
Cardiovascular Disease (CVD) Risk Testing

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0309U

Cardiology (cardiovascular
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
for maior adverse cardiac event

NON-COVERED

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

NON-COVERED

PG0043 Experimental

PG0043

al

Services, PG0392 Cardiovascular
Disease (CVD) Risk Testing

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

PG0043 Experimental
Investigational Procedures
Services

NON-COVERED

PG0043 Experimental

PG0043 i igational

Services

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

PG0043 Experimental
Investigational Procedures
Services

NON-COVERED

PG0043 Experimental

PG0043 i igational

Services

Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0312U

Autoimmune diseases (6.9.,
systemic lupus erythematosus
[SLE]), analysis of 8 IgG
autoantibodies and 2 cell-bound
complement activation products
using enzyme-linked
immunosorbent immunoassay
(F1ISA) flow cvtometry and

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services

NON-COVERED

PG0043 Experimental

PG0043 i igational

Services

Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

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 neonlasia or nositive_hich

NON-COVERED

PG0041 Genetic Testing

NON-COVERED

PG0041 Genetic Testing

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

PG0041 Genetic Testing

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

PG0041 Genetic Testing

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.

0316U

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

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services

NON-COVERED

PG0043 Experimental

PG0043 i igational

Services

Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0317U

Oncology (lung cancer), four-probe
FISH (3g29, 3p22.1, 10g22.3,
10cen) assay, whole blood,
predictive algorithm generated
evaluation reported as decreased
or increased risk for lung cancer

NON-COVERED

PG0041 Genetic Testing

NON-COVERED

PG0041 Genetic Testing

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

PG0041 Genetic Testing

PRIOR AUTHORIZATION
REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA

CMs

PG0041 Genetic Testing

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




Nephrology (renal transplant), RNA
expression by select transcriptome
sequencing, using pretransplant

0319U : NON-COVERED PG0041 Genetic Testing NON-COVERED PG0041 Genetic Testing PG0041 Genetic Testing Prior authorization is required for genetic testing unless otherwise noted in one of our policies.
peripheral blood, algorithm reported
as a risk score for early acute
rejection
Nephrology (renal transplant), RNA
i’;‘;’s:ﬁg:gbyuzﬁ:‘;céé’:("‘f;g‘;’:te PG525 Molecular Testing for Solid Ps;%%ﬁ%?f’fgﬁg&“ PG525 Molecular Testing for Solid Organ
0320U peripheral blood, algorithm reported NON-COVERED Organ A\Iog:rm:’e‘ecum - MEDICARE COVERAGE CMS Allograft Reg;::gc-g;:‘ri\:'ved; PG0041 Prior authorization is required for genetic testing unless otherwise noted in one of our policies.
as arisk score for acute cellular CRITERIA 9
rejection
Tnfectious agent detection by
nucleic acid (DNA or RNA),
genitourinary pathogens, . X
B N PG0043 Experimental PG0043 Experimental N o
0321U identification of 20 bacterial and NON-COVERED Investigational Procedures NON-COVERED igati PG0043 v @l | NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
fungal organisms and identification . . Procedures Services
" " Services Services
of 16 associated antibiotic-
resistance genes, muliplex
amnlified nrobe technioie
Neurology (autism spectrum
disorder [ASDY]), quantitative
measurements of 14 acy) carmitnes PG0043 Experimental PG0043 Experimental PG0043 Experi -
0322U " . NON-COVERED Investigational Procedures NON-COVERED igati . e NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
metabolites, liquid chromatography N N Procedures Services
Services Services
with tandem mass spectrometry
(LC-MS/MS), plasma, results
renorted as neaative or nositive for
Targeted genomic sequence
analysis panel, solid organ
neoplasm, cell-free circulating DNA PRIOR AUTHORIZATION
analysis of 83 or more genes, PRIOR AUTHORIZATION REQUIRED - FOLLOW " . o " : . "
0326U interrogation for sequence variants, REQUIRED - INTERQUAL INTERQUAL MEDICARE COVERAGE. CMs PG0041 Genetic Testing Prior authorization is required for genetic testing unless otherwise noted in one of our policies.
gene copy number amplifications, CRITERIA
gene rearrangements, microsatelite
instahility and tumor
Fetal aneuploidy (trisome 13, 18,
and 21), DNA sequence analysis of PRIOR AUTHORIZATION ! .
N PG0041 Genetic Testing and PG0287 Non-
selected regions using maternal PRIOR AUTHORIZATION REQUIRED - FOLLOW A N N P " N N "
0327U plasma, algorithm reported as a REQUIRED - INTERQUAL. INTERQUAL MEDICARE COVERAGE CMs ;r::sgy\ej:r;;:l;\'i?crz)e;n::ne%a(ll\ﬂ:z/%ﬂ- Prior authorization is required for genetic testing unless otherwise noted in one of our policies.
risk score for each trisomy, CRITERIA 9 ploidy
includes sex reporting, if performed
Oncology (neoplasia), exome and
transcriptome sequence analysis PG0438 Molecular Profiling (Somatic
for sequence variants, gene copy PRIOR AUTHORIZATION Testing) Panels for Solid Cancer Tumors
number amplifications and PRIOR AUTHORIZATION REQUIRED - FOLLOW and Hematologic Malignancies-Archived . P, " : . .
0320U deletions, gone rearrangements, AU - [ TEREUAL INTERQUAL e oM cMS 100124, PG0468 Whole Exome Prior authorization is required for genetic testing unless otherwise noted in one of our policies.
microsateliite instability and tumor CRITERIA Sequencing (WES) and Whole Genome
mutational burden utilizing DNA Sequencing (WGS)
and RNA from tumor with DNA
Monitoring of intraocular pressure . "
" PG0043 Experimental PG0043 Experimental N -
03297 for 24 hours or longer, unilateral or NON-COVERED Investigational Procedures NON-COVERED igati PG0043 Y o3 | NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
bilateral, with interpretation and N N Procedures Services
Services Services
report
Tear film imaging, unilateral or PG0043 Experimental PG0043 Experimental PG0043 N —
0330T bilateral, with interpretation and NON-COVERED Investigational Procedures NON-COVERED igati Procedures Services b NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
report Services Services
Myocardial sympathetic innervation PG0043 Experimental PG0043 Experimental G003 . -
0331T imaging, planar qualitative and NON-COVERED Investigational Procedures NON-COVERED igati Procedures Services onal NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
quantitative assessment Services Services
Oncology (hematolymphoid
neoplasia), optical genome
mapping for copy number PG0468 Whole Exome PG0468 Whole Exome N
0331U alterations and gene NON-COVERED Sequencing (WES) and Whole NON-COVERED Sequencing (WES) and Whole P;%"mg:‘gz::;’:essel?::giﬁ'"%;lvég?) Prior authorization is required for genetic testing unless otherwise noted in one of our policies.
rearrangements utilizing DNA from Genome Sequencing (WGS) Genome Sequencing (WGS) eq 9
blood or bone marrow, report of
clinically significant alternations
Myi::’f]'a‘ s{;gf‘“ﬁ;f‘a‘:‘czzzg"" PG0043 Experimental PG0043 Experimental PG0043 Exveri -
0332T g, P! d NON-COVERED Investigational Procedures NON-COVERED igati onal NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

quantitative assessment; with
tomographic SPECT

Services

Services

Procedures Services




0332U

Oncology (pan-tumor), genetic
profiling of 8 DNA-regulatory

markers by
polymerase chain reaction (qPCR),
whole blood, reported as a high or
low probability of responding to
immune checkpoint-inhibitor
theranv

NON-COVERED

PG0041 Genetic Testing

NON-COVERED

PG0041 Genetic Testing

PG0041 Genetic Testing

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

0333T

Visual evoked potential, screening
of visual acuity, automated, with
report

NON-COVERED

PG0043 Experimental
Investigational Procedures
ervices

NON-COVERED

PG0043 Experimental

PG0043 i igational

Services

Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0333U

Oncology (iver), surveillance for
hepatocellular carcinoma (HCC) in
high-risk patients, analysis of
methylation patterns on circulating
cell-free DNA (cfDNA) plus
measurement of serum of
AFP/AFP-L3 and oncoprotein des-

NON-COVERED

PG0041 Genetic Testing

NON-COVERED

PG0041 Genetic Testing

PG0041 Genetic Testing

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

0334U

Oncology (solid organ), targeted
genomic sequence analysis,
formalin-fixed paraffinembedded
(FFPE) tumor tissue, DNA
analysis, 84 or more genes,
interrogation for sequence variants,
gene copy number amplifications,

cene

PRIOR AUTHORIZATION
REQUIRED - INTERQUAL

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.

0335T

Insertion of sinus tarsi implant

PRIOR AUTHORIZATION
REQUIRED - MEDICAL POLICY

PG0321 Subtalar Arthroeresi

PRIOR AUTHORIZATION
REQUIRED - MEDICAL POLICY

PG0321 Subtalar

PG0321 Subtalar Arthroeresis; PG0043
i igational Procedure

Services

NON-COVERED in Adults age > 19 years of age. Prior Authorization required for ages 0-18.

0335U

Rare diseases
(constitutional/heritable disorders),
whole genome sequence analysis,
including small sequence changes,

copy number variants, deletions,
duplications, mobile element
insertions, uniparental disomy
(UPD\_inversion:

NON-COVERED

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

NON-COVERED

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

PG0041 Genetic Testing and 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.

0336U

Rare diseases
(constitutional/heritable disorders),
whole genome sequence analysis,
including small sequence changes,

copy number variants, deletions,
duplications, mobile element
insertions, uniparental disomy

NON-COVERED

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

NON-COVERED

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

PG0041 Genetic Testing and 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.

0337U

(UPD)
Oncology (plasma cell disorders
and myeloma), circulating plasma
cell immunologic selection,
identification, morphological
characterization, and enumeration
of plasma cells based on differential
CD138, CD38, CD19, and CD45

orotein hiomarker i

NON-COVERED

PG0041 Genetic Testing

NON-COVERED

PG0041 Genetic Testing

PG0041 Genetic Testing

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

0338T

Transcatheter renal sympathetic
denervation, percutaneous
approach including arterial
puncture, selective catheter

placement(s) renal artery(ies),
fluoroscopy, contrast injection(s),
intraprocedural road mapping and

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services

PRIOR AUTHORIZATION
REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA

PG0043 Experimental Investigational
Procedures Services

0338U

Oncology (solid tumor), circulating
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
HER? rotein

NON-COVERED

PG0041 Genetic Testing

Non-Covered

PG0041 Genetic Testing

PG0041 Genetic Testing

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

0339T

Transcatheter renal sympathetic
denervation, percutaneous
approach including arterial
puncture, selective catheter

placement(s) renal artery(ies),
fluoroscopy, contrast injection(s),
intraprocedural road mapping and
ical sunervision and

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services

PRIOR AUTHORIZATION
REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA

PG0043 Experimental Investigational
Procedures Services

0339U

‘Oncology (prostate), mRNA
expression profiling of HOXC6 and
DLX1, reverse transcription
polymerase chain reaction (RT-
PCR), first-void urine following
digital rectal examination, algorithm
reported as probabilty of high-
arade cancer

NON-COVERED

PG0041 Genetic Testing

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




Gncology (pan-cancer), analysis of
minimal residual disease (MRD)

from plasma, with assays PRIOR AUTHORIZATION Prior authorization is required for genetic testing unless otherwise noted in one of our policies. Per InterQual Code
personalized to each patient based PRIOR AUTHORIZATION REQUIRED - FOLLOW " 0340U Tests included: BCR-ABL1, ClonoSeq®, DNA and RNA targeted genomic sequence analysis, Guardant360
0340V on prior next-generation REQUIRED - INTERQUAL IERQUEL MEDICARE COVERAGE CMS PGO041 Genetic Tasting Response, Guardant Reveal, NavDx, NeXT, Personal, Oncodetect, Pathlight Recurrence Monitoring, RaDaR,
sequencing of the patient’s tumor CRITERIA Signatera, Single-gene PCR tests
and germline DNA, reported as
ahsence or nresence of MRD_with
Fetal aneuploidy DNA sequencing
comparative analysis, fetal DNA
from products of conception,
0341U reported as normal (euploidy), NON-COVERED PG0041 Genetic Testing NON-COVERED PG0041 Genetic Testing PG0041 Genetic Testing Prior authorization is required for genetic testing unless otherwise noted in one of our policies.
monosomy, trisomy, or partial
deletion/duplication, mosaicism,
and segmental aneuploid
Therapeutic apheresis with PG0043 Experimental PG0043 Experimental PG0043 N o
0342T selective HDL delipidation and NON-COVERED Investigational Procedures NON-COVERED igati Procedures Services b NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
plasma reinfusion Services Services
Oncology (pancreatic cancer),
multiplex immunoassay of C5, C4,
weteo %f‘a‘e‘rr‘ifiéa;g 8 i PG0043 Experimental PG0043 Experimental PG0043 Experi -
0342U proteg - ' NON-COVERED Investigational Procedures NON-COVERED igati . e NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
IGFBP3, CA125 and multiplex e . Procedures Services
ervices Services
electrochemiluminescent
immunoassay (ECLIA) for CA19-9,
serum alaorithm
Oncology (prostate), exosome-
based analysis of 442 small
noncoding RNAs (sncRNAs) by PRIOR AUTHORIZATION
quantitative reverse transcription 5 . REQUIRED - FOLLOW " . o " : . "
0343U polymerase chain reaction (RT- NON-COVERED PG0041 Genetic Testing MEDICARE COVERAGE. CMs PG0041 Genetic Testing Prior authorization is required for genetic testing unless otherwise noted in one of our policies.
qPCR), urine, reported as CRITERIA
molecular evidence of no-, low-,
i iate- or hinh-risk of
Hepatology (nonalcoholic fatty liver
disease [NAFLD]), semiquantitative
. e:fd‘“:':‘f'o"‘"‘;ég"f mrzz:gm PG0043 Experimental PG0043 Experimental PG0043 Experi .
0344U q ography NON-COVERED Investigational Procedures NON-COVERED igati . e NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
mass spectrometry (LC-MS/MS), N N Procedures Services
v Services Services
serum, reported as at-risk for
nonalcoholic steatohepatitis
(NASH) or not NASH
Transcatheter mitral valve repair PG0043 Experimental PG0043 PG0108 Transcatt\‘elf: H:grlt]gll‘a?\’ve
0345T percutaneous approach via the NON-COVERED Investigational Procedures NON-COVERED igati Experimental Investi ahon’a\ Procedures NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
coronary sinus Services Services P Servigces
Psychiatry (eg, depression, anxiety,
attention deficit hyperactivity PRIOR AUTHORIZATION
disorder [ADHD]), genomic . o . X . N
B PRIOR AUTHORIZATION REQUIRED - FOLLOW " Prior authorization is required for genetic testing unless otherwise noted in one of our policies. Changed 0345U from
0345U analysis panel, variant analysis of REQUIRED - INTERQUAL DIERQEEL MEDICARE COVERAGE @E PGO041 Genetio Testing noncovered to covered with a prior authorization, InterQual, for Commercial, effective 11/01/2024.
15 genes, including CRITERIA
deletion/duplication analysis of
CYP2D6
Placement of interstitial device(s) in PG0043 Experimental PG0043 Experimental PG0043 N —
0347T bone for radiostereometric analysis NON-COVERED Investigational Procedures NON-COVERED igati Procedures Services b NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
(RSA) Services Services
Drug metabolism or processing R AT BT
- {multiple condiions) whole D030 | PRIOR AUTHORIZATION e REQUIRED - FOLLOW oMs G004 Genetic Testin Prior authorization is required for genetic testing unless otherwise noted in one of our policies. Changed 0347U from
P o ysis. REQUIRED - INTERQUAL MEDICARE COVERAGE 9 noncovered to covered with a prior authorization, InterQual, for Commercial, effective 11/01/2024
16 gene report, with variant CRITERIA
analysis and reported phenotypes
Radiologic examination, X X
N N P . PG0043 Experimental PG0043 Experimental
0348T radiostereometric analysis (RSA); NON-COVERED Investigational Procedures NON-COVERED igational Procedu PGO043 v NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
spine, (includes, cervical, thoracic 3 5 Procedures Services
Services Services
and lumbosacral, when performed)
Drug metabolism or processing R AT BT
(multiple conditions), whole blood 5 ) ) .
0348U o buccal specimen, DNA analysis, NON-COVERED PGO041 Genetic Testing REQUIRED - FOLLOW cMS PGO041 Genetic Testing Drug me?abo\lsm or processing (m.ulhp\e conditions), whole blm or buccal specimen, DNA ‘ana\ys\s, 27 gene
p MEDICARE COVERAGE report, with variant analysis, including reported and impacted gene-drug
25 gene report, with variant CRITERIA

analysis and reported phenotypes




Radiologic examination,
radiostereometric analysis (RSA);

PG0043 Experimental

PG0043 Experimental

PG0043 i igational

0349T upper extremity(ies), (includes NON-COVERED Investigational Procedures NON-COVERED Procedures Services NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
shoulder, elbow and wrist, when Services Services
performed)
Drug metabolism or processing
(multiple conditions), whole blood
or buccal specimen, DNA analysis, | b0 AUTHORIZATION Ps;%%ﬁ%?f’fgﬁg&“ Drug metabolism or processing (multiple conditions), whole blood or buccal specimen, DNA analysis, 27 gene
0349U 27 gene report, with variant PG0041 Genetic Testing CMS PG0041 Genetic Testing report, with variant analysis, including reported and impacted g drug i i Changed 0349U
REQUIRED - INTERQUAL MEDICARE COVERAGE i !
analysis, including reported CRITERIA from noncovered to covered with a prior authorization, InterQual, for Commercial, effective 11/01/2024.
phenotypes and impacted gene-
drug interactions
Radiologic examination,
radiostereometric analysis (RSA); PG0043 Experimental PG0043 Experimental PG0043 N o
0350T lower extremity(ies), (includes hip, NON-COVERED Investigational Procedures NON-COVERED igati Procedures Services b NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
proximal femur, knee and ankle, Services Services
when performed)
Drug metabolism or processing PRIOR AUTHORIZATION
0350U o(r";:'é‘g: snglr:g:)bva:d;::ogg PRIOR AUTHORIZATION AL REQUIRED - FOLLOW. o G004 Genetic Testin Prior authorization is required for genetic testing unless otherwise noted in one of our policies. Changed 0350U from
P o ysis, REQUIRED - INTERQUAL MEDICARE COVERAGE 9 noncovered to covered with a prior authorization, InterQual, for Commercial, effective 11/01/2024.
27 gene report, with variant CRITERIA
analysis and reported phenotypes
oz‘f‘g:‘gfg':jg? :;’r’:;ﬁrjgz‘z of PG0043 Experimental PG0043 Experimental P G0043 Exveri ationsl
0351T excised tissue, each specimen; real NON-COVERED Investlgatsloer;:ilczgocedures NON-COVERED e Procedures Services NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
time intraoperative
Optical coherence tomography of
breast or axillary lymph node, PG0043 Experimental PG0043 Experimental G004 ) -
03527 excised tissue, each specimen; NON-COVERED Investigational Procedures NON-COVERED igati Procedures Services b NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
interpretation and report, real time Services Services
or referred
Optical coherence tomography of PG0043 Experimental PG0043 Experimental PG0043 N .
0353T breast, surgical cavity; real time NON-COVERED Investigational Procedures NON-COVERED igati Procedures Services @ NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
intraoperative Services Services
Optical coherence tomography of ) )
breast, surgical cavity; PG(.)M? Experimental PG(.)M? Experimental PG0043 i igational
0354T " NON-COVERED Investigational Procedures NON-COVERED . NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
interpretation and report, real time Services Services Procedures Services
or referred
: PRIOR AUTHORIZATION
APOL1 (apolipoprotein L1) (eg, REQUIRED - FOLLOW
0355U chronic kidney disease), risk NON-COVERED PG0041 Genetic Testing MEDICARE COVERAGE. CMs PG0041 Genetic Testing Prior authorization is required for genetic testing unless otherwise noted in one of our policies.
variants (G1, G2) CRITERIA
Oncology (oropharyngeal),
evaluation of 17 DNA biomarkers PRIOR AUTHORIZATION
using droplet digital PCR (ddPCR), - " REQUIRED - FOLLOW " . P, " : . "
0356U cell-free DNA, algorithm reported NON-COVERED PG0041 Genetic Testing MEDICARE COVERAGE CMs PG0041 Genetic Testing Prior authorization is required for genetic testing unless otherwise noted in one of our policies.
as a prognostic risk score for CRITERIA
cancer recurrence
Bioelectrical impedance analysis o o
whole body composition PGQOA_S Experimental PG(_)OA_S Experimental PG0043
0358T " P . NON-COVERED Investigational Procedures NON-COVERED Procedul N NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
assessment, supine position, with e e Procedures Services
interpretation and report
Neurology (mild cognitive
impairment), analysis of 3-amyloid PG0441 Genetic and Biomarker PG0441 Genetic and Biomarker
1-42 and 1-40, Testing for Alzheimer Disease; Testing for Aizheimer Disease; | PG0441 Genetic and Biomarker Testing for
0358U chemiluminescence enzyme NON-COVERED PG0043 Experimental NON-COVERED PG0043 Experimental Alzheimer Disease; PG0043 Experimental [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
immunoassay, cerebral spinal fluid, Investigational Procedures igati Procedut igati Procedures Services
reported as positive, likely positive, Services Services

or negative




0359U

Oncology (prostate cancer),
analysis of all prostate-specific
antigen (PSA) structural isoforms
by phase separation and
immunoassay, plasma, algorithm
reports risk of cancer

NON-COVERED

PG0041 Genetic Testing

PRIOR AUTHORIZATION
REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA

CMs

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.

0360U

Oncology (lung), enzyme-linked
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®,
Biodesix._Inc.Biodesix. Inc.

NON-COVERED

PG0041 Genetic Testing

NON-COVERED

PG0041 Genetic Testing

PG0041 Genetic Testing ; PG0043
Experimental Investigational Procedures
Services; PG0476 Proteomic Testing in the
Management of Pulmonary Nodules

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0361U

Neurofilament light chain, digital
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
assav that can determine if

NON-COVERED

PG0441 Genetic and Biomarker
Testing for Alzheimer Disease;
PG0043 Experimental
Investigational Procedures
Services

NON-COVERED

PG0441 Genetic and Biomarker
Testing for Alzheimer Disease;
PG0043 Experimental

PG0441 Genetic and Biomarker Testing for
Alzheimer Disease; PG0043 Experimental

Services

Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0362T

Exposure behavioral follow-up
assessment, includes physician or
other qualified health care
professional direction with
interpretation and report,
administered by physician or other
qualified health care professional
with the assi one or more

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services

NON-COVERED

PG0043 Experimental

PG0043 i igational

Services

Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0362U

of
Oncology (papillary 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
s one of three molecilar subtvnes

NON-COVERED

PG0041 Genetic Testing

NON-COVERED

PG0041 Genetic Testing

PG0041 Genetic Testing, PG0298
Molecular Markers in Fine Needle Aspirates
of Thyroid Nodules-Archived 07/01/2023

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

0363U

Oncology (urothelial), MRNA, gene
expression profiling by reak-time
quantitative PCR of 5 genes (MDK,
HOXA13, CDC2 [CDK1], IGFBPS5,
andCXCR2), utilizing urine,
algorithm incorporates age, sex,
smoking history, and

frequenc

NON-COVERED

PG0041 Genetic Testing

NON-COVERED

PG0041 Genetic Testing

PG0041 Genetic Testing

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

0364U

Oncology (hematolymphoid
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 residual disease (MRD)

PRIOR AUTHORIZATION
REQUIRED - INTERQUAL

INTERQUAL

PRIOR AUTHORIZATION
REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA

CMs

PG0041 Genetic Testing

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

0364U

Oncology (hematolymphoid
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 residual disease (MRD)

i ion of disease burden.

NON-COVERED

PG0041 Genetic Testing

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. Effective 1/1/2026,
per InterQual Code 0364U Tests included:

BCR-ABL1, ClonoSeq®, DNA and RNA targeted genomic sequence analysis, Guardant360 Response, Guardant
Reveal, NavDx, NeXT Personal, Oi , Pathlight itoring, RaDaR, Signatera, Single-gene PCR
tests

0368U

with
Oncology (colorectal cancer),
evaluation for mutations of APC,
BRAF,CTNNB1, KRAS, NRAS,
PIK3CA,SMAD4, and TP53, and
methylationmarkers (MYO1G,
KCNQ5, C9ORF50,
FLI1, CLIP4, ZNF132 and
TWIST1). evaluation for mutations

NON-COVERED

PG0041 Genetic Testing

NON-COVERED

PG0041 Genetic Testing

PG0041 Genetic Testing

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

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

INTERQUAL

NON-COVERED

PGO0335 Children's Adaptive Behavior

Investigational Procedures
Services

Serv d 07/01/2024; PGO043
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

androgen ivation-the

NON-COVERED

PG0041 Genetic Testing

NON-COVERED

PG0041 Genetic Testing

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.

0377U

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

PG0392 Cardiovascular Disease
(CVD) Risk Testing

NON-COVERED

PG0392 Cardiovascular Disease
(CVD) Risk Testing

PG0392 Cardiovascular Disease (CVD)
Risk Testing




Visual field assessment, with
concurrent real time data analysis
and accessible data storage with
patient-initiated data transmitted to

PG0043 Experimental

PG0043 Experimental

0378T NON-COVERED Investigational Procedures NON-COVERED PG0043 . onal NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
a remote surveillance center for up . . Procedures Services
Services Services
to 30 days; review and
interpretation with report by a
nhysician or other aualified health
RFC1 (replication fagtor C subunit PRIOR AUTHORIZATION
1), repeat expansion variant EATETED - HELLGT
0378U analysis by traditional and repeat- NON-COVERED PG0041 Genetic Testing MEDICARE COVERAGE CMS PG0041 Genetic Testing Prior authorization is required for genetic testing unless otherwise noted in one of our policies.
primed PCR, blood, saliva, or
CRITERIA
buccal swab
Visual field assessment, with
concurrent real time data analysis
and accessible data storage with PG0043 Experimental PG0043 Experimental ) -
0379T patient-initiated data transmitied to NON-COVERED Investigational Procedures NON-COVERED igati PG0043 v 1@l |NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
a remote surveillance center for up . . Procedures Services
. Services Services
to 30 days; technical support and
patient instructions, surveillance,
analvsis and ion of daily
Targeted genomic sequence
analysis panel, solid organ
neoplasm, DNA (523 genes) and PRIOR AUTHORIZATION PG0041 Genetic Testing and PG0438
RNA (55 genes) by next generation PRIOR AUTHORIZATION REQUIRED - FOLLOW Molecular Profiling (Somatic Testing) Panels |, . PR " . . i
0379U ‘sequencing, interrogation for REQUIRED - INTERQUAL INTERQUAL MEDICARE COVERAGE CMS for Solid Cancer Tumors and Hematologic Prior authorization is required for genetic testing unless otherwise noted in one of our policies.
sequence variants, gene copy CRITERIA Malignancies-Archived 100124
number amplifications, gene
Oncology (pancreas), DNA and
mRNA next-generation sequencing
analysis of 74 genes and analysis
of CEA (CEACAMS) gene
0313U expression, pancreatic cyst fluid, NON-COVERED PG0041 Genetic Testing NON-COVERED PG0041 Genetic Testing PG0041 Genetic Testing
algorithm reported as a categorical
result (ie, negative, low probability
of neoplasia or positive, high
probability of neoplasia)
Oncology (non-small cell lung
cancer), next-generation
sequencing with identification of PRIOR AUTHORIZATION
single nucleotide variants, copy PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0041 Genetic Testing and PGO500 ) R ! ) . )
0388U number variants, insertions and AU - [ TEREUAL INTERQUAL Il E GO aRAE CMs Liquid Biopsy-Archived 100124 Prior authorization is required for genetic testing unless otherwise noted in one of our policies.
deletions, and structural variants in CRITERIA
37 cancer-related genes, plasma,
with renart for alteration detection
Pediatric febrile illness (Kawasaki
disease [KD]), interferon
alphainducible protein 27 (IFI27) PRIOR AUTHORIZATION
0389U mer:g;;a;:of:kixf’:;és;ap 1), NON-COVERED PG0041 Genetic Testing NTEEI?Ig/IFREEDC;g\c/)éIIigéVE CMS PG0041 Genetic Testing Prior authorization is required for genetic testing unless otherwise noted in one of our policies.
RNA, using reverse transcription CRITERIA
polymerase chain reaction (RT-
aPCR)._blood_ renorted as a risk
Oncology (solid tumor), DNA and
RNA by next-generation
sequencing, utilizing formalin-fixed PRIOR AUTHORIZATION PG0041 Genetic Testing and PG0438
paraffin-embedded (FFPE) tissue, PRIOR AUTHORIZATION REQUIRED - FOLLOW Molecular Profiling (Somatic Testing) Panels |, . P, " . . .
0391U 437 genes, interpretive report for REQUIRED - INTERQUAL INTERQUAL MEDICARE COVERAGE. CMs for Solid Cancer Tumors and Hematologic Prior authorization is required for genetic testing unless otherwise noted in one of our policies.
single nucleotide variants, splicesite| CRITERIA Malignancies-archived 100124
variants, insertions/deletions, copy
number aene fusions.
Drug metabolism (depression,
anxiety, attention deficit
hyperactivity disorder [ADHD]), PRIOR AUTHORIZATION
gene-drug interactions, variant PRIOR AUTHORIZATION REQUIRED - FOLLOW " Prior authorization is required for genetic testing unless otherwise noted in one of our policies. Changed 0392U from
0392u analysis of 16 genes, including REQUIRED - INTERQUAL INTERQUAL MEDICARE COVERAGE cms PG0041 Genetic Testing nonccovered to coveed with a prior authorization, InterQual, for Commercial, effective 11/01/2024.
deletion/duplication analysis of CRITERIA
CYP2D6, reported as impact of
drua i ion for each dria
Neurology (eg, Parkinson disease,
dementia with Lewy bodies), PG0041 Genetic Testing ; PG0043
0393U cerebrospinal fluid (CSF), detection NON-COVERED PG0041 Genetic Testing NON-COVERED PG0041 Genetic Testing i Prior ization is required for genetic testing unless otherwise noted in one of our policies
of misfolded a-synuclein protein by Services
seed amplification assay, qualitative
bgf:;rﬁz;;'ii:ﬁcéﬂ‘:ce PG0043 Experimental PG0043 Experimental PG0315 Electronic Brachytherapy-Archived
0394T iy NON-COVERED NON-COVERED

application, per fraction, includes
basic dosimetry, when performed

Investigational Procedures
Services

Investigational Procedures
Services

100824; PGO043 Experimental
Investigational Procedures Services




0395T

High dose rate electronic
brachytherapy, interstitial or
intracavitary treatment, per fraction,
includes basic dosimetry, when
performed

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services

PG0043 Experimental Investigational
Procedures Services; PG0315 Electronic
Brachytherapy-Archived 100824

Effective 11/01/2024 procedure 0395T is covered with a prior authorization (from noncovered) per the InterQual
coverage criteria.

0397T

Endoscopic retrograde
cholangiopancreatography (ERCP),
with optical endomicroscopy (List
separately in addition to code for
primary procedure)

NON-COVERED

PG0043 Experimental
Investigational Procedures
ervices

NON-COVERED

PG0043 Experimental

PG0043 i igational

Services

Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0398U

Gastroenterology (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
or cancer [Fffactive 07/01/20231

NON-COVERED

PG0041 Genetic Testing

NON-COVERED

PG0041 Genetic Testing

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

PG0041 Genetic Testing

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.

0401U

Cardiology (coronary heart disease
[CAD]), 9 genes (12 variants),
targeted variant genotyping, blood,
saliva, or buccal swab, algorithm
reported as a genetic risk score for
a coronary event

NON-COVERED

PG0041 Genetic Testing

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.

0403T

Preventive behavior change,
intensive program of prevention of
diabetes using a standardized
diabetes prevention program
curriculum, provided to individuals
in a group setting, minimum 60
minutes, per day

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services

NON-COVERED

PG0043 Experimental

PG0043 i igational

Services

Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0403U

Oncology (prostate), mRNA, gene
expression profiling of 18 genes,
first-catch postdigital rectal
examination urine (or processed
first-catch urine), algorithm
reported as percentage of likelihood
of detecting clinically significant

orostate cancer. (

NON-COVERED

PG0041 Genetic Testing.

PRIOR AUTHORIZATION
REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA

CMs

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

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

0404U

Oncology (breast), semiquantitative
measurement of thymidine kinase
activity by immunoassay, serum,
results reported as risk of disease

progression

NON-COVERED

PG0041 Genetic Testing.

NON-COVERED

PG0041 Genetic Testing

PG0041 Genetic Testing

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

0406U

Oncology (lung), flow cytometry,
sputum, 5 markers (meso-tetra [4-
carboxyphenyl] porphyrin [TCPP],

CD206, CD66b, CD3, CD19),
algorithm reported as likelihood of
lung cancer CyPath Lung
(bioAffinity Technologies)

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services

NON-COVERED

PG0043 Experimental

PG0476 Proteomic Testing in the
of Pulmonary Nodules;

Services

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0408T

Insertion or replacement of
permanent cardiac contractility
modulation system, including
contractility evaluation when
performed, and programming of
sensing and therapeutic
parameters; pulse generator with

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services

NON-COVERED

PG0043 Experimental

PG0233 Biventricular Pacing/Cardiac
ization Therapy-Archived

Services

090124; PG0043 Experimental
Investigational Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0409T

Insertion or replacement of
permanent cardiac contractiity
modulation system, including
contractiity evaluation when
performed, and programming of
sensing and therapeutic
parameters; pulse generator only

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services

NON-COVERED

PG0043

PG0233 Biventricular Pacing/Cardiac
i Th hived

Services

P
090124; PGO043 Experimental
Investigational Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0410T

Insertion o replacement of
permanent cardiac contractility
modulation system, including
contractiity evaluation when
performed, and programming of
sensing and therapeutic
parameters; atrial electrode only

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services

NON-COVERED

PG0043 Experimental

PG0233 Biventricular Pacing/Cardiac
ization Therapy-Archived

Services

090124; PG0043 Experimental
Investigational Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL




Oncology (pancreatic), DNA, whole

genome sequencing with 5- PG0468 Whole Exome PRIOR AUTHORIZATION
0410U hydroxymethyloytosine enrichment, | PRIOR AUTHORIZATION Sequencing (WES) and Whole REQUIRED - FOLLOW cMs PG0468 Whale Exome Sequencing (WES) | b i rization is required for genetic testing unless otherwise noted in one of our policies.
whole blood or plasma, algorithm | REQUIRED - MEDICAL POLICY | &9 '9 MEDICARE COVERAGE and Whole Genome Sequencing (WGS) eq 9 9 P :
Genome Sequencing (WGS)
reported as cancer detected or not CRITERIA
detected
Insertion or replacement of
permanent cardiac contractility
Tsf.fféﬁf' si:;i::ii‘orf‘:ggr? PG0043 Experimental e PG0233 B.vgnmou\:L PacingCardiac
0411T erformed. taynd rogramming of NON-COVERED Investigational Procedures NON-COVERED igati 090124: PG0043 Ex grimenta\ NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
P  and programming ervices Services s P @
sensing and therapeutic Investigational Procedures Services
parameters; ventricular electrode
onlv )
Psychiatry (eg, depression, anxiety,
attention deficit hyperactivity TR AT BTN
0411U an;‘sscgder [AlDHD’])'tg emlmic f PRIOR AUTHORIZATION INTERQUAL REQUIRED - FOLLOW cMS Added, effective 11/01/2024
ysis panel, variant analysis ol REQUIRED - INTERQUAL MEDICARE COVERAGE » efiective
15 genes, including CRITERIA
deletion/duplication analysis of
CYP2D6
Removal of permanent cardiac PG0043 Experimental PG0043 PG0233 B'V?""'cu‘iLPac‘"gl Cardiac
04127 contractility modulation system; NON-COVERED Investigational Procedures NON-COVERED igati 090124: PG0043 Ex grimenta\ NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
pulse generator only Services Services 124 P 5
Investigational Procedures Services
Beta amyloid, AB42/40 ratio,
immunoprecipitation with
oA b I ess PG0043 Experimental PG0043 Experimental PG0043
0412U ography wi NON-COVERED Investigational Procedures NON-COVERED igati NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
spectrometry (LC-MS/MS) and s s Procedures Service
qualitative ApoE isoform-specific
proteotyping, plasma combined
with ace_alaarithm renorted as
izv:zﬁ:@'zir{mz:;r: ;:5;:1:::‘: PGO043 Experimental PG0043 PG0233 Blvgnirlcu\-i:-LPaC\ng/Cahrdlil::
0413T transvenous electrode (atrial orv NON-COVERED Investigational Procedures NON-COVERED igati 090124: PG0043 Expgrimenia\ NON-COVERED - EXPERIMENTNAL, INVESTIGATIONAL
ventricular) Services Services Investigational Procedures Services
Oncology (hematolymphoid
neoplasm), optical genome
mapping for copy number PRIOR AUTHORIZATION
0413U alterations, aneuploidy, and RRIORI L ORIZATION Seqsgi?:; (\\;\V/TEOSIT ::gn\;\?hole [REOWIRED - RSO cMs PG0468 Whole Exome Sequencing (WES) | i o thorization is required for genetic testing unless otherwise noted in one of our policies
balanced/complex structural REQUIRED - MEDICAL POLICY Genome Sequencing (WGS) MEDICARE COVERAGE and Whole Genome Sequencing (WGS) :
rearrangements, DNA from blood q 9 CRITERIA
or bone marrow, report of clinically
sianificant
Removal and replacement of PG0233 Biventricular Pacing/Cardiac
permanent cardiac contractility ’ PG0043 Experimental Y PG0043 i Therap hived - _
04147 modulation system pulse generator NON-COVERED Investigational Procedures Service NON-COVERED Investigational Procedures Service 090124; PG0043 Experimental NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
only Investigational Procedures Services
Repositioning of previously PG0233 Biventricular Pacing/Cardiac
implanted cardiac contractility PG0043 Experimental PG0043 i Therap red
0415T modulation transvenous electrode, NON-COVERED Investigational Procedures Service NON-COVERED Investigational Procedures Service 090124; PG0043 Experimental NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
(atrial or ventricular lead) Investigational Procedures Services
Cardiovascular disease (acute
coronary syndrome [ACS]), IL-16,
FAS, FASLigand, HGF, CTACK,
EOTAXIN, and MCP-3 by - PG0392 Cardiovascular Disease " PG0392 Cardiovascular Disease PG0392 Cardiovascular Disease (CVD)
0415V immunocassay combined with age, RUISCCMERED (CVD) Risk Testing ROISCONERED (CVD) Risk Testing Risk Testing
sex, family history, and personal
history of diabetes, blood, algorithm
renorted as a 5-vear (deleted risk)
Relocation of skin pocket for PG0043 Experimental PG0043 PG0233 B"’?“‘”“‘?LPEC‘"Q/ Cardiac
0416T implanted cardiac contractility NON-COVERED Investigational Procedures NON-COVERED igati Procedu 090124: PG0043 Ex grimenla\ NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
modulation pulse generator Services Services Has P @
Investigational Procedures Services
Programming device evaluation (in
person) with iterative adjustment of
the implantable device to test the o . PG0233 Biventricular Pacing/Cardiac
. PG0043 Experimental PG0043 Experimental .
0417T function of the device and select NON-COVERED o Therapy-Archived

optimal permanent programmed
values with analysis, including
review and report, implantable

cardiac

Investigational Procedures
Services

NON-COVERED

Services

090124; PG0043 Experimental
Investigational Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL




Rare diseases
(constitutional/heritable disorders),

whole mitochondrial genome PG0468 Whole Exome PRIOR AUTHORIZATION PG0468 Whals Exome Sequencing (WES)
04170 sequence with heteroplasmy PRIOR AUTHORIZATION Sequencing (WES) and Whole REQUIRED - FOLLOW cMs and Whole Genome Sequencing (WGS); |Prior authorization is required for gentic testing unless otherwise noted in one of our policies
detection and deletion analysis, | REQUIRED - MEDICAL POLICY | ~Genome Sequencing (WGS); MEDICARE COVERAGE PG0041 Genolls Tosting " :
nuclear encoded mitochondrial PGO041 Genetic Testing CRITERIA
gene analysis of 335 nuclear
aenes_including seatence
Interrogation device evaluation (in
person) with analysis, review and _— )
report, includes connection, PG0043 Experimental PG0043 PG0233 B'V?""'cu‘iLPac‘"gl Cardiac
0418T recording and disconnection per NON-COVERED Investigational Procedures NON-COVERED igati 090124: PG0043 Expgrimenta\ NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
patient encounter; implantable ervices Services Invastigational Prosedures Servizes
cardiac contractility modulation
system
Oncology (breast), augmentative
algorithmic analysis of digitized
whole slide imaging of 8 histologic
0418U and immunohistochemical features, NON-COVERED PG0041 Genetic Testing NON-COVERED PG0041 Genetic Testing PG0041 Genetic Testing Prior authorization is required for genetic testing unless otherwise noted in one of our policies.
reported as a recurrence score
+0458U - Oncology (breast
cancer), S100A8 and S100A9, by
linked
Destruction neurofibromata,
extensive, (cutaneous, dermal PG0043 Experimental PG0043 Experimental PG0104 Cosmetic&Reconstructive Surgery;
0419T extending into subcutaneous); face, NON-COVERED Investigational Procedures NON-COVERED igati PG0043 i igational NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
head and neck, greater than 50 Services Services Procedures/Services
neurofibromata
Neuropsychiatry (eg, depression
a""ii'z" ge")é"("e‘g)seqﬁ'ence ' PRIOR AUTHORIZATION Ps;%%&%ror?olﬁg\?v’q
0419V analysis panel, variant analysis of | feolyoen SR o T INTERQUAL T GV cMs PGO041 Genetic Testing Prior authorization is required for genetic testing unless otherwise noted in one of our policies.
13 genes, saliva or buccal swab,
CRITERIA
report of each gene phenotype
Destruction neurofibromata,
extensive, (cutaneous, dermal PG0043 Experimental PG0043 PG0104 Cosmetic&Recons Surgery;
04207 extending into subcutaneous); NON-COVERED Investigational Procedures NON-COVERED gati PG0043 Experii igational | NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
trunk and extremities, extensive, Services Services Procedures Services
greater than 100 neurofibromata
Transurethral waterjet ablation of
prostate, including control of post-
operative bleeding, including PGOS34 Fid Jet System i the PRIOR AUTHORIZATION
4T ultrasound guidance, complete PRIOR AUTHORIZATION Treatment of Benign Prostatic REQUIRED - FOLLOW S PGO534 Fluid Jet System in the Treatment |Effective 04/01/2024: Fluid jet system treatment of lower urinary tract symptoms attributable to benign prostatic
(vasectomy, meatotomy, REQUIRED - MEDICAL POLICY > MEDICARE COVERAGE of Benign Prostatic Hyperplasia (BPH) | hyperplasia (LUTS/BPH) is covered, with a prior authorization, when the coverage criteria indicated
Hyperplasia (BPH)
cystourethroscopy, urethral CRITERIA
calibration and/or dilation, and
internal are included
Oncology (colorectal) screening,
quantitative real-time target and
el é’;‘ggﬁ'g\;z’;":‘é{ ’ PG0043 Experimental PG0043 Experimental PGO065 Colorectal Cancer Screening;
0421V ARG, CDH1 KRAS. NON-COVERED Investigational Procedures NON-COVERED igational PG0043 Experi vestigational | NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
TNFRSF10B, and EGLNZ) and Services Services Procedures Services
fecal hemoglobin, algorithm
renorted as a nositive or neaative
Tactile breast imaging by computer-| PG0043 Experimental PG0043 Experimental PG0043 N igational
04227 aided tactile sensors, unilateral or NON-COVERED Investigational Procedures NON-COVERED gati Procedures Semices NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
bilateral Services Services
Psychiatry (eg, depression,
anxiety), genomic analysis panel, PRIOR AUTHORIZATION
including variant analysis of 26 PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0043 Experimental Investigational ’
0423U genes, buccal swab, report REQUIRED - INTERQUAL DIERQUEL MEDICARE COVERAGE GE Procedures Services Added, effective 11/01/2024
including metabolizer status and CRITERIA
risk of drug toxicity by condition
Gncology (prostate), exosome-
based analysis of 53 small
noncading RNAs (sncRNAS) by PG0468 Whole Exome PRIOR AUTHORIZATION PG468 Whole Exome Sequencing (WES)
0424U ““a;;;‘yﬂ:f;;’i’:;;’f:;ﬁg‘:‘“" NON-COVERED SGES::;TS?G;VX;SCI’"Z"?W@S";E ;:Sg/'f:g&g%;i& cMs and Wh?,lé goe:;)ré\e SeguTencmg (WGS), |Prior authorization is required for genetic testing unless otherwise noted in one of our policies.
(RTGPCR), urine, reported as no PG0041 Genetic Testing CRITERIA enefic Testing
molecular evidence, low-, moderate|
or elevated-risk of prostate cancer
°°“§‘:T‘(‘)°T‘:‘(j’gi‘:’rﬁgl:gzgmer PRIOR AUTHORIZATION Psé%iﬁlég‘o;éﬁgvov’q PG0468 Whole Exome S ing (WES;
0425U or syndrome), rapid sequence D BB INTERQUAL Y T GONEEE cMS and Whole%zﬂ:g’:;:ﬁ::gigi’vslss) )| Prior authorization is required for genetic testing nless otherwise noted in one of our policies.
analysis, each comparator genome e

(eg, parents, siblings)




0426U

Genome (eg, unexplained
constitutional or heritable disorder
or syndrome), ultra rapid sequence
analysis

PRIOR AUTHORIZATION
REQUIRED - INTERQUAL

INTERQUAL

PRIOR AUTHORIZATION
REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA

CMs

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.

0431U

Glycine receptor alphat IgG, serum
or cerebrospinal fluid (CSF), live
cel-binding assay (LCBA),
qualitative

NON-COVERED

PG0043 Experimental
Investigational Procedures
ervices

NON-COVERED

PG0043 Experimental

PG0043 i igational

Services

Procedures Services

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

0425U

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

PRIOR AUTHORIZATION
REQUIRED - INTERQUAL

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.

0426U

Genome (eg, unexplained

constitutional or heritable disorder

or syndrome), ultra-rapid sequence
analysis

PRIOR AUTHORIZATION
REQUIRED - INTERQUAL

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.

0433U

Oncology (prostate), 5 DNA
regulatory markers by quantitative
PCR, whole blood, algorithm,
including prostate-specific antigen,
reported as likelihood of cancer
(Episwitch Prostate Screening
Test, Oxford BioDynamics Inc.)

NON-COVERED

PG0041 Genetic Testing

PRIOR AUTHORIZATION
REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA

PG0041 Genetic Testing. PG0367 Genetic
and Protein Biomarkers for Diagnosis and
Risk Assessment of Prostate Cancer-
archived 020124

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

0434U

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

PRIOR AUTHORIZATION
REQUIRED - INTERQUAL

INTERQUAL

NON-COVERED

PG0041 Genetic Testing

PG0041 Genetic Testing

Added, effective 11/01/2024

0435U

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

NON-COVERED

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

NON-COVERED

PG0122 In Vitro Chemoresistance
& Chemosensitivity Assays;
PG0043 Experimental

PG0122 In Vitro Chemoresistance &
Chemosensitivity Assays; PG0043
i Procedures

Services

Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0437T

Implantation of non-biologic or
synthetic implant (e.g.,
polypropylene) for fascial
reinforcement of the abdominal wall
(List separately in addition to code
for primary procedure)

NON-COVERED

PG0104 Cosmetic and
Reconstructive Surgery; PG0043
Experimental/investigational
Procedures/Services

NON-COVERED

PG0104 Cosmetic and
Reconstructive Surgery; PG0043

PG0104 Cosmetic and Reconstructive
Surgery; PG0043

Procedures/Services

al
Procedures/Services

INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0438U

Drug metabolism (adverse drug
reactions and drug response),
buccal specimen, gene-drug
interactions, variant analysis of 33
genes, including
deletion/duplication analysis of
CYP2D6, including reported
phenotypes and impacted gene-
drug interactions

PRIOR AUTHORIZATION
REQUIRED - INTERQUAL

INTERQUAL

NON-COVERED

PG0043
Experimental/Investigational
Procedures/Services

Added, effective 11/01/2024

0439T

Myocardial contrast perfusion
echocardiography; at rest or with
stress, for assessment of
myocardial ischemia or viability
(List separately in addition to code
for primary procedure)

NON-COVERED

PG0043
Experimental/Investigational
Procedures/Services

NON-COVERED

PG0043
Experimental/Investigational
Procedures/Services

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0439U

Cardiology (coronary heart disease
[CHDY]), DNA, analysis of 5 single-
nucleotide polymorphisms (SNPs)
(rs11716050 [LOC105376934],
rs6560711 [WDR37], rs3735222
[SCIN/LOC107986769], rs6820447
[intergenic], and rs9638144

IESYT21) and 3 DNA

NON-COVERED

PG0392 Cardiovascular Disease
(CVD) Risk Testing

NON-COVERED

PG0392 Cardiovascular Disease
(CVD) Risk Testing

PG0392 Cardiovascular Disease (CVD)
Risk Testing




Ablation, percutaneous,
cryoablation, includes imaging

PG0043 Experimental

PG0043 Experimental

PG0043 i igational

0440T - NON-COVERED Investigational Procedures NON-COVERED . NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
guidance; upper extremity N N Procedures Services
Services Services
distal/peripheral nerve
Cardiology (coronary heart disease
[CHDY]), DNA, analysis of 10 single-
nucleotide polymorphisms (SNPs)
(rs710987 [LINC010019], y PG0392 Cardiovascular Disease Y PG0392 Cardiovascular Disease PG0392 Cardiovascular Disease (CVD)
0440U 151333048 [CDKN2B-AS 1], NON-COVERED (CVD) Risk Testing NON-COVERED (CVD) Risk Testing Risk Testing
rs12129789 [KCND3], rs942317
[KTN1-AS1], rs1441433
[PPP3CAI rs2869675 [PREX11
ipiation, percutaneous, PG0043 Experimental PG0043 Experimental PG0043 Exveri -
0441T ryoa N 9ing NON-COVERED Investigational Procedures NON-COVERED igati . b NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
guidance; lower extremity N N Procedures Services
Services Services
distallperipheral nerve
Ablation, percutaneous,
cryoablation, includes imaging PG0043 Experimental PG0043 Experimental PG0043 : -
0442T guidance; nerve plexus or other NON-COVERED Investigational Procedures NON-COVERED igati . e NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
. 5 5 Procedures Services
truncal nerve (e.g., brachial plexus, Services Services
pudendal nerve)
Real time spectral analysis of PG0043 Experimental PG0043 Experimental PG0043 " it
0443T prostate tissue by fluorescence NON-COVERED Investigational Procedures NON-COVERED igati N b NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
5 4 Procedures Services
spectroscopy Services Services
PG0441 Genetic and Biomarker PG0441 Genetic and Biomarker
Neurofilament light chain (NfL), Testing for Alzheimer Disease; Testing for Aizheimer Disease; | PG0441 Genetic and Biomarker Testing for
0443U ultra-sensitive immunoassay, NON-COVERED PG0043 Experimental NON-COVERED PG0043 Experimental Alzheimer Disease; PG0043 Experimental |NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
serum or cerebrospinal fluid Investigational Procedures igati igational Procedures Services
Services Services
noomotots sy gl o SO0 Syl e | vz s Todimors e
04447 e i . . NON-COVERED 2 NON-COVERED ol PG0043 i igational NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
eyelids, including fitting, training, Investigational Procedures .
b " n . Procedures Services
and insertion, unilateral or bilateral Services Services
Subsequent placement of a drug- N 5
PG0327 Surgical Treatments for PG0327 Surgical Treatments for .
eluting ocular insert under one or > ! > § PG0327 Surgical Treatments for Glaucoma;
0445T more eyelids, including re-training, NON-COVERED G‘a'l‘:‘:’e";ﬁ' ;ﬁggﬁgi‘z:xz"‘” NON-COVERED Glaucoma; PG0043 Experimental | =153 i igational | NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
and removal of existing insert, 'gational " Procedures Services
. . Services Services
unilateral or bilateral
B-amyloid (Abeta42) and phospho
tau (181P) (pTau181), PG0441 Genetic and Biomarker PG0441 Genetic and Biomarker
electrochemiluminescent Testing for Alzheimer Disease; Testing for Alzheimer Disease; | PG0441 Genetic and Biomarker Testing for
0445U immunoassay (ECLIA), cerebral NON-COVERED PG0043 Experimental NON-COVERED PG0043 Experimental Alzheimer Disease; PG0043 Experimental [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
spinal fluid, ratio reported as Investigational Procedures igati igati Procedures Services
positive or negative for amyloid Services Services
pathology
Creation of subcutaneous pocket PGO177 Diabetes Management: PRIOR AUTHORIZATION
with insertion of implantable . gement: PG0177 Diabetes Management: Continuous | Medicare non-covered procedure:
. . " Continuous Glucose Monitoring REQUIRED - FOLLOW L
0446T interstitial glucose sensor, including NON-COVERED 3 CMs Glucose Monitoring Systems & External
system activation and patient Systems & External Inuiin MEDICARE COVERAGE Insulin Infusion Pumps Short-term I-CGM (72 hours to 1 week) for diagnostic use
training Infusion Pumps CRITERIA
Removal of implantable interstitial PG0177 Diabetes Management: PRIOR AUTHORIZATION PG0177 Diabetes Management: Continuous | Medicare non-covered procedure:
Continuous Glucose Monitoring REQUIRED - FOLLOW M
0447T glucose sensor from subcutaneous NON-COVERED - CMS Glucose Monitoring Systems & External
. - Systems & External Insulin MEDICARE COVERAGE : . : .
pocket via incision P Insulin Infusion Pumps Short-term I-CGM (72 hours to 1 week) for diagnostic use
Infusion Pumps CRITERIA
Removal of implantable interstitial
glucose sensor with creation of PG0177 Diabetes Management: PRIOR AUTHORIZATION " y " .
subcutaneous pocket at different Continuous Glucose Monitoring REQUIRED - FOLLOW. PGO177 Diabetes Management: Continuous | Medicare non-covered procedure:
0448T : . NON-COVERED 3 CMs Glucose Monitoring Systems & External
anatomic site and insertion of new Systems & External Insulin MEDICARE COVERAGE Insulin Infusion Pumps Short-term I-CGM (72 hours to 1 week) for diagnostic use
implantable sensor, including Infusion Pumps CRITERIA P 9

system activation




Insertion of aqueous drainage
device, without extraocular
reservoir, internal approach, into

PG0327 Surgical Treatments for
Glaucoma; PG0043 Experimental

PG0327 Surgical Treatments for
Glaucoma; PG0043 Experimental

PG0327 Surgical Treatments for Glaucoma;

0450T the subconjunctival space; each NON-COVERED NON-COVERED - PG0043 Experimental Investigational
N N Investigational Procedures Investigational Procedures N
additional device (List separately in Servi Servi Procedures Services
ervices ervices
addition to code for primary
procedure)
Rare diseases
(constitutional/heritable disorders),
identification of copy number PG0468 Whole Exome PG0468 Whole Exome "
0454U variations, inversions, insertions, NON-COVERED Sequencing (WES) and Whole NON-COVERED Sequencing (WES) and Whole p;%“amz‘gz:;‘;’;‘Z;T::gi'gm’ég?)
translocations, and other structural Genome Sequencing (WGS) Genome Sequencing (WGS)
variants by optical genome
Mapping
Oncology (breast cancer), S100A8
and S100A9, by enzyme-linked
0458U immunosorbent assay (ELISA), NON-COVERED PG0041 Genetic Testing NON-COVERED PG0041 Genetic Testing PG0041 Genetic Testing Prior authorization is required for genetic testing unless otherwise noted in one of our policies.
tear fluid with age, algorithm
reported as a risk score
B(;‘?:Jy)l?ge(gs)?::i)ili::’ir:::le(:r PGD‘}M Genetic gnd B\qmarker PGUM1 Genetic gnd Biqmarker .
immunoassay (ECLIA), cerebral Testing for Alzhe\mgr Disease; Testing for A\Zhelm.er Disease; PGO44.t1 Gengtlc and Biomarker Tes(lng for
0459U N NON-COVERED PG0043 Experimental NON-COVERED PG0043 Experimental Alzheimer Disease; PG0043 Experimental
spinal fluid, ratio reported as 04l 0043 r Dis
" " Investigational Procedures Procedures Services
positive or negative for amyloid N N
Services Services
pathology
Oncology, whole blood or buccal,
DNA single-nucleotide PRIOR AUTHORIZATION
0460U p"r';';“‘_‘:i'n‘:';‘;’géngLQ;:sgf’aghby NON-COVERED PGO041 Genetic Testing ’f;[ﬁgﬁfgég\%;ﬁ& cMs PGO041 Genetic Testing Added, effective 11/01/2024
variant analysis and reported CRITERIA
phenotypes
Oncology, pharmacogenomic
analysis of single-nucleotide
polymorphism (SNP) genotyping by PRIOR AUTHORIZATION
0461U LT:;;";‘fﬁS;";i:fz‘ﬁv‘;’:;’:: NON-COVERED PGO041 Genetic Testing &;ggﬁf&;g%;g& cMs PGO041 Genetic Testing Added, effective 11/01/2024
analysis, including impacted gene- CRITERIA
drug interactions and reported
Melatonin levels test, sleep study, 7
or 9 sample melatonin profile
0462U (cortisol optional), enzyme-linked NON-COVERED PG0184 Salivary Hormone Testing NON-COVERED PG0184 Salivary Hormone Testing PG0184 Salivary Hormone Testing
immunosorbent assay (ELISA),
saliva, screening/preliminary
Visual evoked potential, testing for PG0043 Experimental PG0043 Experimental PGO043 - igational
0464T glaucoma, with interpretation and NON-COVERED Investigational Procedures NON-COVERED igati Procedures Services NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
report Services Services
Cardiology (coronary artery disease
[CAD]), DNA, genome-wide
association studies (564856 single-
nucleotide polymorphisms [SNPs], PG0392 Cardiovascular Disease PG0392 Cardiovascular Disease PG0392 Cardiovascular Disease (CVD)
0466V targeted variant genotyping), RONCRIERED) (CVD) Risk Testing QONCEIERED) (CVD) Risk Testing Risk Testing
patient lifestyle and clinical data,
buccal swab, algorithm reported as
nolvaenic risk to acauired heart
Hepatology (nonalcoholic
steatohepatitis [NASH]),. miR-34a- PGOZSZINOI:NnVa.siVe Tests for PGOZSZ}NOr}inVa}SiVe Tests for PG0252 Noninvasive Tests for Hepatic
0468U 5p, alpha 2-macroglobulin, YKL40, NON-COVERED (e 8 e ) e NON-COVERED Hepatic Fibrosis; PG0043 Fibrosis; PG0043 Experimental NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
HbAc, serum and whole blood, Experimental Investigational Experimental Investigational Investigationzl Procedures Services
algorithm reported as a single Procedures Services Procedures Services
score for NASH activity and fibrosis
Rare diseases
(constitutional/heritable disorders),
whole genome sequence analysis PG0468 Whole Exome PG0468 Whole Exome
for chromosomal abnormalities, Sequencing (WES) and Sequencing (WES) and PGO468 Whole Exome Sequencing (WES)
0469U : NON-COVERED NON-COVERED n and
copy number variants, Whole Genome Sequencing Whole Genome Sequencing Whole Genome Sequencing (WGS)
duplications/deletions, inversions, (WGS) (WGS)
unbalanced translocations, regions
of homozvaosity (ROH)
Oncology (cutaneous or uveal
melanoma), circulating tumor cell
charscoaion s omenation RE0033 Expedmontay REossExpenment) PG0043 Experi igational
0490U NON-COVERED Investigational Procedures NON-COVERED igati NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

based on differential CD146, high
molecular-weight melanoma-
associated antigen, CD34 and
CN45 orotein hiomarkers.

Services

Services

Procedures Services




Oncology (solid tumon), circulating
tumor cell selection, morphological
characterization and enumeration
based on differential epithelial cell

PG0043 Experimental

PG0043 Experimental

PG0043 i igational

0491U NON-COVERED Investigational Procedures NON-COVERED . NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
adhesion molecule (EpCAM), Services e Procedures Services
cytokeratins 8, 18, and 19, CD45
protein biomarkers, and
ification of estronen recentor
‘Oncology (solid tumor), circulating
tumor cell selection, morphological
characterization and enumeration - .
based on differential epithelial cell PG0043 Experimental PG0043 Experimental PG0043 Experi igational
0492U NON-COVERED Investigational Procedures NON-COVERED . NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
adhesion molecule (EpCAM), D e ey Procedures Services
cytokeratins 8, 18, and 19, CD45
protein biomarkers, and
of PD-1 1 orotein
Transplantation medicine,
quantification of donor-derived cell- PGO525 Molecular Testing for PRIOR AUTHORIZATION PG0525 Molecular Testing for Solid Organ
free DNA (cfDNA) using next- N o REQUIRED - FOLLOW Allograft Rejection - Archived; PG0041 . P, " : . .
0493U goneration sequenting, diasma, NON-COVERED Solid Organ /SI‘I:?‘?J:Lt Rejection - VT GV cMS Gontc Toting: PG0043 Experimental | Pror authorizaton is required for genetic testing unless otherwise noted in one of our policies.
reported as percentage of donor- CRITERIA Investigational Procedures Services
derived cell-free DNA
Retinal polarization scan, ocular PG0043 Experimental PG0043 Experimental PG0043 : -
0469T screening with on-site automated NON-COVERED Investigational Procedures NON-COVERED igati . e NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
h 5 5 Procedures Services
results, bilateral Services Services
Device evaluation, interrogation,
and initial programming of intra-
ocular retinal electrode array (e.g., PG0418 Retinal Prosthesis - . R "
retinal prosthesis), in person, with Archived 4/1/2026; PG0043 PRIOR AUTHORIZATION NOT |  PG0418 Retinal Prosthesis - PGO418 Retinal Prosthesis - Archived
0472T NON-COVERED o " 4/1/2026; PG0043 Experimental
iterative adjustment of the Experimental Investigational REQUIRED Archived 4/1/2026 T~ N
N by Investigational Procedures Services
implantable device to test Procedures Services
functionality, select optimal
nermanes valies
Device evaluation and interrogation
of intra-ocular retinal electrode
array (e.g., retinal prosthesis), in PG0418 Retinal Prosthesis - .
person, including reprogramming Archived 4/1/2026; PG0043 | PRIOR AUTHORIZATION NOT |  PGO418 Retinal Prosthesis - PG0418 Retinal Prosthesis - Archived
0473T . NON-COVERED 2 Pty h 4/1/2026; PG0043 Experimental
and visual training, when Experimental Investigational REQUIRED Archived 4/1/2026 I P
: Investigational Procedures Services
performed, with review and report Procedures Services
by a qualified health care
Oncology (solid tumor), next-
generation sequencing (NGS) of
DNA from formalin-fixed paraffin- PRIOR AUTHORIZATION
embedded (FFPE) tissue with . . REQUIRED - FOLLOW "
0473U comparative sequence analysis NON-COVERED PG0041 Genetic Testing MEDICARE COVERAGE CMs PG0041 Genetic Testing Tempus xT CDx
from a matched normal specimen CRITERIA
(blood or saliva), 648 genes,
interroaation for seauence variants.
Insertion of anterior segment " .
PG0327 Surgical Treatments for PG0327 Surgical Treatments for .
aqueous drainage device, with - . ) . PG0327 Surgical Treatments for Glaucoma;
0474T creation of intraocular reservoir, NON-COVERED EEaEETiE: FEREHE i) NON-COVERED el rcooss i igational
Investigational Procedures v
internal approach, into the G o e Procedures Services
supraciliary space
Fractional ablative laser
fenestration of burh and traumatic PG0043 Experimental PG0043 Experimental i -
04797 scars for functional improvement, NON-COVERED Investigational Procedures NON-COVERED igati peo04s y " |NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
first 100 cm2 or part thereof, or 1% N N Procedures Services '
W Services Services
of body surface area of infants and
children
PG0043 Experimental PG0043 Experimental PG0441 Genetic and Biomarker Testing for
0479U Tau, phosphorylated, pTau217 NON-COVERED Investigational Procedures NON-COVERED Investigational Procedures Alzheimer Disease; PG0043 Experimental [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
Services Services Investigational Procedures Services
Fractional ablative laser
fenestration of burn and traumatic
scars for functional improvement; X X
each additional 100 cm2, or each PG0043 Experimental PG0043 Experimental PG0043
0480T " o NON-COVERED Investigational Procedures NON-COVERED Procedul N NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
additional 1% of body surface area . . Procedures Services
. " Services Services
of infants and children, or part
thereof (List separately in addition
to code for primary.
Injection(s), autologous white blood
cell concentrate (autologous protein PG0043 Experimental PG0043 Experimental PG00A3 § -
0481T solution), any site, including image NON-COVERED Investigational Procedures NON-COVERED igati onal NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

quidance, harvesting and
preparation, when performed

Services

Services

Procedures Services




Transcatheter mitral valve
implantation/replacement (TMVI)

PG0043 Experimental

PG0043 Experimental

PG0043 Experimental Investigational
Procedures Services; PG0108

0483T with prosthetic valve; percutaneous NON-COVERED Investigational Procedures NON-COVERED Investigational Procedures Transoutteter Hoart Vatve Procedures. | NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
approach, including transseptal Services Services Archived
puncture, when performed
Transcatheter mitral valve ) -
implantation/replacement (TMVI) PGO043 Experimental PGO043 Experimental PGg?ﬁ;:f::g‘:ﬁiL’nggﬁ;f"a'
0484T with prosthetic valve; transthoracic NON-COVERED Investigational Procedures NON-COVERED Investigational Procedures Transcatheter Heart Va\vé Procedures- NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
exposure (eg, thoracotomy, ervices ervices Neohived
transapical)
Optical coherence tomography PG0043 Experimental PG0043 Experimental PG0043 N igational
0485T (OCT) of middle ear, with NON-COVERED Investigational Procedures NON-COVERED igati Procedures Somices NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
interpretation and report; unilateral Services Services
Optical coherence tomography PG0043 Experimental PG0043 Experimental G003 Experi qational
0486T (OCT) of middle ear, with NON-COVERED Investigational Procedures NON-COVERED gati Proceines Semices NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
interpretation and report; bilateral Services Services
Preventive behavior change,
onlinefelectronic structured
intensive program for prevention of PG0043 Experimental PG0043 Experimental PG0043 N igational
0488T diabetes using a standardized NON-COVERED Investigational Procedures NON-COVERED igati Procedures Somices NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
diabetes prevention program Services Services
curriculum, provided to an
individual, per 30 days
Autologous adipose-derived
regenerative cell therapy for
sclerodermain the hands; adipose PGO043 Experimental PG0043 Experimental G003 Experi -
0489T fissue harvesting, isolation and NON-COVERED Investigational Procedures NON-COVERED igati v ' |NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
preparation of harvested cells Gomines Gomines Procedures Services
including incubation with cell
dissociation enzymes, removal of
ble cells and debris.
2‘;;’;?::::2‘9’;";23‘”;‘: PG0043 Experimental PGO043 Experimental PG0043 ) aational
0490T ccloroma n the hander mutle NON-COVERED Investigational Procedures NON-COVERED | Proedures Somices NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
injections in one or both hands Services Services
Surgical preparation and
cannulation of marginal (extended)
cadaver donor lung(s) to ex vivo PG0043 Experimental PG0043 Experimental ) o
0494T organ perfusion system, including NON-COVERED Investigational Procedures NON-COVERED igati PG0043 v N3l | NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
decannulation, separation from the G Govines Procedures Services
perfusion system, and cold
preservation of the allograft prior to
Tnitiation and monitoring marginal
(extended) cadaver donor lung(s)
organ pe"us“l’?;y:'e’xhby PG0043 Experimental PG0043 Experimental PG0043 Experi -
0495T physician or qualified health care NON-COVERED Investigational Procedures NON-COVERED igati v "8 |NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
professional, including physiological S S Procedures Services
and laboratory assessment (e.g.,
pulmonary artery flow, pulmonary
arterv oressure. left atrial oressure.
Oncology (breast), quantitative
enzyme-linked immunosorbent
assay (ELISA) for secreted breast
0495U cancer protein marker (BF9 NON-COVERED PG0041 Genetic Testing NON-COVERED PG0041 Genetic Testing PG0041 Genetic Testing Prior authorization is required for genetic testing unless otherwise noted in one of our policies.
antigen), serum, result reported as
indicative of response/no response
to therapy or disease
Tniiation and monitoring marginal
(extended) cadaver donor lung(s)
oroan pe”us‘f?;y:'e';hby PG0043 Experimental PGO043 Experimental PG0043
0496T physician or qualiied health care NON-COVERED Investigational Procedures NON-COVERED igational Procedu Proveduros Som NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
including i e rocedures Services
and laboratory assessment (€.g.,
pulmonary artery flow, pulmonary
arterv oressure. left atrial pressure.
‘Oncology (prostate), mRNA gene-
expression profiling by real-time RT:
PCR of 6 genes (FOXM1, MCM3,
0497U MTUS, TTC21B, ALAS1, and NON-COVERED PGO041 Genetic Testing NON-COVERED PGO041 Genetic Testing PGO041 Genetic Testing Prior authorization is required for genetic testing unless otherwise noted in one of our policies

PPP2CA), utilzing formalin-fixed

paraffin-embedded (FFPE) tissue,

algorithm reported as a risk score
for nrostate cancer




Neurology (Alzheimer disease),
beta amyloid (AB40, AB42,
AB42/40 ratio) and tau-protein
(ptau217, np-tau217, ptau217/np-

PG0441 Genetic and Biomarker
Testing for Alzheimer Disease;

PG0441 Genetic and Biomarker
Testing for Alzheimer Disease;

PG0441 Genetic and Biomarker Testing for

0503U NON-COVERED PG0043 Experimental NON-COVERED PG0043 Experimental Alzheimer Disease; PG0043 Experimental [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
tau217 ratio), blood, Y T j
N Investigational Procedures Investigational Procedures Investigational Procedures Services
immunoprecipitation with N N
Services Services
quantitation by liquid
with tandem mass
Endovenous femoral-popliteal
arterial revascularization, with
transcatheter placement of PGO043 Experimental PGO043 Experimental ) -
intravascular stent graft(s) and S S PG0043 val
0505T : NON-COVERED Investigational Procedures NON-COVERED . NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
closure by any method, including N N Procedures Services
ervices Services
percutaneous or open vascular
access, ultrasound guidance for
vascular access when performed
Macular pigment optical density
measurement by heterochromatic PG0043 Experimental PG0043 Experimental PG0043 N —
0506T flicker photometry, unilateral or NON-COVERED Investigational Procedures NON-COVERED igati . b NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
. P " 4 5 Procedures Services
bilateral, with interpretation and Services Services
report )
Gastroenterology (Barrett's
esophagus), esophageal cells,
DNA methylation analysis by next- PG0043 Experimental PG0043 Experimental G004 - -
0506U generation sequencing of at least NON-COVERED Investigational Procedures NON-COVERED igati . e NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
5 . Procedures Services
89 differentially methylated genomic Services Services
regions, algorithm reported as
likelinood for Barrett's esophagus
Near-infrared dual imaging (i.e.,
simultaneous reflective and trans- PG0043 Experimental PG0043 Experimental PG0043 N .
0507T illuminated light) of meibomian NON-COVERED Investigational Procedures NON-COVERED igati N b NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
p 5 4 Procedures Services
glands, unilateral or bilateral, with Services Services
interpretation and report
Transplantation medicine,
quantification of donor-derived cell-
free DNA using 40 single- . . PRIOR AUTHORIZATION PG525 Molecular Testing for Solid Organ
PG525 Molecular Testing for Solid " "
nucleotide polymorphisms (SNPs), ) TS REQUIRED - FOLLOW Allograft Rejection - Archived; PG0041 ) R ! ) : )
0508U plasma, and urine, initial evaluation NON-COVERED Organ A\chr::if\t,:’e‘echon MEDICARE COVERAGE CMS Genetic Testing; PG0043 Prior authorization is required for genetic testing unless otherwise noted in one of our policies.
reported as percentage of donor- CRITERIA Experimental/Investigational
derived cell-free DNA with risk for
active reiection
Electroretinography (ERG) with PG0043 Experimental PG0043 Experimental PG0043 N .
0509T interpretation and report, pattern NON-COVERED Investigational Procedures NON-COVERED igati N @ NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
3 3 Procedures Services
(PERG) Services Services
Transplantation medicine,
quantification of donor-derived cell-
free DNA using up to 12 single- ' ) PRIOR AUTHORIZATION PG525 Molecular Testing for Solid Organ
PG525 Molecular Testing for Solid y .
nucleotide polymorphisms (SNPs) ) TS REQUIRED - FOLLOW Allograft Rejection - Archived; PG0041 ) R ! N . o
0509U previously identified, plasma, NON-COVERED Organ A\t\)rgg;t\i,:je;ecnon MEDICARE COVERAGE CMS Genetic Testing; PG0043 Prior authorization is required for genetic testing unless otherwise noted in one of our policies.
reported as percentage of donor- CRITERIA Experimental/Investigational
derived cell-free DNA with risk for
active reiection
osHT Removal and reinsertion of sinus PRIOR AUTHORIZATION PGoggog:glgxar ’::'\":f’lesis; PRIOR AUTHORIZATION PGoggugzgtalar Arthroeresis; | PGOG21 Subtalar A'.‘hm.emf‘;}PGgoﬁs NON-COVERED in Adults age > 19 years of age.
tarsi implant REQUIRED - MEDICAL POLICY perimental REQUIRED - MEDICAL POLICY S X gational Procedure | prior Authorization required for ages 0-18.
Investigational Procedure Services Investigational Procedure Services Services
Oncology (solid tumor), tumor cell
culture in 3D microenvironment, 36 PG0043  Experimental PG0043  Experimental PG0043 "
0511U or more drug panel, reported as NON-COVERED Investigational Procedures NON-COVERED igati " oM |PARIS Test - NC
- 5 5 Procedures Services
tumor-response prediction for each Services Services
drug
i’:‘e’aj:g:{:f‘ jv':"fn';""hi‘::"’ PG0043  Experimental PG0043  Experimental G003
0512T oL 2ry caling, NON-COVERED Investigational Procedures NON-COVERED igati Procedul N NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
including topical application and " " Procedures Services
o Services Services
dressing care; initial wound
Extracorporeal shock wave for
i:"'C'Ii%:‘r:;‘i’xxl“‘;‘:”;ig;ﬁ";f"d PGO043  Experimental PGO043  Experimental PG0043 onal
0513T NON-COVERED Investigational Procedures NON-COVERED igati NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

dressing care; each additional
wound (List separately in addition
to code for primary procedure)

Services

Services

Procedures Services




Gastroenterology (irritable bowel
disease [IBD]), immunoassay for
quantitative determination of

PG0341 Immunopharmacologic

PG0341 Immunopharmacologic

adalimumab (ADL) levels in venous | PRIOR AUTHORIZATION A ! PRIOR AUTHORIZATION 0o ! PG0341 Immunopharmacologic Monitoring | . R ’ ) : )
0514U Serum n patients undergong | REQUIRED - MEDICAL POLICY | Menitorng Zfﬂ';f;i;aig:ullc Serum | oeQURED - MEDICAL PoLICY | Monitoring anzgzrdaisseunc Serum of Therapautic Sertm Antibocies Prior authorization is required for genetic testing unless otherwise noted in one of our policies.
adalimumab therapy, results
reported as a numerical value as
It ner milliliter (1a/ml }
Gastroenterology (irritable bowel
disease [IBD]), immunoassay for
quantitative determination of N N
05150 infliimab (IFX) levels in venous PRIOR AUTHORIZATION r:;iﬁil "2"“#‘;’:;“3;""2?'&?1'; PRIOR AUTHORIZATION Jg‘%i‘:i:‘ '";";’:;’r"a"ae’mcgm'; PG0341 Immunopharmacologic Monitoring
serum in patients undergoing | REQUIRED - MEDICAL POLICY S REQUIRED - MEDICAL POLICY St of Therapeutic Serum Antibodies
infiiximab therapy, resuits reported
as a numerical value as
ver miliiter (ua/ml\
Insertion of wireless cardiac
stimulator for left ventricular pacing, i o
T roqamming. an g PGO043 Experimentsl P00 Experimental | Bwertroar
0515T supenision e merpretation NON-COVERED Investigational Procedures NON-COVERED Investigational Procedures | 0 1o e ion Therapy. | NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
when performed; complete Salvices SENES Archived 090124
system (includes electrode and
aenerator. if and
Insertion of wireless cardiac
Poou3 Eainens PoousEmmana |, P08 vt
0516T e ot NON-COVERED Investigational Procedures NON-COVERED Investigational Procedures | [ oom o8 e o Thoran.. | NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
progré 9 aing Services Services 9 >SY! 24
supervision and interpretation, Archived 090124
when performed; electrode only
Tnsertion of wireless cardiac
stimulator for left ventriculanj pacing, i o
g e g e Poom Epainena PO Eemma |, [OI08 reneia e
0517T supeniion and interpretation NON-COVERED Investigational Procedures NON-COVERED Investigational Procedures | 0 T8 o o on Therapy. | NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
when performed; pulse generator SRS SRS Archived 090124
component(s) (battery and/or
) onlv.
Removal of only pulse generator ) ) PG0043 Experimental Investigational
PG0043 Experimental PG0043 Experimental A
0518T f"’""""em(s) (battery and/or NON-COVERED Investigational Procedures NON-COVERED Investigational Procedures | Frocedures Services; PG0233 Biventricular |\, ¢vERED - EXPERIMENTAL, INVESTIGATIONAL
ransmitter) of wireless cardiac o o Pacing/Cardiac Resynchronization Therapy-
stimulator for left ventricular pacing Archived 090124
Removal and replacement of ) -
wireless cardiac stimulator for left PG0043 Experimental PG0043 Experimental ProzSd?J(::: S;sz?:rgglég\éisg?vagmzlmar
05197 ventricular pacing; pulse generator NON-COVERED Investigational Procedures NON-COVERED Investigational Procedures | L0020 100 e 0o e ion Thorany. | NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
component(s) (battery and/or Services Services 9 Archivgd 090124 24
transmitter)
Removal and replacement of
wireless cardiac stimulator for left ) ) PG0043 Experimental Investigational
° PG0043 Experimental PG0043 Experimental ° A
0520T Ve’;‘(:ﬁ”f;g;?‘s")g('b‘;ﬂze g:"’j;f“” NON-COVERED Investigational Procedures NON-COVERED Investigational Procedures FE';‘C’?;“’,”&?,(,EE'EZ?'"fﬁgf.ﬁﬂfr"ﬁgf; 137 | \ION-COVERED - EXPERIMENTAL, INVESTIGATIONAL
ponen i Services ervices 9 S Py
transmitter), including placement of Archived 090124
anew electrode
Interrogation device evaluation (in ) -
pomr s ey romis mr roms e |, oS
05217 recording, and disconnection per NON-COVERED Investlgatslzr:il;;ocedures NON-COVERED |nvesugatsuzr:i|c:ocedures Pacing/Cardioe Reeynchronization Therapy. | NO\-COVERED - EXPERIMENTAL, INVESTIGATIONAL
patient encounter, wireless cardiac Archived 090124
stimulator for left ventricular pacing
Programming device evaluation (in
person) with iterative adjustment of
P o |, IO Soea s
0522T e ot arcramad NON-COVERED Investigational Procedures NON-COVERED Investigational Procedures | L 100 T8 Lo, e ion Thorapy. | NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
prma: b programt Services Services 9 " Py
values with analysis, including Archived 090124
review and report, wireless cardiac
stimulator for left ventricular nacina
Intraprocedural coronary fractional
flow reserve (FFR) with 3D
g:gf;ﬁ;:?gﬂ:g S'Ofo"r:‘;’rﬂ"r";d PG0043 Experimental PGO043 Experimental PG0043
05237 y e, NON-COVERED Investigational Procedures NON-COVERED igational Procedu v NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
derived from coronary angiogram i e Procedures Services
data, for real-time review and
interpretation of possible
is(es)
Insertion or replacement of
ntracardiac lschemia monitorng PG0043 Experimental Investigational
‘eya o momlorg inmalg o PG0043 Experimental PG0043 Experimental Procedures Services; PG0039 Ambulatory
0525T : o NON-COVERED Investigational Procedures NON-COVERED Investigational Procedures External and Implantable NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

programming, and imaging
supervision and interpretation;
complete system (electrode and
monitor)

Services

Services

Monitor

110124

g-Archived




Oncology, spheroid cell culture, 11-
drug panel (carboplatin, docetaxel,
doxorubicin, etoposide,
gemcitabine, niraparib, olaparib,

PG0122 In Vitro Chemoresistance|
& Chemosensitivity Assays;

PG0122 In Vitro Chemoresistance
& Chemosensitivity Assays;

PG0122 In Vitro Chemoresistance &
Chemosensitivity Assays; PG0043

0525U NON-COVERED PG0043 Experimental NON-COVERED PG0043 Experimental NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
paclitaxel, rucaparib, topotecan, Vi Vi Procedures
e © Investigational Procedures 9
veliparib) ovarian, fallopian, or N N Services
. Services Services
peritoneal response prediction for
each drug
Insertion or replacement of
intracardiac ischemia monitoring PG0043 Experimental Investigational
system, including testing of the PG0043 Experimental PG0043 Experimental Procedures Services; PG0039 Ambulatory
0526T lead and monitor, initial system NON-COVERED Investigational Procedures NON-COVERED Investigational Procedures External and Implantable NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
programming, and imaging Services Services E Monitoring-Archived
supervision and interpretation; 110124
electrode only
Insertion or replacement of
intracardiac ischemia monitoring PG0043 Experimental Investigational
system, including testing of the PG0043 Experimental PG0043 Experimental Procedures Services; PG0039 Ambulatory
0527T lead and monitor, initial system NON-COVERED Investigational Procedures NON-COVERED Investigational Procedures External and Implantable NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
programming, and imaging Services Services Monitoring: hi
supervision and interpretation; 110124
implantable monitor only
Programming device evaluation (in
person) of intracardiac ischemia PG0043 Experimental PG0043 Experimental PG0043 : -
0528T monitoring system with iterative NON-COVERED Investigational Procedures NON-COVERED igati . e NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
5 . Procedures Services
adjustment of programmed values, Services Services
with analysis, review, and report
Interrogation devioe evaluation (i PG0043 Experimental PG0043 Experimental " i -
0529T person) of intracardiac ischemia NON-COVERED Investigational Procedures NON-COVERED igati PGe0043 @ | NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
monitoring system with analysis, N N Procedures Services "
Services Services
review, and report
Removal of intracardiac ischemia
monitoring system, including all PG0043 Experimental PG0043 Experimental PG0043 : -
0530T imaging supervision and NON-COVERED Investigational Procedures NON-COVERED igati . e NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
. N Procedures Services
interpretation; complete system ervices Services
(electrode and implantable monitor)
Rr:mt‘fr‘lg 'sny?::d“ra.;.ici:;'g;f PG0043 Experimental PG0043 Experimental PG0043 . igational
0531T imaging supervision and NON-COVERED Investlgatlona] Procedures NON-COVERED | Procedures Services NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
Services Services
interpretation; electrode only
Removal of intracardiac ischemia
monitoring system, including all PG0043 Experimental PG0043 Experimental PG0043 N -~
0532T imaging supervision and NON-COVERED Investigational Procedures NON-COVERED igati . onal NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
\ . " " Procedures Services
interpretation; implantable monitor Services Services
only
Rare diseases (constitutional
disease/hereditary disorders), rapid
whole genome and mitochondrial .
N PG0043 Experimental N —
05320 DNA sequencing for single- NON-COVERED Investigational Procedures NON-COVERED cMs PG0043 Experimental Investigational
nucleotide variants, 5 Procedures Services
: " " Services
insertions/deletions, copy number
variations, peripheral blood, buffy
coat. saliva._buccal or tissue
Drug metabolism (adverse drug
reactions and drug response),
genotyping of 16 genes (ie, X
PG0043 Experimental N —
ABCG2, CYP2B6, CYP2C9, ) o ’ PG0043 Experimental Investigational
0533U CYP2C19, CYP2C, CYP2DB, NON-COVERED Inves(lgalslzr:il::;ocedures NON-COVERED CMs Procedures Services
CYP3A5, CYP4F2, DPYD, G6PD,
GGCX, NUDT15, SLCO1B1,
TPMT_UGT1A1_VKORG1)
Oncology (prostate), microRNA,
single-nucleotide polymorphisms PG0043 Experimental PG0043 Experimental PG0043
0534U (SNPs) analysis by RT-PCR of 32 NON-COVERED Investigational Procedures NON-COVERED igati Procedu . NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
. 3 5 Procedures Services
variants, using buccal swab, Services Services
algorithm reported as a risk score
Red blood cell antigen (fetal RhD),
PCR analysis of exon 4 of RHD
gene and housekeeping control X X
PG0043 Experimental PG0043 Experimental N _—
0536U gene GAPDH from whole blood in NON-COVERED Investigational Procedures NON-COVERED igati PG0043 N3l | NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

pregnant individuals at 10+ weeks
gestation known to be RhD
negative, reported as fetal RhD
status

Services

Services

Procedures Services




0537U

Oncology (colorectal cancer),
analysis of cell-free DNA for
epigenomic patterns, next-
generation sequencing, >2500
differentially methylated regions
(DMRSs), plasma, algorithm
reported as positive or negative

NON-COVERED

PG0065 Colorectal Cancer
Screening, PG0137 Preventive
Care Services

PRIOR AUTHORIZATION
REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA

CMs

PG0065 Colorectal Cancer Screening,
PG0137 Preventive Care Services

Added code 0537U (Shield™ by Guardant), Medicare product lines, effective 5/1/2025

0538U

‘Oncology (solid tumor), next-
generation targeted sequencing
analysis, formalin-fixed paraffin-
embedded (FFPE) tumor tissue,

DNA analysis of 600 genes,
interrogation for single-nucleotide
variants, insertions/deletions, gene

coov number.

NON-COVERED

PG0043 Experimental
Investigational Procedures
ervices

NON-COVERED

PG0043 Experimental

PG0043 i igational

Services

Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0539U

Oncology (solid tumor), cell-free
circulating tumor DNA (ctDNA),
152 genes, next-generation
sequencing, interrogation for single-|
nucleotide variants,
insertions/deletions, gene
rearrangements, copy number
ions_and i

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services

NON-COVERED

PG0043 Experimental

PG0043 i igational

Services

Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0540U

Transplantation medicine,
quantification of donor-derived cell-
free DNA using next-generation
sequencing analysis of plasma,
reported as percentage of donor-
derived cell-free DNA to determine
probability of rejection

NON-COVERED

PG525 Molecular Testing for Solid
Organ Allograft Rejection -
Archived

PRIOR AUTHORIZATION
REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA

PG525 Molecular Testing for Solid Organ
Allograft Rejection - Archived; PG0041
Genetic Testing; PG0043
Experimental/lnvestigational

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

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
dinoles_machine | derived

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services

NON-COVERED

PG0043 Experimental

PG0043 i igational

Services

Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

05427

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
dinoles_machine | derived

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services

NON-COVERED

PG0043 Experimental

PG0043 i igational

Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0543T

Transapical mitral valve repair,
including transthoracic
echocardiography, when
performed, with placement of
artificial chordae tendineae

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services

NON-COVERED

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0543U

Oncology (solid tumor), next-
generation sequencing of DNA
from formalin-fixed paraffin-
embedded (FFPE) tissue of 517
genes, interrogation for single-

variants, mult
variants, insertions and deletions
from DNA, fusions in 24 aenes and

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services

NON-COVERED

0544T

Transcatheter mitral valve annulus

reconstruction, with implantation of

adjustable annulus reconstruction
device, percutaneous approach
including transseptal puncture

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services

NON-COVERED

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0544U

Nephrology (transplant monitoring),
48 variants by digital PCR, using
cell-free DNA from plasma, donor-
derived cell-free DNA, percentage
reported as risk for rejection

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services

PRIOR AUTHORIZATION
REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA

Services
PG0043 PG0108 Transcalr:eiiﬂean Valve
e ; PG0043
Investigational Procedures .
G Experimental Investigational Procedures
Services
CMs PG0041 Genetic Testing
PG0043 PG0108 Transcalr:eiiﬂean Valve
e ; PG0043
Investigational Procedures .
- Experimental Investigational Procedures
© Services
CMs

0545T

Transcatheter tricuspid valve
annulus reconstruction with
implantation of adjustable annulus
reconstruction device,
percutaneous approach

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services

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

PG0043 Experimental
Investigational Procedures
Services

NON-COVERED

PG0043 Experimental

PG0043

Services

Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL




Bone-material quality testing by

PG0043 Experimental

PG0043 Experimental

0547T microindentation(s) of the tibia(s), NON-COVERED Investigational Procedures NON-COVERED PGOO43F’rOCedures Services onal NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
with results reported as a score Services Services
Oncology (urothelial), DNA,
quantitative methylated real-time
oR o Tu':::“:f”y:e Sd"'::a:;?'c PG0043 Experimental PG0043 Experimental PG0043 Experi aational
0549U . y - NON-COVERED Investigational Procedures NON-COVERED igati . NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
algorithm reported as a probability D e ey Procedures Services
index for bladder cancer and/or
upper tract urothelial carcinoma
JTUC)
Oncology (prostate), enzyme-linked
immunosorbent assays (ELISA) for
total prostate-specific antigen
050U (PSA) and free PSA, serum, NON-COVERED PGO041 Genetic Testing NON-COVERED PGO041 Genetic Testing PGO041 Genetic Testing Prior authorization is required for genetic testing unless otherwise noted in one of our policies.
combined with age, previous
negative prostate biopsy status,
digital rectal examination findings,
nrostate volume _and imace and
Tau, phosphorylated, pTau217, by PG0441 Genetic and Biomarker PG0441 Genetic and Biomarker
! s\ngle—moleculle array ' Testing for Alzheimer Disease; Testing for Alzheimer Disease; | PG0441 Genetic and Biomarker Testing for
0551U (ultrasensitive digital protein NON-COVERED PG0043 Experimental NON-COVERED PG0043 Experimental Alzheimer Disease; PG0043 Experimental |NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
" Investigational Procedures igati igati Procedures Services
detection), using plasma Services e e
Low-level laser therapy, dynamic e AU RN
- ‘hermoﬂ:‘c'e‘;':‘zna;:igznsm dodby| __PRIORAUTHORIZATION |PGO538 Low-Level Laser Therapy|  REQUIRED - FOLLOW S PG0538 Low-Level Laser Therapy for
: " REQUIRED - MEDICAL POLICY | for Prevention of Oral Mucositis MEDICARE COVERAGE Prevention of Oral Mucositis
a physician or other qualified health CRITERIA
care professional
Reproductive medicine
(preimplantation genetic
assessment), analysis for known
genetic disorders from PRIOR AUTHORIZATION
052U a";zzgegm:;:“’c:‘gi:;klzj& NON-COVERED PGO041 Genetic Testing Sgggﬁfg&g%;g& cMs PGO041 Genetic Testing New effective 7/1/2025
and when possible, targeted CRITERIA
mutation analysis for known familial
variant, reported as low-risk or high|
risk for familial genetic disorder
NEPTOUTCIVE TTTEuTCTTE
(preimplantation genetic
assessment), analysis of 24
chromosomes using DNA genomic PRIOR AUTHORIZATION
sequence analysis from embryonic U e
0553U trophectoderm for structural NON-COVERED PG0041 Genetic Testing MEDICARE COVERAGE CMs PG0041 Genetic Testing New effective 7/1/2025
rearrangements, aneuploidy, and a A
mitochondrial DNA score, results
reported as normal/balanced
(euploidy/balanced), unbalanced
Bone strength and fracture risk
using finite element analysis of
functional data, and bonemineral PG0320 Bone Density PRIOR AUTHORIZATION PG0320 Bone Density Measurements;
0554T density, utilizing data from a‘ NON-COVERED Measurements; PQOC!43 REQUIRED - FOLLOW cMS PGO043 Experimental Investigational NON-COv\/ERED‘» EXPERIMENTAL, INVESTIGATIONAL Effec(n!e 11/01/2024 covered with a prior authorization
computed tomography scan; Experimental Investigational MEDICARE COVERAGE Procedures Somices for the Elite (Medicare Advantage) Plans per InterQual coverage criteria
retrieval and transmission of the Procedures Services CRITERIA
scan data, assessment of bone
strenath and fracture risk and hone
Reproductive medicine
(preimplantation genetic
assessment), analysis of 24 PRIOR AUTHORIZATION
chromosomes using DNA genomic o REQUIRED - FOLLOW " "
0554U sequence analysis from NON-COVERED PG0041 Genetic Testing MEDICARE COVERAGE CMs PG0041 Genetic Testing New effective 7/1/2025
trophectoderm biopsy for CRITERIA
aneuploidy, ploidy, a mitochondrial
DNA score. and embrvo auality
Bone strength and fracture risk
15::;%r':;mjaiez:?;‘naeh:;:ef;l (RETEAD =D BTy PRIOR AUTHORIZATION PG0320 Bone Density Measurements;
e Measurements; PG0043 REQUIRED - FOLLOW . - " |NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL Effective 11/01/2024 covered with a prior authorization
0555T density, utilizing data from a NON-COVERED M CMs PG0043 Experimental Investigational " " -
y Experimental Investigational MEDICARE COVERAGE . for the Elite (Medicare Advantage) Plans per InterQual coverage criteria
computed tomography scan; 9 Procedures Services
g Procedures Services CRITERIA
retrieval and transmission of the
scan data
Reproductive medicine
(preimplantation genetic
assessment), analysis of 24 PRIOR AUTHORIZATION
chromosomes using DNA genomic o REQUIRED - FOLLOW " "
0555U sequence analysis from embryonic NON-COVERED PG0041 Genetic Testing MEDICARE COVERAGE CMS PG0041 Genetic Testing New effective 7/1/2025
trophectoderm for structural CRITERIA

rearrangements, aneuploidy, ploidy,
a score_and




Bone strength and fracture risk
using finite element analysis of

functional data, and bonemineral PG0320 Bone Density PRIOR AUTHORIZATION PG0320 Bone Density Measurements:
density, utilizing data from a Measurements; PG0043 REQUIRED - FOLLOW N Y - " |NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL Effective 11/01/2024 covered with a prior authorization
0556T y NON-COVERED P CMs PG0043 Experimental Investigational i -
computed tomography scan; Experimental Investigational MEDICARE COVERAGE v for the Elite (Medicare Advantage) Plans per InterQual coverage criteria
5 Procedures Services
assessment of bone strength and Procedures Services CRITERIA
fracture risk and bone mineral
densitv
Bone strength and fracture risk
using finite element analysis of PG0320 Bone Density PRIOR AUTHORIZATION PG0320 Bone Density Measurements:
0557T functional data, and bonemineral NON-COVERED Measurements; PG0043 REQUIRED - FOLLOW cMS PG0043 E; eriment;l Investi ationall NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL Effective 11/01/2024 covered with a prior authorization
density, utilizing data from a Experimental Investigational MEDICARE COVERAGE xp vestigi for the Elite (Medicare Advantage) Plans per InterQual coverage criteria
! 9 Procedures Services
computed tomography scan; Procedures Services CRITERIA
interpretation and report
Computed tomography scan taken Mzggai)mi?]:‘:_ E,z‘ggza MF;C:SSSNB;:: [;g‘ggxs PG0320 Bone Density Measurements;
0558T for the purpose of biomechanical NON-COVERED D NON-COVERED 3 A PG0043 Experimental Investigational NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
Experimental Investigational Experimental Investigational N
computed tomography analysis g : Procedures Services
Procedures Services Procedures Services
Anatomic model 3D-printed from
image data set(s); first individually PG0043 Experimental PG0043 Experimental PG0043 : -
0559T prepared and processed NON-COVERED Investigational Procedures NON-COVERED igati . e NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
5 . Procedures Services
component of an anatomic Services Services
structure
Oncology (breast), quantitative
enzyme-linked immunosorbent
assay (ELISA) for secreted breast
cancer protein marker (BF9 5 . 5 . " N o " N N N
0559U NON-COVERED PG0041 Genetic Testing NON-COVERED PG0041 Genetic Testing PG0041 Genetic Testing Prior authorization is required for genetic testing unless otherwise noted in one of our policies.
antigen), serum, result reported as
indicative of response/no response
to therapy or disease
ion/rearession
Anatomic model 3D-printed from
image data set(s); first individually
prepared and processed PG0043 Experimental PG0043 Experimental ) .
component of an anatomic s - PG0043 al
0560T ” NON-COVERED Investigational Procedures NON-COVERED . NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
structure; each additional 5 5 Procedures Services
Services Services
individually prepared and
processed component of an
anatomic structure (List
Oncology (minimal residual disease
[MRD]), genomic sequence
analysis, cell-free DNA, whole PRIOR AUTHORIZATION
blood and tumor tissue, baseline 3 9 REQUIRED - FOLLOW " "
0560U assessment for design and NON-COVERED PG0041 Genetic Testing MEDICARE COVERAGE. CMs PG0041 Genetic Testing New effective 7/1/2025
construction of a personalized CRITERIA
variant panel to evaluate current
MRD and for comparison to
Anatomic guide 3D-printed and PG0043 Experimental PG0043 Experimental PG0043 N -
0561T designed from image data set(s); NON-COVERED Investigational Procedures NON-COVERED igati . onal NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
. 3 3 Procedures Services
first anatomic guide Services Services
Oncology (minimal residual disease
[MRD]), genomic sequence PRIOR AUTHORIZATION
analysis, cell-free DNA, whole " REQUIRED - FOLLOW " "
0561U blood, subsequent assessment NON-COVERED PG0041 Genetic Testing MEDICARE COVERAGE CMs PG0041 Genetic Testing New effective 7/1/2025
with comparison to initial CRITERIA
assessment to evaluate for MRD
Anatomic guide 3D-printed and
des‘f?;f:r":::‘":"gaf df'::;'(s)‘ PG0043 Experimental PG0043 Experimental PG0043 ) .
0562T " guice: & NON-COVERED Investigational Procedures NON-COVERED igati . onal NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
additional anatomic guide (List " " Procedures Services
. Services Services
separately in addition to code for
primary procedure)
ONCOIogy (SONa WMo, argeteq
genomic sequence analysis, 33
genes, detection of single-
nucleotide variants (SNVs), PRIOR AUTHORIZATION
insertions and deletions, copy- - " REQUIRED - FOLLOW " "
0562U number amplifications, and NON-COVERED PG0041 Genetic Testing MEDICARE COVERAGE CMs PG0041 Genetic Testing New effective 7/1/2025
translocations in human genomic CRITERIA
circulating cell-free DNA, plasma,
reported as presence of actionable
Evacuation of Meibomian glands,
using heat delivered through PG0043 Experimental PG0043 Experimental PG0043 N _—
0563T wearable, open-eye eyelid NON-COVERED Investigational Procedures NON-COVERED igati onal NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

treatment devices and manual
gland expression, bilateral

Services

Services

Procedures Services




Autologous cellular implant derived
from adipose tissue for the

PG0400 Stem Cell Therapy for
Orthopedic Applications; PG0043

PG0400 Stem Cell Therapy for
Orthopedic Applications; PG0043

PG0400 Stem Cell Therapy for Orthopedic

0565T treatment of osteoarthritis of the NON-COVERED Experimental Investigational NON-COVERED Experimental Investigational Applications; PG0043 Experimental NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
knees; tissue harvesting and Proced Servi [ S Investigational Procedures Services
. rocedures Services rocedures Services
cellular implant creation
Oncology (hepatocellular
carcinoma), next-generation PRIOR AUTHORIZATION
sequencing methylation pattern EATETED - HELLGT
0565U assay to detect 6626 epigenetic NON-COVERED PG0041 Genetic Testing MEDICARE COVERAGE CMS PG0041 Genetic Testing New effective 7/1/2025
alterations, cell free DNA, plasma, CRITERIA
algorithm reported as cancer signal
detected or not detected
Oncology (lung), gPCR based
analysis of 13 differentially
methylated regions (CCDC181,
HOXA7, LRRC8A, MARCHF11, R et R,
0566U MIR129-2, NCOR2, PANTR1, NON-COVERED PG0041 Genetic Testing MEDICARE COVERAGE CMs PG0041 Genetic Testing New effective 7/1/2025
PRKCB, SLC9A3, TBR1_2, CRITERIA
TRAP1, VWC2, ZNF781), pleural
fluid, algorithm reported as a
qualitative result
Autologous cellular implant derived
from adipose tissue !or the PGOAOO_ Stem F)e\! Therapy for PG0400' Stem Qel! Therapy for PGO400 Stem Cell Therapy for Orthopedic
0566T treatment of osteoarthritis of the NON-COVERED Orthopedic Applications; PG0043 NON-COVERED Orthopedic Applications; PGO043 | s i tions, PG0O043 Experimental  |NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
knees; injection of cellular implant Experimental Investigational Experimental Investigational Investigational Procedures Services
into knee joint including ultrasound Procedures Services Procedures Services
guidance, unilateral
Rare diseases
(constitutional/heritable disorders),
whole-genome sequence analysis
combination of short and long
reads, for single-nucleotide
variants, insertions/deletions and
characterized intronic variants,
copy-number variants, PRIOR AUTHORIZATION
duplications/deletions, mobile REQUIRED - FOLLOW
0567U element insertions, runs of NON-COVERED PG0041 Genetic Testing MEDICARE COVERAGE. CMs PG0041 Genetic Testing New effective 7/1/2025
homozygosity, aneuploidy, and CRITERIA
inversions, mitochondrial DNA
sequence and deletions, short
tandem repeat genes, methylation
status of selected regions, blood,
saliva, amniocentesis, chorionic
villus sample or tissue,
identification and categorization of
nenatin variants
Neurology (dementia), beta amyloid
(AB40, AB42, AB42/40 ratio), tau-
protein phosphorylated at residue
(eg, pTau217), neurofilament light PG0043 Experimental PRIOR AUTHORIZATION
0568U °ha“)’:o(glf"|':gg:,f;jwm;“{“;ﬁ'dm NON-COVERED |nvestigagona] Procedures ;:gg;fgég\%;ﬁ& oMs PG0041 Genetic Testing New effective 7/1/2025
sensitivity molecule array detection, ervices CRITERIA
plasma, algorithm reported as
positive, intermediate, or negative
for Alzheimer patholoay
e cons | TROIATORENN rogs s s
0569T repair, percutaneous approach; NON-COVERED Investigational Procedures MEDICARE COVERAGE CMS Transcatheter Heart Va\vé Procedures- NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
initial prosthesis Services CRITERIA ‘Archived:
OOy (SO AT
next generation sequencing
analysis of tumor methylation
markers (>20000 differentially PRIOR AUTHORIZATION Prior authorization is required for genetic testing unless otherwise noted in one of our policies. Effective 1/1/2026
methylated regions) present in cell- " REQUIRED - FOLLOW " tests included for code 0569U per InterQual: BCR-ABL1, ClonoSeq®, DNA and RNA targeted genomic sequence
0569U ere c\rcu\gating)tumor DNA QCLLCOMERED RecChliCeatcll==io MEDICARE COVERAGE ChS PGO041 Genetic Testing analysis, Guardant360 Response, Guardant Reveal, NavDx, NeXT Personal, Oncodeleclg, F’a(h?igm Recurrence
(ctDNA), whole blood, algorithm CRITERIA Monitoring, RaDaR, Signatera, Single-gene PCR tests
reported as presence or absence of|
CtDNA with tumor fraction, if
Transcatheter tricuspid valve
rephair.dzercul‘aneoushapprgach; PGO043 Experimental PsIE%Fl{Ji\RUE'II;FiO:{(I)ﬁ'(I;I\C/)VN PGF?Mf:dExperiénenla\ In\;eél{\)gi.lg}na\
each additional prosthesis during v 5 rocedures Services;
0570T same session (List separately in NON-COVERED Investlgatslona] Procedures MEDICARE COVERAGE. CMS Transcatheter Heart Valve Procedures- NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
addition to code for primary ervices CRITERIA Archived
procedure)
Tnsertion or replacement of
implantable cardioverter-defibrillator
system with substernal
electrode(s), including all imaging PG0043 Experimental PG0043 Experimental Investigational
0571T guidance and electrophysiological NON-COVERED Investigational Procedures BRIORUTHORZATIONB oY CMs Procedures Services. PG0224 Cardioverter

evaluation (includes defibrillation
threshold evaluation, induction of

arrhythmia, evaluation of sensing
for ination_and

Services

REQUIRED

Déefibrillators-archived120124.




0571U

Oncology (solid tumor), DNA (80
genes) and RNA (10 genes), by
next-generation sequencing,
plasma, including single-nucleotide
variants, insertions/deletions, copy-
number alterations, microsatellite
instability, and fusions, reported as
clinically actionable variants

NON-COVERED

PG0041 Genetic Testing

PRIOR AUTHORIZATION
REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA

PG0041 Genetic Testing

New effective 7/1/2025

0572T

Insertion of substernal implantable
defibrillator electrode

NON-COVERED

PG0043 Experimental
Investigational Procedures
ervices

PRIOR AUTHORIZATION NOT
REQUIRED

CMs

PG0043 Experimental Investigational
Procedures Services. PG0224 Cardioverter
Defibrillators-archived120124.

0572U

Oncology (prostate), high-
throughput telomere length
quantification by FISH, whole
blood, diagnostic algorithm reported
as risk of prostate cancer

NON-COVERED

PG0041 Genetic Testing

NON-COVERED

PG0041 Genetic Testing

PG0041 Genetic Testing

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

0573T

Removal of substernal implantable
defibrillator electrode

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services

PRIOR AUTHORIZATION NOT
REQUIRED

PG0043 Experimental Investigational
Procedures Services. PG0224 Cardioverter
Defibrillators-archived120124.

0574T

Repositioning of previously
implanted substernal implantable
defibrillator-pacing electrode

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services

PRIOR AUTHORIZATION NOT
REQUIRED

PG0043 Experimental Investigational
Procedures Services. PG0224 Cardioverter
Defibrillators-archived120124.

0575T

Programming device evaluation (in
person) of implantable cardioverter-
defibrillator system with substernal
electrode, with iterative adjustment
of the implantable device to test the
function of the device and select
optimal permanent programmed
valies with analvsis. review and

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services

PRIOR AUTHORIZATION NOT
REQUIRED

PG0043 Experimental Investigational
Procedures Services. PG0224 Cardioverter
Defibrillators-archived120124.

0575U

Transplantation medicine (liver
allograft rejection), miRNA gene
expression profiling by RT-PCR of
4 genes (miR-122, miR-885, miR-
23a housekeeping, spike-in
control), serum, algorithm reported
as risk of liver allograft rejection

NON-COVERED

PG0041 Genetic Testing

NON-COVERED

PG0041 Genetic Testing

PG0041 Genetic Testing

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

0576T

Interrogation device evaluation (in
person) of implantable cardioverter-
defibrillator system with substernal
electrode, with analysis, review and

report by a physician or other
qualified health care professional,
includes connection, recording and
natient encounter

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services

PRIOR AUTHORIZATION NOT
REQUIRED

CMs

PG0043 Experimental Investigational
Procedures Services. PG0224 Cardioverter
Defibrillators-archived120124.

0576U

ner
Transplantation medicine (liver
allograft rejection), quantitative
donor-derived cell-free DNA
(cfDNA) by whole genome next-
generation sequencing, plasma and
mRNA gene expression profiling by
multiplex real-time PCR of 56
aenes. whole blood. combined

NON-COVERED

PG0041 Genetic Testing

NON-COVERED

PG0041 Genetic Testing

PG0041 Genetic Testing

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

0577T

Electrophysiological evaluation of
implantable cardioverter defibrilator
system with substernal electrode
(includes defibrillation threshold
evaluation, induction of arrhythmia,
evaluation of sensing for arrhythmia
termination, and programming or

ina of sensina or

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services

PRIOR AUTHORIZATION NOT
IRED

PG0043 Experimental Investigational
Procedures Services. PG0224 Cardioverter
Defibrillators-archived120124.

0577U

Oncology (ovarian), serum,
analysis of 39 glycoproteins by
liquid chromatography with tandem
mass spectrometry (LC-MS/MS) in
multiple reaction monitoring mode,
reported as likelinood of malignancy

NON-COVERED

PG0041 Genetic Testing

NON-COVERED

PG0041 Genetic Testing

PG0041 Genetic Testing

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

0578T

Interrogation device evaluation(s)
(remote), up to 90 days, substernal
lead implantable cardioverter-
defibrillator system with interim
analysis, review(s) and report(s) by
a physician or other qualified health
care professional

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services

PRIOR AUTHORIZATION NOT
REQUIRED

PG0043 Experimental Investigational
Procedures Services. PG0224 Cardioverter
Defibrillators-archived120124.




0578U

Oncology (cutaneous melanomay,
RNA, gene expression profiling by
realtime qPCR of 10 genes (8
content and 2 housekeeping),
utilizing formalin-fixed paraffin-
embedded (FFPE) tissue, algorithm
reports a binary result, either low-
risk or high-risk for sentinel lvmnh

NON-COVERED

PG0041 Genetic Testing

NON-COVERED

PG0041 Genetic Testing

PG0041 Genetic Testing

NON-COVERED. New code effective 10/01/2025

0579T

Interrogation device evaluation(s)
(remote), up to 90 days, substernal
lead implantable cardioverter-
defibrillator system, remote data
acquisition(s), receipt of
transmissions and technician
review, technical support and

of results.

NON-COVERED

PG0043 Experimental
Investigational Procedures
ervices

PRIOR AUTHORIZATION NOT
REQUIRED

CMs

PG0043 Experimental Investigational
Procedures Services. PG0224 Cardioverter
Defibrillators-archived120124.

0580T

Removal of substernal implantable
defibrillator pulse generator only

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services

PRIOR AUTHORIZATION NOT

PG0043 Experimental Investigational
Procedures Services. PG0224 Cardioverter
Defibrillators-archived120124.

0581T

Ablation, malignant breast
tumor(s), percutaneous,
cryotherapy, including imaging
guidance when performed,
unilateral

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services

NON-COVERED

PG0043 Experimental

Services; PG0517 Cryoablation of
Solid Tumors

PG0043 i igational
Procedures Services.

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0582T

Transurethral ablation of malignant
prostate tissue by high-energy
water vapor thermotherapy,
including intraoperative imaging
and needle guidance

NON-COVERED

PG0534 Treatments for Benign
Prostatic Hypertrophy
(BPH); PG0043 Experimental
Investigational Procedures
Services

NON-COVERED

PG0534 Treatments for Benign
Prostatic Hypertrophy
(BPH); PG0043 Experimental
Investigational Procedures
Services

PG0534 Treatments for Benign Prostatic
Hypertrophy
(BPH); PG0043 Experimental
Investigational Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0582U

Rare diseases (constitutional
disease/hereditary disorders), rapid
whole genome DNA sequencing for

single-nucleotide variants,
insertions/deletions, copy number
variations, blood, saliva, tissue
sample, variants reported

NON-COVERED

PG0041 Genetic Testing

NON-COVERED

PG0041 Genetic Testing

PG0041 Genetic Testing

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

0583T

Tympanostomy (requiring insertion
of ventilating tube), using an
automated tube delivery system,
iontophoresis local anesthesia (Tula
lontophoresis System)

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services

NON-COVERED

PG0043 Experimental

PG0043 i igational

Services

Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0583U

Rare diseases
disease/hereditary disorders), rapid
whole genome comparator DNA
sequencing for single-nucleotide
variants, insertions/deletions, copy
number variations, blood, saliva,
tissue sample, variants reported
with proband results (List
separately in addition to code for

nrimany nracadira)

NON-COVERED

PG0041 Genetic Testing

NON-COVERED

PG0041 Genetic Testing

PG0041 Genetic Testing

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

0584T

Islet cell transplant, includes portal
vein catheterization and infusion,
including all imaging, including
guidance, and radiological
supervision and interpretation,
when performed; percutaneous

NON-COVERED

PG0415 Pancreatic Islet Cell
Transplantation

NON-COVERED

PG0415 Pancreatic Islet Cell
Transplantation

PG0415 Pancreatic Islet Cell
Transplantation; PG0043 Experimental
Investigational Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0585T

Islet cell transplant, includes portal
vein catheterization and infusion,
including all imaging, including
quidance, and radiological
supervision and interpretation,
when performed; laparoscopic

NON-COVERED

PG0415 Pancreatic Islet Cell
Transplantation

NON-COVERED

PG0415 Pancreatic Islet Cell
Transplantation

PG0415 Pancreatic Islet Cell
Transplantation; PG0043 Experimental
Investigational Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0585U

Targeted genomic sequence
analysis panel, solid organ
neoplasm, circulating cell-free DNA
(cfDNA) analysis from plasma of
521 genes, interrogation for
sequence variants, gene copy
number amplifications, gene

and, it

NON-COVERED

PG0041 Genetic Testing

NON-COVERED

PG0041 Genetic Testing

PG0041 Genetic Testing

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

0586T

Islet cell transplant, includes portal
vein catheterization and infusion,
including all imaging, including
guidance, and radiological
supervision and interpretation,
when performed; open

NON-COVERED

PG0415 Pancreatic Islet Cell
Transplantation

NON-COVERED

PG0415 Pancreatic Islet Cell
Transplantation

PG0415 Pancreatic Islet Cell
Transplantation; PG0043 Experimental
Investigational Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL




0586U

Oncology, mRNA, gene expression

profiling of 216 genes (204 targeted

and 12 housekeeping genes), RNA

expression analysis, formalin-fixed

paraffin-embedded (FFPE) tissue,

quantitative, reported as log2 ratio
per gene

NON-COVERED

PG0041 Genetic Testing

NON-COVERED

PG0041 Genetic Testing

PG0041 Genetic Testing

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

0587T

Percutaneous implantation or
replacement of integrated single
device neurostimulation system

including electrode array and

receiver or pulse generator,
including analysis, programming,

and imaging guidance when
nerformed. nosterior tibial nerve

NON-COVERED

PG0043 Experimental
Investigational Procedures
ervices

NON-COVERED

PG0043 Experimental
Investigational Procedures
ervices

PG0043 Experimental Investigational
Procedures Services; PG0497 Urinary
Incontinence/ Voiding Dysfunction

Treatments and Devices-archived 120124.

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0588T

Revision or removal of integrated
single device neurostimulation
system including electrode array
and receiver or pulse generator,
including analysis, programming,
and imaging guidance when
performed, posterior tibial nerve

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services

PG0043 Experimental Investigational
Procedures Services; PG0497 Urinary
Incontinence/ Voiding Dysfunction

Treatments and Devices-archived 120124.

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0589T

Electronic analysis with simple
programming of implanted
integrated neurostimulation system
(e.g., electrode array and receiver),
including contact group(s),
amplitude, pulse width, frequency
(Hz), on/off cycling, burst, dose

lockout. nat

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services

PG0043 Experimental Investigational
Procedures Services; PG0497 Urinary
Incontinence/ Voiding Dysfunction

Treatments and Devices-archived 120124.

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0590T

Electronic analysis with complex
programming of implanted
integrated neurostimulation system
(e.g., electrode array and receiver),
including contact group(s),
amplitude, pulse width, frequency
(Hz), onloff cycling, burst, dose
Inckout_natient selectable

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services

PG0043 Experimental Investigational
Procedures Services; PG0497 Urinary
Incontinence/ Voiding Dysfunction

Treatments and Devices-archived 120124.

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0591U

Oncology (prostate cancer),
biochemical analysis of 3 proteins
(total PSA, free PSA, and HE4),
plasma, serum, prognostic
algorithm incorporating 3 proteins
and digital rectal examination,
results reported as a probability
score for clinicallv sianificant

NON-COVERED

PG0041 Genetic Testing

NON-COVERED

PG0041 Genetic Testing

PG0041 Genetic Testing

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

0592U

Oncology (hematolymphoid
neoplasms), DNA, targeted
genomic sequence of 417 genes,
interrogation for gene fusions,
translocations, rearrangements,
utilizing formalin-fixed paraffin-
embedded (FFPE) tumor tissue,
results reoort clinicallv sianificant

NON-COVERED

PG0041 Genetic Testing

NON-COVERED

PGO041 Genetic Testing

PG0041 Genetic Testing

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

0594T

Osteotomy, humerus, with insertion
of an externally controlled
intramedullary lengthening device,
including intraoperative imaging,
initial and subsequent alignment
assessments, computations of
adjustment schedules, and
of the

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services

NON-COVERED

PG0043 Experimental

PG0043 i igational

Services

Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0596T

Temporary female intraurethral
valve-pump (i.e., voiding
prosthesis); initial insertion,
including urethral measurement

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services

PG0043 Experimental Investigational
Procedures Services; PG0497 Urinary
Incontinence/ Voiding Dysfunction

Treatments and Devices-archived 120124.

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0597T

Temporary female intraurethral
valve-pump (i.e., voiding
prosthesis); replacement

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services

PG0043 Experimental Investigational
Procedures Services; PG0497 Urinary
Incontinence/ Voiding Dysfunction

Treatments and Devices-archived 120124.

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0597U

Oncology (breast), RNA expression
profilng of 329 genes by targeted
next-generation sequencing and 20
proteins by multiplex
immunofluorescence, formalin-fixed
paraffin-embedded (FFPE) tissue,
algorithmic analyses to determine
tumor risk score

NON-COVERED

PG0041 Genetic Testing

NON-COVERED

PG0041 Genetic Testing

PG0041 Genetic Testing

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

0598T

Noncontact real-time fluorescence
wound imaging, for bacterial
presence, location, and load, per
session; first anatomic site (e.g.,
lower extremity)

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services

NON-COVERED

PG0043 Experimental

PG0043 i igational

Services

Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL




Noncontact real-time fluorescence
wound imaging, for bacterial
presence, location, and load, per

PG0043 Experimental

PG0043 Experimental

PG0043 i igational

0599T session; each additional anatomic NON-COVERED Investigational Procedures NON-COVERED Procedures Somices NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
site (e.g., upper extremity) (List Services Services
separately in addition to code for
primary procedure)
Ablation, irreversible ' '
on. PG0488 Ireversible PGO488 Irreversible
electroporation; 1 or more tumors - W - oS! PG0488 Irreversible Electroporation
0600T per organ, including imaging NON-COVERED E'eé'mp‘?'a“"" aDiatonlCIngs) NON-COVERED (sl e AT (e Ablation; PG0043 Experimental NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
uidance, when performed, epeponialivestoatiosal Expernentallestiogend Investigational Procedures Services
9 ’ ’ Procedures Services Procedures Services
percutaneous
e\ectro?:r‘aa(t:g:" ;r;erv:rz:bekt}umors FEPEBIEEE D (ERE Mk PG0488 Irreversible Electroporation
: g Electroporation Ablation; PG0043 Electroporation Ablation; PG0043 - A
0601T including fluoroscopic and NON-COVERED LA NON-COVERED ° A Ablation; PG0043 Experimental NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
ultrasound guidance, when Ere el es s onal Epsiienalliestosiona) Investigational Procedures Services
: Procedures Services Procedures Services
performed, open
Glomerular filtration rate (GFR)
measurement(s), transdermal, PG0043 Experimental PG0043 Experimental G003 Experi qational
0602T including sensor placement and NON-COVERED Investigational Procedures NON-COVERED igati Procedures Services NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
administration of a single dose of Services Services
fluorescent pyrazine agent
Glomerular filtration rate (GFR)
menitoring, ransdermal nclucing PG0043 Experimental PG0043 Experimental P G0043 Exveri -
0603T adminstaton of more than one NON-COVERED Investigational Procedures NON-COVERED igational Procedures Semices " |NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
dose of fluorescent pyrazine agent, Seices Seices
each 24 hours
Optical coherence tomography
(OCT) of retina, remote, patient-
":‘“a'e" 'm?getcap‘“’e a{‘" PG0043 Experimental PG0043 Experimental PG0043 Experi .
0604T rensmission 1o a remote NON-COVERED Investigational Procedures NON-COVERED gati ’ @ |NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
surveillance center unilateral or Gomines Gomines Procedures Services
bilateral; initial device provision, set-
up and patient education on use of
Opfical coherence tomography
(OCT) of retina, remote, patient-
":‘"a'e" image capture and PGO043 Experimental PGO043 Experimental P G0043 Exveri -
0605T ransmission 1o a remote NON-COVERED Investigational Procedures NON-COVERED gati : " |NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
surveillance center unilateral or S S Procedures Services
bilateral; remote surveillance center
technical support, data analyses
and reports. with 2 minimum of 8
Optical coherence tomography
(OCT) of retina, remote, patient-
iniiated image capiure, and PG0043 Experimental PG0043 Experimental PG0043 Experi -
0606T ransmission to a remote NON-COVERED Investigational Procedures NON-COVERED igati v N3l | NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
surveillance center unilateral or G Govines Procedures Services
bilateral; review, interpretation and
report by the prescribing physician
or other aualified health care
Remote monitoring of an external
continuous pulmonary fluid
monitoring fff‘e': ';‘C'”d‘“g PG0043 Experimental PG0043 Experimental PG0043 Experi -
0607T measurement of radiofrequency NON-COVERED Investigational Procedures NON-COVERED igati v @ |NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
derived pulmonary fluid levels, S S Procedures Services
heart rate, respiration rate, activity,
posture, and cardiovascular rhythm
(ea_ECG data) tted to
Remote monitoring of an external
continuous pulmonary fluid
m’;‘:s"l:'g::g:ly;'fa";};;‘;z’l’:‘gcy PG0043 Experimental PG0043 Experimental PG0043 Exveri oational
0608T ! NON-COVERED Investigational Procedures NON-COVERED igati Y NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
derived pulmonary fluid levels, S S Procedures Services
heart rate, respiration rate, activity,
posture, and cardiovascular rhythm
(e.a_ FCG data) i toa
Magnetic resonance Spectroscopy,
determination and localization of
discagenic pai (cervical inoracic, PG0043 Experimental PG0043 Experimental PG0043
0609T or lumbar); acquisiion of single NON-COVERED Investigational Procedures NON-COVERED igational Procedu : NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
voxel data, per disc, on biomarkers i e Procedures Services
(i.e., lactic acid, carbohydrate,
alanine, laal, propionic acid,
and collagen) in at
Magnetic resonance spectroscopy,
dii’:;’;‘:f:;:?na(z‘;r‘\‘;i:'l‘zf:g;g'c PG0043 Experimental PG0043 Experimental PG0043 Exveri oational
0610T : g NON-COVERED Investigational Procedures NON-COVERED igati NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

or lumbar); transmission of
biomarker data for software
analysis

Services

Services

Procedures Services




Magnetic resonance spectroscopy,
determination and localization of
discogenic pain (cervical, thoracic,

PG0043 Experimental

PG0043 Experimental

PG0043 i igational

0611T or lumbar); post-processing for NON-COVERED Investigational Procedures NON-COVERED . NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
- : " 4 4 Procedures Services
algorithmic analysis of biomarker Services Services
data for determination of relative
chemical differences between discs
Magnetic resonance spectroscopy, . X
PG0043 Experimental PG0043 Experimental : -
06127 determination and localization of NON-COVERED Investigational Procedures NON-COVERED igati PG0043 Y @ |NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
discogenic pain (cervical, thoracic, " " Procedures Services
X § ervices Services
or lumbar); interpretation and report
Percutaneous transcatheter
implantation of interatrial septal
shunt device, including right and
left heart catheterization, PG0043 Experimental PG0043 Experimental PG0043 : -
0613T intracardiac echocardiography, and NON-COVERED Investigational Procedures NON-COVERED igati . e NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
5 . Procedures Services
imaging guidance by the Services Services
proceduralist, when performed (i.e.,
InterAtrial Shunt Device (IASD) and
Ventura)
Removal and replacement of PG0043 Experimental : -
0614T substernal implantable defibrillator NON-COVERED Investigational Procedures ERIORAUTHORIZATION NG CMS PGO043 Experimental In\(estlgatlonal
. REQUIRED Procedures Services
pulse generator Services
Ey&;";‘:zl":;“:barg:g:'m:“"“' PG0043 Experimental PG0043 Experimental P G0043 Exveri ationsl
0615T interpretation and report (i.e., the NON-COVERED Investlgatlona! Procedures NON-COVERED | Procedures Services NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
Services Services
EyeBOX system)
Cystourethroscopy with
transurethral anterior prostate PG0043 Experimental PG0043 Experimental PG0043 : -
0619T commissurotomy and drug delivery, NON-COVERED Investigational Procedures NON-COVERED igati y e NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
N N Procedures Services
including transrectal ultrasound and ervices Services
fluoroscopy, when performed
Imf;(:;)gﬂ;aoﬁsfs:gzgﬁes PGO_04:_5 Experimental PG0043 N igational
0621T Trabeculostomy ab interno by laser NON-COVERED Services; PG0327 Surgical NON-COVERED Services; PG0327 Surgical Procedures Services; PG0327 Surgical |NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
Treatmenst for Glaucoma
Treatmenst for Glaucoma Treatmenst for Glaucoma
Trabeculostomy ab interno by |n5£30:u30§;|pg:2:ﬁes PG0043 Experimental PG0043 Experil igational
0622T laser; with use of ophthalmic NON-COVERED Servi g_ PG0327 Surgical NON-COVERED Services: PG0327 S | Procedures Services; PG0327 Surgical |NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
endoscope IR (R Sl = EnIEE (REWER e ] Treatmenst for Glaucoma
Treatmenst for Glaucoma Treatmenst for Glaucoma
Automated quantification and
characterization of coronary
5:‘;e""ss"ec’g':nz'a“:.:;:;ss‘f: PG0043 Experimental PG0043 Experimental PG0043 Experi -
0623T rity of coronary di . using NON-COVERED Investigational Procedures NON-COVERED igati v '@ |NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
data from coronary computed N N Procedures Services
- Services Services
tomographic angiography; data
preparation and transmission,
i analvsis of data. with
Automated quantification and
characterization of coronary
atherosclerotic plaque to assess PG0043 Experimental PG0043 Experimental PG0043 . —
0624T severity of coronary disease, using NON-COVERED Investigational Procedures NON-COVERED igati . onal NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
. 5 Procedures Services
data from coronary computed Services Services
tomographic angiography; data
preparation and transmission
Automated quantification and
characterization of coronary
S:“/:‘“’s;"ec’;‘:nz'a“;zégsfsf;z PG0043 Experimental PGO043 Experimental PG0043
0625T ty X4 ’ 9 NON-COVERED Investigational Procedures NON-COVERED igati Procedul N NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
data from coronary computed " " Procedures Services
. Services Services
tomographic angiography;
computerized analysis of data from
coronarv comouted i
Automated quantification and
characterization of coronary
s:’;f&“gi’g:fﬂz:a“;z:sfﬁz PG0043 Experimental PG0043 Experimental PG0043 Exveri -
0626T Y Y ! 9 NON-COVERED Investigational Procedures NON-COVERED igati onal NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

data from coronary computed
tomographic angiography; review of
computerized analysis output to
reconcile dit data

Services

Services

Procedures Services




Percutaneous injection of
allogeneic cellular and/or tissue-
based product, intervertebral disc,

PG0400 Stem Cell Therapy for
Orthopedic Applications. PG0043

PG0400 Stem Cell Therapy for
Orthopedic Applications. PG0043

PG0400 Stem Cell Therapy for Orthopedic
Applications. PG0043 Experimental

0627T . . - p NON-COVERED Py NON-COVERED 5 i Investigational Procedures Services. NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
unilateral or bilateral injection, with Experimental Investigational Experimental Investigational " N
e by PG0026 Discogenic Pain Treatment-
fluoroscopic guidance, lumbar; first Procedures Services. Procedures Services. ’
level Archived 120124.
Percutaneous injection of
allogeneic cellular and/or tissue- )
based product, intervertebral disc, PGO400 Stem Cell Therapy for PGO400 Stem Cell Therapy for | - 2000 Stem Cell Therapy for Orthopedic
unilateral or bilateral injection, with Orthopedic Applications. PG0043 Orthopedic Applications. PG0043 | Applcations. PG0043 Experimental
06287 >rel injection, Wi NON-COVERED pecic Appieations. = NON-COVERED pecic Appications. & Investigational Procedures Services. | NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
fluoroscopic guidance, lumbar; Experimental Investigational Experimental Investigational 0 .
. 5 PG0026 Discogenic Pain Treatment-
each additional level (List Procedures Services. Procedures Services. .
¢ " Archived 120124.
separately in addition to code for
orimary
Percutaneous injection of PGO400 Stem Cell Therapy for PG0400 Stem Cell Therapy for | F 60400 Stem Cel Therapy for Orthopedic
allogeneic cellular and/or tissue- Orthopedic Applications. PG0043 Orthopedic Applications. PG0043 Applications. PG0043 Experimental
0629T based product, intervertebral disc, NON-COVERED P P fers NON-COVERED pecic App il Investigational Procedures Services. NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
L . Experimental Investigational Experimental Investigational N N
unilateral or bilateral injection, with e, e oy PG0026 Discogenic Pain Treatment-
CT guidance, lumbar; first level B : Archived 120124.
Percutaneous injection of
allogeneic cellular and/or tissue- )
based product, intervertebral disc, PGO400 Stem Cell Therapy for PGO400 Stem Cell Therapy for | 20400 Stem Cell Therapy for Orthopedic
unilateral or bilateral injection, with Orthopedic Applications. PG0043 Orthopedic Applcations. PG0043 | APPlcations. PG0043 Experimental
06307 ection, NON-COVERED pecic Appieations. = NON-COVERED pecic Appications. & Investigational Procedures Services. | NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
CT guidance, lumbar; each Experimental Investigational Experimental Investigational ° X
. 5 PG0026 Discogenic Pain Treatment-
additional level (List separately in Procedures Services. Procedures Services. .
. Archived 120124.
addition to code for primary
Transcutaneous visible light
hyperspectral imaging PG0043 Experimental PG0043 Experimental ) o
0631T measurement of oxyhemoglobin, NON-COVERED Investigational Procedur NON-COVERED igati PG0043 @ | NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
deoxyhemoglobin, and tissue i ce gaS(;r\?icesoc LS a Services Procedures Services i - g
oxygenation, with interpretation and
report, per extremity
Percutaneous transcatheter
ultrasound ablation of nerves . .
innervating the pulmonary arteries, PG(.)M? Experimental PG(.)OA? Experimental PG0043 i igational
0632T P NON-COVERED Investigational Procedures NON-COVERED . NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
including right heart catheterization, Services Services Procedures Services
pulmonary artery angiography, and S
all imaging guidance
oy s Poos Epermona PO Ewmo | s mstgaons
0633T performed, unilateral; without NON-COVERED Investigational Procedures NON-COVERED | Procedures Services NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
: Services Services
contrast material
?:;‘L‘I’;:‘ed;g":ﬁi’:;y’ ?’:‘f‘iﬁ PG0043 Experimental PG0043 Experimental G003 ) -
0634T 9 N 9. NON-COVERED Investigational Procedures NON-COVERED igati . onal NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
performed, unilateral; with contrast y . Procedures Services
Services Services
material(s)
Computed tomography, breast,
including 3D rendering, when PG0043 Experimental PG0043 Experimental PG0043 N —
0635T performed, unilateral; without NON-COVERED Investigational Procedures NON-COVERED igati . '@ |NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
3 4 Procedures Services
contrast, followed by contrast Services Services
material(s)
C‘:;‘E(;‘i:‘eds'g"‘rﬁ’;‘ﬁy‘ ‘f,’vf;i' PG0043 Experimental PG0043 Experimental PG0043 Exveri .
0636T 9 " . 9 NON-COVERED Investigational Procedures NON-COVERED igati . onal NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
performed, bilateral; without . . Procedures Services
Services Services
contrast material(s)
Computed tomography, breast, X X
including 3D rendering, when (REBS) EreiiE e (RERS) EreiiE e PG0043
0637T X NON-COVERED Investigational Procedures NON-COVERED Procedu . NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
performed, bilateral; with contrast 3 5 Procedures Services
) Services Services
material(s)
Computed tomography, breast,
including 3D rendering, when PG0043 Experimental PG0043 Experimental PG00A3 § -
0638T performed, bilateral; without NON-COVERED Investigational Procedures NON-COVERED igati onal NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

contrast, followed by contrast
material(s)

Services

Services

Procedures Services




Wireless skin sensor thermal
anisotropy measurement(s) and
assessment of flow in

PG0043 Experimental

PG0043 Experimental

PG0043 i igational

0639T " f " NON-COVERED Investigational Procedures NON-COVERED . NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
cerebrospinal fluid shunt, including N N Procedures Services
Services Services
ultrasound guidance, when
performed
Noncontact near-infrared
spectroscopy studies of flap or
wound (e.9., for measurement of PG0043 Experimental PG0043 Experimental PG0043 Experi -
0640T Xyhemog avin, oxyhemaglaoin, NON-COVERED Investigational Procedures NON-COVERED igati . e NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
and ratio of tissue oxygenation N N Procedures Services
. " ervices Services
[St02]); image acquisition,
interpretation and report, each flap
or woun
Transcatheter left ventricular
’ﬁ;?&:ff"fﬁzmﬂf:‘::ﬁ" PG0043 Experimental PG0043 Experimental PG0043 Exveri ationsl
0643T 919 NON-COVERED Investigational Procedures NON-COVERED igati . NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
catheterization and left 4 5 Procedures Services
Services Services
ventriculography when performed,
arterial approach (i.e., Revivent TC)
Transcatheter removal or debulking
of intracardiac mass (e.g.,
V(eegetat':;‘jm':“;’:b‘:':‘oﬁj:\j‘c'z" PGO043 Experimental PGO043 Experimental PG0043 Experi -
0644T 9 - 85 P NON-COVERED Investigational Procedures NON-COVERED igati . e NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
percutaneous approach, with N N Procedures Services
s Services Services
intraoperative reinfusion of
aspirated blood, including imaging
auidance_when performed
Transcatheter implantation of
coronary sinus reduction device
Celuding vasoular access o PG0043 Experimental PG0043 Experimental P G0043 Exveri -
0645T e, 19 zaton. NON-COVERED Investigational Procedures NON-COVERED gati : " |NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
venous angiography, coronary . . Procedures Services
" . Services Services
sinus angiography, imaging
guidance, and supervision and
i when nerformed
Transcatheter tricuspid valve
implantation/replacement (TTVI)
with prosthetic valve, percutaneous PG0043 Experimental PRIOR AUTHORIZATION PG0108 Transcatheter Heart Valve
0646T approach, including right heart NON-COVERED (i at'onalpgroczduies REQUIRED - FOLLOW cMS Procedures-Archived; PG0043 Require a prior authorization when part of a clinical trial (Edwards EVOQUE Tricuspid Valve Replacement System
catheterization, temporary 19 sl e MEDICARE COVERAGE Experimental Investigational Procedures |(EVOQUE system
pacemaker insertion, and selective ervices CRITERIA Services
right ventricular or right atrial
when performed
Insertion of gastrostomy tube,
percutaneous, with magnetic PG0043 Experimental PG0043 Experimental PG0043 N .
0647T gastropexy, under ultrasound NON-COVERED Investigational Procedures NON-COVERED igati N @ NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
f " 3 3 Procedures Services
guidance, image documentation Services Services
and report
Quantitative magnetic resonance
for analysis of tissue composition
(e.g., fat, iron, water content), PG0252 Noninvasive Tests for PG0252 Noninvasive Tests for PG0252 Noninvasive Tests for Hepatic
0648T including multiparameric data NON-COVERED Hepaticlibrosis IlRC0043 NON-COVERED L B e Fibrosis; PG0043 Experimental | NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
acquisition, data preparation and Experimental Investigational Experimental Investigational Investigational Prosedurcs Somices
transmission, interpretation and Procedures Services Procedures Services 9
report, obtained without diagnostic
MRI of the same
Quantitative magnetic resonance
for analysis of tissue composition
(e.g., fat, iron, water content), PG0252 Noninvasive Tests for PG0252 Noninvasive Tests for . . y
N N A . A . PG0252 Noninvasive Tests for Hepatic
0649T including multiparametric data NON-COVERED Hepatic Fibrosis; PG0043 NON-COVERED Hepatic Fibrosis; PG0043 Fibrosis; PG0043 Experimental NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
acquisition, data preparation and Experimental Investigational Experimental Investigational - .
BN 3 by Investigational Procedures Services
transmission, interpretation, and Procedures Services Procedures Services
report, obtained with diagnostic
MRI ination of the same.
Programming device evaluation
(remote) of subcutaneous cardiac
rryihm morior system, wih PG0043 Experimental PG0043 Experimental PG0043 Exveri -
0650T ust NON-COVERED Investigational Procedures NON-COVERED igati . onal NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
implantable device to test the 5 5 Procedures Services
" Services Services
function of the device and select
optimal permanently programmed
valiies with analvsis_review and
Magnetically controlled capsule
endoscopy, esophagus through PG0043 Experimental PG0043 Experimental PG0043
0651T stomach, including intraprocedural NON-COVERED Investigational Procedures NON-COVERED igati Procedu . NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
" N 3 5 Procedures Services
positioning of capsule, with Services Services
interpretation and report
Esophagogastroduodenoscopy,
flexible, transnasal; diagnostic, PG0043 Experimental PG0043 Experimental PG0043 N _—
06852T including collection of specimen(s) NON-COVERED Investigational Procedures NON-COVERED igati onal NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

by brushing or washing, when
performed (separate procedure)

Services

Services

Procedures Services




0653T

Esophagogastroduodenoscopy,
flexible, transnasal; with biopsy,
single or multiple

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services

NON-COVERED

PG0043 Experimental

PG0043 i igational

Services

Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0654T

Esophagogastroduodenoscopy,
flexible, transnasal; with insertion of
intraluminal tube or catheter

NON-COVERED

PG0043 Experimental
Investigational Procedures
ervices

NON-COVERED

PG0043 Experimental

PG0043 i igational

Services

Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0655T

Transperineal focal laser ablation of
malignant prostate tissue, including
transrectal imaging guidance, with
MR-fused images or other
enhanced ultrasound imaging

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services

NON-COVERED

PG0043 Experimental

PG0043 i igational

Services

Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0656T

Vertebral body tethering, anterior;
up to 7 vertebral segments

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services

NON-COVERED

PG0043 Experimental

PG0043 i igational

Services

Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0657T

Vertebral body tethering, anterior; 8
or more vertebral segments

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services

NON-COVERED

PG0043 Experimental

PG0043 i igational

Services

Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0658T

Electrical impedance spectroscopy
of 1 or more skin lesions for
automated melanoma risk score

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services

NON-COVERED

PG0043 Experimental

PG0043 i igational

Services

Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0659T

Transcatheter intracoronary
infusion of supersaturated oxygen
in conjunction with percutaneous
coronary revascularization during

acute myocardial infarction,

including catheter placement,
imaging guidance (e.g.,
and

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services

NON-COVERED

PG0043 Experimental

PG0043 i igational

Services

Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0660T

Implantation of anterior segment
intraocular nonbiodegradable drug-
eluting system, internal approach

NON-COVERED

PG0327 Surgical Treatments for
Glaucoma; PG0043 Experimental
Investigational Procedures.
Services

NON-COVERED

PG0327 Surgical Treatments for
Glaucoma; PG0043 Experimental

PG0327 Surgical Treatments for Glaucoma;
PG0043 i igational

Services

Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0661T

Removal and reimplantation of
anterior segment intraocular
nonbiodegradable drug-eluting
implant

NON-COVERED

PG0327 Surgical Treatments for
Glaucoma; PG0043 Experimental
Investigational Procedures
Services

NON-COVERED

PG0327 Surgical Treatments for
Glaucoma; PG0043 Experimental

PG0327 Surgical Treatments for Glaucoma;
PG0043 i igational

Services

Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0662T

Scalp cooling, mechanical; initial
measurement and calibration of cap

NON-COVERED

PG0535 Scalp cooling Devices to
Prevent Hair Loss During
Chemotherapy - Archived

4/1/2026

PRIOR AUTHORIZATION NOT
REQUIRED - SEE NOTES

PG0535 Scalp Cooling Devices to Prevent
Hair Loss During Chemotherapy - Archived
4/1/2026; PG0043 Experimental
Investigational Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL FOR COMMERCIAL PLANS; COVERED WITHOUT A
PRIOR AUTHORIZATION FOR ELITE (MEDICARE ADVANTAGE PLANS)

0663T

Scalp cooling, mechanical;
placement of device, monitoring,
and removal of device (List
separately in addition to code for
primary procedure)

NON-COVERED

PG0535 Scalp cooling Devices to
Prevent Hair Loss During
Chemotherapy - Archived

4/1/2026

PRIOR AUTHORIZATION NOT
REQUIRED - SEE NOTES

PG0535 Scalp cooling Devices to Prevent
Hair Loss During Chemotherapy - -
Archived 4/1/2026; PG0043 Experimental
Investigational Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL FOR COMMERCIAL PLANS; COVERED WITHOUT A
PRIOR AUTHORIZATION FOR ELITE (MEDICARE ADVANTAGE PLANS)

0664T

Donor hysterectomy (including cold
preservation); open, from cadaver
donor

NON-COVERED

PG0461 Transplant Prior
Authorization and Notification;
PG0043 Experimental
Investigational Procedures
Services

NON-COVERED

PG0461 Transplant Prior
Authorization and Notification;
PG0043 Experimental

PG0461 Transplant Prior Authorization and
Notification; PG0043 Experimental

Services

Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL




PG0461 Transplant Prior PG0461 Transplant Prior
Donor hysterectomy (including cold Authorization and Notification; Authorization and Notification; PG0461 Transplant Prior Authorization and
0665T preservation); open, from living NON-COVERED PG0043 Experimental NON-COVERED PG0043 Experimental Notification; PG0043 Experimental NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
donor Investigational Procedures Investigational Procedures Investigational Procedures Services
Services Services
PG0461 Transplant Prior PG0461 Transplant Prior
Donor hysterectomy (including cold Authorization and Notification; Authorization and Notification; PG0461 Transplant Prior Authorization and
0666T preservation); laparoscopic or NON-COVERED PG0043 Experimental NON-COVERED PG0043 Experimental Notification; PG0043 Experimental NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
robotic, from living donor Investigational Procedures igati igati Procedures Services
Services Services
PG0461 Transplant Prior
Donor hysterectomy (including cold PG0461 Transplant Prior Authorization and Notification;
rese{vatlon)' rezi ient ute?us Authorization and Notification; PG0043 Experimental PG0461 Transplant Prior Authorization and
0667T P ’ pien NON-COVERED PG0043 Experimental NON-COVERED igati Noti ; PG0043 Experimental NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
allograft transplantation from C o - N
cadaver o living donor Invesnganona! Procedures Services; PG0097 Unlisted Investigational Procedures Services
Services Nonspecific HCPCS-CPT &
Category Ill Codes
Backbench standard preparation of
cadaver or living donor uterine PG0461 Transplant Prior PG0461 Transplant Prior
allograft prior to transplantation, Authorization and Notification; Authorization and Notification; PG0461 Transplant Prior Authorization and
0668T including dissection and removal of NON-COVERED PG0043 Experimental NON-COVERED PG0043 Experimental Notification; PG0043 Experimental NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
surrounding soft tissues and Investigational Procedures igati igati Procedures Services
preparation of uterine vein(s) and Services Services
Uterine artery(ies), as necessary
. PG0461 Transplant Prior PG0461 Transplant Prior
{iz‘;ﬁ?r:;l’:‘\cfozso‘;gfﬁgi Authorization and Notification; Authorization and Notification; PG0461 Transplant Prior Authorization and
0669T 9 N NON-COVERED PG0043 Experimental NON-COVERED PG0043 Experimental Notification; PG0043 Experimental NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
allograft prior to transplantation; o - N
Investigational Procedures Procedures Services
venous anastomosis, each N N
Services Services
Backbench reconstruction of PG0461 Transplant Prior PG0461 Transplant Prior
cadaver or living donor uterus Authorization and Notification; Authorization and Notification; PG0461 Transplant Prior Authorization and
0670T allograft prior to ?ransplantation' NON-COVERED PG0043 Experimental NON-COVERED PG0043 Experimental Notification; PG0043 Experimental NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
ioria anastomosts. cach Investigational Procedures | Procedures Services
Services Services
Endovaginal cryogen-cooled,
':‘e"':gzglf;g’ifﬂffg:::‘;y PGO043 Experimental PGO043 Experimental PG0043 ) aational
0672T surrounding the female bladder NON-COVERED Investlgatlona! Procedures NON-COVERED | Procedures Services NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
Services Services
neck and proximal urethra for
urinary incontinence
Ablation, benign thyroid nodule(s), PG0043 Experimental PG0043 Experimental PG04S . -
0673T percutaneous, laser, including NON-COVERED Investigational Procedures NON-COVERED igati . onal NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
- 3 Procedures Services
imaging guidance Services Services
Laparoscopic insertion of new or
replacement of permanent
i ‘h"r‘;"am":.bc‘esfryr:“i::‘;:'zse‘:‘em PG0043 Experimental PG0043 Experimental PG0043 Experi -
0674T laphragmatic stimulation sy NON-COVERED Investigational Procedures NON-COVERED igati Y '@ INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
for augmentation of cardiac N N Procedures Services
- : Services Services
function, including an implantable
pulse generator and diaphragmatic
lead(s)
Laparoscopic insertion of new or
replacement of diaphragmatic
iead(s), permanent mplantable PG0043 Experimental PG0043 Experimental PG0043 Exveri -
0675T ynehronized diaphrag NON-COVERED Investigational Procedures NON-COVERED igati ; 18 |NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
stimulation system for y ! Procedures Services
N " Services Services
augmentation of cardiac function,
including connection to an existing
nulse aenerator first lead
Laparoscopic insertion of new or
replacement of diaphragmatic
'e:dr(‘?ﬁrg‘:i’g“;:' ;;‘:‘f;‘:z’e PG0043 Experimental PGO043 Experimental PG0043
0676T ynenronized diaphrag NON-COVERED Investigational Procedures NON-COVERED igational Procedu : NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
stimulation system for . . Procedures Services
- " Services Services
augmentation of cardiac function,
including connection to an existing
oulse generator: each additional
Laparoscopic repositioning of
diaphragmatic lead(s), permanent
dio ‘Ii‘r‘;'am";f"’c‘es;ﬁ;‘t’i‘;:'zsz‘em PGO043 Experimental PGO043 Experimental PG0043 Experi -
0677T phrag d it NON-COVERED Investigational Procedures NON-COVERED igati ; 18 |NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
for augmentation of cardiac y ! Procedures Services
: Services Services
function, including connection to an
existing pulse generator; first
i lead




Laparoscopic repositioning of
diaphragmatic lead(s), permanent
implantable synchronized
diaphragmatic stimulation system

PG0043 Experimental

PG0043 Experimental

PG0043 i igational

0678T NON-COVERED Investigational Procedures NON-COVERED . NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
for augmentation of cardiac . . Procedures Services
: Services Services
function, including connection to an
existing pulse generator; each
additional ioned lead (1 ist
Laparoscopic removal of
d'ap":;‘a’ix;‘;;e:dr(‘zf;rgﬁgzmeg“e"‘ PGO043 Experimental PGO043 Experimental PG0043 Experi -
0679T P Byneh NON-COVERED Investigational Procedures NON-COVERED igati . e NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
diaphragmatic stimulation system y y Procedures Services
" ervices Services
for augmentation of cardiac
function
Insertion or replacement of pulse
generator only, permanent
implantable synchronized PG0043 Experimental PG0043 Experimental PG0043 N o
0680T diaphragmatic stimulation system NON-COVERED Investigational Procedures NON-COVERED igati Procedures Services b NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
for augmentation of cardiac Services Services
function, with connection to existing
lead(s)
Relocation of pulse generator only,
permanent implantable
synchronized diaphragmatic PG0043 Experimental PG0043 Experimental G003 ) .
0681T stimulation system for NON-COVERED Investigational Procedures NON-COVERED igati Procedures Services e NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
augmentation of cardiac function, Services Services
with connection to existing dual
leads
Removal of pulse generator only,
permanent implantable PG0043 Experimental PG0043 Experimental PG0043 N .
0682T synchronized diaphragmatic NON-COVERED Investigational Procedures NON-COVERED igati Procedures Services b NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
stimulation system for Services Services
augmentation of cardiac function
Programming device evaluation (in-
person) with iterative adjustment of
the implantable device to est the PG0043 Experimental PG0043 Experimental PG0043 Experi .
0683T NON-COVERED Investigational Procedures NON-COVERED igati . e NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
optimal permanent programmed N N Procedures Services
Services Services
values with analysis, review and
report by a physician or other
aualified health care i
Peri-procedural device evaluation
(in-person) and programming of
d;";f;’:;e’r“ é’a’a":::;’f '::f‘:re PG0043 Experimental PG0043 Experimental P G0043 Exveri -
0684T urgery, procedure, NON-COVERED Investigational Procedures NON-COVERED igati Y '@ |NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
test with analysis, review, and N N Procedures Services
: Services Services
report by a physician or other
qualified health care professional,
Interrogation device evaluation (in-
person) with analysis, review and
re‘f;?’; ';y a“‘;“ysr“"a’r‘ - °‘ihi’ ! PG0043 Experimental PG0043 Experimental PG0043 Experi -
0685T qualfied healin care professional, NON-COVERED Investigational Procedures NON-COVERED igati Y M3 |NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
including connection, recording and . . Procedures Services
Services Services
disconnection per patient
encounter, permanent implantable
:g;ﬁ:‘:ﬁf’{a‘;‘zo\ggt‘:&;‘ PG0043 Experimental PG0043 Experimental PG0043 Experi aational
0686T delivery) of malignant hepatocellular NON-COVERED Investlgatlona] Procedures NON-COVERED | Procedures Services NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
b I Services Services
tissue, including image guidance
T’;?I'mm:g: ?:;"‘rb'yf;’r‘:_ ‘;i‘ag:" PG0318 Vision Therapy; PG0043 PGO318 Vision Therapy; PG0043 PG0318 Vision Therapy; PG0043
0687T suppl egucaﬁo(rg\ set'_u and NON-COVERED Experimental Investigational NON-COVERED i igatic i Procedures |NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
PRIy, ed P Procedures Services Procedures Services Services
initial session
Treatment of amblyopia using an
°""’§ d'agl'i':rll"’:f";’:‘:f;;::g‘e"‘ PGO318 Vision Therapy; PG0043 PG0318 Vision Therapy; PG0043 PG0318 Vision Therapy; PG0043
0688T r raz\ da(a'lj) hysician or other NON-COVERED Experimental Investigational NON-COVERED i igati i NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
progl Y Phys 8 Procedures Services Procedures Services Services
qualified health care professional,
with report, per calendar month
Quantitative ultrasound tissue
characterization (nonelastography)
including interpretation and report; PG0043 Experimental PG0043 Experimental PG00A3 § -
0689T obtained with diagnostic ultrasound NON-COVERED Investigational Procedures NON-COVERED igati onal NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

examination of the same anatomy
(organ, gland, tissue target
structure)

Services

Services

Procedures Services




Quantitative ultrasound tissue
characterization (nonelastographic),
including interpretation and report,
obtained with diagnostic ultrasound

PG0043 Experimental

PG0043 Experimental

PG0043

ional

0690T NON-COVERED Investigational Procedures NON-COVERED . NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
examination of the same anatomy . . Procedures Services
" Services Services
(e.g., organ, gland, tissue, target
structure) (List separately in
addition to cade for primary
Automated analysis of an existing
computed tomography study for PG0320 Bone Density PG0320 Bone Density ’ .
/ study d 4 PG0320 Bone Density Measurements;
06917 vertebral fracture(s), including NON-COVERED e R NON-COVERED LB REL R PG0043 Experimental Investigational ~ NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
assessment of bone density when Experimental Investigational Experimental Investigational v
5 Procedures Services
performed, data preparation, Procedures Services Procedures Services
interpretation, and report
PG0043 Experimental PG0043 Experimental PG0043
0692T Therapeutic ultrafiltration NON-COVERED Investigational Procedures NON-COVERED igati . b NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
4 5 Procedures Services
Services Services
C‘;’;‘:;Z":’:LV:”;‘;"SZ"g{(;"e’;‘:'f" PGO043 Experimental PGO043 Experimental PG0043 Experimental Investigational
0693T - NON-COVERED Investigational Procedures NON-COVERED Investigational Procedures Procedures Services; PG0339 Gait NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
and kinetic motion analysis and ! ! " -
Services Services Analysis-Archived
report
3-dimensional volumetric imaging
and reconstruction of breast or
axillary lymph node tissue, each PG0043 Experimental PG0043 Experimental PG0043
0694T excised specimen, 3-dimensional NON-COVERED Investigational Procedures NON-COVERED igati . '@ |NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
- " 5 4 Procedures Services
automatic specimen reorientation, Services Services
interpretation and report, real-time
intraoperative
|Body surface—activation mapping of|
pacemaker or pacing cardioverter-
defibritator Iead(s) to optirize PG0043 Experimental PG0043 Experimental PG0043 Experimental Investigational
0695T Y! V. N NON-COVERED Investigational Procedures NON-COVERED Investigational Procedures Procedures Services. PG0224 Cardioverter [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
resynchronization therapy device, N N o N
N N Services Services Defibrillators-archived120124.
including connection, recording,
disconnection, review, and report;
at time of imolant or
Body surfaceactivation mapping of
pacemaker or pacing cardioverter-
djg:";'.‘é’;“”s'e;drfzn“’ ‘;’;’r"’j"'azce PG0043 Experimental PG0043 Experimental PG0043 Experimental Investigational
0696T remymehroniation theromn ded NON-COVERED Investigational Procedures NON-COVERED gati Services. PG0224 Cardioverter [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
esynchronization therapy device, Services Services Defibrillators-archived 120124.
including connection, recording,
disconnection, review, and report;
at time of follow-up i ion or
Quantitative magnetic resonance
for analysis of tissue composition
.(:|g a‘f:" rom, Wf“:; Ct‘::'"zmt)' PG0043 Experimental PG0043 Experimental PG0043 '
0697T clucing mutiparametrc data NON-COVERED Investigational Procedures NON-COVERED gati ’ 18 |NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
acquisition, data preparation and N N Procedures Services
g " Services Services
transmission, interpretation, and
report, obtained without diagnostic
MRI of the same
Quantitative magnetic resonance
for analysis of tissue composition
(o9, fat, ron, water content) PG0043 Experimental PG0043 Experimental PG0043
0698T neluding muliparametric NON-COVERED Investigational Procedures NON-COVERED gati : " |NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
acquisition, data preparation and N N Procedures Services
. " Services Services
transmission, interpretation and
report, obtained with diagnostic
MRI ination of the same
Molecular fluorescent imaging of PG0043 Experimental PG0043 Experimental PG0043 .
0700T . e 29ing NON-COVERED Investigational Procedures NON-COVERED igati . onal NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
suspicious nevus; first lesion 5 5 Procedures Services
Services Services
Molecular fluorescent imaging of PG0043 Experimental PG0043 Experimental PG0043
0701T suspicious nevus; each additional NON-COVERED Investigational Procedures NON-COVERED igati Procedu . NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
3 5 Procedures Services
lesion Services Services
Remote treatment of amblyopia
using an eye tracking device; PG0318 Vision Therapy; PG0043 PG0318 Vision Therapy; PG0043 PGO0318 Vision Therapy; PG0043
0704T device supply with initial setup and NON-COVERED Experimental Investigational NON-COVERED i igatic i Procedures  |NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

patient education on use of
equipment

Procedures Services

Procedures Services

Services




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

PGO318 Vision Therapy; PG0043
Experimental Investigational
Procedures Services

NON-COVERED

PG0318 Vision Therapy; PG0043

PG0318 Vision Therapy; PG0043
i rocedures

Procedures Services

Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

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

PG0318 Vision Therapy; PG0043
Experimental Investigational
Procedures Services

NON-COVERED

PG0318 Vision Therapy; PG0043

PG0318 Vision Therapy; PG0043

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0707T

Tnjection(s), bone-substitute
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
i for inint visualizati

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services; PG0365 Bone Graft
Materials

NON-COVERED

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0708T

Intradermal cancer immunotherapy;
preparation and initial injection

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services

NON-COVERED

Procedures
Procedures Services Services
PGQM? Experimental PG0043 N igational
Services: PGO365 Bone Graft Procedures Services; PGOSGS Bone Graft
. Materials
Materials
PG(.)D4C.i Experimental PG0043 : igational

Services

Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0709T

Intradermal cancer immunotherapy;
each additional injection

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services

NON-COVERED

PG0043 Experimental

PG0043 i igational

Services

Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0710T

Noninvasive arterial plaque analysis
using software processing of data
from non-coronary computerized

tomography angiography; including

data preparation and transmission,
quantification of the structure and
composition of the vessel wall and

for linid-rich necrotic

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services

NON-COVERED

PG0043 Experimental

PG0043 i igational

Services

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

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services

NON-COVERED

PG0043 Experimental

PG0043 i igational

Services

Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0712T

Noninvasive arterial plaque 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 lipid-rich necrotic
core plaaue fo assess

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services

NON-COVERED

PG0043 Experimental

PG0043 i igational

Services

Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0713T

Noninvasive arterial plaque analysis
using software processing of data
from non-coronary computerized

tomography angiography; data
review, interpretation and report

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services

NON-COVERED

PG0043 Experimental

PG0043 i igational

Services

Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0714T

Transperineal laser ablation of
benign prostatic hyperplasia,
including imaging guidance

NON-COVERED

PG0534 Treatments for Benign
Prostatic Hypertrophy
(BPH); PG0043 Experimental
Investigational Procedures
Services

NON-COVERED

PG0534 Treatments for Benign
Prostatic Hypertrophy
(BPH); PG0043 Experimental
Investigational Procedures
Services

PGO534 Treatments for Benign Prostatic
Hypertrophy
(BPH); PGO043 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

PG0043 Experimental
Investigational Procedures
Services

NON-COVERED

PG0043 Experimental

PG0043

Services

Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0717T

‘Autologous adipose-derived
regenerative cell (ADRC) therapy
for partial thickness rotator cuff
tear; adipose tissue harvesting,
isolation and preparation of
harvested cells, including
incubation with cell dissociation

enzvmes filtration washing and

NON-COVERED

PG0400 Stem Cell Therapy of
Orthopedic Applications

NON-COVERED

PG0400 Stem Cell Therapy of
Orthopedic Applications

PG0400 Stem Cell Therapy of Orthopedic
Applications

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL




PG0400 Stem Cell Therapy of
Orthopedic Applications

NON-COVERED

PG0400 Stem Cell Therapy of
Orthopedic Applications

PG0400 Stem Cell Therapy of Orthopedic

Applications

Experimental G003

Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

Autologous adipose-derived
regenerative cell (ADRC) therapy
for partial thickness rotator cuff
tear; injection into supraspinatus
tendon including ultrasound
guidance, unilateral

0718T

Posterior vertebral joint

NON-COVERED

NON-COVERED

PG0043 Experimental
Investigational Procedures

Services

PG0043

NON-COVERED

Services

PG0043 Experimental

PG0043

Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

replacement, including bilateral

facetectomy, laminectomy, and

radical discectomy, including

imaging guidance, lumbar spine,
single segment

0719T

NON-COVERED

PG0043 Experimental
Investigational Procedures

Services

NON-COVERED

Services

PG(.)D4C.i Experimental PG0043

Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

Percutaneous electrical nerve field
stimulation, cranial nerves, without

implantation

0720T

Quantitative computed tomography

NON-COVERED

PG0043 Experimental
Investigational Procedures

Services

NON-COVERED

Services

p(5904‘3 Experimental PG0043

Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0721T

(CT) tissue characterization,
including interpretation and report,
obtained without concurrent CT
examination of any structure
contained in previously acquired
diagnostic imaging
Quantitative computed tomography
(CT) tissue characterization,

NON-COVERED

PG0043 Experimental
Investigational Procedures

Services

NON-COVERED

Services

PGQOA(.i Experimental PG0043

Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

07227

including interpretation and report,
obtained with concurrent CT
examination of any structure
contained in the concurrently
acquired diagnostic imaging

in addition

dataset (1 it
Quantitative magnetic resonance

cholangiopancreatography

NON-COVERED

Services

PG0043 Experimental
Investigational Procedures

NON-COVERED

Services

PG0043 Experimental

PG0043

Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0723T

interpretation, and report, obtained

(QMRCP) including data
preparation and transmission,

without diagnostic magnetic

resonance imaging (MRI)
of the same anatomy

Quantitative magnetic resonance

NON-COVERED

Services

PG0043 Experimental
Investigational Procedures

NON-COVERED

Services

PG0043 Experimental

PG0043 Experimental Investigational
Services; PG0193 Treatment of

Chronic Vertigo - Archived 3/1/2025

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

07247

cholangiopancreatography
(QMRCP) including data
preparation and transmission,
interpretation, and report, obtained
with diagnostic magnetic resonance|
imaging (MRI) examination of the
same anatomv (e.a.. oraan. aland.

PG0043 Experimental
Investigational Procedures

Services

NON-COVERED

Services

PG0043 Experimental Investigational
Services; PG0193 Treatment of
Chronic Vertigo - Archived 3/1/2025

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0725T

Vestibular device implantation,
unilateral

NON-COVERED

NON-COVERED

PG0043 Experimental
Investigational Procedures

Services

NON-COVERED

PG0043 Experimental

Services

PG0043 Experimental
es

PG0043 Experimental Investigational
Procedures Services; PG0193 Treatment of
Chronic Vertigo - Archived 3/1/2025

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0726T

Removal of implanted vestibular
device, unilateral

NON-COVERED

PG0043 Experimental
Investigational Procedures

Services

NON-COVERED

Investigational Procedure
Services

PG0043 Experimental

PG0043 Experimental Investigational
Services; PG0193 Treatment of

Chronic Vertigo - Archived 3/1/2025

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

Removal and replacement of
implanted vestibular device,

Investigational Procedures

PG0043 Experimental

Services

NON-COVERED

Services

PG0043 Experimental

PG0043 Experimental Investigational
Procedures Services; PG0193 Treatment of

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

Chronic Vertigo - Archived 3/1/2025

07277
unilateral
Diagnostic analysis of vestibular
0728T implant, unilateral; with initial
programming

NON-COVERED

Services

Investigational Procedures

NON-COVERED

PG0043 Experimental
Investigational Procedures

Services

NON-COVERED

programming

Diagnostic analysis of vestibular
implant, unilateral; with subsequent

07297




Trabeculotomy by laser, including

PG0043 Experimental
Investigational Procedures

PG0043 Experimental

PG0043 i {

Procedures Services; PG0327 Surgical

0730T optical coherence tomography NON-COVERED Services; PG0327 Surgical NON-COVERED Services: PG0327 Surgical NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
(OCT) guidance Treatmenst for Glaucoma
Treatmenst for Glaucoma Treatmenst for Glaucoma
" : PG0043 Experimental PG0043 Experimental : -
0731T Augmentative Al-based facial NON-COVERED Investigational Procedures NON-COVERED igati PGO043 v @ |NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
phenotype analysis with report " " Procedures Services
ervices Services
. PG0043 Experimental PG0043 Experimental N -
0732T Immunotherapy administration with NON-COVERED Investigational Procedures NON-COVERED igati PG0043 v "8 |NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
electroporation, intramuscular N N Procedures Services
Services Services
Remote real-time, motion capture-
based neurorehabiltative therapy PGO043 Experimental PGO043 Experimental
ordered by a physician or other whylaL, whylas, PG0043 i igational
0733T P NON-COVERED Investigational Procedures NON-COVERED . NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
qualified health care professional; ! ! Procedures Services
. Services Services
supply and technical support, per
30 days.
Remote real-time, motion capture-
based neurorehabilitative therapy
ordered by a physician or other X X
qualified health care professional, [FER) BrE e E] [RERS) e e E] PG0043 Experil igational
0734T NON-COVERED Investigational Procedures NON-COVERED . NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
treatment management services by . . Procedures Services
: " Services Services
a physician or other qualified health
care professional, per calendar
month
Preparation of tumor cavity, with
placement of a radiation PG0043 Experimental PG0043 Experimental G004 ) -
0735T therapy applicator for intraoperative NON-COVERED Investigational Procedures NON-COVERED igati N b NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
. " Procedures Services
radiation therapy (IORT) Services Services
concurrent with primary craniotomy
Colonic lavage, 35 or more liters of N N
0736T water, gravity-fed, with induced NON-COVERED ootz ronadn NON-COVERED secttocs Pronadn PGO043 Experi igational | \|ON.COVERED - EXPERIMENTAL, INVESTIGATIONAL
defecation, including insertion of a estigational Procedures a . Procedures Services i - '
Services Services
rectal catheter
- PG0043 Experimental PG0043 Experimental - -
0737T Xenograft implantation into the NON-COVERED Investigational Procedures NON-COVERED igati PG0043 v onal | NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
articular surface . . Procedures Services
Services Services
Treatment planning for magnetic
olgnant et o, using PG0043 Experimena PG00 Bpemertl | g ey et
0738T data from previously NON-COVERED Investigational Procedures NON-COVERED | Procedures Services NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
Services Services
performed magnetic resonance
imaging (MRI) examination
Ablation of malignant prostate
tissue by magnetic field
induction, including all PG0043 Experimental PG0043 Experimental . -
intraprocedural, transperineal 0049 0049 PG0043 onal
0739T NON-COVERED Investigational Procedures NON-COVERED . NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
needle/catheter placement for 5 . Procedures Services
el i Services Services
nanoparticle installation and
intraprocedural temperature
monitorina_thermal dosimetry
Bone strength and fracture risk
using finite element analysis of
functional data and bone mineral PG0320 Bone Density PG0320 Bone Density .
" . PG0320 Bone Density Measurements;
density (BMD), with concurrent Measurements; PG0043 Measurements; PG0043 . - .
07431 vertebral fracture assessment, NON-COVERED Experimental Investigational IWERHERNERED Experimental Investigational PGO043 Experimental Investigational
o h Procedures Services
utilizing data from a computed Procedures Services Procedures Services
tomography scan, retrieval and
i of the scan data
Insertion of bioprosthetic valve,
open, femoral vein, including duplex|
ultrasound imaging guidance, when PG0043 Experimental PG0043 Experimental PG00A3 § -
0744T performed, including autogenous or NON-COVERED Investigational Procedures NON-COVERED igati onal NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

nonautogenous patch graft (e.g.,
polyester, Eptfe, bovine
pericardium), when performed

Services

Services

Procedures Services




Cardiac focal ablation utilizing
radiation therapy for arrhythmia;
noninvasive arrhythmia localization
and mapping of arrhythmia

PG0043 Experimental

PG0043 Experimental

PG0043 i igational

0745T NON-COVERED Investigational Procedures NON-COVERED Y NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
site (nidus), derived from . . Procedures Services
U Services Services
anatomical image data (e.g., CT,
MRI,
or ial nerfusion scan) and
Cardiac focal ablation utilizing
radiation therapy for arrhythmia;
conversion of arrhythmia PG0043 Experimental PG0043 Experimental G003 Experi -
0746T localization and mapping of NON-COVERED Investigational Procedures NON-COVERED gati ! '@ |NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
" ! ! Procedures Services
arrhythmia site (nidus) into a ervices Services
multidimensional radiation
treatment plan
Cardiac focal ablation utilizing o >
9 PG0043 Experimental PG0043 Experimental ) .
0747T radiation therapy for arrhythmia; NON-COVERED Investigational Procedures NON-COVERED igati PG0043 v "8 |NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
delivery of radiation therapy, N N Procedures Services
Services Services
arrhythmia
Injections of stem cell product into
perianal perifistular soft tissue, PG0043 Experimental PG0043 Experimental G003 Experi -
0748T including fistula preparation (e.g., NON-COVERED Investigational Procedures NON-COVERED gati ! '@ |NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
° ! ! Procedures Services
removal of setons, fistula curettage, Services Services
closure of internal openings)
Bone strength and fracture-risk
assessment using digital X-ray
radiogrammetry-bone mineral PG0320 Bone Density PG0320 Bone Density .
N 5 i PG0320 Bone Density Measurements;
0749T density (DXR-BMD) analysis of NON-COVERED MEzsE e FEERE) NON-COVERED MR i REN D PGO043 Experimental Investigational | NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
bone mineral density (BMD) Experimental Investigational Experimental Investigational .
5 5 Procedures Services
utilizing data from a digital X ray, Procedures Services Procedures Services
retrieval and transmission of digital
X-rav data of hone
Bone strength and fracture-risk
assessment using digital X-ray
radiogrammetry-bone mineral PG0320 Bone Density PG0320 Bone Density ’
° > > PG0320 Bone Density Measurements;
07507 density (DXR-BMD) analysis of NON-COVERED I RE L FERTE) NON-COVERED [z, FED PG0043 Experimental Investigational | NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
bone mineral density (BMD) Experimental Investigational Experimental Investigational v
: Procedures Services
utilizing data from a digital X ray, Procedures Services Procedures Services
retrieval and transmission of digital
X-rav data. of hone
Digitization of glass microscope
slides for level I, surgical PG0043 Experimental PG0043 Experimental " ) o
0751T pathology, gross and microscopic NON-COVERED Investigational Procedures NON-COVERED igati PGe0043 @ | NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
examination (List separately in N N Procedures Services "
Services Services
addition to code for primary
procedure)
Digitization of glass microscope
slides for level Ill, surgical ) )
: ! PG0043 Experimental PG0043 Experimental ) .
0752T pathology, gross and microscopic NON-COVERED Investigational Procedures NON-COVERED igati PG0043 v onal | NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
examination (List separately in e e Procedures Services
addition to code for primary
procedure)
Digitization of glass microscope
pa‘:‘l'l‘;; f;:;z:e;:é ri‘fcrg;Zi'()pic PG0043 Experimental PG0043 Experimental PG0043 ) qational
07537 examinaton (List separataly in NON-COVERED Investigational Procedures NON-COVERED | Procedures Semices NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
Services Services
addition to code for primary
procedure)
Digitization of glass microscope
amsg'l‘des '°r’£‘s’ir:; ;‘f;?::c'o " PG0043 Experimental PG0043 Experimental PG0043 ) .
0754T patology, 9ross P! NON-COVERED Investigational Procedures NON-COVERED igati Y M3l |NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
examination (List separately in . . Procedures Services
" Services Services
addition to code for primary
procedure)
Digitization of glass microscope
amz:‘de '°’r‘:;’:‘a‘:‘h :’cgrf:éo " PG0043 Experimental PG0043 Experimental G003
0755T pathology, gross P NON-COVERED Investigational Procedures NON-COVERED igational Procedut v NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
examination (List separately in ! ! Procedures Services
i Services Services
addition to code for primary
procedure)
Digtization of glass microscope
slides for special stain, including
interpretation and report, group |, PG0043 Experimental PG0043 Experimental PG0043 Experi -
0756T for microorganisms (e.g., acid fast, NON-COVERED Investigational Procedures NON-COVERED igati M3l |NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

methenamine silver) (List
separately in addition to code for
primary procedure)

Services

Services

Procedures Services




Digitization of glass microscope
slides for special stain, including
interpretation and report, group I,

PG0043 Experimental

all other (e.g., iron, trichrome) [FERR) B iEE] PG0043 i
0757T 9., fron, g NON-COVERED Investigational Procedures NON-COVERED igati . onal NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
except stain for microorganisms, N N Procedures Services
- b Services Services
stains for enzyme constituents, or
immunocytochemistry and
immunohi (st
Digitization of glass microscope
slides for special stain, including
interpretation and report, PG0043 Experimental PG0043 Experimental PG0043
0758T histochemical stain on frozen tissue NON-COVERED Investigational Procedures NON-COVERED igati . e NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
5 . Procedures Services
block ervices Services
(List separately in addition to code
for primary procedure)
Digitization of glass microscope
Staes for special stai, including PG0043 Experimental PG0043 Experimental PG0043 "
0759T P port, group T, NON-COVERED Investigational Procedures NON-COVERED igati . NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
for enzyme constituents N N Procedures Services
f " Services Services
(List separately in addition to code
for primary procedure)
Digitization of glass microscope
slides for immunohistochemistry or
immunocytochemistry, per PG0043 Experimental PG0043 Experimental PG0043
0760T specimen, initial single antibody NON-COVERED Investigational Procedures NON-COVERED igati . e NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
. A 5 5 Procedures Services
stain procedure (List separately in Services Services
addition to code for primary
procedure)
Digitization of glass microscope
slides for immunohistochemistry or
immunocytochemistry, per PG0043 Experimental PG0043 Experimental PG0043
0761T specimen, each additional single NON-COVERED Investigational Procedures NON-COVERED igati N b NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
5 4 Procedures Services
antibody stain procedure (List Services Services
separately in addition to code for
primary procedure)
Digitization of glass microscope
slides for immunohistochemistry or
immunocytochemistry per PG0043 Experimental PG0043 Experimental PG0043
0762T specimen, each multiplex antibody NON-COVERED Investigational Procedures NON-COVERED igati . e NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
N . N N Procedures Services
stain procedure (List separately in Services Services
addition to code for primary
procedure)
Digitization of glass microscope
slides for morphometric analysis,
tumor "':’;‘r”;‘/‘:'"e's'fx’“‘::"y (eg. PG0043 Experimental PG0043 Experimental G0043
0763T U 09 NON-COVERED Investigational Procedures NON-COVERED igati N @ NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
receptor/progesterone receptor), . . Procedures Services
" - Services Services
quantitative or semiquantitative, per
specimen, each single antibody
stain d manual (List
Assistive algorithmic
electrocardiogram risk-based
p ?Szezsz‘(e"' '°|' Ca’d.'acﬁ PG0043 Experimental PG0043 Experimental G003 !
0764T ysiunetion (6.9, low-gjection NON-COVERED Investigational Procedures NON-COVERED gati ’ 18 |NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
fraction, pulmonary hypertension, N N Procedures Services
" ) Services Services
hypertrophic cardiomyopathy);
related to concurrently performed
It (st
" PG0043 Experimental PG0043 Experimental
related to previously performed v v PG0043 ral
0765T electrocardiogram NON-COVERED Investlgatlona] Procedures NON-COVERED | Procedures Services NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
Services Services
Transcutaneous magnetic
stimulation by focused low-
frequency electromagnetic pulse, PG0043 Experimental PG0043 Experimental !
peripheral nerve, initial treatment, Y Y PG0043 onal
0766T N . . NON-COVERED Investigational Procedures NON-COVERED . NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
with identification and marking of 5 5 Procedures Services
o 0 Services Services
the treatment location, including
noninvasive electroneurographic
Incalization (nerve
each additional nerve (List PG0043 Experimental PG0043 Experimental PG0043
0767T separately in addition to code for NON-COVERED Investigational Procedures NON-COVERED igati Procedu . NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
- 3 5 Procedures Services
primary procedure) Services Services
Therapeutic induction of intra-brain
hypothermia, including placement
c‘;'nfrg“lzzh:;‘;:‘ ‘Z’:\Zﬁ:“‘;’;e PG0043 Experimental PG0043 Experimental G0043 '
0776T 9 NON-COVERED Investigational Procedures NON-COVERED igati onal NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

neck over carotids and head,
including monitoring (e.g., vital

signs and sport concussion
tool 5 ISCATSI_30

Services

Services

Procedures Services




Real-time pressure-sensing
epidural guidance system (List

PG0043 Experimental

PG0043 Experimental

PG0043 i igational

0777T : " NON-COVERED Investigational Procedures NON-COVERED . NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
separately in addition to code for Services e Procedures Services
primary procedure)
‘Surface mechanomyography
(ff"l‘r:zg:a‘;"::‘e:::f:r:::: :gl‘:'zf,a‘[‘;)“ PGO043 Experimental PGO043 Experimental PG0043 Experi -
0778T : NON-COVERED Investigational Procedures NON-COVERED igati . e NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
sensors for measurement of muiti- P e Procedures Services
joint range of motion, posture, gait,
and muscle function
Gastrointestinal myoelectrical PG0043 Experimental PG0043 Experimental PG0043 N —
0779T activity study, stomach through NON-COVERED Investigational Procedures NON-COVERED igati . b NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
i 4 5 Procedures Services
colon, with interpretation and report Services Services
Bronchoscopy, rigid or flexible, with
insertion of esophageal protection
i P Epstmona PO Emstmerl | 10 o e
0781T q 4 . NON-COVERED Investigational Procedures NON-COVERED Investigational Procedures - y o NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
pulmonary nerves, including s e ey Experimental/Investigational
fluoroscopic guidance when Procedures/Services
performed; bilateral mainstem
onchi
Bronchoscopy, rigid or flexible, with
insertion of esophageal protection
device and circumferential ¢ ¢ PG0316 Bronchial Thermoplasty Archived-
PG0043 Experimental PG0043 Experimental
radiofrequency destruction of the o o 080124. PG0043
igi ’ 9 )
0782T NON-COVERED Investigational Procedures NON-COVERED Investigational Procedures NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
pulmonary nerves, including s s Experimental/Investigational
fluoroscopic guidance when Procedures/Services
performed; unilateral mainstem
hronchiis
;:;Zz:ﬁ:?a%?a:;fﬂlar PG0043 Experimental PG0043 Experimental PG0244 Electrical Nerve Stimulators-
0783T calibration. and patievnt edusvatim NON-COVERED Investigational Procedures NON-COVERED Investigational Procedures archived 120124; PG0043 Experimental (NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
on Use of equipment Services Services Investigational Procedures Services
Electronic analysis with complex
programming of implanted
'[‘;99:'&‘2‘;2::’:fr‘a"":f;'?gczy.s:')“ PG0043 Experimental PG0043 Experimental P G0043 Exveri -
0789T o Y erk NON-COVERED Investigational Procedures NON-COVERED gati : " |NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
including contact group(s), S S Procedures Services
amplitude, pulse width, frequency
(Hz), on/off cycling, burst, dose
lockout. patient-sel bl
Application of silver diamine fluoride PG0043 Experimental PG0043 Experimental PG0043 N -
0792T 38%, by a physician or other NON-COVERED Investigational Procedures NON-COVERED igati . onal NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
. 3 3 Procedures Services
qualified health care professional Services Services
Percutaneous transcatheter
|nner|cg;r:ga‘|::‘st:ﬁ::nfar:jr;:tzseries PG0043 Experimental PG0043 Experimental PG0043 Experi aational
0793T including right heart catheterization, NON-COVERED Investlgatsloer:ilczgocedures NON-COVERED e Procedures Services NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
pulmonary artery angiography, and
all imaging guidance
TRANSCA IHE TER INSERTTON
OF PERMANENT DUAL-
CHAMBER LEADLESS
PACEMAKER, INCLUDING
IMAGING GUIDANCE (EG, Paramount Medicare Advantage Plans - Leadless Cardiac Pacemaker Systems (i.e., MicraTM Transcatheter
FLUOROSCOPY, VENOUS Pacemaker System, Aveir VR Leadless System). Leadless cardiac pacemaker systems are miniaturized, full
ULTRASOUND, RIGHT ATRIAL PG0395 Leadless Cardiac PG0395 Leadless Cardiac featured single or dual chamber pacemakers that are implanted directly in the right ventricle and right atrium in the
07957 ANGIOGRAPHY, RIGHT EEEECIES Pacemaker EEERCIES) Pacemaker PG0395 Leadless Cardiac Pacemaker | .co of 4al chamber pacemakers. They are thought to provide treatment options for patients with Class | or Class Il
VENTRICULOGRAPHY, indication for bradycardia pacing therapy without the increased risk for infection. For Medicare Advantage members
FEMORAL VENOGRAPHY) AND only: approval if the member is participating in an FDA approved post approval trial that is registered.
DEVICE EVALUATION (EG,
INTERROGATION OR
PROGRAMMING), WHEN
DEDENDMEN: ~AMDI ETE
RIGHT ATRIAL PACEMAKER
COMPONENT (WHEN AN Paramount Medicare Advantage Plans - Leadless Cardiac Pacemaker Systems (i.e., MicraTM Transcatheter
EXISTING RIGHT VENTRICULAR Pacemaker System, Aveir VR Leadless System). Leadless cardiac pacemaker systems are miniaturized, full
SINGLE LEADLESS PG0395 Leadless Cardiac PG0395 Leadless Cardiac featured single or dual chamber pacemakers that are implanted directly in the right ventricle and right atrium in the
0796T PACEMAKER EXISTS TO SEERCIES Pacemaker SEE NOTES Pacemaker PG0395 Leadless Cardiac Pacemaker | .co of qual chamber pacemakers. They are thought to provide treatment options for patients with Class I or Class Il

CREATE A DUAL-CHAMBER
LEADLESS PACEMAKER
SYSTEM)

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 Medicare Advantage Plans - Leadless Cardiac Pacemaker Systems (i.e., MicraTM Transcatheter

RIGHT VENTRICULAR Pacemaker System, Aveir VR Leadless System). Leadless cardiac pacemaker systems are miniaturized, full
PACEMAKER COMPONENT PG395 Leadless Cardiac PG0395 Leadless Cardiac featured single o dual chamber pacemakers that are implanted directly in the right ventricle and right atrium in the
0797T (WHEN PART OF A SEE NOTES SEE NOTES PG0395 Leadless Cardiac Pacemaker ) - "
Pacemaker Pacemaker case of dual chamber pacemakers. They are thought to provide treatment options for patients with Class | or Class Il
DUALCHAMBER LEADLESS P y N . .
indication for bradycardia pacing therapy without the increased risk for infection. For Medicare Advantage members
PACEMAKER SYSTEM) ) p . . . y - :
only: approval if the member is participating in an FDA approved post approval trial that is registered.
TRANSCATHE TER REMOVAL OF
PERMANENT DUAL-CHAMBER
LEADLESS PACEMAKER,
INCLUDING IMAGING GUIDANCE
(EG, FLUOROSCOPY, VENOUS Paramount Medicare Advantage Plans - Leadless Cardiac Pacemaker Systems (i.e., MicraTM Transcatheter
ULTRASOUND, RIGHT ATRIAL Pacemaker System, Aveir VR Leadless System). Leadless cardiac pacemaker systems are miniaturized, full
ANGIOGRAPHY, RIGHT PG0395 Leadless Cardiac PGO0395 Leadless Cardiac N featured single or dual chamber pacemakers that are implanted directly in the right ventricle and right atrium in the
07987 VENTRICULOGRAPHY, SEE NOTES Pacemaker SEE NOTES Pacemaker PGO395 Leadless Cardiac Pacemaker | <o of dual chamber pacemakers. They are thought to provide treatment options for patients with Class | or Class I
FEMORAL VENOGRAPHY), indication for bradycardia pacing therapy without the increased risk for infection. For Medicare Advantage members
WHEN PERFORMED; only: approval if the member is participating in an FDA approved post approval trial that is registered.
COMPLETE SYSTEM (IE, RIGHT
ATRIAL AND RIGHT
VENTRICULAR PACEMAKER
~OMDANENTS)
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
RIGHT ATRIAL PACEMAKER PG0395 Leadless Cardiac PG0395 Leadless Cardiac " featured single or dual chamber pacemakers that are implanted directly in the right ventricle and right atrium in the
0799T COMPONENT SEE NOTES Pacemaker SEE NOTES Pacemaker PGO395 Leadless Cardiac Pacemaker 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.
RIGHT VENTRICULAR 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
PACEMAKER COMPONENT PG0395 Leadless Cardiac PG0395 Leadless Cardiac featured single or dual chamber pacemakers that are implanted directly in the right ventricle and right atrium in the
0800T (WHEN PART OF A SEE NOTES SEE NOTES PG0395 Leadless Cardiac Pacemaker o s plant v in the 1id ‘ 9
DUALCHAMBER LEADLESS Pacemaker Pacemaker 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
PACEMAKER SYSTEM) ) P P . P .
only: approval if the member is participating in an FDA approved post approval trial that s registered.
TRANSCATHE TER REMOVAL
AND REPLACEMENT OF
PERMANENT DUAL-CHAMBER
LEADLESS PACEMAKER,
INCLUDING IMAGING GUIDANCE Paramount Medicare Advantage Plans - Leadless Cardiac Pacemaker Systems (i.e., MicraTM Transcatheter
(EG, FLUOROSCOPY, VENOUS Pacemaker System, Aveir VR Leadless System). Leadless cardiac pacemaker systems are miniaturized, full
ULTRASOUND, RIGHT ATRIAL PG0395 Leadless Cardiac PG0395 Leadless Cardiac ; featured single or dual chamber pacemakers that are implanted directly in the right ventricle and right atrium in the
0801T ANGIOGRAPHY, RIGHT SEE NOTES Pacemaker SEE NOTES Pacemaker PG0395 Leadless Cardiac Pacemaker case of dual chamber pacemakers. They are thought to provide treatment options for patients with Class | or Class Il
VENTRICULOGRAPHY, indication for bradycardia pacing therapy without the increased risk for infection. For Medicare Advantage members
FEMORAL VENOGRAPHY) AND only: approval if the member is participating in an FDA approved post approval trial that is registered.
DEVICE EVALUATION (EG,
INTERROGATION OR
PROGRAMMING), WHEN
DERENBMEN: NIIAICHAMRER
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
RIGHT ATRIAL PACEMAKER PG0395 Leadless Cardiac PG0395 Leadless Cardiac : featured single or dual chamber pacemakers that are implanted directly in the right ventricle and right atrium in the
08021 COMPONENT EEEECIES Pacemaker EEERCIES) Pacemaker PGO395 Leadless Cardiac Pacemaker | oo of qal chamber pacemakers. They are thought to provide treatment options for patients with Class I 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.
RIGHT VENTRICULAR 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
PACEMAKER COMPONENT PG0395 Leadless Cardiac PG0395 Leadless Cardiac featured single or dual chamber pacemakers that are implanted directly in the right ventricle and right atrium in the
08037 (WHEN PART OF A SEE NOTES SEE NOTES PG0395 Leadless Cardiac Pacemaker o s plants VI the 1d ‘ 9
DUALCHAMBER LEADLESS Pacemaker Pacemaker case of dual chamber pacemakers. They are thought to provide treatment options for patients with Class | or Class Il

PACEMAKER SYSTEM)

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.




RO 5 DEVICE
EVALUATION (IN PERSON)
WITH ITERATIVE ADJUSTMENT
OF IMPLANTABLE DEVICE TO
TEST THE FUNCTION OF
DEVICE AND TO SELECT

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

OPTIMAL PERMANENT PG0395 Leadless Cardiac PG0395 Leadless Cardiac ) featured single or dual chamber pacemakers that are implanted directly in the right ventricle and right atrium in the
08047 PROGRAMMED VALUES, WITH SEE NOTES Pacemaker EEEEOIES) Pacemaker PGO395 Leadless Cardiac Pacemaker | oo of qal chamber pacemakers. They are thought to provide treatment options for patients with Class I or Class Il
ANALYSIS, REVIEW, AND indication for bradycardia pacing therapy without the increased risk for infection. For Medicare Advantage members
REPORT, BY A PHYSICIAN OR only: approval if the member is participating in an FDA approved post approval trial that is registered.
OTHER QUALIFIED HEALTH
CARE PROFESSIONAL,
LEADLESS PACEMAKER
SveTEM I nUIAL ~ABRIAC
Transcatheter superior and inferior
vena cava prosthetic valve PG0043 Experimental PG0043 P e e e
0805T implantation (ie, caval valve NON-COVERED Investigational Procedures NON-COVERED Investigational Procedures o g NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
; ! ! Experimental Investigational Procedures
implantation [CAVI]); percutaneous Services Services :
: Services
femoral vein approach
Transcatheter superior and inferior
vena cava prosthetic valve PG0043 Experimental PG0043 Experimental p%?;g;‘{;:;?é:ﬁ::;ﬂ:ggo\{‘?e
0806T implantation (ie, caval valve NON-COVERED Investigational Procedures NON-COVERED Investigational Procedures ! g NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
B N N N Experimental Investigational Procedures
implantation [CAVI]); open femoral Services Services Servi
ervices
vein approach
Esophagogastroduodenoscopy, . .
) o~ PGO163 Bariatric Surgery for Obesity;
08137 flexible, ransoral, with volume. NON-COVERED PG0163 Bariatric Surgery for NON-COVERED PG0163 Bariatric Surgery for PG0043 Experimental Investigational ~ NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
adjustment of intragastric bariatric Obesity Obesity Y
Procedures Services
balloon
Percutaneous injection of calcium-
Ostem::;jg‘;‘;’d:g{:g;b‘;mmal PG0365 Bone Graft Materials; PG0043
08147 Pt NON-COVERED PG0365 Bone Graft Materials NON-COVERED PG0365 Bone Graft Materials | Experimental Investigational Procedures | NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
including imaging guidance, Services
unilateral
Ultrasound-based radiofrequency
echographic multi-spectrometry PG0043 Experimental PGO043 Experimental PG0043 Experi -
0815T (REMS), bone-density study and NON-COVERED Investigational Procedures NON-COVERED gati Y '@ |NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
A . ! Procedures Services
fracture-risk assessment, 1 or ervices Services
more sites, hips, pelvis, or spine
Gpen insertion or replacement of
integrated neurostimulation system
for bladder dysfunction including ) )
electrode(s) (eg, array or leadless), PG0043 Experimental PG0043 Experimental PGO043 Exper igational
0816T ] NON-COVERED Investigational Procedures NON-COVERED v NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
and pulse generator or receiver, N N Procedures Services
: 5 Services Services
including analysis, programming,
and imaging guidance, when
performed. posterior tibial nerve:
Open insertion or replacement of
integrated neurostimulation system
|'°":’;"‘(’e)’ fys'“:‘f"“”r‘?c';f'"g PGO043 Experimental PGO043 Experimental PG0043 Experi -
0817T electrode(s) (eg, array or leadiess), NON-COVERED Investigational Procedures NON-COVERED igati v Onal | NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
and pulse generator or receiver, Servi 3 Procedures Services
ervices Services
including analysis, programming,
and imaging guidance, when
performed. nosterior tibial nerve:
Revision or removal of integrated
reurostmutation Systern for badder PG0043 Experimental PG0043 Experimental PG0043
0818T V , inoluding analyss, NON-COVERED Investigational Procedures NON-COVERED igational Procedu Y NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
programming, and imaging, when i e Procedures Services
performed, posterior tibial nerve;
subcutaneous
Revision or removal of integrated
"e:r"f;'r"'::“::";‘;ﬁ'ﬁ"‘ ;f"a:":’sde' PG0043 Experimental PG0043 Experimental PG0043 ) .
08197 v , including analysis, NON-COVERED Investigational Procedures NON-COVERED igati Y M3l |NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
programming, and imaging, when . . Procedures Services
P . Services Services
performed, posterior tibial nerve;
subfascial
Transcatheter insertion of
permanent single-chamber leadless
pacemaker, right atrial, including Paramount Medicare Advantage Plans - Leadless Cardiac Pacemaker Systems (i.e., MicraTM Transcatheter
imaging guidance (eg, fluoroscopy, Pacemaker System, Aveir VR Leadless System). Leadless cardiac pacemaker systems are miniaturized, full
08237 venous ultrasound, right atril S PG0395 Leadless Cardiac S PG0395 Leadless Cardiac G395 Leadless Cardiac Pacemaker |featured single or dual chamber pacemakers that are implanted directly in the right ventricle and right atrium in the
angiography and/or right Pacemaker Pacemaker case of dual chamber pacemakers. They are thought to provide treatment options for patients with Class | o Class II

ventriculography, femoral
venography, cavography) and

device evaluation (g, interrogation

or programming), when performed

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




0824T

Transcatheter removal of
permanent single-chamber leadless
pacemaker, right atrial, including
imaging guidance (eg, fluoroscopy,
venous ultrasound, right atrial
angiography and/or right
ventriculography, femoral
venography, cavography), when
performed

SEE NOTES

PG0395 Leadless Cardiac
Pacemaker

SEE NOTES

PG0395 Leadless Cardiac
Pacemaker

PG0395 Leadless Cardiac Pacemaker

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 II
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

0825T

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

SEE NOTES

PG0395 Leadless Cardiac
Pacemaker

SEE NOTES

PG0395 Leadless Cardiac
Pacemaker

PG0395 Leadless Cardiac Pacemaker

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

0826T

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

SEE NOTES

PG0395 Leadless Cardiac
Pacemaker

SEE NOTES

PG0395 Leadless Cardiac
Pacemaker

PG0395 Leadless Cardiac Pacemaker

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

0858T

Externally applied transcranial
magnetic stimulation with
concomitant measurement of
evoked cortical potentials with
automated report

NON-COVERED

PG0294 Transcranial Magnetic
Stimulation (TMS)

NON-COVERED

PG0294 Transcranial Magnetic
Stimulation (TMS)

PG0294 Transcranial Magnetic Stimulation

Procedure 0858T went from coverage with a PA to non-covered, effective 07/14/2026

0861T

Removal of pulse generator for
wireless cardiac stimulator for left
ventricular pacing; both
components (battery and
transmitter)

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services

NON-COVERED

PG0043 Experimental

PG0043 i igational

Services

Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0862T

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

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services

NON-COVERED

PG0043 Experimental

PG0043 i igational

Services

Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0863T

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

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services

NON-COVERED

PG0043 Experimental

PG0043 i igational

Services

Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0864T

Low-intensity extracorporeal shock
wave therapy involving corpus
cavernosum, low energy Status
Code C-Carriers price code

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services

PG0043 Experimental Investigational
Procedures Services; PG0004
Extracorporeal Shock Wave (ESWT)-
Archived 090124.

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

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

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services

NON-COVERED

PG0043 Experimental

PG0043 i igational

Services

Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL




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

PG0043 Experimental
Investigational Procedures
Services

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services

PG0043 Experimental Investigational
Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0867T

0869T

0889T

Transperineal laser ablation of
benign prostatic hyperplasia,
including imaging guidance;

prostate volume greater or equal to
50 mL

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

for accelerated, repetitive high-dose
functional connectivity MRI-guided
theta-burst stimulation derived from
a structural and resting-state
functional MR, including data
preparation and transmission,
generation of the target, motor
threshold-starting location,
files and taraet

NON-COVERED

PG0534 Treatments for Benign
Prostatic Hypertrophy
(BPH); PG0043 Experimental
Investigational Procedures
Services

NON-COVERED

PG0534 Treatment for Benign
Prostatic Hypertrophy

PG0534 Treatment for Benign Prostatic
Hypertrophy

NON-COVERED

PG0365 Bone Graft Materials

NON-COVERED

PG0365 Bone Graft Materials

PG0365 Bone Graft Materials; PG0043
Experimental Investigational Procedures
Services

NON-COVERED

PG0294 Transcranial Magnetic
Stimulation (TMS)

NON-COVERED

PG0294 Transcranial Magnetic
Stimulation (TMS)

PG0294 Transcranial Magnetic Stimulation

0890T

Accelerated, repetitive high-dose
functional connectivity MRI-guided
theta-burst stimulation, including
target assessment, initial motor
threshold determination,
neuronavigation, delivery and
initial treatment dav

0891T

0892T

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

PG0294 Transcranial Magnetic
Stimulation (TMS)

NON-COVERED

PG0294 Transcranial Magnetic
Stimulation (TMS)

PG0294 Transcranial Magnetic Stimulation

NON-COVERED

PG0294 Transcranial Magnetic
Stimulation (TMS)

NON-COVERED

PG0294 Transcranial Magnetic
Stimulation (TMS)

PG0294 Transcranial Magnetic Stimulation

NON-COVERED

PG0294 Transcranial Magnetic
Stimulation (TMS)

NON-COVERED

PG0294 Transcranial Magnetic
Stimulation (TMS)

PG0294 Transcranial Magnetic Stimulation

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

PG0043 Experimental
Investigational Procedures
Services

NON-COVERED

PG0043 Experimental

PG0043 i igational

Services

Procedures Services

NEW COUE EITECTIVE UT/UT7ZUZ5. FOr TECIPIENTS OT GONCUITent UPTCAT and Viagnetc TCUNS® UMe
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 in the Medicare- approved Category B
study.

Medicare Managed Care Manual, Chapter 4 — Benefits and Beneficiary Protections, §10.7.2 — Payment for

0907T

Concurrent optical and magnetic
stimulation (COMS) therapy,
wound assessment and dressing
care; each additional application,
total wound(s) surface area less
than or equal to 50 sq cm (List

in addition to code for

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services

NON-COVERED

PG0043 Experimental

PG0043

Services

Procedures Services

New code effective 01/01/2025. For recipients of Concurrent Optical and Magnetic Stmulation (COMS® One

Therapy System) who ARE participating in the Medi pproved Category B igational Device i

(IDE) study:

This service may be covered by Medicare only if the member is enrolled in the Medicare- approved Category B

study.

Medicare Managed Care Manual, Chapter 4 — Benefits and Beneficiary Protections, §10.7.2 — Payment for
inati Device Fxemntion (INF) Studies

0915T

Insertion of permanent cardiac
contractility modulation-defibrillation
system component(s), including
fluoroscopic guidance, and
evaluation and programming of
sensing and therapeutic

niilse aenerator and

NON-COVERED

NON-COVERED

NON-COVERED

NON-COVERED

Cardiac Contractility Modulation (CCM) therapy (e.g. Optimizer Smart System, Impulse Dynamics) is a proposed
treatment for heart failure in patients who are not eligible for cardiac resynchronization therapy. It involves the
implantation of a pulse generator into the right pectoral region of the heart. The generator then delivers CCM signals,
which are biphasic and relatively high voltage, to the right ventricular septum which is thought to increase the
contractile strength of cardiac muscle

0916T

Insertion of permanent cardiac
contractility modulation-defibrillation
system component(s), including
fluoroscopic guidance, and
evaluation and programming of
sensing and therapeutic

nulse aenerator only

NON-COVERED

NON-COVERED

NON-COVERED

NON-COVERED

Cardiac Contractiity Modulation (CCM) therapy (e.g. Optimizer Smart System, Impulse Dynamics) is a proposed
treatment for heart failure in patients who are not eligible for cardiac resynchronization therapy. It involves the
implantation of a pulse generator into the right pectoral region of the heart. The generator then delivers CCM signals,
which are biphasic and relatively high voltage, to the right ventricular septum which is thought to increase the
contractile strength of cardiac muscle




0917T

Insertion of permanent cardiac
contractility modulation-defibrillation
system component(s), including
fluoroscopic guidance, and
evaluation and programming of
sensing and therapeutic
sinale

NON-COVERED

NON-COVERED

NON-COVERED

NON-COVERED

Cardiac Contractility Modulation (CCM) therapy (e.g. Optimizer Smart System, Impulse Dynamics) is a proposed
treatment for heart failure in patients who are not eligible for cardiac resynchronization therapy. It involves the

of a pulse generator into the right pectoral region of the heart. The generator then delivers CCM signals,
which are biphasic and relatively high voltage, to the right ventricular septum which is thought to increase the
contractile strength of cardiac muscle

0918T

Insertion of permanent cardiac
contractility modulation-defibrillation
system component(s), including
fluoroscopic guidance, and
evaluation and programming of
sensing and therapeutic
dual

NON-COVERED

NON-COVERED

NON-COVERED

NON-COVERED

Cardiac Contractility Modulation (CCM) therapy (e.g. Optimizer Smart System, Impulse Dynamics) is a proposed
treatment for heart failure in patients who are not eligible for cardiac resynchronization therapy. It involves the
implantation of a pulse generator into the right pectoral region of the heart. The generator then delivers CCM signals,
which are biphasic and relatively high voltage, to the right ventricular septum which is thought to increase the
contractile strength of cardiac muscle

0919T

Removal of a permanent cardiac
contractility modulation-defibrillation
system component(s); pulse
generator only

NON-COVERED

NON-COVERED

NON-COVERED

NON-COVERED

Cardiac Contractility Modulation (CCM) therapy (e.g. Optimizer Smart System, Impulse Dynamics) is a proposed
treatment for heart failure in patients who are not eligible for cardiac resynchronization therapy. It involves the
implantation of a pulse generator into the right pectoral region of the heart. The generator then delivers CCM signals,
which are biphasic and relatively high voltage, to the right ventricular septum which is thought to increase the
contractile strength of cardiac muscle

0920T

Removal of a permanent cardiac
contractility modulation-defibrillation
system component(s); single
transvenous pacing lead only

NON-COVERED

NON-COVERED

NON-COVERED

NON-COVERED

Cardiac Contractility Modulation (CCM) therapy (e.g. Optimizer Smart System, Impulse Dynamics) is a proposed
treatment for heart failure in patients who are not eligible for cardiac resynchronization therapy. It involves the
implantation of a pulse generator into the right pectoral region of the heart. The generator then delivers CCM signals,
which are biphasic and relatively high voltage, to the right ventricular septum which is thought to increase the
contractile strength of cardiac muscle

0921T

Removal of a permanent cardiac
contractility modulation-defibrillation
system component(s); single
transvenous defibrillation lead only

NON-COVERED

NON-COVERED

NON-COVERED

NON-COVERED

Cardiac Contractility Modulation (CCM) therapy (e.g. Optimizer Smart System, Impulse Dynamics) is a proposed
treatment for heart failure in patients who are not eligible for cardiac resynchronization therapy. It involves the
implantation of a pulse generator into the right pectoral region of the heart. The generator then delivers CCM signals,
which are biphasic and relatively high voltage, to the right ventricular septum which is thought to increase the
contractile strength of cardiac muscle

0922T

Removal of a permanent cardiac
contractility modulation-defibrillation
system component(s); dual (pacing

and defibrillation) transvenous
leads only

NON-COVERED

NON-COVERED

NON-COVERED

NON-COVERED

Cardiac Contractility Modulation (CCM) therapy (e.g. Optimizer Smart System, Impulse Dynamics) is a proposed
treatment for heart failure in patients who are not eligible for cardiac resynchronization therapy. It involves the
implantation of a pulse generator into the right pectoral region of the heart. The generator then delivers CCM signals,
which are biphasic and relatively high voltage, to the right ventricular septum which is thought to increase the
contractile strength of cardiac muscle

0923T

Removal and replacement of

permanent cardiac contractility

modulation-defibrillation pulse
generator only

NON-COVERED

NON-COVERED

NON-COVERED

NON-COVERED

Cardiac Contractility Modulation (CCM) therapy (e.g. Optimizer Smart System, Impulse Dynamics) is a proposed
treatment for heart failure in patients who are not eligible for cardiac resynchronization therapy. It involves the
implantation of a pulse generator into the right pectoral region of the heart. The generator then delivers CCM signals,
which are biphasic and relatively high voltage, to the right ventricular septum which is thought to increase the
contractile strength of cardiac muscle

09247

Repositioning of previously
implanted cardiac contractility
modulation-defibrillation
transvenous electrode(s)/lead(s),
including fluoroscopic guidance and
programming of sensing and

theraneuti

NON-COVERED

NON-COVERED

NON-COVERED

NON-COVERED

Cardiac Contractility Modulation (CCM) therapy (e.g. Optimizer Smart System, Impulse Dynamics) is a proposed
treatment for heart failure in patients who are not eligible for cardiac resynchronization therapy. It involves the
implantation of a pulse generator into the right pectoral region of the heart. The generator then delivers CCM signals,
which are biphasic and relatively high voltage, to the right ventricular septum which is thought to increase the
contractile strength of cardiac muscle

0925T

Relocation of skin pocket for

implanted cardiac contractility

modulation-defibrillation pulse
generator

NON-COVERED

NON-COVERED

NON-COVERED

NON-COVERED

Cardiac Contractility Modulation (CCM) therapy (e.g. Optimizer Smart System, Impulse Dynamics) is a proposed
treatment for heart failure in patients who are not eligible for cardiac resynchronization therapy. It involves the
implantation of a pulse generator into the right pectoral region of the heart. The generator then delivers CCM signals,
which are biphasic and relatively high voltage, to the right ventricular septum which is thought to increase the
contractile strength of cardiac muscle

0926T

Programming device evaluation (in
person) with iterative adjustment of
the implantable device to test the
function of the device and select
optimal permanent programmed
values with analysis, including

review and renort

NON-COVERED

NON-COVERED

NON-COVERED

NON-COVERED

Cardiac Contractility Modulation (CCM) therapy (e.g. Optimizer Smart System, Impulse Dynamics) is a proposed
treatment for heart failure in patients who are not eligible for cardiac resynchronization therapy. It involves the
implantation of a pulse generator into the right pectoral region of the heart. The generator then delivers CCM signals,
which are biphasic and relatively high voltage, to the right ventricular septum which is thought to increase the
contractile strength of cardiac muscle

0927T

Interrogation device evaluation (in
person) with analysis, review, and
report, including connection,
recording, and disconnection, per
patient encounter, implantable
cardiac contractility modulation-

il svstem

NON-COVERED

NON-COVERED

NON-COVERED

NON-COVERED

Cardiac Contractility Modulation (CCM) therapy (e.g. Optimizer Smart System, Impulse Dynamics) is a proposed
treatment for heart failure in patients who are not eligible for cardiac resynchronization therapy. It involves the
implantation of a pulse generator into the right pectoral region of the heart. The generator then delivers CCM signals,
which are biphasic and relatively high voltage, to the right ventricular septum which is thought to increase the
contractile strength of cardiac muscle

0928T

Interrogation device evaluation
(remote), up to 90 days, cardiac
contractility modulation-defibrillation
system with interim analysis and
report(s) by a physician or other
qualified health care professional

NON-COVERED

NON-COVERED

NON-COVERED

NON-COVERED

Cardiac Contractility Modulation (CCM) therapy (e.g. Optimizer Smart System, Impulse Dynamics) is a proposed
treatment for heart failure in patients who are not eligible for cardiac resynchronization therapy. It involves the

of a pulse generator into the right pectoral region of the heart. The generator then delivers CCM signals,
which are biphasic and relatively high voltage, to the right ventricular septum which is thought to increase the
contractile strength of cardiac muscle

09297

Tnterrogation device evaluation
(remote), up to 90 days, cardiac
contractiity modulation-defibrillation
system, remote data acquisition(s),
receipt of transmissions, technician
review, technical support, and

il resiilts.

NON-COVERED

NON-COVERED

NON-COVERED

NON-COVERED

Cardiac Contractility Modulation (CCM) therapy (e.g. Optimizer Smart System, Impulse Dynamics) is a proposed
treatment for heart failure in patients who are not eligible for cardiac resynchronization therapy. It involves the
implantation of a pulse generator into the right pectoral region of the heart. The generator then delivers CCM signals,
which are biphasic and relatively high voltage, to the right ventricular septum which is thought to increase the
contractile strength of cardiac muscle

0930T

Electrophysiologic evaluation of
cardiac contractility modulation-
defibrillator leads, including
defibrillation-threshold evaluation
(induction of arrhythmia, evaluation
of sensing and therapy for
arrhvthmi at time of

NON-COVERED

NON-COVERED

NON-COVERED

NON-COVERED

Cardiac Contractility Modulation (CCM) therapy (e.g. Optimizer Smart System, Impulse Dynamics) is a proposed
treatment for heart failure in patients who are not eligible for cardiac resynchronization therapy. It involves the
implantation of a pulse generator into the right pectoral region of the heart. The generator then delivers CCM signals,
which are biphasic and relatively high voltage, to the right ventricular septum which is thought to increase the
contractile strength of cardiac muscle




Electrophysiologic evaluation of
cardiac contractiity modulation-
defibrillator leads, including

Cardiac Contractility Modulation (CCM) therapy (e.g. Optimizer Smart System, Impulse Dynamics) is a proposed
treatment for heart failure in patients who are not eligible for cardiac resynchronization therapy. It involves the

0931T defibrillation-threshold evaluation NON-COVERED NON-COVERED NON-COVERED NON-COVERED of a pulse generator into the right pectoral region of the heart. The generator then delivers CCM signals,
(induction of arrhythmia, evaluation which are biphasic and relatively high voltage, to the right ventricular septum which is thought to increase the
of sensing and therapy for contractile strength of cardiac muscle
i ination)_senarate
Cystourethroscopy with renal pelvic
sympathetic denervation,
radiofrequency ablation, retrograde PG0043 Ps&%iﬁgg‘?;éﬁg@"‘
0935T  ureteral approach, including ROILCOMERED Experimental/lnvestigational MEDICARE COVERAGE @B
insertion of guide wire, selective CRITERIA
placement of ureteral sheath(s) and
multinle
F:'e‘:"r‘]‘;b';:‘ﬁi“s'i:‘o:‘[e\;:fgd:f PGO043 Experimental PGO043 Experimental G003 Exoari -
0936T  Sing h NON-COVERED Investigational Procedures NON-COVERED igati N ha (New code 01/01/2025) [Valeda Photobiomodulation System(LumaThera)]
Photobiomodulation i . Procedures Services
ervices Services
System(LumaThera)],
(l::;‘;g)anm;:z\g?::a‘;::ﬁ:c Cardiac Contractility Modulation (CCM) therapy (e.g. Optimizer Smart System, Impulse Dynamics) is a proposed
conratin ’5 odulahonys e treatment for heart failure in patients who are not eligible for cardiac resynchronization therapy. It involves the
0948T \n(er\rrt\yanal sis. revie{/v and NON-COVERED NON-COVERED NON-COVERED NON-COVERED implantation of a pulse generator into the right pectoral region of the heart. The generator then delivers CCM signals,
ysis, review, which are biphasic and relatively high voltage, to the right ventricular septum which is thought to increase the
report(s) by a physician or other
5 contractile strength of cardiac muscle
qualified health care professional
Interrogation device evaluation
(remote), up to 90 days, cardiac Cardiac Contractility Modulation (CCM) therapy (e.g. Optimizer Smart System, Impulse Dynamics) is a proposed
contractility modulation system, treatment for heart failure in patients who are not eligible for cardiac resynchronization therapy. It involves the
0949T remote data acquisition(s), receipt NON-COVERED NON-COVERED NON-COVERED NON-COVERED implantation of a pulse generator into the right pectoral region of the heart. The generator then delivers CCM signals,
of transmissions, technician review, which are biphasic and relatively high voltage, to the right ventricular septum which is thought to increase the
technical support, and distribution contractile strength of cardiac muscle
of results
Ablation of benign prostate tissue, 5
transrectal, with high PF: 601534 L’eatr';‘re"zf"_’:égana : G0'5ﬁ4 :ea'r':‘f"'hf‘frfgg‘og;‘s PG0534 Treatment for Benign Prostatic
0950T intensity—focused ultrasound NON-COVERED oS VPR IOTY  Ea NON-COVERED (CHELB I NE IR S Hypertrophy; PG0043 Experimental  |NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
Experimental Investigational Experimental Investigational o
(HIFU), including ultrasound g : Investigational Procedures Services
Procedures Services Procedures Services
guidance
Assistive algorithmic analysis of
acoustic and electrocardiogram
recording for detection of cardiac PG0043 Experimental PG0043 Experimental PG0043 N -
0962T dysfunction (eg, reduced ejection NON-COVERED Investigational Procedures NON-COVERED igati Procedures Services A NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
fraction, cardiac murmurs, atrial Services Services
fibrillation), with review and
i hv a nhsician or
Impression and custom preparation
of jaw expansion oral prosthesis for
obstructive sleep apnea, including
initial adjustment; single arch, PG0043 Experimental PG0043 Experimental PG04S . -
0965T without mandibular advancement NON-COVERED Investigational Procedures NON-COVERED igati Procedures Services onal NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
mechanism; dual arch, with Services Services
additional mandibular
advancement, non-fixed hinge
mechanism
Impression and custom preparation
of jaw expansion oral prosthesis for
obstructive sleep apnea, including
initial adjustment; single arch, PG0043 Experimental PG0043 Experimental PG0043 N —
0968T without mandibular advancement NON-COVERED Investigational Procedures NON-COVERED igati Procedures Services b NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
mechanism; dual arch, with Services Services
additional mandibular
advancement, fixed hinge
mechanism
Ablation, benign breast tumor (eg, PG0043 Experimental PG0043 Experimental ) .
fibroadenoma), percutaneous, PG0043 onal
0970T . v N NON-COVERED Investigational Procedures NON-COVERED igati . NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
laser, including imaging guidance ! ! Procedures Services
Services Services
when performed, each tumor
mﬁ:’fg‘)’“' ;’r‘:l'i“g::;ubs’ﬁ:‘er PG0043 Experimental PGO043 Experimental PG0043
0971T . P | N NON-COVERED Investigational Procedures NON-COVERED igati edul NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

including imaging guidance when
performed, unilateral

Services

Services

Procedures Services




Assistive algorithmic classification
of burn healing (ie, healing or
nonhealing) by noninvasive
multispectral imaging, including

PG0043 Experimental

PG0043 Experimental

09721 - NON-COVERED Investigational Procedures NON-COVERED Investigational Procedures PG0043 Experimental Investigational |\, cOVERED - EXPERIMENTAL, INVESTIGATIONAL
system set-up and acquisition, ! ! Procedures Services
" qu's Services Services
selection, and transmission of
images, with automated generation
of report
‘Submucosal cryolysis therapy; soft PG0043 Experimental PG0043 Experimental PG0043
0978T palate, base of tongue, and lingual NON-COVERED Investigational Procedures NON-COVERED igati v '@ |NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
5 5 Procedures Services
tonsil Services Services
Submucosal cryolysis therapy; soft PG0043 Experimental PG0043 Experimental G003
0979T palate, base of tongue, and lingual NON-COVERED Investigational Procedures NON-COVERED gati ! '@ |NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
. . Procedures Services
tonsil; soft palate only Services Services
Submucosal cryolysis therapy; soft PG0043 Experimental PG0043 Experimental
0980T palate, base of tongue, and lingual NON-COVERED Investigational Procedur NON-COVERED igati PG0043 @ | NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
tonsil; base of tongue and lingual i SeL g N alocodlios) a " Procedures Services i - g
Services Services
tonsil only
Transcatheter implantation of
wireless inferior vena cava sensor
for long-term hemodynamic ) )
: : PG0043 Experimental PG0043 Experimental
0981T :‘;C'"“C'”"g' including deployment of NON-COVERED Investigational Procedures NON-COVERED igati PGO043 v @ |NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
e sensor, radiological supervision = o Procedures Services
and interpretation, right heart SIS
catheterization, and inferior vena
cava venography, when performed
Cystourethroscopy, with low- N N
0991T energy lithotripsy and acoustically NENESEEED) InfG:imﬁa E"I"s:'m:z‘ar' N EBERED) RSO0 Epeamen PG0043 @l |NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL.
actuated microspheres, including i CABs i AETIED a N Procedures Services (i.e., Acoustic Cavitation Lithotripsy System (Avvio Medical Inc.)
imaging Services Services
Nonemergency transportation and
‘ : PRIOR AUTHORIZATION PG0455 Ambulance PRIOR AUTHORIZATION ' ) R
A0140 air |rave‘:1 5:{\;;:1; :)err;oartnemerclal) AR - e Gy Transportation e Y e ol ey |FER T PGO455 Transportation  Review medical policy for coverage/noncoverage details.
Extra ambulance attendant, ground
! - PRIOR AUTHORIZATION PG0455 Ambulance PRIOR AUTHORIZATION ’ h A ) ’ )
A0424 (ALS or BLS) or air (fxed or rotery | e (ipir) MEDIGAL POLICY Transpertation Y e oy |[FERES bl PG0455 Transportation  |Review medical policy for coverage/noncoverage details. Requires medical review.
winged); (requires medical review)
Ambulance service, conventional
g PRIOR AUTHORIZATION PG0455 Ambulance PRIOR AUTHORIZATION ’ ’ R
A0430 air servwce(sﬁ,xter:r‘\;i;:‘gr)t, oneway | peEQUIRED - MEDICAL POLICY Transporiation e Y et oy |FER T PG0455 Transportation  |Review medical policy for coverage/noncoverage details.
Ambulance service, conventional
: PRIOR AUTHORIZATION PG0455 Ambulance PRIOR AUTHORIZATION ’ ) R
A0431 air services, transport, one way | e ier e SRR R e R e oy |[FERES bl PG0455 Transportation | Review medical policy for coverage/noncoverage details.

(rotary wing)




Fixed wing air mileage, per statute PRIOR AUTHORIZATION PG0455 Ambulance PRIOR AUTHORIZATION . . . .
A0435 i TR THBER FEIE Transportation e A L ytl=y S| BG0455 by PG0455 Transportation  |Review medical policy for coverage/noncoverage details.
Rotary wing air mileage, per statute PRIOR AUTHORIZATION PG0455 Ambulance PRIOR AUTHORIZATION " : : .
A0436 mile REQUIRED - MEDICAL POLICY Transportation REQUIRED - MEDICAL POLICY PG0455 T PG0455 Transportation Review medical policy for coverage/noncoverage details.
Noncovered ambulance mileage,
N PRIOR AUTHORIZATION PG0455 Ambulance PRIOR AUTHORIZATION . . . .
A0888 per mile (e.g., for miles traveled | oo (it e s Ao Transportation T - el ey | [FER by PG0455 Transportation  |Review medical policy for coverage/noncoverage details.
beyond closest appropriate facility)
Unlisted ambulance service [when PRIOR AUTHORIZATION PG0455 Ambulance PRIOR AUTHORIZATION
A0999 spec\fledw:;r;::\:;\:i service, REQUIRED - MEDICAL POLICY Transportation REQUIRED - MEDICAL POLICY PG0455 T PG0455 Transportation Review medical policy for coverage/noncoverage details.
Supply allowance for adjunctive,
nonimplanted continuous glucose " . . P P
monitor (CGM), includes all PRIOR AUTHORIZATION PRIOR AUTHORIZATION NOT PG0177 Dlabetgs ! g¢ : Conti ‘ Medicare ge Plans - Coverage to follow CMS gulgehnes. Dexcom is the QGM that is covered for
A4238 N INTERQUAL CMs Glucose Monitoring Systems & External  |Medicare members. For those members that have had a Libre previously to 1/2026 can continue the supplies thru
supplies and accessories, 1 month REQUIRED - INTERQUAL REQUIRED - SEE NOTES ; .
_ N " Insulin Infusion Pumps 12/31/ 2026.
supply = 1 unit of service (Effective
04/01/2022)
Supply allowance for
nonadjunctive, nonimplanted
continuous glucose monitor (GCM), PGO177 Diabetes g : Continuous Medicare ge Plans - Coverage to follow CMS guidelines. Libre CGM no longer covered for
A4239 includes all supplies and :gé%?éggﬂﬁ?gggl?ﬂ INTERQUAL P‘:;‘:zﬁg;go"si;ﬁr:%ﬁgso T CMS Glucose Monitoring Systems & External |Medicare product lines. Dexcom is the CGM that is covered for Medicare members. For those members that have
accessories, 1 month supply = 1 - Insulin Infusion Pumps had a Libre previously to 1/2026 can continue the supplies thru 12/31/ 2026.
unit of service (Effective
01/01/2023)
N PG0155 Glucose Testing Supplies-| PG0155 Glucose Testing Supplies-| PG0155 Glucose Testing Supplies-archived-| Effective 01/01/2023, Paramount Medicare ge Plans - No prior required for Blood Glucose
A4252 Blood ketone ‘Zsa'c‘r’\’ reagent strip, P'ﬁgglﬁg;:(’“s'é:"':%ﬁgsc” archived-converted to RM032 P';'ggl:';;:o“s':g:%':gsm archived-converted to RM032 converted to RM032 Glucose Testing | Monitors and Testing Supplies when utiization of a preferred product , medical policy PG0155 Glucose Testing
- Glucose Testing Supplies. 100124 - Glucose Testing Supplies. 100124 Supplies.100124 Supplies-archived-converted to RM032 Glucose Testing Supplies.100124
Blood glucose test or reagent §|rips ) ‘ PRIOR AUTHORIZATION ) ) )
for home blood glucose monitor, PRIOR AUTHORIZATION | PG0155 Glucose Testing Supplies U e PGO0155 Glucose Testing Supplies-archived-| Effective 01/01/2023, Paramount Medicare ge Plans - No prior required for Blood Glucose
A4253 per 50 strips (e.g., True Metrix, REQUIRED - MEDICAL POLICY archived-converted to RM032 MEDICARE COVERAGE CMS converted to RM032 Glucose Testing Monitors and Testing Supplies when utilization of a preferred product. Refer to medical policy PG0155 Glucose
One Touch, FreeStyle, Accu-Chek, Glucose Testing Supplies. 100124 A Supplies. 100124 Testing Supplies-archived-converted to RM032 Glucose Testing Supplies. 100124
Contour)
o 3 PRIOR AUTHORIZATION " . .
PG0155 Glucose Testing Supplies-| N PG0155 Glucose Testing Supplies-archived-| Effective 01/01/2023, Paramount Medicare ge Plans - No prior required for Blood Glucose
A4255 P‘a”"’"n‘fo:;"’or";"oe z?‘;’of'””se REgﬁ:ggg‘%:ggiﬁgmm archived-converted to RM032 ;:gg;fgcg\%;ﬁ& cMs ~archived-converted to RM032 Glucose | Monitors and Testing Supplies when utilization of a preferred product , medical policy PG0155 Glucose Testing
-0 p Glucose Testing Supplies. 100124 CRITERIA Testing Supplies.100124 Supplies-archived-converted to RM032 Glucose Testing Supplies.100124
q 3 PRIOR AUTHORIZATION " . .
PGO155 Glucose Testing Supplies 5 PGO0155 Glucose Testing Supplies-archived-| Effective 01/01/2023, Paramount Medicare ge Plans - No prior required for Blood Glucose
4256 Normal, low, and high calibrator AR ILIOR 2Ly O archived-converted to RM032 REEWIRED - [FOLLENY cMS converted to RM032 Glucose Testing | Monitors and Testing Supplies when utilization of a preferred product , medical policy PG0155 Glucose Testing
solution/chips REQUIRED - MEDICAL POLICY 3 5 MEDICARE COVERAGE y " . "
Glucose Testing Supplies.100124 CRITERIA Supplies. 100124 Supplies-archived-converted to RM032 Glucose Testing Supplies.100124
Replacement lens shield cartridge PRIOR AUTHORIZATION PG0155 Glucose Testing Supplies:| PFTIE%F[{Ji\RUE.I;‘?:{(I)ﬁE\CA)/N PG0155 Glucose Testing Supplies-archived-| Effective 01/01/2023, Paramount Medicare ge Plans - No prior required for Blood Glucose
A4257 for use with laser skin piercing REQUIRED - MEDICAL POLICY archived-converted to RM032 MEDICARE COVERAGE CMS archived-converted to RM032 Glucose  |Monitors and Testing Supplies when utilization of a preferred product , medical policy PG0155 Glucose Testing
device, each (Not Covered) Glucose Testing Supplies.100124 CRITERIA Testing Supplies.100124 Supplies-archived-converted to RM032 Glucose Testing Supplies.100124
q 3 PRIOR AUTHORIZATION " . .
. . PG0155 Glucose Testing Supplies:| PG0155 Glucose Testing Supplies-archived-| Effective 01/01/2023, Paramount Medicare ge Plans - No prior required for Blood Glucose
Spring-powered device for lancet, PRIOR AUTHORIZATION . REQUIRED - FOLLOW " . " " n :
A4258 each REQUIRED - MEDICAL POLICY archived-converted to RM032 MEDICARE COVERAGE CMs archived-converted to RM032 Glucose  |Monitors and Testing Supplies when utilization of a preferred product , medical policy PG0155 Glucose Testing

Glucose Testing Supplies. 100124

CRITERIA

Testing Supplies. 100124

Supplies-archived-converted to RM032 Glucose Testing Supplies.100124




PG0155 Glucose Testing Supplies-|

PRIOR AUTHORIZATION

PGO155 Glucose Testing Supplies-archived

Effective 01/01/2023, Paramount Medicare

ge Plans - No prior required for Blood Glucose

A4259 Lancets, per box of 100 RRIORIUIHORIZATION archived-converted to RM032 (RECRED - [RELLELY CMs converted to RM032 Glucose Testing Monitors and Testing Supplies when utilization of a preferred product. Refer to medical policy PG0155 Glucose
REQUIRED - MEDICAL POLICY 2 5 MEDICARE COVERAGE i " N : i
Glucose Testing Supplies. 100124 R Supplies.100124 Testing Supplies-archived-converted to RM032 Glucose Testing Supplies. 100124
. PG0043 Experimental PG0043 Experimental : -
A4461 Surgical dressing hoider, non- NON-COVERED Investigational Procedures NON-COVERED igati PGO043 v al
reusable, each 5 5 Procedures Services
ervices Services
PG0043 Experimental PG0043 Experimental N -
A4463 Surgical dressing holder, reusable, NON-COVERED Investigational Procedures NON-COVERED igati PG0043 v al
each 4 5 Procedures Services
Services Services
Distal transcutaneous electrical PG0043 Experimental PG0043 Experimental PG0043 : -
A4540 nerve stimulator, stimulates NON-COVERED Investigational Procedures NON-COVERED igati : e
5 . Procedures Services
peripheral nerves of the upper arm Services Services
I PG0043 Experimental PG0043 Experimental " it
Monthly supplies for use of device S S PG0043 al
A4541 coded at E0733 NON-COVERED Investlgatlona! Procedures NON-COVERED | Procedures Services
Services Services
Supplies and accessories for N PRIOR AUTHORIZATION
. PG0043 Experimental - -
external upper limb tremor o REQUIRED - FOLLOW PG0043 Experimental Investigational
Ad542 stimulator of the peripheral nerves NON-COVERED '"Ves"ga‘s"”:i' Procedures MEDICARE COVERAGE cMS Procedures Services
of the wrist ervices CRITERIA
Electrode for external lower PG0043 Experimental PG0043 Experimental PG0043 N .
A4544 extremity nerve stimulator for NON-COVERED Investigational Procedures NON-COVERED igati . "@  |Nidra Tonic Motor Activation (TOMAC) system -Noctrix - Non-covered
3 3 Procedures Services
restless legs syndrome Services Services
Neuromuscular electrical stimulator PG0228 Neuromuscular, PG0228 Neuromuscular, | P 60228 Newromuscular, Functional, &
A4560 (NMES), disposable, replacement NON-COVERED Functional, & Therapeutic NON-COVERED Functional, & Therapeutic PG%O 43 Experimental Investigationalpy' Effective 08/01/2024 procedures A4560, A4593, A4594 listed as non-covered
only Electrical Stimulation Therapy Electrical Stimulation Therap Proceduros Semices
PG0462 Rectal Control System for Fecal
Rectal control system for vaginal Incontinence (Eclipse)-Archived; PG0043 (NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL. 46999-Unlisted procedure, anus = noncovered when
AdS3 insertion, for long term use, NENESEEED) PG0043 Experimental N EBERED) PG0043 i igational related to the treatment of Rectal Control System for Fecal Incontinence (Eclipse). 58999-Unlisted procedure, female
includes pump and all supplies and Investigational Procedures Service Investigational Procedures Service | Services -Vaginal bowel control (eg, Eclipse | genital system (nonobstetrical) = noncovered when related to the treatment of Rectal Control System for Fecal
accessories, any type each system) for fecal incontinence are Not | Incontinence (Eclipse)
Covered.
PG0205 Hyperbaric Oxygen PG0205 Hyperbaric Oxygen .
. ’ PG0205 Hyperbaric Oxygen Therapy
A4575 Topical hyperbaric oxygen NON-COVERED Therapy (HBOT); PG0043 NON-COVERED Therapy (HBOT); PG0043 (HBOT); PG0043 Experimental NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
chamber, disposable Experimental Investigational Experimental Investigational Investigational Procedures Services
Procedures Services Procedures Services 9
Neuromodulation stimulator PG0228 Neuromuscular, PG0228 Neuromuscular, Thzgiizgggg{;‘:;ﬁfg&g‘?’Ife‘r'a&
A4593 system, adjunct to rehabilitation NON-COVERED Functional, & Therapeutic NON-COVERED Functional, & Therapeutic P : o Therapy, | effective 08/01/2024 procedures A4560, A4593, A4594 listed as non-covered
5 3 5 3 PG0043 Experimental Investigational
therapy regime, controlle Electrical Stimulation Therapy Electrical Stimulation Therapy Y
Procedures Services
Neuromodulation stimulator PG0228 Neuromuscular, PG0228 Newromuscular, | P G0228 Newromuscuar, Functional, &
A4594 system, adjunct to rehabilitation NON-COVERED Functional, & Therapeutic NON-COVERED Functional, & Therapeutic P PY: | Effective 08/01/2024 procedures A4560, A4593, A4594 listed as non-covered

therapy regime, mouthpiece, each

Electrical Stimulation Therapy

Electrical Stimulation Therapy

PG0043 Experimental Investigational
Procedures Services




Replacement bulb/lamp for

PRIOR AUTHORIZATION

PG0162 Light Therapies for
Dermatological Conditions

PRIOR AUTHORIZATION

PG0162 Light Therapies for
Dermatological Conditions

D

PG0383 Home Phototherapy for
ic Condition: hived in

with medical policy; PG0162 Light

A4633 ultraviolet light therapy system, | e oot yES HEREAR Phototherapy, REGUIRED - MEDICAL POLICY | Photolharapy. Photochamotherapy,|  Therapies for Dermatological Gonditons | E/ecive 12/01/2024 procedure A4G33 requires a prior authorizaton for all product nes.
each Photochemotherapy, and Laser
and Laser Therapy Phototherapy, Photochemotherapy, and
Therapy
Laser Therapy
Noncontact wound-warming wound
AB000 cover for use with the noncontact NON-COVERED NON-COVERED NON-COVERED NON-COVERED
wound-warming device and
warming card
Gel sheet for dermal or epidermal
AB025 application, (e.g., silicone, hydrogel, NON-COVERED NON-COVERED NON-COVERED NON-COVERED
other), each wound pouch, each
G413 Adhesive bandage, first-aid type, NON-COVERED NON-COVERED NON-COVERED NON-COVERED
any size, each
Interface for cough stimulating BRIORAUIOR Z2T IO
PRIOR AUTHORIZATION REQUIRED - FOLLOW ' ) ' )
A7020 device, includes ail components, | prcoar TSR ERS PO INTERQUAL VEDICARE GOVERAGE | G027 Aitway Clearance Devices|  PG0227 Airway Clearance Devices
replacement only CRITERIA
Supplies and accessories for lung
expansion airway clearance,
A7021 continuous high frequency NON-COVERED PG0227 Airway Clearance NON-COVERED PG0227 Airway Clearance Devices| ~ PG0227 Ainway Clearance Devices
oscillation, and nebuiization device Devices
(e.g., handset, nebulizer kit,
biofiter)
High frequency chest wall PRIOR AUTHORIZATION
oscillation system vest, PRIOR AUTHORIZATION REQUIRED - FOLLOW ' )
AT025 replacement for use with patient REQUIRED - INTERQUAL INTERQUAL MEDICARE COVERAGE cms PG0227 Airway Clearance Devices
owned equipment, each CRITERIA
High frequency chest wall PRIOR AUTHORIZATION
oscillation system hose, PRIOR AUTHORIZATION REQUIRED - FOLLOW. ! )
AT026 replacement for use with patient REQUIRED - INTERQUAL DIERQEEL MEDICARE COVERAGE cms PG0227 Airway Clearance Devices
owned equipment, each CRITERIA
External ambulatory insulin delivery Paramount Medicare Advantage Plans - No prior authorization required Coverage to follow CMS coverage guidelines.
as27a system, disposable, each, includes | PRIOR AUTHORIZATION —_—— PRIOR AUTHORIZATION NOT o PGO177 Continuous Blood Glucose | Libre CGM no longer covered for Medicare product lines. Dexcom is the CGM that is covered for Medicare
all supplies and accessories (used | REQUIRED - INTERQUAL REQUIRED - SEE NOTES Monitoring Systems & Insulin Pumps | members. For those members that have had a Libre previously o 1/2026 can continue the supplies thru 12/31/
for the Omni Pods) 2026
Sensor; invasive (e.g.,
subcutaneous), disposable, for use O ——— Effective 01/01/2023 procedures A9278, A9277, and A9276 will be denied as noncovered.  Paramount Medicare
9276 with nondurable medical equipment . Ginoose Montoring Systome & | PRIOR AUTHORIZATION NOT TS PG0177 Continuous Blood Glucose | Advantage Plans - No prior authorization required Coverage to follow CMS coverage guidelines. Libre CGM no longer

interstitial continuous glucose
monitoring system (CGM), on unit
= 1 month supply

Insulin Pumps

REQUIRED - SEE NOTES

Monitoring Systems & Insulin Pumps

covered for Medicare product lines. Dexcom is the CGM that is covered for Medicare members. For those
members that have had a Libre previously to 1/2026 can continue the supplies thru 12/31/ 2026.




Transmitter; external, for use with
nondurable medical equipment

PG0177 Continuous Blood

PRIOR AUTHORIZATION NOT

PG0177 Continuous Blood Glucose

Effective 01/01/2023 procedures A9278, A9277, and A9276 will be denied as noncovered. Paramount Medicare

) r Advantage Plans - No prior authorization required Coverage to follow CMS coverage guidelines. Libre CGM no longer
Ag2r7 interstitial continuous glucose NON-COVERED G‘ucmelm’:i‘:‘“ngnsf'e'"s & REQUIRED - SEE NOTES cMS Monitoring Systems & Insulin Pumps | covered for Medicare product lines. Dexcom is the CGM that is covered for Medicare members. For those
monitoring system (CGM) P members that have had a Libre previously to 1/2026 can continue the supplies thru 12/31/ 2026.
Receiver (monitor); external, for PGO177 Continuous Blood Effective 01/01/2023 procedures A9278, A9277, and A9276 will be denied as noncovered. ~ Paramount Medicare
A9278 use with nondurable medical NON-COVERED Glucose Monitoring Systems & PRIOR AUTHORIZATION NOT cMs PG0177 Continuous Blood Glucose Advantage Plans - No prior authorization required Coverage to folow CMS coverage guidelines. Libre CGM no longer
equipment interstitial continuous e Pu?" g REQUIRED - SEE NOTES Monitoring Systems & Insulin Pumps | covered for Medicare product lines. Dexcom is the CGM that is covered for Medicare members. For those
glucose monitoring system (CGM) P members that have had a Libre previously to 1/2026 can continue the supplies thru 12/31/ 2026.
Prescription digital behavioral PG0043 Experimental PG0043 Experimental PG(isP%st;e::;?:ﬂzggz ng’:g:;”cs
A9291 therapy, FDA cleared, per course NON-COVERED Investigational Procedures NON-COVERED Investigational Procedures ; |
N N Experimental Investigational Procedures
of treatment Services Services :
Services
Prescription digital visual therapy, PGO043 Experimental PGO043 Experimental ;sgg:srs:psee’m:g?';’ggg:‘ga\)'i‘;?:r"
A9292 software-only, FDA cleared, per NON-COVERED Investigational Procedures NON-COVERED Investigational Procedures N § NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
5 . Therapy; PG0506 Prescription Digital
course of treatment Services Services y
Therapeutics (PDTs) Health Products
Enteral formula, for adults, used to ERORAUTHORIZATION
: y PRIOR AUTHORIZATION PGO0114 Enteral and Parenteral REQUIRED - FOLLOW N - . "
B4102 replace fuids and electrolytes (.9. | peqUIRED - MEDICAL POLICY e, e E GO cMS PGO0114 Enteral and Nutrition | Prior ion required if NOT diagnosed with inborn errors of metabolism.
clear liquids), 500 ml = 1 unit
CRITERIA
Enteral formula, for pediatrics, used PRIOR AUTHORIZATION
N . PRIOR AUTHORIZATION PGO0114 Enteral and Parenteral REQUIRED - FOLLOW . N — P . "
B4103 to replace flulgs and electrolytesv REQUIRED - MEDICAL POLICY Nutrition MEDICARE COVERAGE CMS PGO0114 Enteral and Parenteral Nutrition | Prior authorization required if NOT diagnosed with inborn errors of metabolism.
(e.g. clear liquids), 500 ml = 1 unit
CRITERIA
PRIOR AUTHORIZATION
Additive for enteral formula (e.g. PRIOR AUTHORIZATION PGO0114 Enteral and Parenteral REQUIRED - FOLLOW N - . "
B4104 fiber) REQUIRED - MEDICAL POLICY Nutrition MEDICARE COVERAGE. CMs PGO0114 Enteral and Nutrition | Prior ion required if NOT diagnosed with inborn errors of metabolism.
CRITERIA
In-lin ririd ntainin PRIOR AUTHORIZATION
84105 digost eec; n?ee:)"mfemg " PRIOR AUTHORIZATION PGO114 Enteral and Parenteral REQUIRED - FOLLOW . PGO114 Enteral and Parenteral Nutrition | P110" uthorization required if NOT diagnosed with inborn errors of metabolism. Procedure B4105 coverage with a
igestive P ;i‘ ( " " REQUIRED - MEDICAL POLICY Nutrition MEDICARE COVERAGE uintion” | Giagnosis of Exocrine Pancreatic Insufficiency (EPI), per CMS and ODM-appendix DD, coverage indicated
feeding, eact CRITERIA
Enteral formula, manufactured
e e e Prion urHozATN
y PR N PRIOR AUTHORIZATION REQUIRED - FOLLOW N -~ N "
B4149 fats, carbohydrate.s‘ vitamins and REQUIRED - INTERQUAL INTERQUAL MEDICARE COVERAGE. CMs PGO0114 Enteral and Nutrition | Prior ion required if NOT diagnosed with inborn errors of metabolism.
minerals, may include fiber, CRITERIA
administered through an enteral
feeding tube, 100 calories = 1 unit
Enteral formula, nutritionally
complete with intact nutrients, ORI T ORIZATION
B4150 car‘l:‘;‘f:x:z:([;rsf,(\j‘:‘asr;\ﬁ;sénd ERIOR U ORIZATION INTERQUAL REQHIRE RO oW CMs PGO0114 Enteral and Parenteral Nutrition | Prior authorization required if NOT diagnosed with inborn errors of metabolism.
yaraies, REQUIRED - INTERQUAL MEDICARE COVERAGE d 9 :
minerals, may include fiber, CRITERIA
administered through an enteral
feeding tube, 100 calories = 1 unit
Enteral formula, nutritionally
complete, calorically dense (equal
to or greater than 1.5 kcal/mi) with PRIOR AUTHORIZATION
intact nutrients, includes proteins, PRIOR AUTHORIZATION REQUIRED - FOLLOW " N P e "
B4152 fats, carbohydrates, vitamins and REQUIRED - INTERQUAL INTERQUAL MEDICARE COVERAGE CMS PG0114 Enteral and Nutrition | Prior autl required if NOT diagnosed with inborn errors of metabolism.
minerals, may include fiber, CRITERIA
administered through an enteral
feedina tube. 100 calories = 1 unit
Enteral formula, nutritionally
complete, hydrolyzed proteins
(amino acids and peptide chain), PRIOR AUTHORIZATION
includes fats, carbohydrates, PRIOR AUTHORIZATION REQUIRED - FOLLOW . . - P . .
B4153 vitamins and minerals, may include REQUIRED - INTERQUAL. INTERQUAL MEDICARE COVERAGE CMs PG0114 Enteral and Parenteral Nutrition | Prior authorization required if NOT diagnosed with inborn errors of metabolism.
fiber, administered through an CRITERIA

enteral feeding tube, 100 calories =

1 unit




Enteral formula, nutritionally
complete, for special metabolic

needs, excludes inherited disease PRIOR AUTHORIZATION
B4154 il:':;t;‘;"‘::‘o"l’i‘o”‘i?::'f‘:{:d :;(I]?JFI{RAE%T-HIzTEZQEIUOA'\I‘. INTERQUAL ;;SEJ&ED&;%;%VE cMs PGO114 Enteral and Parenteral Nutrition | Prior authorization required if NOT diagnosed with inborn errors of metabolism.
carbohydrates, vitamins and/or CRITERIA
minerals, may include fiber,
throuch an enteral
Enteral formula, nutritionally
incomplete/modular nutrients,
includes specific nutrients, PRIOR AUTHORIZATION
B4155 po?ya:;r;);fj;;e:iﬁ/ga‘rg:fz? ds FEERA?JTRA;JDT-HIﬁ?‘EZFl{gl?/:I{ INTERQUAL NTEEI:()JIg/IFREED(‘:g\?éFIEEgE CMS PGO0114 Enteral and Parenteral Nutrition | Prior authorization required if NOT diagnosed with inborn errors of metabolism.
(e.g. glutamine, arginine), fat (e.g. CRITERIA
medium chain triglycerides) or
rouch
Enteral formula, nutritionally
complete, for special metabolic
needs for inherited disease of PRIOR AUTHORIZATION
B4157 me‘:ﬁ‘;&‘rr;f‘e“;'is‘t;:":‘";éats' QSA%TR’;%T_'*&FT{L_ZQ&{?}{T_ INTERQUAL ﬁ:ﬁg}:‘fg&&%&ﬁ& cMs PGO114 Enteral and Nutrtion | Prior authorization required if NOT diagnosed with inborn errors of metabolism.
minerals, may include fiber, CRITERIA
administered through an enteral
feadina tube 100 calories = 1 unit
Enteral formula, for pediatrics,
nutritionally complete with intact
nutrients, includes proteins, fats, PRIOR AUTHORIZATION
B4158 m:::;‘:‘ﬁ:‘;z:;:':gz ::i Jor FEERA?JTRA;JDT-HIﬁ?‘EZFl{gl?/:I{ INTERQUAL NTEEI:()JIg/IFREED(‘:g\?éFIEEgE CMS PGO0114 Enteral and Parenteral Nutrition | Prior authorization required if NOT diagnosed with inborn errors of metabolism.
iron, administered through an CRITERIA
enteral feeding tube, 100 calories =
1 unit
Enteral formula, for pediatrics,
nutritionally complete soy based
with intact nutrients, includes PRIOR AUTHORIZATION
B4159 Vna‘:;f’;z";i;f:\f;\:f;;m:;ﬁ:ﬁ; " QEA%F.‘RAE%TT'@?‘EZQQ{?,{{ INTERQUAL ’f;[ﬁgﬁfgég\%;ﬁ& cMs PGO114 Enteral and Nutrition | Prior authorization required if NOT diagnosed with inborn errors of metabolism.
fiber and/or iron, administered CRITERIA
through an enteral feeding tube,
100 calories = 1 unit
Enteral formula, for pediatrics,
nutritionally complete calorically
dense (equal to or greater than 0.7 PRIOR AUTHORIZATION
B4160 “a‘xm d‘z:hp‘r’;:c:‘s"”g:ms :gé%'?égé?‘ﬁ?gggfx INTERQUAL &;ggﬁf&;g%;g& cMs PGO114 Enteral and Parenteral Nutrition | Prior authorization required if NOT diagnosed with inborn errors of metabolism.
carbohydrates, vitamins and CRITERIA
minerals, may include fiber,
throuch an enteral
Enteral formula, for pediatrics,
Predanro s e Prion uHomzATN
B4161 carbohydrates, vitamins and :;;%Té;%t”‘ﬁ?gggfﬂ INTERQUAL ’fgggkaDég\?EL;ﬁgE CMs PGO114 Enteral and Nutrition | Prior ization required if NOT diagnosed with inborn errors of metabolism.
minerals, may include fiber,
CRITERIA
administered through an enteral
feeding tube, 100 calories = 1 unit
Enteral formula, for pediatrics,
special metabolic needs for
inherited disease of metabolism, PRIOR AUTHORIZATION
B4162 car‘gg‘r:)y%er;l;:‘msrﬁﬁ:én " :Eé%?;;f_”ﬁ?gg{?ﬂ INTERQUAL ;:ggﬁfg&g%;g& cMs PGO114 Enteral and Parenteral Nutrition | Prior authorization required if NOT diagnosed with inborn errors of metabolism.
minerals, may include fiber, CRITERIA
administered through an enteral
feedin tube._100 calories = 1 unit
" " PG0043 Experimental PG0043 Experimental N —
c1052 He'"°f$'§;?ﬁr:r’ng:;g"®';’s""a" NON-COVERED Investigagzr:il;;ocedures NON-COVERED i S'ewices PG°°43Proce ines Servioss M |NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
) ) Intravascular lithotripsy (VL) is a procedure used to open narrow or blocked coronary or peripheral arteries due to
Catheter, transluminal intravascular [FERE B e [FEREE) B e PGO043 Exper igational i prior to stent i The procedure is administered with a device (e.g. Shockwave Intravascular
C1761 It NON-COVERED Investigational Procedures NON-COVERED . ; : . " .
jthotripsy, coronary S S Procedures Services Lithotripsy System) that consists of a catheter which delivers localized pressure waves to the lesion. These pressure
waves are intended to break up the calcification that is restricting blood flow.
PG0043 Experimental PGO043 Experimental Pﬁa%%ﬁ;"gzmi’:i‘g‘gjfa‘::ﬁ'e
C1782 Morcellator NON-COVERED Investigational Procedures NON-COVERED Investigational Procedures Fibroid Surgical Treatments-Archived | NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
‘Services ‘Services ibroid Surgical Treatments-Archive
080124
PG0043 Experimental PG0043 Experimental PG0043 N igational
C1839 Iris prosthesis NON-COVERED Investigational Procedures NON-COVERED igati NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

Services

Services

Procedures Services




Implantation of medial knee
extraarticular implantable shock
absorber spanning the knee joint

from distal femur to proximal tibia,

C8003 NON-COVERED NON-COVERED NON-COVERED NON-COVERED
open, includes measurements,
positioning and adjustments, with
imaging guidance (e.g.,
Cystourethroscopy, with insertion . .
B . PRIOR AUTHORIZATION PG0534 Treatments for Benign PRIOR AUTHORIZATION PG0534 Treatments for Benign PG0534 Treatments for Benign Prostatic
C9739 of trans-prostatic implant; one to REQUIRED - MEDICAL POLICY Prostatic Hypertrophy (BPH) REQUIRED - MEDICAL POLICY Prostatic Hypertrophy (BPH) Hypertrophy (BPH) EFFECTIVE 04/01/2025 PRIOR AUTHORIZATION REQUIRED - MEDICAL POLICY
three implants (Urolift System)
Cystourethroscopy, with insertion p P
o . PRIOR AUTHORIZATION PG0534 Treatments for Benign PRIOR AUTHORIZATION PG0534 Treatments for Benign PG0534 Treatments for Benign Prostatic
C9740 of trans.—prostatlc implant; four or REQUIRED - MEDICAL POLICY Prostatic Hypertrophy (BPH) REQUIRED - MEDICAL POLICY Prostatic Hypertrophy (BPH) Hypertrophy (BPH) EFFECTIVE 04/01/2025 PRIOR AUTHORIZATION REQUIRED - MEDICAL POLICY
more implants (Urolift System)
Transcatheter intraoperative blood
imvreafj:‘"r"“a"c’v"a";g’j'a"r"\(ﬂzll(;%/‘m PGO043 Experimental PGO043 Experimental G003
C9759 \ NON-COVERED Investigational Procedures NON-COVERED igati . e NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
perivascular) therapy, any vessel, i ool Procedures Services
including radiological supervision
and interpretation, when performed
Revascularization, endovascular,
open or percutaneous, lower
extremity artery(ies), except N N Intravascular lithotripsy (IVL) is a procedure used to open narrow or blocked coronary or peripheral arteries due to
cores tibialiperoneal; with intravascular ., Invpet?ol;ﬁa E*f;:'ng‘ar' e PG0043 Experimental PGO043 ral prior to stent The s administered with a device (e.g. Shockwave Intravascular
lithotripsy, includes angioplasty i ce gaS(;r\?icesoc LS a s Procedures Services Lithotripsy System) that consists of a catheter which delivers localized pressure waves to the lesion. These pressure
within the same vessel(s), when waves are intended to break up the calcification that is restricting blood flow.
performed (Shockwave Medical
ithotrinsy M1V1 1
Revascularization, endovascular,
open or percutaneous, lower
extremity artery(ies), except . X Intravascular lithotripsy (IVL) is a procedure used to open narrow or blocked coronary or peripheral arteries due to
tibial/peroneal; with intravascular PG(.)M? Experimental PG(.)OA? Experimental PG0043 al if prior to stent it The dure is ini with a device (e.g. Shockwave Intravascular
C9765 " : NON-COVERED Investigational Procedures NON-COVERED . y . y . .
lithotripsy, and transluminal stent Servi Servi Procedures Services Lithotripsy System) that consists of a catheter which delivers localized pressure waves to the lesion. These pressure
placement(s), includes angioplasty ervices ervices waves are intended to break up the calcification that is restricting blood flow.
within the same vessel(s), when
nerformed Medical
Revascularization, endovascular,
open or percutaneous, lower
extremity artery(ies), except N N Intravascular lithotripsy (IVL) is a procedure used to open narrow or blocked coronary or peripheral arteries due to
cores tibialiperoneal; with intravascular ., Invpet?ol;ﬁa E*f;:'ng‘ar' e PG0043 Experimental PGO043 ral prior to stent The s administered with a device (e.g. Shockwave Intravascular
lithotripsy and atherectomy, a s gasz:icesoc ures a S Procedures Services Lithotripsy System) that consists of a catheter which delivers localized pressure waves to the lesion. These pressure
includes angioplasty within the waves are intended to break up the calcification that is restricting blood flow.
same vessel(s), when performed
(Shockwave Medical
Revascularization, endovascular,
open or percutaneous, lower
extremity artery(ies), except ) ) Intravascular lithotripsy (IVL) is a procedure used to open narrow or blocked coronary or peripheral arteries due to
tibialiperoneal; with intravascular REM D E e e 2] e E e e 2] PG0043 jonal prior to stent i The procedure is with a device (e.g. Shockwave Intravascular
C9767 . NON-COVERED Investigational Procedures NON-COVERED . ; . y .
lithotripsy and transluminal stent G Govines Procedures Services Lithotripsy System) that consists of a catheter which delivers localized pressure waves to the lesion. These pressure
placement(s), and atherectomy, waves are intended to break up the calcification that is restricting blood flow.
includes angioplasty within the
same vessel(s)_when
Revascularization, endovascular,
open or percutaneous,
. tlbla\/peronez?l arlgry(le§), with PG0043 Experimental PG0043 Experimental Intravascular lithotripsy (IVL) is a procedure used to open narrcw or blocked coronary or peripheral arteries due to
corr2 intravascular lithotripsy, includes NSRS i i e el N EBERED) v PG0043 al prior to stent The is with a device (e.g. Shockwave Intravascular
angioplasty within the same 9 S S Procedures Services Lithotripsy System) that consists of a catheter which delivers localized pressure waves to the lesion. These pressure
vessel(s), when performed waves are intended to break up the calcification that is restricting blood flow.
(Shockwave Medical Intravascular
Lithotrinsv [IVL] Svstem)
Revascularization, endovascular,
open or percutaneous,
tibiallperoneal artery(ies); with PG0043| Experimenta| PG0043 Experimenta] ! Intravascular lithotrpsy (IVL)is a procedure used to open narrow o blocked coronary or peripheral arteries due to
intravascular lithotripsy, and v Y PG0043 onal prior to stent i The is with a device (e.g. Shockwave Intravascular
C9773 NON-COVERED Investigational Procedures NON-COVERED .
transluminal stent placement(s), Gt S Procedures Services Lithotripsy System) that consists of a catheter which delivers localized pressure waves to the lesion. These pressure
includes angioplasty within the waves are intended to break up the calcification that is restricting blood flow.
same vessel(s), when performed
Revascularization, endovascular,
open or percutaneous,
tibial/peroneal artery(ies); with X X Intravascular lithotripsy (IVL) is a procedure used to open narrow or blocked coronary or peripheral arteries due to
intravascular lithotripsy and (REBS) EreiiE e (RERS) EreiiE e PG0043 i prior to stent i The is admini with a device (e.g. Shockwave Intravascular
C9774 . NON-COVERED Investigational Procedures NON-COVERED Procedut . y : . " .
atherectomy, includes angioplasty . ! Procedures Services Lithotripsy System) that consists of a catheter which delivers localized pressure waves to the lesion. These pressure
e Services Services h oot . ot
within the same vessel(s), when waves are intended to break up the calcification that is restricting blood flow.
performed (Shockwave Medical
Lithotrinsv [VL1
Revascularization, endovascular,
open or percutaneous,
il ntes o [Fr sy ()5 s o o o b vy ) sl
C9775 NON-COVERED Investigational Procedures NON-COVERED igati

transluminal stent placement(s),
and atherectomy, includes
angioplasty within the same
vessel(s) when

Services

Services

Procedures Services

Lithotripsy System) that consists of a catheter which delivers localized pressure waves to the lesion. These pressure
Wwaves are intended to break up the calcification that is restricting blood flow.




Esophageal mucosal integrity
testing by electrical impedance,

PG0043 Experimental

PG0043 Experimental

PG0043

Cco777 transoral (list separately in addition NON-COVERED Investigational Procedures NON-COVERED Procedures Services onal NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
to code for primary procedure) Services Services
(e.g., MiVU™)
Arthroscopy, shoulder, surgical;
with implantation of subacromial
spacer (.g., balloon), includes PG0043 Experimental PG0043 Experimental G004 al
co781 debridement (e.g., limited or NON-COVERED NON-COVERED igati

extensive), subacromial
decompression, acromioplasty, and
biceps tenodesis when performed

Investigational Procedures
ervices

Services

Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

CLINICAL TRIALS

Clinical Trials prior authorization
and notification

See NOTES

PG0446 Clinical Trials

SEE NOTES

PG0446 Clinical Trials

PG0446 Clinical Trials

Paramount does not require prior authorization for participation in a Medicare-qualified clinical trial. - MEDICAL
POLICY. See details related to Clinical Trials Prior Authorization and Notification, Out-Patient services, procedures at
Medical Policy PG0446. Effective 7/1/2022 no prior authorization/notification required

Court Ordered/Legally

Court Ordered/Legally Mandated

PRIOR AUTHORIZATION

PG0532 Court-Ordered Services

PRIOR AUTHORIZATION

PG0532 Court-Ordered Services

PG0532 Court-Ordered Services Legally

Mandated Tx Treatment REQUIRED - MEDICAL POLICY Legally Mandated Treatment REQUIRED - MEDICAL POLICY Legally Mandated Treatment landated Treatment
. PRIOR AUTHORIZATION PG0104 Cosmetic&Reconstructive PRIOR AUTHORIZATION PG0104 Cosmetic&Reconstructive " Cosmetic Services performed solely to improve one's appearance and/or self-esteem are considered not medically
COSMETIC SURGERY | Potentially cosmetic surgery | peqUIRED - MEDICAL POLICY Surgery REQUIRED - MEDICAL POLICY Surgery PG0104 CosmeticdReconstructive Surgery | 1o occary and therefore not covered
PRIOR AUTHORIZATION
. PRIOR AUTHORIZATION REQUIRED - FOLLOW . . "
E0194 Air-fluidized bed REQUIRED - INTERQUAL. INTERQUAL MEDICARE COVERAGE CMs PG0352 Air Fluidized Bed-archived 120124
CRITERIA
"Active or passive cooling devices (with o without pneumatic compression, continuous o intermittent), as well as
devices that combine compression, vibration, or heat therapy in the same device, are considered
e FE experimental/investigational and not medically necessary for all uses, including but not limited to recovery after
E0217 Water C\rcu\aptrrgpheat pad with NON-COVERED Experimental/lnvestigational NON-COVERED " PG0043PExpeLImental/lnYestlgath"al ::Lhopedlc surgery or trauma. ::de ::‘Im,xler:jg‘c!ﬁ?"aeli::gy“:s:aarﬁyu‘::\;lC:zl(::‘I;‘r;,\gﬁz?:et Esnﬂe:lgmatlc compression)
BlocedtiseSa e Biocsdlss Sapices Active cold therapy devices ((e.g., including but not limited to, Pclar Care Therapy Pads™, AutoChill™,
IceManW NanoTherm Prothermo, and Vascutherm™, etc.); Ol
ld and heat theraov devices (e.a.. Aaua Relief Sv<tsm W aeaener cTreatment. NanoTherm theraov
Achve or passnve cooling devices (with or without pneumatic compression, continuous or intermittent), as well as
devices that combine compression, vibration, or heat therapy in the same device, are considered
PG0043 PG0043 experimental/investigational and not medically necessary for all uses, including but not limited to recovery after
E0218 Water circulating cold pad with NON-COVERED Experimental/investigational NON-COVERED " PG0043 Expe:mental/lnyesuga&nonal orthopedic surgery or trauma. The following heat and cold therapy devices (with or without pneumatic compression)
pump [ e i s o [ T L are ir and not medically necessary for all uses, not an all-inclusive listing:
- Active cold therapy devices ((e.g., including but not limited to, Polar Care Therapy Pads ™, AutoChill ™,
IceMan ™ NanoTherm Prothermo, and Vascutherm™, etc.); OR
cold and heat theranv devices (e.q. Aaua Relief Svstem_Waeaener cTreatment_NanoTherm therany
Achve or passive cooling devices (with or without pneumatic compression, continuous or intermittent), as well as
devices that combine compression, vibration, or heat therapy in the same device, are considered
experimental/investigational and not medically necessary for 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)
PG0043 PG0043 are considered investigational and not medically necessary for all uses, not an all-inclusive listing:
- - S . ; - i~ -
E0236 Pump for water circulating pad NON-COVERED Experimental/lnvestigational NON-COVERED " PG0043 Expe:menlal/ln\_/esllgallonal AC‘We,ﬁO‘d therapy devices ((e.g., including but no(“LImlted ,to‘ Polar Care Therapy Pads™, AutoChill™,
[ e i s o [ P i IceMan™ NanoTherm, Prothermo, and Vascutherm™, etc.); OR
- Combination cold and heat therapy devices (e.g., Aqua Relief System, Waegener cTreatment, NanoTherm therapy
system, ProThermo PT-9 therapy system, Thermacure Contrast Compression Therapy, Kinex ThermoComp device,
VascuTherm 4, VascuTherm 5, Recovery+ Thermal Compression System, Thermo PlusSystem); OR
- C ination cold therapy and ion devices; OR
- Pacsive anld theran davices (e a_a device in which ine water is nitt in a reservnir and then nirciilated thronah a
Hospital bed, total electric (head,
E0265 foot and height adjustments), NON-COVERED PG0245 Hospital Beds and NON-COVERED PG0245 Hospital Beds and PG0245 Hospital Beds and Accessories
wi/any type side Accessories Accessories
rails, with mattress
Hospital bed, total electric (head,
o266 foot and height adjustments), T EENEEED PG0245 Hospital Beds and NERNEEVERED) PG0245 Hospital Beds and

wiany type side
rails, without mattress

Accessories

Accessories

PG0245 Hospital Beds and Accessories




Hospital bed, institutional type

PG0245 Hospital Beds and

PG0245 Hospital Beds and

E0270 includes: oscillating, circulating and NON-COVERED NON-COVERED o PG0245 Hospital Beds and Accessories
" Accessories Accessories
Stryker frame, with mattress
E0273 Bed board NON-COVERED RS2 iosphial Bl el NON-COVERED cMs PG0245 Hospital Beds and Accessories
Accessories
E0274 Over-bed table NON-COVERED PGOZ“Z‘:;"S‘S:‘::"S 2 NON-COVERED cMS PG0245 Hospital Beds and Accessories
PRIOR AUTHORIZATION
Powered pressure-reducing air PRIOR AUTHORIZATION REQUIRED - FOLLOW. ’
E0277 o PR [ EaliA, INTERQUAL T GV cMs PG0245 Hospital Beds and Accessories
CRITERIA
Hospital bed, total electric (head,
E0296 foot and height adjustments). NON-COVERED Reuziayicspiiabed=lad NON-COVERED cMs PG0245 Hospital Beds and Accessories
without side rails, Accessories
with mattress
Hospital bed, total electric (head,
foot and height adjustments), PG0245 Hospital Beds and ’
E0297 ithou side rais. NON-COVERED s NON-COVERED cMs PG0245 Hospital Beds and Accessories
without matress
Pediatric crib, hospital grade, fully BRORAUTHORIZATION
:  grace, PRIOR AUTHORIZATION REQUIRED - FOLLOW. ; )
E0300 enclosed, with or without top REQUIRED - INTERQUAL. INTERQUAL MEDICARE COVERAGE CMS PG0245 Hospital Beds and Accessories
enclosure
CRITERIA
Bed accessory: board, table or PG0245 Hospital Beds and ’
E0315 support device, any type NON-COVERED s NON-COVERED cMs PG0245 Hospital Beds and Accessories
ol etan n Prio suomzAToN
. PRIOR AUTHORIZATION REQUIRED - FOLLOW ; )
E0328 headboard, footboard, and side TR N e INTERQUAL VA GOV cMs PG0245 Hospital Beds and Accessories
rails up to 24 inches above the
; CRITERIA
spring, includes mattress
Hospital bed, pediatric, electric or
semi-electric, 360 degree side PRIOR AUTHORIZATION
enclosures, top of headboard, PRIOR AUTHORIZATION REQUIRED - FOLLOW. ; )
E0329 footboard, and side rails upt0 24 |  REQUIRED - INTERQUAL IIEREWAL MEDICARE COVERAGE ChS PG0245 Hospital Beds and Accessories
inches above the spring, includes CRITERIA
mattress
Topical oxygen delivery system, not ) )
0446 atherwise specified, noudes al - PG0205 Hyperbaric Oxygen I EEEED PG0205 Hyperbaric Oxygen PG0205 Hyperbaric %xygen Therapy

supplies and accessories

Therapy (HBOT)

Therapy (HBOT)




Lung expansion airway clearance,

E0469 continuous high frequency NON-COVERED PGo227 ’;mi’;gsa’ance NON-COVERED PG0227 Airway Clearance Devices| ~ PG0227 Airway Clearance Devices
oscillation, and nebulization device
Respiratory assist device, bi-level
pressure capability, without back- PRIOR AUTHORIZATION
0470 nomnuv"as'.av': .':t"e';:e”seed "::;“sal or|  PRIOR AUTHORIZATION AL REQUIRED - FOLLOW o PG0247 Testing and Management of | Effective 02/01/2025 the Sleep Study Validation Form will not be needed, and the Prior Authorization will
el - 89., Nas: REQUIRED - INTERQUAL MEDICARE COVERAGE Obstructive Sleep Apnea follow InterQual coverage criteria.
facial mask (intermittent assist e
device with continuous positive
airway pressure device)
Respiratory assist device, bi-level
ressure capability, with back-uj
rote fosture, uaed wih nomivashe FRIORATEDRIZATION
041 oo, oo masol or focial roask | PRIOR AUTHORIZATION — REQUIRED - FOLLOW oS PG0247 Testing and Management of | Effective 02/01/2025 the Sleep Study Validation Form will not be needed, and the Prior Authorization will
: €9, . . p REQUIRED - MEDICAL POLICY MEDICARE COVERAGE Obstructive Sleep Apnea follow InterQual coverage criteria.
(intermittent assist device with e
continuous posi(\ve airway pressure|
device)
Respiratory assist device, bi-level
pressure capability, with backup
0472 i:;:’e‘“’e’ ‘:f:c‘:‘;‘g’s':‘;:’az‘; PRIOR AUTHORIZATION NOT | PG0247 Testing and Management | PRIOR AUTHORIZATION NOT | PG0247 Testing and Management |~ PG0247 Testing and Management of | Effective 02/01/2025 the Sleep Study Validation Form will not be needed, and the Prior Authorization will
Umermlh:ﬁ{ assist deviceywith REQUIRED - SEE NOTES of Obstructive Sleep Apnea REQUIRED - SEE NOTES of Obstructive Sleep Apnea Obstructive Sleep Apnea follow InterQual coverage criteria. And Effective 01/01/202P5 no prior authroization required for E0472
continuous positive airway pressure|
device)
PRIOR AUTHORIZATION
Percussor, electric or pneumatic, PRIOR AUTHORIZATION REQUIRED - FOLLOW. ' )
E0480 hoe el PR [ EaliA, INTERQUAL T GV cMs PG0227 Airway Clearance Devices
CRITERIA
Intrapulmonary percussive : ) ’
E0481 ventiation system and related NON-COVERED PG0227 Airway Clearance NON-COVERED cMs PG0227 Airway Clearance Devices |/ intrapulmonary percussive ventiiator (IPV) (E0481) has not been tobe and necessar
Phedindihel Devices in the home setting. It will be denied as not medically necessary.
Cough stimulating device, PRIOR AUTHORIZATION
g PRIOR AUTHORIZATION REQUIRED - FOLLOW. . )
E0482 alternating positive and negative e el INTERQUAL T G cMs PG0227 Airway Clearance Devices
airway pressure CRITERIA
High frequency chest wall PRIOR AUTHORIZATION
oscillation air-pulse generator PRIOR AUTHORIZATION REQUIRED - FOLLOW ’ ]
0483 system, (includes hoses and vest), | REQUIRED - INTERQUAL INTERQUAL MEDICARE COVERAGE cms PG0227 Airway Clearance Devices
each CRITERIA
Oscillatory positive expiratory
| 3 PRIOR AUTHORIZATION PRIOR AUTHORIZATION ’ ’ ;
E0484 pressure de:;u;:, ;g(r:\;‘electnc, any (T INTERQUAL REQUIRED - MEDICAL POLICY. |PG0227 Aifway Clearance Devices|  PG0227 Airway Clearance Devices
Oral device/appliance used to ERERATERZSTEN
reduce upper airway collapsibilty, ¢ ] .
E0485 adjustable or nonadjustable, NON-COVERED NON-COVERED ;;Sg/':fgcg%;‘;& cMs PGO131 C“ﬂ;’:igﬁ“égﬁ‘;”“ for OSA
prefabricated, includes fitting and et
adjustment
Oral device/appliance used to R AT BRI
reduce upper airway collapsibility, )
° PRIOR AUTHORIZATION REQUIRED - FOLLOW PGO131 Custom Oral Appliance for OSA-
E0486 adjustable or nonadjustable, REQUIRED - INTERQUAL IIERCEAL MEDICARE COVERAGE CMS Archived 120124,
custom fabricated, includes fitting e

and adjustment




Power source and control
electronics unit for oral
device/appliance for neuromuscular

PG0043
Experimental/Investigational

PG0043
Experimental/lnvestigational

PG0247 Testing and Management of
Obstructive Sleep Apnea; PG0043

En4g0 electrical stimulation of the tongue RORCONERED Procedures/Services; PG0247 ROISCONERED Procedures/Services; PG0247 | Experimental Investigational Procedures | \ONCOVERED - EXPERIMENTAL, INVESTIGATIONAL
muscle, controlled by hardware Testing and Management of OSA Testing and Management of OSA Services
remote
Oral device/appliance for
neuromuscular electrical PG0043 PG0043 PGO247 Testing & Management of
stimulation of the tongue muscle, Experimental/Investigational i Sleep Apnea; PG0043
E0491 used in conjunction with the power NON-COVERED 5 5 .g NON-COVERED g N P Apnea; F NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
y - Procedures/Services; PG0247 Procedures/Services; PG0247 Experimental/Investigational
source and cantrol electronics unlt, Testing and Management of OSA Testing and Management of OSA Procedures/Services
controlled by hardware remote, 90- 9 29 9 9
day supply
Power source and control
lects it f ]
devlce;zi)\::::: for neuromuscular FETE (EBEE) PGO043 Experimentalinvestigational
E0492 NON-COVERED Experimental/Investigational NON-COVERED { . NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
electrical stimulation of the tongue by Pr d i
Procedures/Services Procedures/Services
muscle, controlled by phone
application
Oral device/appliance for
neuromuscular electrical
stimulation of the tongue muscle, PG0043 PG0043 PG0043 Experimental/lnvestigational
E0493 used in conjunction with the power NON-COVERED Experimental/Investigational NON-COVERED Experimental/Investigational P vestig NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
y - 3 - Procedures/Services
source and control electronics unit, Procedures/Services Procedures/Services
controlled by phone application, 90-
day supply
E0530 S'i‘e’ci:;o"r‘:: f’:r’l:g::o‘:i:ﬁ':;’ NON-COVERED E"”e'i"‘e;g?'gsss'igaﬁma' NON-COVERED raimes ot Emerimenéaevégie;iﬁ?a;nd NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
includes all components and . Procedures/Services; PG0247 a Procedures/Services; PG0247 Mana“:m’enl of OSA 9 i - "
accessories, any type Testing and Management of OSA Testing and Management of OSA o
PRIOR AUTHORIZATION
E0601 Continuous airway pressure PRIOR AUTHORIZATION INTERQUAL REQUIRED - FOLLOW CcMS PG0247 Testing and Management of Effective 02/01/2025 the Sleep Study Validation Form will not be needed, and the Prior Authorization will
(CPAP) device REQUIRED - INTERQUAL MEDICARE COVERAGE Obstructive Sleep Apnea follow InterQual coverage criteria.
CRITERIA
PG0137 Preventive Care Services, PG0201
Breast pump, hospital grade, PRIOR AUTHORIZATION " . PRIOR AUTHORIZATION " N y N
E0604 electric (AC andlor DC), any type | REQUIRED - MEDICAL POLICY PGO137 Preventive Care Services | e ireD - MEDIGAL POLICY | P0137 Preventive Care Services | - Breast Pump Equipment/Supplies and 0604 - Prior authorization required if utiized for more that 6 months
Counseling,archived 120124.
PRIOR AUTHORIZATION PG0155 Glucose Testing Supplies:| P:é%%;%g‘?;éﬁg&’q PG0155 Glucose Testing Supplies-archived-| Effective 01/01/2023, Paramount Medicare ge Plans - No prior required for Blood Glucose
E0607 Home blood glucose monitor archived-converted to RM032 CMS converted to RM032 Glucose Testing Monitors and Testing Supplies when utilization of a preferred product , medical policy. PG0155 Glucose Testing
REQUIRED - MEDICAL POLICY " N MEDICARE COVERAGE N N N "
Glucose Testing Supplies. 100124 A Supplies. 100124 Supplies-archived-converted to RM032 Glucose Testing Supplies. 100124
Pneumatic compressor, segmental SRIORAUTHORZATION
N PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0215 Pneumatic Compression Devices
E0652 home r"‘ag"eiw':gs‘f"’;’a'e" REQUIRED - INTERQUAL INTERQUAL MEDICARE COVERAGE cms and Supplies-Archived
gradient pressur CRITERIA
Segmental pneumatic appliance for ZRIORISUTLORIZATION
REQUIRED - FOLLOW PG0215 Pneumatic Compression Devices : :
E0656 use with pneumatic compressor, NON-COVERED NON-COVERED MEDICARE COVERAGE CMs and Supplies-Archived Commercial not standard of care and not eligible for reimbursement
trunk
CRITERIA
Segmental pneumatic appliance for BRIOESUNIORIZATION
REQUIRED - FOLLOW PG0215 Pneumatic Compression Devices : :
E0657 use with pneumatic compressor, NON-COVERED NON-COVERED MEDICARE COVERAGE CMS and Supplies-Archived Commercial not standard of care and not eligible for reimbursement
chest
CRITERIA
Segmental pneumatic appliance for PG0043 Experimental PG0043 Experimental pr;igg‘:;2‘5:2::?‘?23;?;'?:23:;6
E0658 use with pneumatic compressor, NON-COVERED Investigational Procedures NON-COVERED Investigational Procedures g NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

integrated, 2 full arms and chest

Services

Services

Compression Devices and Supplies-
Archived




Segmental pneumatic appliance for

PG0043 Experimental

PG0043 Experimental

PG0215 Pneumatic Compression Devices

E0659 use with pneumatic compressor, NON-COVERED Investigational Procedures NON-COVERED Investigational Procedures ) . NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
N N N and Supplies-Archived
integrated, head, neck and chest Services Services
PG0043 Experimental PG0043 Experimental ) -
E0677 Non-pneumatic sequential NON-COVERED Investigational Procedures NON-COVERED igati PGO043 v @ |NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
compression garment, trunk ! ! Procedures Services
ervices Services
Non-pneumatic sequential PG0043 Experimental PG0043 Experimental PG0043 Experi qational
E0678 P d NON-COVERED Investigational Procedures NON-COVERED igati v NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
compression garment, full leg N N Procedures Services
Services Services
PG0043 Experimental PG0043 Experimental ) -
E0679 E0679 Non-pneumatic sequential NON-COVERED Investigational Procedures NON-COVERED igati PGO043 v @ |NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
compression garment, half leg ! ! Procedures Services
Services Services
Non-pneumatic compression PG0043 Experimental PG0043 Experimental PG0043 N .
E0680 controller with sequential calibrated NON-COVERED Investigational Procedures NON-COVERED igati Y b
5 3 Procedures Services
gradient pressure Services Services
Non-pneumatic compression PG0043 Experimental PG0043 Experimental PG0043 Experi -
E0681 controller without calibrated NON-COVERED Investigational Procedures NON-COVERED igati [3 . =
. . rocedures Services
gradient pressure Services Services
PG0043 Experimental PG0043 Experimental N .
Non-pneumatic sequential 0049 0049 PG0043 ral
E0682 compression garment, full arm NON-COVERED Investigational Procedures NON-COVERED | Proedures Somices NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
Services Services
PGO162 Light Therapies for PGO162 Light Therapies for PGO383 Home Phototherapy for
b A 5 . Condition: hived-
Ultraviolet light therapy system Dermatological Conditions Dermatological Conditions it maedioal poloy POO163. Liht
E0691 panel, includes bulbs/lamps, timer PRIOR AUTHORIZATION Phototherapy, PRIOR AUTHORIZATION Phototherapy, Photochemotherapy, Therapies for D;malyo\ cal Condg'l ons
and eye protection; treatment area | REQUIRED - MEDICAL POLICY | Photochemotherapy, and Laser | REQUIRED - MEDICAL POLICY | and Laser Therapy. PG0348 Acne P ogi !
° Phototherapy, Photochemotherapy, and
2sqft orless Therapy. PG0348 Acne Surgery, Surgery, Dermabrasion and
. . Laser Therapy PG0348 Acne Surgery,
Dermabrasion and Chemical Peels Chenmical Peels ;
Dermabrasion and Chemical Peels
PG0162 Light Therapies for PGO162 Light Therapies for pGO;“J':x :"O‘O‘Eerffy for
Ultraviolet light therapy system Dermatological Conditions Dermatological Conditions with medion! po\(i)cy PGO162 Light
e PRIOR AUTHORIZATION Phototherapy, PRIOR AUTHORIZATION  [Phototherapy, Photochemotherapy, ’
E0692 panel includes bubs/lamps, tmer | peoyieen VEDIGAL POLICY | Photochemotherapy. and Laser | REQUIRED - MEDICAL POLICY. | and Laser Therapy. PGO348 Acne| Therapies for Dermatological Conditions | NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
and eye protection; four foot panel N Phototherapy, Photochemotherapy, and
Therapy. PG0348 Acne Surgery, Surgery, Dermabrasion and Laser Thamms, PG04S Acho atoar
Dermabrasion and Chemical Peels Chemical Peels py- 9ery,
Dermabrasion and Chemical Peels
PGO162 Light Therapies for PG0162 Light Therapies for Peo;escigmioznmmr:erfgy for
Ultraviolet light therapy system Dermatological Conditions Dermatological Conditions with medical policy PG0162 Light
° PRIOR AUTHORIZATION Phototherapy, PRIOR AUTHORIZATION  |Phototherapy, Photochemotherapy, ’ )
E0693 panel, includes bulbs/lamps, tmer | pe e en VEDIGAL POLICY | Photochemotherapy. and Laser | REQUIRED - MEDICAL POLICY | and Laser Therapy. PG0348 Acne| Therapies for Dermatological Conditions | NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
and eye protection; six foot panel : Phototherapy, Photochematherapy, and
Therapy. PG0348 Acne Surgery, Surgery, Dermabrasion and Losor Thamr) PG48 Acno atour
Dermabrasion and Chemical Peels Chenmical Peels Py gen,
Dermabrasion and Chemical Peels
PGO383 Home Phototherapy for
Ultraviolet multidirectional light Pg;‘f;gﬂg:‘c'a}'g‘;a;“?;":’ PGO162 Light Therapies for | D: ic Conditions-archived-combil
therapy system in six foot cabinet, | PRIOR AUTHORIZATION PRIOR AUTHORIZATION Dermatological Conditions with medical policy PG0162 Light
0694 includes bulbs/lamps, timer, and | REQUIRED - MEDICAL POLICY Phototherapy, REQUIRED - MEDICAL POLICY |Phototherapy, Photochemotherapy,|  Therapies for Dermatological Conditions | NONN-COVERED - EXPERIMENTAL, INVESTIGATIONAL
. Photochemotherapy, and Laser
eye protection and Laser Therapy Phototherapy, Photochemotherapy, and
Therapy
Laser Therapy
Intravaginal device intended to PG0043 Experimental PG0043 Experimental PG00A3 '
E0715 strengthen pelvic floor muscles NON-COVERED Investigational Procedures NON-COVERED igati M3 |NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

during kegel exercises

Services

Services:

Procedures Services




Supplies and accessories for
intravaginal device intended to

PG0043 Experimental

PG0043 Experimental

PG0043 i igational

E0716 . NON-COVERED Investigational Procedures NON-COVERED . NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
strengthen pelvic floor muscles N L Procedures Services
" Services Services:
during kegel exercises
" . PG0043 Experimental PG0043 Experimental : -
E0732 Cranial electrotherapy stmulation NON-COVERED Investigational Procedures NON-COVERED igati PG0043 Y @ |NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
(CES) system, any type " 2 T Procedures Services
ervices Services:
Transcutaneous electrical nerve PG0043 Experimental PG0043 Experimental PG0043 N —
EO0733 stimulator for electrical stimulation NON-COVERED Investigational Procedures NON-COVERED igati . b
N N L Procedures Services
of the trigeminal nerve Services Services:
PRIOR AUTHORIZATION
External upper limb tremor PG0043 Experimental - -
o REQUIRED - FOLLOW PG0043 Experimental Investigational
E0734 stimulator of the peripheral nerves NON-COVERED Investlgatlona! Procedures MEDICARE COVERAGE CMS Procedures Services
of the wrist Services
CRITERIA
Upper extremity rehabilitation
system providing active assistance PG0043 Experimental PG0043 Experimental PG0043 Experimental Investigational
E0738 to facilitate muscle re-education, NON-COVERED Investigational Procedures NON-COVERED Investigational Procedures Procedures Services; PG0428 Myoelectric |i.e. IpsiHand (Neurolutions Inc.)
includes microprocessor, all Services: Services Upper Extremity Prosthetic Devices
components, and accessories
Rehabilitation system with
';';Z’:f:r“’f;"‘;eg:ﬁ‘ﬁ{;‘l’;‘:""‘ﬁ:r;"ve PG0043 Experimental PGO043 Experimental PGO043 Experimental Investigational
E0739 PY. NON-COVERED Investigational Procedures NON-COVERED Investigational Procedures Procedures Services; PG0428 Myoelectric
includes all components and Services: Services Upper Extremity Prosthetic Devices
accessories, motors, ! . PP Y
microprocessors, sensors
PG0043 Experimental PRIOR AUTHORIZATION PG0043 Experimental Investigational
E0740 Non-implanted pelvic floor electrical NON-COVERED Ivestigat "lepr dur REQUIRED - FOLLOW cMs Procedures Services: PG0497 Urinary | Effective 12/01/2024 procedure E0740 changed from noncovered to covered with a prior authorization, for the
stimulator, complete system - S el MEDICARE COVERAGE Incontinence! Voiding Dysfunction | Medicare Plans, per NCD, per InterQual
1oes: CRITERIA Treatments and Devices-achived 120124,
External lower extremity nerve PG0043 Experimental PG0043 Experimental PGO043 " -
E0743 stimulator for restless legs NON-COVERED Investigational Procedures NON-COVERED igati 19alOnal | Nidra Tonic Motor Activation (TOMAC) system -Noctrix - Non-covered
ices: - Procedures Services:
syndrome, each Services: Services:
" PG0228 Neuromuscular, PRIOR AUTHORIZATION
o745 } 395’0’?‘“5‘;“‘12(5(‘2“5‘3‘5';\'&5 PRIOR AUTHORIZATION Functional, & Neuromuscular, REQUIRED - FOLLOW. S proizs NT“V"’?‘:'SCI:“:"I Z‘(‘"Tch'“’r"a" 8;.
electronic s “Té’s) g " | REQUIRED - MEDICAL POLICY Functional, & Therapeutic MEDICARE COVERAGE eu Oslgf::a . S"."mc‘;.;"ﬁer: apeutic
Electrical Stimulation Therapy CRITERIA eal Stimulat Py
PG0043 Experimental PG0043 Experimental N - . . . "
E0746 Elecl.romyography (EMG), NON-COVERED Investigational Procedures NON-COVERED oy PG0043 v onal The use of home devices is con not medically n ary and n‘m covered for all conditions. As
biofeedback device 5 . Procedures Services they are considered experimental, investigational or unproven and are non-covered:
Services Services
Osteogenesis stimulator, electrical PRIORAULLORIZATION
E0747 noz?nvaswe other thz;n spinal ' PRIOR AUTHORIZATION INTERQUAL REQUIRED - FOLLOW cMs PG0232 Bone Growth Stimulating Services-
i P REQUIRED - INTERQUAL MEDICARE COVERAGE Devices (Osteogenic Stimulators)-Archived
applications e
PRIOR AUTHORIZATION
E0748 Osteogenesis stimulator, electrical, PRIOR AUTHORIZATION INTERQUAL REQUIRED - FOLLOW cMS PG0232 Bone Growth Stimulating Services-
noninvasive, spinal applications REQUIRED - INTERQUAL MEDICARE COVERAGE Devices (Osteogenic Stimulators)-Archived

CRITERIA




Osteogenesis stimulator, electrical,

PRIOR AUTHORIZATION

PG0232 Bone Growth Stimulating Services-

E0749 surgically implanted REQUIRED - INTERQUAL. INTERQUAL NON-COVERED CMs Devices (Osteogenic Stimulators)-Archived Code E0749 is non-covered for Medicare Advantage Plans
PRIOR AUTHORIZATION
E0760 Osteogenesis stimulator, low PRIOR AUTHORIZATION INTERQUAL REQUIRED - FOLLOW cMS 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 HCoz28 Noomuscet PRIOR AUTHORIZATION
roups of ambulation with Functional, & REQUIRED - FOLLOW PG0228 Neuromuscular, Functional, &
E0764 aroup! - NON-COVERED Neuromuscular, Functional, & CMs Neuromuscular, Functional, &
computer control, used for walking 5 5 3 5 MEDICARE COVERAGE .
Therapeutic Electrical Stimulation Therapeutic Electrical Stimulation Therapy
by spinal cord injured, entire CRITERIA
" e Therapy
system, after completion of training
program (FES)
Electrical stimulation device used GRIORESIORIZATION
. PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0371 Electric Tumor Treatment Fields -
E0766 for cancer treatment, includes all REQUIRED - INTERQUAL INTERQUAL MEDICARE COVERAGE CMs Archived
accessories, any type R
Functional electrical stimulator, PG0228 Neuromuscular,
y 5 ' PRIOR AUTHORIZATION
o770 Ir::z(/::rlarqszzlsest;grlznc;r:‘oftnerve PRIOR AUTHORIZATION N Funtinon:\, &r s REQUIRED - FOLLOW oms PGOﬁZ& Neuromn‘xscu’:\ar, :uncl‘\oza\, &
groups, any tyPe, | pEQUIRED - MEDICAL POLICY | - \curomuscular, Functiona, & MEDICARE COVERAGE euromuscular, Functional,
complete system, not otherwise Therapeutic Electrical Stimulation CRITERIA Therapeutic Electrical Stimulation Therapy
specified (FES) Therapy
External ambulatory infusion pump, Paramount Medicare Advantage Plans - No prior authorization required Coverage to follow CMS coverage guidelines.
E0784 insulin (should not be used for the PRIOR AUTHORIZATION INTERQUAL PRIOR AUTHORIZATION NOT cMs PG0177 Continuous Blood Glucose Libre CGM no longer covered for Medicare product lines. Dexcom is the CGM that is covered for Medicare
Omnipod, there is no separate REQUIRED - INTERQUAL REQUIRED - SEE NOTES Monitoring Systems & Insulin Pumps ~ [members. For those members that have had a Libre previously to 1/2026 can continue the supplies thru 12/31/
“pump” for Omnipod) 2026.
PRIOR AUTHORIZATION
Wheelchair accessory, seat ift PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0284 Manual, Powered, and Motorized
0985 mechanism REQUIRED - INTERQUAL IIERGEAE MEDICARE COVERAGE @B Wheeled Mobity Devices
CRITERIA
Manual wheelchair accessory, PRIOR AUTHORIZATION
N . i PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0284 Manual, Powered, and Motorized
0986 push-rim activated power assist REQUIRED - INTERQUAL INTERQUAL MEDICARE COVERAGE cms Wheeled Mobility Devices
system
CRITERIA
PRIOR AUTHORIZATION
1002 Wheelchair accessory, power PRIOR AUTHORIZATION INTERQUAL REQUIRED - FOLLOW cMs PG0284 Manual, Powered, and Motorized
seating system, tilt only REQUIRED - INTERQUAL MEDICARE COVERAGE Wheeled Mobility Devices
CRITERIA
Wheelchair accessory, power PRIOR AUTHORIZATION
E1007 seating system, combination it PRIOR AUTHORIZATION INTERQUAL REQUIRED - FOLLOW cMS PG0284 Manual, Powered, and Motorized
and recline, with mechanical shear REQUIRED - INTERQUAL MEDICARE COVERAGE Wheeled Mobility Devices
reduction CRITERIA
Wheelchair accessory, power PRIOR AUTHORIZATION
E1008 seating system, combination tilt PRIOR AUTHORIZATION INTERQUAL REQUIRED - FOLLOW cMs PG0284 Manual, Powered, and Motorized
and recline, with power shear REQUIRED - INTERQUAL MEDICARE COVERAGE Wheeled Mobility Devices
reduction CRITERIA
Wheelchair accessory, addition to PRIOR AUTHORIZATION
E1010 power seating system, power leg PRIOR AUTHORIZATION INTERQUAL REQUIRED - FOLLOW cMS PG0284 Manual, Powered, and Motorized
elevation system, including leg REQUIRED - INTERQUAL MEDICARE COVERAGE Wheeled Mobility Devices
rests, pair CRITERIA




Wheelchair accessory, ventilator

PRIOR AUTHORIZATION

PRIOR AUTHORIZATION
REQUIRED - FOLLOW

PG0284 Manual, Powered, and Motorized

E1030 tray, gimbaled REQUIRED - INTERQUAL RERQUAL MEDICARE COVERAGE S Wheeled Mobility Devices
CRITERIA
PRIOR AUTHORIZATION
E1161 Manual adult size wheelchair, PRIOR AUTHORIZATION INTERQUAL REQUIRED - FOLLOW cMS PG0284 Manual, Powered, and Motorized
includes titt in space REQUIRED - INTERQUAL MEDICARE COVERAGE Wheeled Mobility Devices
CRITERIA
Power operated vehicle (3- or 4- PG0284 Manual, Powered, and PG0284 Manual, Powered, and N
( PRIOR AUTHORIZATION : bt PRIOR AUTHORIZATION : b PG0284 Manual, Powered, and Motorized
E1230 wheel non-highway) specify brand | geqIRED - MEDICAL POLICY | Motorized Wheeled Mobilty | peqiyiRep - MEDICAL PoLICY | Motorized Wheeled Mobity Wheeled Mobility Devices
name and model number Devices Devices
Wheelchair, pediatric size, tittin- BRIORAUTHORIZATION
; pediatric size, if- PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0284 Manual, Powered, and Motorized
E1232 space, f:':a':g' a:’:;‘:b'e' with REQUIRED - INTERQUAL INTERQUAL MEDICARE COVERAGE cms Wheeled Mobility Devices
95y CRITERIA
Wheslchair. pediatic size. fitin- PRIOR AUTHORIZATION
1233 o o P T stable without PRIOR AUTHORIZATION TR REQUIRED - FOLLOW N PG0284 Manual, Powered, and Motorized
pace, ngic, adjustavle, withou REQUIRED - INTERQUAL MEDICARE COVERAGE Wheeled Mobility Devices
seating system
CRITERIA
Wheelchair, pediatric size, tittin BRIORATTHORIZATION
i, pedi titin- | pRIOR AUTHORIZATION REQUIRED - FOLLOW PG0284 Manual, Powered, and Motorized
E1234 space, folding, adjustable, without | peqRED - INTERQUAL DIERQEEL MEDICARE COVERAGE Ch= Wheeled Mobilty Devices
seating system
CRITERIA
PRIOR AUTHORIZATION
E1235 Wheelchair, pediatric size, rigid, PRIOR AUTHORIZATION INTERQUAL REQUIRED - FOLLOW oms 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 INTERQUAL REQUIRED - FOLLOW cMS PG0284 Manual, Powered, and Motorized
adjustable, with seating system | REQUIRED - INTERQUAL MEDICARE COVERAGE Wheeled Mobility Devices
CRITERIA
PRIOR AUTHORIZATION
c1038 Wheelchair, pediatric size, folding, | PRIOR AUTHORIZATION e REQUIRED - FOLLOW . PG0284 Manual, Powered, and Motorized
adjustable, without seating system REQUIRED - INTERQUAL MEDICARE COVERAGE Wheeled Mobility Devices
CRITERIA
Er230 Power wheelchair, pediatric size, |  PRIOR AUTHORIZATION B PRIOR AUTHORIZATION POaEs Mankal, Bowered: and. | pG0284 Manual, Powered, and Motorized
not otherwise specified REQUIRED - MEDICAL POLICY ) " | REQUIRED - MEDICAL POLICY ) fty Wheeled Mobility Devices
Devices Devices
PRIOR AUTHORIZATION
Portable oxygen concentrator, PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0234 Home Oxygen Therapy-archived
E1392 rental REQUIRED - INTERQUAL INIERCHS MEDICARE COVERAGE CMS 120124
CRITERIA
PRIOR AUTHORIZATION '
PG0227 Airway Clearance Devices;
Durable medical equipment, PRIOR AUTHORIZATION REQUIRED - FOLLOW . ) )
E1399 e oL e DM e Al INTERQUAL T e cMs PG0139 Bedwetting Alarms for Nocturnal | Bedwetting alarms are non-covered for Elite( Medicare Advantage) Plans

CRITERIA

Enuresis-Archived 4/8/2025




Communication board, non-

PG0043 Experimental

PG0043 Experimental

PG0043 i igational

E1902 electronic augmentative or NON-COVERED Investigational Procedures NON-COVERED Procedures Services NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
alternative communication device Services Services
Suction pump, home model,
portable or stationary, electric, any PG0043 Experimental PG0043 Experimental G004 - {qational
E2001 type, for use with external urine NON-COVERED Investigational Procedures NON-COVERED igati Procedures Services NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
and/or fecal management system ervices Services
(i.e. PureWick)
Blood glucose monitor with PRIOR AUTHORIZATION Suzgglzfcﬁb:;ii:\z;:g to Ps;%%ﬁ:ég‘?;éﬁg@’q PGO0155 Glucose Testing Supplies-archived-| Effective 01/01/2023, Paramount Medicare ge Plans - No prior required for Blood Glucose
E2100 integrated voioe synthesizer D RM032 Glucose Testing YD S CONEReE cMS converted to RM032 Glucose Testing  |Monitors and Testing Supplies when utilization of a preferred product , medical policy. PG0155 Glucose Testing
Supplies. 100124 CRITERIA Supplies.100124 Supplies-archived-converted to RM032 Glucose Testing Supplies.100124
PG0155 Glucose Testing PRIOR AUTHORIZATION PGO155 Glucose Testing Suppliesarchived- | Effective 01/01/2023, Paramount Medicare ge Plans - No prior required for Blood Glucose
E2101 mlggl;?:tdeg“\J:r?::gr;‘bc\'zggrs:l(nhple EROR! AELJJSI(;E‘ZATl(JN Su;;{r;\lhzsaazrg:sg;o.rn::‘rit:: ® NTEEI:()JIg/IFREED(‘:g\?éFIEEgE CMS converted to RM032 Glucose Testing Monitors and Testing Supplies when utilization of a preferred product , medical policy. PG0155 Glucose Testing
Supplies 100124 T Supplies. 100124 Suppliesarchived-converted to RM032 Glucose Testing Supplies. 100124
Adjunctive, nonimplantable Paramount Medicare Advantage Plans - No prior authorization required Coverage to follow CMS coverage
E2102 continuous g\u(‘:ose monitor (CGM) PRIOR AUTHORIZATION INTERQUAL PRIOR AUTHORIZATION NOT cMs PG0177 Continuous Blood Glucose guidelines.Libre CGM no longer covered for Medicare product lines. Dexcom is the CGM that is covered for
o receiver (Effective 04/01/2022) REQUIRED - INTERQUAL REQUIRED - SEE NOTES Monitoring Systems & Insulin Pumps :/Izeglwcla;z;aembers, For those members that have had a Libre previously to 1/2026 can continue the supplies thru
2103 cm’:ﬁ:ﬂi’:;f::;:z‘;’mf';‘gg,w) PRIOR AUTHORIZATION ] PRIOR AUTHORIZATION NOT oMs PG0177 Continuous Blood Glucose | Paramount Medicare Advantage Plans - No prior authorization required Coverage to follow CMS coverage guidelines.
or receiver (Effective 01/01/2023) REQUIRED - INTERQUAL REQUIRED - SEE NOTES Monitoring Systems & Insulin Pumps Libre CGM no longer covered for Medicare product lines, Dexcom is the CGM that is covered as of 1/1/26
Power wheelchair accessory,
electronic connection between
wheelchair controller and one PRIOR AUTHORIZATION
£2310 power seating system motor, PRIOR AUTHORIZATION INTERQUAL REQUIRED - FOLLOW N 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
mounting hardware
Power wheelchair accessory,
electronic connection between
wheelchair controller and 2 or more PRIOR AUTHORIZATION
E2311 power seating system motors, PRIOR AUTHORIZATION INTERQUAL REQUIRED - FOLLOW cMS 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
mounting hardware
Power wheelchair accessory, sip,
and puff interface, nonproportional, PRIOR AUTHORIZATION
E2325 including all related electronics, PRIOR AUTHORIZATION INTERQUAL REQUIRED - FOLLOW CcMS 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
E2373 or chin control interface, compact PRIOR AUTHORIZATION INTERQUAL REQUIRED - FOLLOW cMS PG0284 Manual, Powered, and Motorized
remote joystick, proportional, REQUIRED - INTERQUAL MEDICARE COVERAGE Wheeled Mobility Devices
including fixed mounting hardware CRITERIA
Negative pressure wound therapy BRIOESUNIORIZATION . } o §
E2402 electrical pump, stationary or PRIOR AUTHORIZATION INTERQUAL REQUIRED - FOLLOW cMs Effective 02‘/01/2025 procedure E2402 will require a prior authorization for all product lines, per the InterQual
puna’bb REQUIRED - INTERQUAL MEDICARE COVERAGE coverage criteria.
CRITERIA
Speech generating device, digitized PRIOR AUTHORIZATION
E2500 speech, using pre-recorded PRIOR AUTHORIZATION INTERQUAL REQUIRED - FOLLOW cMS PG0135 Speech Generating Devices,
messages, less than or equal to 8 REQUIRED - INTERQUAL MEDICARE COVERAGE Archived 07/01/2024
min recording time CRITERIA




Speech generating device, digitized

oo, ing prorocordd PRIOR AUTHORIZATION
i PRIOR AUTHORIZATION REQUIRED - FOLLOW. PG0135 Speech Generating Devices,
E2502 messages, less than or equalto 8 | peyRED - INTERQUAL INTERQUAL MEDICARE COVERAGE cMS Archived 07/01/2024
min recording time, but less than or
° CRITERIA
equal to 20 min recording time
Spe‘::g;i"i:,g%ﬂzz;&izw PRIOR AUTHORIZATION
i ° PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0135 Speech Generating Devices,
E2504 messages, greater than 20 min but|  pEQUIRED - INTERQUAL DIERQUSL MEDICARE COVERAGE @B Archived 07/01/2024
less than or equal to 40 min
! CRITERIA
recording time
Speech generating device, digitized PRIOR AUTHORIZATION
£2506 speech, using pre-record PRIOR AUTHORIZATION —_ REQUIRED - FOLLOW. T PG0135 Speech Generating Devices,
messages greater than 40 min REQUIRED - INTERQUAL MEDICARE COVERAGE Archived 07/01/2024
recording time CRITERIA
. ;’::::ggr;:cmr? f:;fifihg PRIOR AUTHORIZATION
oo, PRIOR AUTHORIZATION REQUIRED - FOLLOW. PG0135 Speech Generating Devices,
E2508 message formulation by speling REQUIRED - INTERQUAL DIERQUSL MEDICARE COVERAGE @B Archived 07/01/2024
and access by physical contact
) CRITERIA
with the device
il iy Pros auTiORZATON
: PRIOR AUTHORIZATION REQUIRED - FOLLOW. PG0135 Speech Generating Devices,
E2510 muliple methods of message REQUIRED - INTERQUAL ERCD MEDICARE COVERAGE ChS Archived 07/01/2024
formulation and multiple methods of
CRITERIA
device access
Speech generating software BRIORATTHORIZATION
E2511 Wit 9 " PRIOR AUTHORIZATION — REQUIRED - FOLLOW S PG0135 Speech Generating Devices,
program, for personal computer of | - geqIRED - INTERQUAL MEDICARE COVERAGE Archived 07/01/2024
personal digital assistant
CRITERIA
PRIOR AUTHORIZATION
2512 Accessory for speech generating PRIOR AUTHORIZATION ] REQUIRED - FOLLOW. S PG0135 Speech Generating Devices,
device, mounting system REQUIRED - INTERQUAL MEDICARE COVERAGE Archived 07/01/2024
CRITERIA
PRIOR AUTHORIZATION
E2599 Accessory for speech generating PRIOR AUTHORIZATION INTERQUAL REQUIRED - FOLLOW cMS PG0135 Speech Generating Devices,
device, not otherwise classified REQUIRED - INTERQUAL MEDICARE COVERAGE Archived 07/01/2024
CRITERIA
Services performed by a qualified PRIOR AUTHORIZATION
G015t physical therapist in the home PRIOR AUTHORIZATION PRIOR AUTHORIZATION REQUIRED - FOLLOW. S
health or hospice seting, each 15 REQUIRED REQUIRED MEDICARE COVERAGE
minutes CRITERIA
Services performed by a qualified PRIOR AUTHORIZATION
G015 occupational therapist in the home | PRIOR AUTHORIZATION PRIOR AUTHORIZATION REQUIRED - FOLLOW. TS
health or hospice setting, each 15 REQUIRED REQUIRED MEDICARE COVERAGE
minutes CRITERIA
Services performed by a qualified PRIOR AUTHORIZATION
G015 speech-language pathologist in the | PRIOR AUTHORIZATION PRIOR AUTHORIZATION REQUIRED - FOLLOW B
home health or hospice setting, EQUIRE EQUIRE MEDICARE COVERAGE
each 15 minutes CRITERIA
Services of clinical social worker in BRORAUTORZATION
G015 e e et o PRIOR AUTHORIZATION PRIOR AUTHORIZATION REQUIRED - FOLLOW. S
'@ home health or hospice setting, REQUIRED REQUIRED MEDICARE COVERAGE

each 15 minutes

CRITERIA




Services of home health/hospice

PRIOR AUTHORIZATION

PRIOR AUTHORIZATION PRIOR AUTHORIZATION REQUIRED - FOLLOW
60156 aide n ihe home healh or hospice REQUIRED REQUIRED MEDICARE COVERAGE S
9% 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
PRIOR AUTHORIZATION ’ } ;
PG0450 Positron Emission Tomography |located at: https://ww -ax-Request-Forr pdf
G0235 PEL‘L“:_&'"‘S% :"eymsf‘i‘:a not :E(I;%TR/?;%T.HﬁFT{gQS{?;{T_ INTERQUAL ﬁ:ﬁg}:{é’:’c‘g\%ﬁ& cMs (PET) Oncology and Miscellaneous ~ |01/06/2024 - Medical Policy PG0450 Positron Emission Tomography (PET) Oncology and Miscellaneous
P CRITERIA Applications 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 ization excel spreadsheet. The pi codes will
align with the prior authorization excel spreadsheet and ot the medical policy.
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
PET imaging, full and partial-ring :
o greater than or equal to a score of 8, for administrative approvals across all product lines. The request form can be
PET scanners only, for initial PRIOR AUTHORIZATION " . y 3 . .
diagnosis of breast cancer and/ or | PRIOR AUTHORIZATION REQUIRED - FOLLOW. PG0450 Positron Emission Tomography - |located at: hitps://ww ax-Request-For pdf -«
G0252 surloal planain for brosst cancer M EaTIE LT ST INTERQUAL VDTS GO cMs (PET) Oncology and Miscellaneous ~|01/06/2024 - Medical Policy PG0450 Positron Emission Tomography (PET) Oncology and Miscellaneous
9 p 9 - Applications Applications to be archived. The procedure codes 78608, 78609, 78811, 78812, 78813, 78814, 78815, 78816,
(e.g., inital staging of axillary lymph CRITERIA ) : i ! I
hodes) 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 ization excel spreadsheet. The pi codes will
align with the prior authorization excel spreadsheet and ot the medical policy.
Electrical stimulation, (unattended), PG0271 Electrical Stimulation and
G0282 to one or more areas, for wound NON-COVERED NON-COVERED NON-COVERED NON-COVERED Electromagnetic Therapy for Wound
care other than described in G281 Healing - Archived 5/1/2025
Blectiomagnetic therany. 10 one or PG0271 Electrical Stimulation and
G0295 jore areas, for wound care other NON-COVERED NON-COVERED NON-COVERED NON-COVERED Electromagnetic Therapy for Wound
than described in G0329 or for . .
Healing - Archived 5/1/2025
other uses
Direct skilled nursing services of a PRIOR AUTHORIZATION
registered nurse (RN) in the home | PRIOR AUTHORIZATION PRIOR AUTHORIZATION REQUIRED - FOLLOW ) . . .
60299 health or hospice setting, each15 REQUIRED REQUIRED MEDICARE COVERAGE cms Effective 8/1/2024, no PA required for in network providers
minutes CRITERIA
Direct skilled nursing services of a PRIOR AUTHORIZATION
licensed practical nurwse (LPN)in | PRIOR AUTHORIZATION PRIOR AUTHORIZATION REQUIRED - FOLLOW ) . . .
60300 the home health or hospice setting, REQUIRED REQUIRED MEDICARE COVERAGE cms Effective 8/1/2024, no PA required for in network providers
each15 minutes CRITERIA
PRIOR AUTHORIZATION
Colorectal cancer screening; blood- PG0065 Colorectal Cancer REQUIRED - FOLLOW
G0327 baced biomarker NON-COVERED Sorcening Y T GON e cMs PG0065 Colorectal Cancer Screening
CRITERIA
Facility services for dental
rehabiltation procedure(s)
performed on a patient who PG0536 Anesthesia Services for PG0536 Anesthesia Services for N
h f PRIOR AUTHORIZATION 2 . PRIOR AUTHORIZATION > - PG0536 Anesthesia Services for Dental ! ) ]
G0330 requires monitored anesthesia | oo e el LS | Dental Procedures i the Facilty | oo iees vEpicaL poLicy | Dental Procedures in the Facilty Procedures in the Facilty Setting Effective 10/01/2024 - Prior authorization is required for CPT code G0330
(e.g., general, intravenous sedation Setting Setting
(monitored anesthesia care) and
use of an operating room
Percutaneous islet cell transplant, | pgiog AUTHORIZATION PG0415 Pancreatic Islet Cell PRIOR AUTHORIZATION PG0415 Pancreatic Islet Cell PG0415 Pancreatic Islet Cell
G0341 includes portal vein catheterization

and infusion

REQUIRED - MEDICAL POLICY

Transplantation

REQUIRED - MEDICAL POLICY

Transplantation

Transplantation




Laparoscopy for islet cell

PRIOR AUTHORIZATION

PG0415 Pancreatic Islet Cell

PRIOR AUTHORIZATION

PG0415 Pancreatic Islet Cell

PG0415 Pancreatic Islet Cell

60342 fransplant, includes portal vein | g quRED - MEDICAL POLICY Transplantation REQUIRED - MEDICAL POLICY Transplantation Transplantation
catheterization and infusion
0343 ‘L:cp‘i;‘::’“gr::" fe“en‘ 2:&2;’:;’232; PRIOR AUTHORIZATION PG0415 Pancreatic Islet Cell PRIOR AUTHORIZATION PGO415 Pancreatic Islet Cell PGO415 Pancreatic Islet Cell
p and infusion REQUIRED - MEDICAL POLICY Transplantation REQUIRED - MEDICAL POLICY Transplantation Transplantation
Homzﬂ:?:;:g{ﬂ:::é:ip with Paramount supports the initial unattended (unsupervised) adult home sleep testing and one repeat unattended
unattended: minimum of 7 PRIOR AUTHORIZATION PG0247 Testing and Management PRIOR AUTHORIZATION PG0247 Testing and Management PG0207 Sleep Study Testing-archived (ur_vsupervlsecjl) aéuh home sleep (es_tmg without a prior authorization when the coverage criteria below is met.
G0398 N h h 120124. PG0247 Testing and Management | Prior Authorization IS ONLY required for additional repeat unattended (unsupervised) adult home sleep
channels: EEG, EOG, EMG, REQUIRED - MEDICAL POLICY of Obstructive Sleep Apnea REQUIRED - MEDICAL POLICY of Obstructive Sleep Apnea N P —— N N
> ! of Obstructive Sleep Apnea study testing. Pediatric home sleep study testing (95800, 95801, 95806, G0398, G0399, and G0400) is non-
ECG/heart rate, airflow, respiratory "
effort and oxygen saturation covered.
H°:‘:ﬂ:'§|‘:p’$i‘£:sﬂaﬁi;:;£? n Paramount supports the initial unattended (unsupervised) adult home sleep testing and one repeat unattended
minimum of 4 channels: 2 PRIOR AUTHORIZATION PG0247 Testing aﬁd PRIOR AUTHORIZATION PG247 Testing and PG0207 Sleep S(ud_y Testing-archived (ur]supervlsecll) azliu\t home sleep tes}mg without la prior authorization when the coverag.e criteria below is met.
G0399 Management of Obstructive Sleep L 120124. PG0247 Testing and Management |Prior Authorization IS ONLY required for repeat (unsup ) adult home sleep
respiratory movement/airflow, 1 REQUIRED - MEDICAL POLICY REQUIRED - MEDICAL POLICY of Obstructive Sleep Apnea . " o " .
Apnea of Obstructive Sleep Apnea study testing. Pediatric home sleep study testing (95800, 95801, 95806, G0398, G0399, and G0400) is non-
ECG/heart rate and 1 oxygen d
saturation covered.
Paramount supports the initial unattended (unsupervised) adult home sleep testing and one repeat unattended
Home sleep test (HST) with type IV PG0247 Testing and " PG0207 Sleep Study Testing-archived ~ |(unsupervised) adult home sleep testing without a prior authorization when the coverage criteria below is met.
0400 portable monitor, unattended; REgﬁ:g;ﬁ_‘ﬁ:ﬁSﬁggmm Management of Obstructive Sleep Regﬁ:g:;y&gggﬁggﬁcv PGS?&;?SE{;\?:;‘; nagement | 120124, PG0247 Testing and Prior Authorization IS ONLY required for additional repeat unattended (unsupervised) adult home sleep
minimum of 3 channels Apnea P Ap of Obstructive Sleep Apnea study testing. Pediatric home sleep study testing (95800, 95801, 95806, G0398, G0399, and G0400) is non-
covered.
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.
Intensive cardiac rehabilitation. with The following are considered not medically necessary and are therefore non-covered:
or without continuous ECG PRIOR AUTHORIZATION NOT PRIOR AUTHORIZATION NOT + Outpatient ph?se I Cardlac.rehab\htatlon for any Ir‘dwcatlms other than those listed above; and
G0422 monitoring with exercise, per REQUIRED - SEE NOTES SEE NOTES REQUIRED - SEE NOTES SEE NOTES + Phase lIl cardiac rehabilitation programs, or self-directed, self-controlled, or monitored exercise programs; and
gsessim da - - + Phase IV cardiac rehabiltation programs or maintenance therapy that may be safely conducted without medical
supervision; and
+ Cardiac 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.
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:
ntensive cardiac rehabiltation, with + Outpatient phase Il cardiac rehabiltation for any indications other than those listed above; and
or without continuous ECG PRIOR AUTHORIZATION NOT PRIOR AUTHORIZATION NOT utpatient phase [l cardiac rehabilitation for any indications other than those listed above; aj
G0423 monitoring without exercise, per REQUIRED - SEE NOTES SEE NOTES REQUIRED - SEE NOTES SEE NOTES + Phase lll cardiac rehabilitation programs, or self-directed, self-controlled, or monitored exercise programs; and
9 enion da +Phase IV cardiac rehabilitation programs or maintenance therapy that may be safely conducted without medical
supervision; and
+ Cardiac 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.
Collagen meniscus implant
G0428 ‘:;;‘;i‘::’(eefg’ "éwlg ’:;’:;;s' NON-COVERED NON-COVERED NON-COVERED NON-COVERED PG0043 Experimental Investigational ~ |NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL;
scaffold, Menaflex)
Dermal filler injection(s) for the PRIOR AUTHORIZATION
treatment of facial lipodystrophy PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0104 Cosmetic and Reconstructive
G0429 syndrome (Ids) (e.g., as aresultof | REQUIRED - INTERQUAL DIERQUEL MEDICARE COVERAGE GE Surgery
highly active antiretroviral therapy) CRITERIA
PRIOR AUTHORIZATION
Molecular pathology procedure; PRIOR AUTHORIZATION REQUIRED - FOLLOW " . PP " . f "
G0452 physician interpretation and report REQUIRED - INTERQUAL INTERQUAL MEDICARE COVERAGE CMs PG0041 Genetic Testing Prior authorization is required for genetic testing unless otherwise noted in one of our policies.
CRITERIA
Preparation with instillation of fecal
G0455 microbiota by any method, PRIOR AUTHORIZATION PG0222 Fecal Microbiota PRIOR AUTHORIZATION NOT cMs PGO222 Fecal Microbiota Transplantation

including assessment of donor
specimen

REQUIRED - MEDICAL POLICY

Transplantation

REQUIRED




Autologous platelet rich plasma for
non-diabetic chronic

wounds/ulcers, \nc!uding PGO043 Experimental P:IE%FEJT\RUE.I;‘-O:{(I)ﬁg\c/)VN PG0293 Pla(e\et»R\ch Plasma-‘Arc‘hived;
G0460 phlebotomy, centrifugation, and all NON-COVERED Investigational Services MEDICARE COVERAGE CMs PG0043 Experimental InYestlga\lonal
other preparatory procedures, Procedures Services
" CRITERIA
administration and dressings, per
treatment
Autologous platelet rich plasma
(PRP) for diabetic chronic
wounds/ulcers, using an FDA- PRIOR AUTHORIZATION -
G045 cleared device (includes NON.COVERED PGO043 Experimental REQUIRED - FOLLOW. oMs ng%%i; Eﬁ:ﬁﬁgﬁ:f:\z;’;:g::ﬁ
administration, dressings, Investigational Services MEDICARE COVERAGE Procedures Services
phlebotomy, centrifugation, and all CRITERIA
other preparatory procedures, per
treatment)
Infectious agent detection by
o S | emor umiomzanon -
G0476 types (e.g.,16, 18, 31, 33, 35, 39 PRIOR AUTHORIZATION PG0369 Human Pap\!\omavlrus REQUIRED - FOLLOW cMS PG0369 Human Papl!lomavlrus (HPV) (87623, 87624, 87625,‘ G0476 for ages under 21. AND 87623, 87624, 87625, G0476 for ages 21-29 and over age
16, 18, 31,93, 35, 39, | REQUIRED - MEDICAL POLICY (HPV) Screening MEDICARE COVERAGE Screening 65 only when the cervical cytology screening test results do not report as ASC-US or LSIL.
45, 51, 52, 56, 58, 68) for CRITERIA
cervical cancer screening, must be
performed in addition to pap test
Drug tesi(s), definitive, utiizing
drug identification methods able to
identify individual drugs and PRIOR AUTHORIZATION Effective 01/01/2024: Presumptive drug screening (CPT code 80305, 80306 or 80307) and Definitive drug testing
G0480 distinguish between structural PRIOR AUTHORIZATION PGO069 Drug Testing REQUIRED - FOLLOW cMS PG0069 Drug Testing (HCPCs code G0480, G0481, G0482, G0483, or G0659) ARE ONLY REIMBURSABLE 45 times total every 365
isomers (but not necessarily REQUIRED - MEDICAL POLICY MEDICARE COVERAGE days [any combination of procedures 80305, 80306, 80307, G0480, G0481, G0483, or G0659], when the coverage
stereoisomers), including, but not CRITERIA- SEE NOTES criteria, Medical Policy PG0069 Drug Testing, are met.
limited to GC/MS (any type, single
or tandem) and | G/MS (anv tvne
Drug test(s), definitive, utilizing
drug identification methods able to
identify individual drugs and PRIOR AUTHORIZATION Effective 01/01/2024: Presumptive drug screening (CPT code 80305, 80306 or 80307) and Definitive drug testing
G481 distinguish between structural PRIOR AUTHORIZATION PGO069 Drug Testing REQUIRED - FOLLOW cMs PG0069 Drug Testing (HCPCs code G0480, G0481, G0482, G0483, or G0659) ARE ONLY REIMBURSABLE 45 times total every 365
isomers (but not necessarily REQUIRED - MEDICAL POLICY MEDICARE COVERAGE days [any combination of procedures 80305, 80306, 80307, G0480, G0481, G0483, or G0659)], when the coverage
stereoisomers), including, but not CRITERIA- SEE NOTES criteria, Medical Policy PG0069 Drug Testing, are met.
limited to GC/MS (any type, single
or tandem) and L G/MS (anv tvoe.
Drug test(s), definitive, utilizing
drug identification methods able to
identify individual drugs and PRIOR AUTHORIZATION Effective 01/01/2024: Presumptive drug screening (CPT code 80305, 80306 or 80307) and Definitive drug testing
0482 distinguish between structural PRIOR AUTHORIZATION G009 Drug Testing REQUIRED - FOLLOW cMs PG0069 Drug Testing (HCPCs code G0480, G0481, G0482, G0483, or G0659) ARE ONLY REIMBURSABLE 45 times total every 365
isomers (but not necessarily REQUIRED - MEDICAL POLICY MEDICARE COVERAGE days [any combination of procedures 80305, 80306, 80307, G0480, G0481, G0483, or G0659], when the coverage
stereoisomers), including, but not CRITERIA- SEE NOTES criteria, Medical Policy PG0069 Drug Testing, are met.
limited to GC/MS (any type, single
or tandem) and | G/MS (anv tvne
Drug test(s), definitive, utilizing
drug identification methods able to
identify individual drugs and PRIOR AUTHORIZATION Effective 01/01/2024: Presumptive drug screening (CPT code 80305, 80306 or 80307) and Definitive drug testing
distinguish between structural PRIOR AUTHORIZATION . REQUIRED - FOLLOW . (HCPCs code G0480, G0481, G0482, G0483, or G0659) ARE ONLY REIMBURSABLE 45 times total every 365
60483 isomers (but not necessarily | REQUIRED - MEDICAL POLICY (FEREE B T MEDICARE COVERAGE @E PG0069 Drug Testing days [any combination of procedures 80305, 80306, 80307, G0480, G0481, G0483, or G0659], when the coverage
stereoisomers), including, but not CRITERIA- SEE NOTES criteria, Medical Policy PGO069 Drug Testing, are met.
limited to GC/MS (any type, single
or tandem) and | G/MS (anv tvoe.
Provision of replacement patient
electronics system (e.g., system
G0555 pillow, handheld reader) for home NON-COVERED NON-COVERED NON-COVERED NON-COVERED New code effective 1/1/2025 - CardioMEMS accessory pillow
pulmonary artery pressure
monitoring
Tympanostomy with local or topical
anesthesia and insertion of a
ventilating tube when performed - - - - New code effective 1/1/2025 - Tympanostomy with local o topical anesthesia and insertion of a ventilating tube
G0561 with tympanostomy tube delivery NON-COVERED IPGOO.“ Bz NON-COVERED [FERIES) B EE] PG0043 Experimental Investigational || formed with tympanostomy tube delivery device, unilateral (list separately in addition to 69433) (do not use
. : Investigational Services Investigational Services Services . H .
device, unilateral (list separately in in conjunction with 0583T)
addition to 69433) (do not use in
conjunction with 0583T)
Drug tesi(s), definitive, utilizing
drug identification methods able to
identify individual drugs and PRIOR AUTHORIZATION Effective 01/01/2024: Presumptive drug screening (CPT code 80305, 80306 or 80307) and Definitive drug testing
50659 distinguish between structural PRIOR AUTHORIZATION PGO069 Drug Testing REQUIRED - FOLLOW cMs PG0069 Drug Testing (HCPCs code G0480, G0481, G0482, G0483, or G0659) ARE ONLY REIMBURSABLE 45 times total every 365
isomers (but not necessarily REQUIRED - MEDICAL POLICY MEDICARE COVERAGE days [any combination of procedures 80305, 80306, 80307, G0480, G0481, G0483, or G0659)], when the coverage
stereoisomers), including but not CRITERIA- SEE NOTES criteria, Medical Policy PG0069 Drug Testing, are met.
limited to, GC/MS (any type, single
or tandem) and LC/MS (anv tvoe
Office or other outpatient visit for
the evaluation and management of
an established patient that requires . . . N I
62082 the supervision of a physician or PRIOR AUTHORIZATION PRIOR AUTHORIZATION PRIOR AUTHORIZATION PRIOR AUTHORIZATION Tre:ﬁntl:raeol:ftamI‘r‘w:jndD‘Ess;(;tear’:';‘:;"r | Maintain (':2490 " for drug) mfusions for treatm‘::fgfz;s';:Iﬁ;ggig"‘ngﬂ:‘z :;';'/'; treatment of pain s
other qualified health care REQUIRED REQUIRED - SEE NOTES REQUIRED - MEDICAL POLICY REQUIRED - SEE NOTES

professional and provision of up to
56 mg of esketamine nasal self-
i includes 2 hours

Management-Archived

NC/E| effective 01/01/2026




Office or other outpatient visit for
the evaluation and management of
an established patient that requires

the supervision of a physician or PGO409 Ketamine and Esketamine for | Maintain PA requi for 62082 and G2083 utilizing Prime
PRIOR AUTHORIZATION PRIOR AUTHORIZATION PRIOR AUTHORIZATION PRIOR AUTHORIZATION ! ) 2 ° 28 2 o
G2083 other qualified heaith care i REQUIRED - SEE NOTES | REQUIRED - MEDICAL POLICY | REQUIRED - SEE NOTES | Treatment of Psychiatric Disorders and (43490 - Unclassified drug) infusions for treatment of psychialric conditions and/or treatment of pain is
professional and provision of Management-Archived NCIE! effective 01/01/2026
greater than 56 mg esketamine
nasal self-administration, includes 2
hours post i
Wararin responsiveness testing by Effective 06/01/2024 procedure G9143 covered with a prior for c Insurance
G9143 genetic technique using any ERIORAUTLORIZATION INTERQUAL BRIORAUTHORIZATIONINGY FRIOR'AUTHORIZATIONINGT} Plans/per InterQual cgvera je criteria and is covered Wi(‘;\oul a prior authorization for the Elite (Medicare Advantage)
method, any number of REQUIRED - INTERQUAL REQUIRED - SEE NOTES REQUIRED Dansle 9 i p 9
specimen(s)
10035 Hoontenta Healh Partal PRIOR AUTHORIZATION | PG0531 Behavioral Health Partial | PRIOR AUTHORIZATION | PG0531 Behavioral Health Partial PGO531 Behavioral Health Partial
P! Hours REQUIRED - MEDICAL POLICY Hospitalization Program REQUIRED - MEDICAL POLICY Hospitalization Program Hospitalization Program
Assertive community treatment, PRIOR AUTHORIZATION PG0503 Assertive Community PRIOR AUTHORIZATION PG0503 Assertive Community .
Ho039 face-to-face, per 15 minutes | REQUIRED - MEDICAL POLICY Therapy REQUIRED - MEDICAL POLICY Therapy PG0503 Assertive Community Therapy
Assertive community treatment PRIOR AUTHORIZATION PG0503 Assertive Community PRIOR AUTHORIZATION PG0503 Assertive Community ’
Hoo40 program, per diem REQUIRED - MEDICAL POLICY Therapy REQUIRED - MEDICAL POLICY Therapy PG0503 Assertive Community Therapy
INPATIENT HOSPITAL : ] PRIOR AUTHORIZATION PRIOR AUTHORIZATION
ADMISSIONS Inpatient admissions REQUIRED INTERQUAL REQUIRED. INTERQUAL
INPATIENT ’ PRIOR AUTHORIZATION " PRIOR AUTHORIZATION ’ o ! "
REHABILITATION Inpatient rehabilitation A PG0529 Inpatient Rehabiation | g i MEDIGAL POLICY | PG0529 Inpatient Rehabiltation PG0529 Inpatient Rehabiltation
J1071 Injection, testosterone cypionate PRIOR AUTHORIZATION PG0225 Implantable Testosterone PRIOR AUTHORIZATION PG0225 Implantable Testosterone PG0529 Inpatient Rehabilitation
(Depo-testosterone), 1 mg REQUIRED Pellets (Testopel®) REQUIRED - MEDICAL POLICY Pellets (Testopel®) a
1072 Injection, testosterone cypionate PRIOR AUTHORIZATION | PG0225 Implantable Testosterone | PRIOR AUTHORIZATION | PG0225 PG0225 Testosterone Pellets
(Azmiro), 1 mg REQUIRED - MEDICAL POLICY Pellets (Testopel®) REQUIRED - MEDICAL POLICY Pellets (Testopel®) (Testopel®)
13121 Injection, testosterone enanthate PRIOR AUTHORIZATION | PG0225 Implantable Testosterone | PRIOR AUTHORIZATION | PG0225 PG0225 Testosterone Pellets
(Xyosted ), 1 mg REQUIRED - MEDICAL POLICY Pellets (Testopel®) REQUIRED - MEDICAL POLICY Pellets (Testopel®) (Testopel®)
3145 Injection, PRIOR AUTHORIZATION | PG0225 Implantable Testosterone | PRIOR AUTHORIZATION | PG0225 T PG0225 T Pellets
(Aveed), 1 mg REQUIRED - MEDICAL POLICY Pellets (Testopel®) REQUIRED - MEDICAL POLICY Pellets (Testopel®) (Testopel®)
J3490 Unclassified drugs SEE NOTES SEE NOTES SEE NOTES SEE NOTES PG0225 Implantable Testosterone Pellets | te code 3490 should be billed for Testopel® for Elte per CMS guidelines

(Testopel®)




Autologous cultured chondrocytes,

17330 implant [except minced articular PRIOR AUTHORIZATION — PRIOR AUTHORIZATION | PGO190 Focal Articular Cartilage | PGO190 Focal Articular Cartilage Defect
cartilage (whether synthetic, REQUIRED - INTERQUAL REQUIRED - MEDICAL POLICY Defect Treatment Treatment
allograft or autograft)]
Mometasone furoate sinus implant, RERE B =i e E] RERE =i e E] F;(;%awﬁ et [;?:‘l:j:sess:t:r: 5-9
7402 plant, NON-COVERED Investigational Procedures NON-COVERED gati lowing =ncos 9% |NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
(sinuva), 10 micrograms ! ! archived 120124; PG0043 Experimental
ervices Services 11 "
Investigational Procedures Services
PRIOR AUTHORIZATION
! PRIOR AUTHORIZATION REQUIRED - FOLLOW. PG0284 Manual, Powered, and Motorized
Kooos Uttre-fightweight wheelchair REQUIRED - INTERQUAL INTERQUAL MEDICARE COVERAGE CMS Wheeled Mobility Devices
CRITERIA
0010 Standard-weight frame PRIOR AUTHORIZATION P%%fs:zﬁ’xﬁg::’zzgmf“d PRIOR AUTHORIZATION P%%fsg:;’xﬁgx;’sgﬁf"d PG0284 Manual, Powered, and Motorized
motorized/power wheelchair | REQUIRED - MEDICAL POLICY Al Y | REQUIRED - MEDICAL POLICY i Y Wheeled Mobility Devices
Standard-weight frame
motorized/power wheelchair with PG0284 Manual, Powered, and PG0284 Manual, Powered, and
o1 programmable control parameters | PRIOR AUTHORIZATION sl PRIOR AUTHORIZATION Sl il PG0284 Manual, Powered, and Motorized
for speed adjustment, tremor | REQUIRED - MEDICAL POLICY otol . lobility | REQUIRED - MEDICAL POLICY o jeoledioiy Wheeled Mobility Devices
. Devices Devices
dampening, acceleration control
and braking
K012 Lightweight portable PRIOR AUTHORIZATION Pﬁﬁg:z“:;’xﬁgg:’mg;ha““ PRIOR AUTHORIZATION Pﬁ?ﬁg‘:{f’xf‘gé’:‘;ﬁgﬁfm PG0284 Manual, Powered, and Motorized
motorized/power wheelchair | REQUIRED - MEDICAL POLICY s | REQUIRED - MEDICAL POLICY — Y Wheeled Mobility Devices
PRIOR AUTHORIZATION
0013 Custom motorized/power PRIOR AUTHORIZATION ] REQUIRED - FOLLOW. e PG0284 Manual, Powered, and Motorized
wheelchair base REQUIRED - INTERQUAL MEDICARE COVERAGE Wheeled Mobility Devices
CRITERIA
ko014 Other motorized/power wheelchair | PRIOR AUTHORIZATION P(’:ﬁgf “:j“w“:g:;”zzg‘l el PRIOR AUTHORIZATION Pfﬁ:ﬁ ';":w:g::’:n’ig:lf“d PG0284 Manual, Powered, and Motorized
base REQUIRED - MEDICAL POLICY “ y ity | REQUIRED - MEDICAL POLICY “ _ iy Wheeled Mobility Devices
Devices Devices
PRIOR AUTHORIZATION
K0108 Wheelchair component or PRIOR AUTHORIZATION o —] REQUIRED - FOLLOW. S PG0284 Manual, Powered, and Motorized
accessory, not otherwise specified REQUIRED - INTERQUAL MEDICARE COVERAGE Wheeled Mobility Devices
CRITERIA
Automatic external defibrillator, with ERORAUTORZATION
0606 o oo PRIOR AUTHORIZATION — REQUIRED - FOLLOW. TS PG0224 Cardioverter Defibrillators-archived
ks ot o REQUIRED - INTERQUAL MEDICARE COVERAGE 0124
il vp CRITERIA
Power operated vehicle, group 1 ERIORAUTHORIZATION
icle, group. PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0284 Manual, Powered, and Motorized
Kosoo standard, patient weight capacily | peqUIRED - INTERQUAL INTERQUAL MEDICARE COVERAGE cMsS Wheeled Mobility Devices
up to and including 300 pounds
CRITERIA
Power operated vehicle, group 1 PRIOR AUTHORIZATION e it PG0284 Manual, Powered, and Motorized
Koo heavy duty, patient weight capacity, | peqUIRED - INTERQUAL IERQUEL MEDICARE COVERAGE EvE Wheeled Mobilty Devices

301 to 450 pounds

CRITERIA




Power operated vehicle, group 1

PRIOR AUTHORIZATION

PRIOR AUTHORIZATION
REQUIRED - FOLLOW

PG0284 Manual, Powered, and Motorized

ko802 very heavy duty, patient weight REQUIRED - INTERQUAL INTERQUAL MEDICARE COVERAGE cMS Wheeled Mobilty Devices
capacity 451 to 600 pounds
CRITERIA
Power operated vehicle, group 2 BRIORAUTHORIZATION
cle: group. PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0284 Manual, Powered, and Motorized
0806 standard, patient weight capacity | peqRED - INTERQUAL DIERQUSL MEDICARE COVERAGE @B Wheeled Mobility Devices
up to and including 300 pounds
CRITERIA
Power operated vehicle, group 2 FRIORATEDRIZATION
0807 Fiaivaisnlishimb oo PRIOR AUTHORIZATION ] REQUIRED - FOLLOW . PG0284 Manual, Powered, and Motorized
vy duly, patient weight capacily | - ReQUIRED - INTERQUAL MEDICARE COVERAGE Wheeled Mobility Devices
301 to 450 pounds
CRITERIA
Power operated vehicle group 2 BRIORAUTHORIZATION
; PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0284 Manual, Powered, and Motorized
0808 very heavy duty, patient weight REQUIRED - INTERQUAL INTERQUAL MEDICARE COVERAGE cms Wheeled Mobility Devices
capacity 451 to 600 pounds
CRITERIA
PRIOR AUTHORIZATION
0812 Power operated vehicle, not PRIOR AUTHORIZATION TR REQUIRED - FOLLOW S 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 INTERQUAL REQUIRED - FOLLOW cMS 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
o814 standard, portable, captain's chair, | PRIOR AUTHORIZATION TR REQUIRED - FOLLOW S 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 INTERQUAL REQUIRED - FOLLOW cMS 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 TR REQUIRED - FOLLOW S 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 PRIOR AUTHORIZATION
0820 standard, portable, sling/solid PRIOR AUTHORIZATION TEREAL REQUIRED - FOLLOW B PG0284 Manual, Powered, and Motorized
seat/back, patient weight capacity |~ REQUIRED - INTERQUAL MEDICARE COVERAGE Wheeled Mobilty Devices
up to and including 300 pounds CRITERIA
Power wheelchair, group 2 PRIOR AUTHORIZATION
Ko821 standard, portable, captain's chair, | PRIOR AUTHORIZATION TR REQUIRED - FOLLOW. S PG0284 Manual, Powered, and Motorized
patient weight capacity up toand | REQUIRED - INTERQUAL MEDICARE COVERAGE Wheeled Mobility Devices
including 300 pounds CRITERIA
Power wheelchair, group 2 PRIOR AUTHORIZATION
0822 standard, sling/solid seat/back, PRIOR AUTHORIZATION EREAL REQUIRED - FOLLOW B PG0284 Manual, Powered, and Motorized
patient weight capacity up toand | REQUIRED - INTERQUAL MEDICARE COVERAGE Wheeled Mobilty Devices
including 300 pounds CRITERIA




Power wheelchair, group 2 PRIOR AUTHORIZATION
0823 standard, captain's chair, patient PRIOR AUTHORIZATION TEREAL REQUIRED - FOLLOW. B PG0284 Manual, Powered, and Motorized
weight capacity up to and including|  REQUIRED - INTERQUAL MEDICARE COVERAGE Wheeled Mobilty Devices
300 pounds CRITERIA
Power wheelchair, group 2 heavy BRIORAUTHORIZATION
wheelhar, ° PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0284 Manual, Powered, and Motorized
Kos24 duty, sling/solid seat/back, patient | - pe o RED - INTERQUAL DIERQUSL MEDICARE COVERAGE @B Wheeled Mobility Devices
weight capacity 301 to 450 pounds
CRITERIA
Power wheelchair, group 2 heavy ERIORAUTIIORIZATION
conarn, group 2 hea PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0284 Manual, Powered, and Motorized
ko825 duty, captain's chair, patient weight| g jIRED - INTERQUAL INTERQUAL MEDICARE COVERAGE CMs Wheeled Mobilty Devices
capacity 301 to 450 pounds
CRITERIA
Power wheelchair, group 2 very PRIOR AUTHORIZATION
K0826 heavy duty, sling/solid seat/back, PRIOR AUTHORIZATION INTERQUAL REQUIRED - FOLLOW cMS PG0284 Manual, Powered, and Motorized
patient weight capacity 451t 600 | REQUIRED - INTERQUAL MEDICARE COVERAGE Wheeled Mobility Devices
pounds CRITERIA
Power wheelchair, group 2 very BRIORACNE ORIZATION
; group < ver PRIOR AUTHORIZATION REQUIRED - FOLLOW. PG0284 Manual, Powered, and Motorized
Kosz7 heavy duty, captain's char, patient | peqIRED - INTERQUAL RIERGEA MEDICARE COVERAGE @B Wheeled Mobity Devices
weight capacity 451 to 600 pounds
CRITERIA
Power wheelchair, group 2 extra PRIOR AUTHORIZATION
K0828 heavy duty, sling/solid seat/back, PRIOR AUTHORIZATION INTERQUAL REQUIRED - FOLLOW cMS 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
0829 heavy duty, captain's chair, patient | PRIOR AUTHORIZATION ] REQUIRED - FOLLOW. S 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 INTERQUAL REQUIRED - FOLLOW cMS 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
Ko831 standard, seat elevator, captain's PRIOR AUTHORIZATION TR REQUIRED - FOLLOW S PG0284 Manual, Powered, and Motorized
chair, patient weight capacity up to REQUIRED - INTERQUAL MEDICARE COVERAGE Wheeled Mobility Devices
and including 300 pounds CRITERIA
iralyrorget an sy Prio suomzAToN
g d iy PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0284 Manual, Powered, and Motorized
ko835 sling/sold seatiback, patient weight | o iRED - INTERQUAL INTERQUAL MEDICARE COVERAGE cMS Wheeled Mobility Devices
capacity up to and including 300
CRITERIA
pounds
S|:r?:;gwgiﬁ‘;‘;h:&g:°:pﬁi§n PRIOR AUTHORIZATION
<. single power opion, PRIOR AUTHORIZATION REQUIRED - FOLLOW. PG0284 Manual, Powered, and Motorized
0836 captain's chair, patient weight REQUIRED - INTERQUAL IIEREWAL MEDICARE COVERAGE ChS Wheeled Mobility Devices
capacity up to and including 300
CRITERIA
pounds
Power wheelchair, group 2 heavy PRIOR AUTHORIZATION
0837 duty, single power option, PRIOR AUTHORIZATION EREAL REQUIRED - FOLLOW B PG0284 Manual, Powered, and Motorized
sling/solid seat/back, patient weight|  REQUIRED - INTERQUAL MEDICARE COVERAGE Wheeled Mobilty Devices
capacity 301 to 450 pounds CRITERIA




Power wheelchair, group 2 heavy PRIOR AUTHORIZATION
K0838 duty, single power option, captain’s PRIOR AUTHORIZATION INTERQUAL REQUIRED - FOLLOW cMS 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 INTERQUAL REQUIRED - FOLLOW cMS 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
K0840 heavy duty, single power option, PRIOR AUTHORIZATION INTERQUAL REQUIRED - FOLLOW cMS PG0284 Manual, Powered, and Motorized
sling/solid seat/back, patient weight REQUIRED - INTERQUAL MEDICARE COVERAGE Wheeled Mobility Devices
capacity 601 pounds or more CRITERIA
e o Prion suHorzATN
i . .' PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0284 Manual, Powered, and Motorized
Kos41 sling/solid seat/back, patient weight | peqRED - INTERQUAL DIERQUSL MEDICARE COVERAGE @B Wheeled Mobility Devices
capacity up to and including 300
CRITERIA
pounds
S;‘;:z “r"r:‘jﬁljgi’gmf;‘;‘;ﬂzon PRIOR AUTHORIZATION
b . - L PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0284 Manual, Powered, and Motorized
Kos42 captain's chair, patient weight REQUIRED - INTERQUAL INTERQUAL MEDICARE COVERAGE cms 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 INTERQUAL REQUIRED - FOLLOW cMS 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 PRIOR AUTHORIZATION
Ko848 standard, sling/solid seat/back, PRIOR AUTHORIZATION INTERQUAL REQUIRED - FOLLOW cMs 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 INTERQUAL REQUIRED - FOLLOW cMS 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 ERIORSUIOR 2 IO
ol " PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0284 Manual, Powered, and Motorized
K0850 duty, sling/sold seat/back, patient | o iRED - INTERQUAL IIERGEAE MEDICARE COVERAGE @B Wheeled Mobity Devices
weight capacity 301 to 450 pounds CRITERIA
Power wheelchair, group 3 heav, BRIOKLITIORIZATION
K0851 duty, captain's cha}rg at:z:nt wei }{“ PRIOR AUTHORIZATION INTERQUAL REQUIRED - FOLLOW cMS PG0284 Manual, Powered, and Motorized
y, cap!  pi i REQUIRED - INTERQUAL MEDICARE COVERAGE Wheeled Mobility Devices
capacity 301 to 450 pounds
CRITERIA
Power wheelchair, group 3 very PRIOR AUTHORIZATION
K0852 heavy duty, sling/solid seat/back, PRIOR AUTHORIZATION INTERQUAL REQUIRED - FOLLOW cMs PG0284 Manual, Powered, and Motorized
patient weight capacity 451 to 600 REQUIRED - INTERQUAL MEDICARE COVERAGE Wheeled Mobility Devices
pounds CRITERIA
Power wheelchalr, group 3very | pgioR AUTHORIZATION T e PG0284 Manual, Powered, and Motorized
k0853 heavy duty, captain's chair, patient | g IRED - INTERQUAL IERQUEL MEDICARE COVERAGE EvE Wheeled Mobilty Devices

weight capacity 451 to 600 pounds

CRITERIA




Power wheelchair, group 3 extra
heavy duty, sling/solid seat/back,

PRIOR AUTHORIZATION

PRIOR AUTHORIZATION
REQUIRED - FOLLOW

PG0284 Manual, Powered, and Motorized

Koes4 patient weight capacity 601 pounds REQUIRED - INTERQUAL IERGE S MEDICARE COVERAGE CH2 Wheeled Mobility Devices
or more CRITERIA
Power wheelchair, group 3 extra PRIOR AUTHORIZATION
K0855 heavy duty, captain’s chair, patient PRIOR AUTHORIZATION INTERQUAL REQUIRED - FOLLOW cMS PG0284 Manual, Powered, and Motorized
weight capacity 601 pounds or REQUIRED - INTERQUAL MEDICARE COVERAGE Wheeled Mobility Devices
more CRITERIA
e g Prion urHoRzATN
y . : PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0284 Manual, Powered, and Motorized
ko856 sling/solid seat/back, patient weight| g jIRED - INTERQUAL INTERQUAL MEDICARE COVERAGE CMs Wheeled Mobilty Devices
capacity up to and including 300
CRITERIA
pounds
S|:'?:’;ngf‘j‘°eh:&vg:°:pﬁi§n PRIOR AUTHORIZATION
‘e ohe . . PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0284 Manual, Powered, and Motorized
Koss7 captain’s char, patient weight REQUIRED - INTERQUAL DIERQUSL MEDICARE COVERAGE @B 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 INTERQUAL REQUIRED - FOLLOW cMs 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
K0859 duty, single power option, captain's PRIOR AUTHORIZATION INTERQUAL REQUIRED - FOLLOW cMS 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
0860 heavy duty, single power option, PRIOR AUTHORIZATION TR REQUIRED - FOLLOW S PG0284 Manual, Powered, and Motorized
sling/solid seat/back, patient weight REQUIRED - INTERQUAL MEDICARE COVERAGE Wheeled Mobility Devices
capacity 451 to 600 pounds CRITERIA
Moot s 8 Prom aumomzATon
i . L PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0284 Manual, Powered, and Motorized
ko861 sling/solid seat/back, patient weight| g jIRED - INTERQUAL INTERQUAL MEDICARE COVERAGE cms Wheeled Mobility Devices
capacity up to and including 300
CRITERIA
pounds
Power wheelchair, group 3 heavy PRIOR AUTHORIZATION
K0862 duty, multiple power option, PRIOR AUTHORIZATION INTERQUAL REQUIRED - FOLLOW CcMS 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
K0863 heavy duty, multiple power option, PRIOR AUTHORIZATION INTERQUAL REQUIRED - FOLLOW cMS 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
K864 heavy duty, multiple power option, PRIOR AUTHORIZATION INTERQUAL REQUIRED - FOLLOW cMs 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
K0868 standard, sling/solid seat/back, PRIOR AUTHORIZATION INTERQUAL REQUIRED - FOLLOW cMS 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
0869 standard, captain's chair, patient PRIOR AUTHORIZATION TEREAL REQUIRED - FOLLOW. B PG0284 Manual, Powered, and Motorized
weight capacity up to and including|  REQUIRED - INTERQUAL MEDICARE COVERAGE Wheeled Mobilty Devices
300 pounds CRITERIA
PRIOR AUTHORIZATION
Power wheelchalr, group 4 heavy PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0284 Manual, Powered, and Motorized
Kos70 duty, sling/sold seat/back, patient | g IRED - INTERQUAL INTERQUAL MEDICARE COVERAGE cMS Wheeled Mobility Devices
weight capacity 301 to 450 pounds e
Power wheelchair, group 4 very PRIOR AUTHORIZATION
0871 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 4 PRIOR AUTHORIZATION
standard, single power option, )
K0877 sling/solid seat/back, patient weight ;Eé,%?;&%ﬁﬁ?g;ﬂt INTERQUAL ;:ggﬁf&;g%;g& cMs PGMS“‘A"/":;::; :Az“gﬁi’;dbjciie':°‘°"zed
capacity up to and including 300 e
pounds
Power wheelchalr, group 4 PRIOR AUTHORIZATION
standard, single power option, N
om | SIS | monwmonstor | o | e rodol Pt P i
capacity up to and including 300 CRITERIA
pounds
Power wheelchair, group 4 heavy PRIOR AUTHORIZATION
K0879 duty, single power option, PRIOR AUTHORIZATION INTERQUAL REQUIRED - FOLLOW cMS 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
0880 heavy duty, single power option, PRIOR AUTHORIZATION ] REQUIRED - FOLLOW. S 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 4 PRIOR AUTHORIZATION
standard, multiple power option, )
K0884 sling/solid seat/back, patient weight :Eé%?;;f_”ﬁ?gg{?ﬂ INTERQUAL ;:ggﬁfg&g%;g& cMs PGOZBAVI\\/A:::I:L mﬁ&?dﬁﬁ&ie'ﬁm"z“
capacity up to and including 300 e
pounds
Power wheelchair, group 4 PRIOR AUTHORIZATION
standard, multiple power option, N
ows | ot T | onamonmon | rercun e Pt o i
capacity up to and including 300 CRITERIA
pounds
Power wheelchair, group 4 heavy PRIOR AUTHORIZATION
0886 duty, multiple power option, PRIOR AUTHORIZATION TEREAL REQUIRED - FOLLOW B 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 5 PRIOR AUTHORIZATION
pediatric, single power option, PRIOR AUTHORIZATION REQUIRED - FOLLOW. PG0284 Manual, Powered, and Motorized
Ko8s0 sling/solid seat/back, patient weight| - e IRED - INTERQUAL INTERQUAL MEDICARE COVERAGE cMsS Wheeled Mobility Devices
capacity up to and including 125 S
pounds
Power wheelchair, group 5 ERERATERZSTEN
pediatric, multipie power option, PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0284 Manual, Powered, and Motorized
Kog91 sling/solid seat/back, patient weight| g jIRED - INTERQUAL IERQUEL MEDICARE COVERAGE EvE Wheeled Mobility Devices
capacity up to and including 125 T

pounds




PRIOR AUTHORIZATION

Power wheelchair, not otherwise PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0284 Manual, Powered, and Motorized
Koeos classified REQUIRED - INTERQUAL IERGE S MEDICARE COVERAGE CH2 Wheeled Mobility Devices
CRITERIA
PRIOR AUTHORIZATION
K0899 E"“‘é?;g‘g%%ﬁgﬁ;ﬁ:ﬁj PRIOR AUTHORIZATION P%%fs:zﬁ’xﬁg::’zzgmf“d REQUIRED - FOLLOW. o PG0284 Manual, Powered, and Motorized
4 REQUIRED - MEDICAL POLICY . Y MEDICARE COVERAGE Wheeled Mobility Devices
criteria Devices
CRITERIA
Low frequency ulrasoric diathermy PGO043 Experimental PG0043 Experimental G043 Experi qational
K1004 ' NON-COVERED Investigational Procedures NON-COVERED igati . NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
includes all components and N N Procedures Services
o Services Services
accessories (PainShield®)
Bilateral hip, knee, ankle, foot
device, powered, includes pelvic
. ﬁ?’:‘]‘:‘;’;erk“r;:e‘r?g":tg;"“tb'ee PGO043 Experimental PGO043 Experimental PG0425 P""‘I’je’ed R°“":¢:;’g;gf;{
K1007 prighi(s), knee joints any type, NON-COVERED Investigational Procedures NON-COVERED gati ' 52" |NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
with or without ankle joints any N N PG0043 Experimental Investigational
Services Services .
type, includes all components and Procedures Services
accessories, motors,
sensors
Oral device/appliance used to . .
reduce upper airway collapsibility, PG0043 Experimental PG0043 Experimental Pro:ec;g(r’:: g:f;geggu?gfsgﬁzfxloml
K1027 without fixed mechanical hinge, NON-COVERED Investigational Procedures NON-COVERED Investigational Procedures N e NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
) N N Appliances for Obstructive Sleep Apnea-
custom fabricated, includes fitting Services Services N
archived 120124.
and adjustment
External recharging system for
battery (internal) for use with PG0043 Experimental PG0043 Experimental G004 ) -
K1030 implanted cardiac contractility NON-COVERED Investigational Procedures NON-COVERED igati . e NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
N N Procedures Services
modulation generator, replacement Services Services
only
Supplies and accessories (e.g., PG0043 Experimental PG0043 Experimental ) o
K1036 transducer) for low frequency NON-COVERED Investigational Procedur NON-COVERED igati PG0043 @ | NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
ultrasonic diathermy treatment a estigational Procedures a . Procedures Services i - '
Services Services
device, per month
Cranial cervical orthosis, congenital
torticollis type, with or without soft PRIOR AUTHORIZATION PG0120 Cranial Orthotic Devices and
Lo12 interface material, adjustable range REQUIRED - INTERQUAL INTERQUAL NON-COVERED NON-COVERED Protective Helmets-archived 121124
of motion joint, custom fabricated
Cranial cervical orthotic, torticollis
type, with or without joint, with or . .
N PRIOR AUTHORIZATION PG0120 Cranial Orthotic Devices and
L0113 without soft interface m.a‘terlal‘ REQUIRED - INTERQUAL INTERQUAL NON-COVERED NON-COVERED Protective Helmets-archived 121124
prefabricated, includes fitting and
adjustment
Knee orthosis, elastic with joints,
it ten | pmon wvoszanon EEEETy
L1810 or Olhérwisel Custom\vzed tofita ’| REQUIRED -Jg;izQUAL - SEE INTERQUAL MEDICARE COVERAGE. CMs PG0480 Knee Orthosis-archived 120124 | Prior Authorization will be required for Knee Orthosis with a charged amount greater than $500.00.
specific patient by an individual with CRITERIA- SEE NOTES
expertise
Koo arthsis, desticwit e, [NGEAEERERSH REQUIRED. FoLLOW
L1812 prefabricated, off-the-shelf REQUIRED -NISIEQQUAL - SEE INTERQUAL MEDICARE COVERAGE CMS PG0480 Knee Orthosis-archived 120124 | Prior Authorization will be required for Knee Orthosis with a charged amount greater than $500.00.
CRITERIA- SEE NOTES
" o and i, wihor wibot | g SORAUTHORZATION REQURED.-FoLLOW
L1820 ppalel\ar cgmm‘: prefabricated, REQUIRED ug;EEQUAL - SEE INTERQUAL MEDICARE COVERAGE. CMs PG0480 Knee Orthosis-archived 120124 | Prior Authorization will be required for Knee Orthosis with a charged amount greater than $500.00.

includes fitting and adjustment

CRITERIA- SEE NOTES




PRIOR AUTHORIZATION

Knee orthosis, immobilizer, canvas PRIOR AUTHORIZATION REQUIRED - FOLLOW
L1830 longitudinal, prefabricated, off-the- | REQUIRED - INTERQUAL - SEE INTERQUAL MEDICARE COVERAGE. CMs PG0480 Knee Orthosis-archived 120124 | Prior Authorization will be required for Knee Orthosis with a charged amount greater than $500.00.
shelf NOIES CRITERIA- SEE NOTES
Knee orthotic, locking knee joint(s),|  PRIOR AUTHORIZATION Ps;%%&%g‘f’fo'ﬁg@"‘
L1831 positional orthotic, prefabricated, | REQUIRED - INTERQUAL - SEE INTERQUAL MEDICARE COVERAGE. CMS PG0480 Knee Orthosis-archived 120124 [ Prior Authorization will be required for Knee Orthosis with a charged amount greater than $500.00.
includes fitting and adjustment NOTES ST, G oS
Knee orthosis, adjustable knee
joints (unicentric or polycentric),
positional orthosis, rigid support, PRIOR AUTHORIZATION PRIOR AUTHORIZATION
L1832 prefabricated item that has been | pe gy RED - INTERQUAL - SEE INTERQUAL REQUIRENJSROLLOW cMs PG0480 Knee Orthosis-archived 120124 | Prior Authorization will be required for Knee Orthosis with a charged amount greater than $500.00.
trimmed, bent, molded, assembled, NOTES MEDICARE COVERAGE o
or otherwise customized to fit a CRITERIA- SEE NOTES
specific patient by an individual with
exnertise
Knee orthosis, adjustable knee PRIOR AUTHORIZATION
joints (unicentic or polycentric), | et U HORIZATION REQUIRED - FOLLOW o ) i ! o
L1833 L REQUIRED - INTERQUAL - SEE INTERQUAL CMS PG0480 Knee Orthosis-archived 120124 | Prior Authorization will be required for Knee Orthosis with a charged amount greater than $500.00.
positional orthosis, rigid support, N TES MEDICARE COVERAGE
prefabricated, off-the shelf CRITERIA- SEE NOTES
Knee ot (€0, withut kneo | oo ZRIORAUTHORIZATION REQUIRED-FoLLOW
L1834 joint, rigid, custor fabricated | REQUIRED -NI(I\;IE;{QUAL - SEE INTERQUAL MEDICARE COVERAGE CMs PG0480 Knee Orthosis-archived 120124 |Prior Authorization will be required for Knee Orthosis with a charged amount greater than $500.00.
CRITERIA- SEE NOTES
Knes orthosis, rigid, without PRIOR AUTHORIZATION R et R
L1836 joint(s), includes soft interface REQUIRED - INTERQUAL - SEE INTERQUAL MEDICARE COVERAGE. CMS PG0480 Knee Orthosis-archived 120124 | Prior Authorization will be required for Knee Orthosis with a charged amount greater than $500.00.
material, prefabricated, off-the-shelf NOTES CRITERIA- SEE NOTES
Knee orthotic (KO), derotation, PRIOR AUTHORIZATION PRRIE%F:JQUEE—‘?;CI)%?BVOVN
L1840 medial-lateral, anterior cruciate | REQUIRED - INTERQUAL - SEE INTERQUAL MEDICARE COVERAGE CMs PG0480 Knee Orthosis-archived 120124 |Prior Authorization will be required for Knee Orthosis with a charged amount greater than $500.00.
ligament, custom fabricated NOTES CRITERIA- SEE NOTES
Knee orthosis, single upright, thigh
and calf, with adjustable flexion and
extension joint (unicentric or PRIOR AUTHORIZATION
L1843 polyontrc), medabatoraand | e bt M CERATION INTERQUAL REQUIRED - FOLLOW cms PG0480 Knee Orthosis-archived 120124 |Prior Authorization will be required for Knee Orthosis with a charged amount greater than $500.00.
rotation control, with or without NOTES MEDICARE COVERAGE s-archive for Authorization will be requl o Wi "9 unt g 00-
varus/valgus adjustment, CRITERIA- SEE NOTES
prefabricated item that has been
trimmed._bent.molded
Knee orthotic (KO), single upright,
thigh and calf, with adjustable
flexion and extension joint PRIOR AUTHORIZATION P oA,
L1844 (unicentric or polycentric), medial- | REQUIRED - INTERQUAL - SEE INTERQUAL MEDICARE COVERAGE cMs PG0480 Knee Orthosis-archived 120124 |Prior Authorization will be required for Knee Orthosis with a charged amount greater than $500.00.
lateral and rotation control, with or NOTES
CRITERIA- SEE NOTES
without varus/valgus adjustment,
custom fabricated
Knee orthosis, double upright, thigh
and calf, with adjustable flexion and
extension joint (unicentric or PRIOR AUTHORIZATION
polycentric), mediak-lateral and PRIOR AUTHORIZATION REQUIRED - FOLLOW § . § ) X o
L1845 y " REQUIRED - INTERQUAL - SEE INTERQUAL CMs PG0480 Knee Orthosis-archived 120124 | Prior Authorization will be required for Knee Orthosis with a charged amount greater than $500.00.
rotation control, with or without NOTES. MEDICARE COVERAGE
varus/valgus adjustment, CRITERIA- SEE NOTES
prefabricated item that has been
trimmed_bent_molded
Knee orthotic, double upright, thigh
and calf, with adjustable flexion and
extension joint (unicentric or PRIOR AUTHORIZATION Ps&%%&%g‘f’%ﬁg@”
L1846 polycentric), medial-lateral and REQUIRED - INTERQUAL - SEE INTERQUAL MEDICARE COVERAGE CMS PG0480 Knee Orthosis-archived 120124 | Prior Authorization will be required for Knee Orthosis with a charged amount greater than $500.00.
rotation con(ro!, 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 INTERQUAL NON-COVERED CMs PG0480 Knee Orthosis-archived 120124 | Prior 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
adjustable joint, with inflatable air

L1848 : NON-COVERED INTERQUAL NON-COVERED CMs PG0480 Knee Orthosis-archived 120124 | Prior Authorization will be required for Knee Orthosis with a charged amount greater than $500.00.
support chamber(s), prefabricated,
off-the-shelf
Ko artrsi, Swoch ype, || o PRORAUTHORZATION REQURED - FoLLOW-
L1850 prefabricated, off-the-shelf REQUIRED -NIgIEzQUAL - SEE INTERQUAL MEDICARE COVERAGE CMS PG0480 Knee Orthosis-archived 120124 [ Prior Authorization will be required for Knee Orthosis with a charged amount greater than $500.00.
CRITERIA- SEE NOTES
Knee orthosis (KO), single upright,
thigh and calf, with adjustable
flexion and extension joint PRIOR AUTHORIZATION P:IE%FfJf\RUE.g‘.O;(I)ﬁQ\%N
L1851 (unicentric or polycentric), medial- | REQUIRED - INTERQUAL - SEE INTERQUAL MEDICARE COVERAGE. CMs PG0480 Knee Orthosis-archived 120124 | Prior Authorization will be required for Knee Orthosis with a charged 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 PRIOR AUTHORIZATION R e R,
L1852 (unicentric or polycentric), medial- | REQUIRED - INTERQUAL - SEE INTERQUAL MEDICARE COVERAGE. CMS PG0480 Knee Orthosis-archived 120124 | Prior Authorization will be required for Knee Orthosis with a charged amount greater than $500.00.
lateral and rotation control, with or NOTES CRITERIA- SEE NOTES
without varus/valgus adjustment, a
prefabricated, off-the-shelf
Knee orthotic (KO), modification of PRIOR AUTHORIZATION PRRIE%F:JEUEE—‘P;CI)%?E\%N
L1860 supracondylar prosthetic socket, | REQUIRED - INTERQUAL - SEE INTERQUAL MEDICARE COVERAGE CMs PG0480 Knee Orthosis-archived 120124 |Prior Authorization will be required for Knee Orthosis with a charged amount greater than $500.00.
custom fabricated (SK) NOTES CRITERIA- SEE NOTES
Foot, adductus positioning device, PG0238 Therapeutic and PG0238 Therapeutic and PG0238 Therapeutic and Orthopedic
L3161 adjustable NON-COVERED Orthopedic Footwear and Inserts NON-COVERED Orthopedic Footwear and Inserts Footwear and Inserts
Transcarpal/metacarpal or partial
hand disarticulation prosthesis,
external power, self-suspended,
L6026 inner socket with removable PRIOR AUTHORIZATION PG0428 Myoelectric Upper PRIOR AUTHORIZATION PG0428 Myoelectric Upper PG0428 Myoelectric Upper Extremity
forearm section, electrodes, and | REQUIRED - MEDICAL POLICY Extremity Prosthetic Devices REQUIRED - MEDICAL POLICY Extremity Prosthetic Devices Prosthetic Devices
cables, two batteries, charger,
myoelectric control of terminal
device. excludes terminal device(s)
Addition to upper extremity . . .
. PRIOR AUTHORIZATION PRIOR AUTHORIZATION PG0428 Myoelectric Upper PG0428 Myoelectric Upper Extremity
L6611 prosthesis, exteral powered, REQUIRED - INTERQUAL INTERQUAL REQUIRED - MEDICAL POLICY |  Extremity Prosthetic Devices Prosthetic Devices
additional switch, any type
Upper extremity addition, shoulder
L6646 J°'"‘E‘“;“lj’s"‘:’£g%’:ﬂC‘Zg‘:"’f‘g&?::'m' PRIOR AUTHORIZATION PG0428 Myoelectric Upper PRIOR AUTHORIZATION PG0428 Myoelectric Upper PG0428 Myoelectric Upper Extremity
i . REQUIRED - MEDICAL POLICY Extremity Prosthetic Devices REQUIRED - MEDICAL POLICY Extremity Prosthetic Devices Prosthetic Devices
control, for use with body powered
or external powered system
L6648 I‘:Efi::::f:‘s"g‘ a:gfr‘:"; srxe'f;’ PRIOR AUTHORIZATION PG0428 Myoelectric Upper PRIOR AUTHORIZATION PG0428 Myoelectric Upper PG0428 Myoelectric Upper Extremity
aclha(or P REQUIRED - MEDICAL POLICY Extremity Prosthetic Devices REQUIRED - MEDICAL POLICY Extremity Prosthetic Devices Prosthetic Devices
Upper extremity addition, external
L6700 me;ﬁ?::}gzgx:ﬁ?‘éﬂg PRIOR AUTHORIZATION PG0428 Myoelectric Upper PRIOR AUTHORIZATION PG0428 Myoelectric Upper PG0428 Myoelectric Upper Extremity
. y ™ REQUIRED - MEDICAL POLICY Extremity Prosthetic Devices REQUIRED - MEDICAL POLICY Extremity Prosthetic Devices Prosthetic Devices
inputs, pattern-recognition
decoding intent movement
Terminal device, multiple . . .
L6715 articulating digits, includes motor PRIOR AUTHORIZATION PG0428 Myoelectric Upper PRIOR AUTHORIZATION PG0428 Myoelectric Upper PG0428 Myoelectric Upper Extremity

(s), initial issue or replacement

REQUIRED - MEDICAL POLICY

Extremity Prosthetic Devices

REQUIRED - MEDICAL POLICY

Extremity Prosthetic Devices

Prosthetic Devices




L6880

Electric hand, switch, or
myoelectric controlled,
independently articulating digits,
any grasp pattern or combination of
grasp patterns, includes motor(s)

PRIOR AUTHORIZATION
REQUIRED - INTERQUAL

INTERQUAL

PRIOR AUTHORIZATION
REQUIRED - MEDICAL POLICY

PG0428 Myoelectric Upper
Extremity Prosthetic Devices

PG0428 Myoelectric Upper Extremity
Prosthetic Devices

L6881

Automatic grasp feature, addition to|
upper limb electric prosthetic
terminal device

PRIOR AUTHORIZATION
REQUIRED - INTERQUAL

INTERQUAL

PRIOR AUTHORIZATION
REQUIRED - MEDICAL POLICY

PG0428 Myoelectric Upper
Extremity Prosthetic Devices

PG0428 Myoelectric Upper Extremity
Prosthetic Devices

L6882

Microprocessor control feature,
addition to upper limb prosthetic
terminal device

PRIOR AUTHORIZATION
REQUIRED - INTERQUAL

INTERQUAL

PRIOR AUTHORIZATION
REQUIRED - MEDICAL POLICY

PG0428 Myoelectric Upper
Extremity Prosthetic Devices

PG0428 Myoelectric Upper Extremity
Prosthetic Devices

L6920

Wrist disarticulation, external
power, self-suspended inner
socket, removable forearm shell,
Otto Bock or equal, switch, cables,
two batteries and one charger,
switch control of terminal device

PRIOR AUTHORIZATION
REQUIRED - MEDICAL POLICY

PG0428 Myoelectric Upper
Extremity Prosthetic Devices

PRIOR AUTHORIZATION
REQUIRED - MEDICAL POLICY

PG0428 Myoelectric Upper
Extremity Prosthetic Devices

PG0428 Myoelectric Upper Extremity
Prosthetic Devices

L6925

Wrist disarticulation, external
power, self-suspended inner
socket, removable forearm shell,
Otto Bock or equal, electrodes,
cables, two batteries and one
charger, myoelectronic control of
terminal device

PRIOR AUTHORIZATION
REQUIRED - INTERQUAL

INTERQUAL

PRIOR AUTHORIZATION
REQUIRED - MEDICAL POLICY

PG0428 Myoelectric Upper
Extremity Prosthetic Devices

PG0428 Myoelectric Upper Extremity
Prosthetic Devices

L6930

Below elbow, external power, self-

inner socket,
forearm shell, Otto Bock or equal
switch, cables, two batteries and
one charger, switch control of
terminal device

PRIOR AUTHORIZATION
REQUIRED - MEDICAL POLICY

PG0428 Myoelectric Upper
Extremity Prosthetic Devices

PRIOR AUTHORIZATION
REQUIRED - MEDICAL POLICY

PG0428 Myoelectric Upper
Extremity Prosthetic Devices

PG0428 Myoelectric Upper Extremity
Prosthetic Devices

L6935

Below elbow, external power, self-
inner socket,

forearm shell, Otto Bock or equal

electrodes, cables, two batteries

and one charger, myoelectronic
control of terminal device

PRIOR AUTHORIZATION
REQUIRED - INTERQUAL

INTERQUAL

PRIOR AUTHORIZATION
REQUIRED - MEDICAL POLICY

PG0428 Myoelectric Upper
Extremity Prosthetic Devices

PG0428 Myoelectric Upper Extremity
Prosthetic Devices

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

PRIOR AUTHORIZATION
REQUIRED - MEDICAL POLICY

PG0428 Myoelectric Upper
Extremity Prosthetic Devices

PRIOR AUTHORIZATION
REQUIRED - MEDICAL POLICY

PG0428 Myoelectric Upper
Extremity Prosthetic Devices

PG0428 Myoelectric Upper Extremity
Prosthetic Devices

L6945

Elbow disarticulation, external
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
device

PRIOR AUTHORIZATION
REQUIRED - INTERQUAL

INTERQUAL

PRIOR AUTHORIZATION
REQUIRED - MEDICAL POLICY

PG0428 Myoelectric Upper
Extremity Prosthetic Devices

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

PG0428 Myoelectric Upper
Extremity Prosthetic Devices

PRIOR AUTHORIZATION
REQUIRED - MEDICAL POLICY

PG0428 Myoelectric Upper
Extremity Prosthetic Devices

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

PRIOR AUTHORIZATION
REQUIRED - INTERQUAL

INTERQUAL

PRIOR AUTHORIZATION
REQUIRED - MEDICAL POLICY

PG0428 Myoelectric Upper
Extremity Prosthetic Devices

PG0428 Myoelectric Upper Extremity
Prosthetic Devices

L6960

Shoulder disarticulation, 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
control of terminal device

PRIOR AUTHORIZATION
REQUIRED - MEDICAL POLICY

PG0428 Myoelectric Upper
Extremity Prosthetic Devices

PRIOR AUTHORIZATION
REQUIRED - MEDICAL POLICY

PG0428 Myoelectric Upper
Extremity Prosthetic Devices

PG0428 Myoelectric Upper Extremity
Prosthetic Devices




Shoulder disarticulation, external
power, molded inner socket,
removable shoulder shell, shoulder
bulkhead, humeral section,

PRIOR AUTHORIZATION

PG0428 Myoelectric Upper

PRIOR AUTHORIZATION

PG0428 Myoelectric Upper

PG0428 Myoelectric Upper Extremity

L6985 mechanical elbow, forearm, Otto | REQUIRED - MEDICAL POLICY Extremity Prosthetic Devices REQUIRED - MEDICAL POLICY Extremity Prosthetic Devices Prosthetic Devices
Bock or equal electrodes, cables,
two batteries and one charger,
control of terminal
Interscapular-thoracic, external
power, molded inner socket,
removable shoulder shell, shoulder
L6970 bulkhead, humeral section, PRIOR AUTHORIZATION PG0428 Myoelectric Upper PRIOR AUTHORIZATION PG0428 Myoelectric Upper PG0428 Myoelectric Upper Extremity
mechanical elbow, forearm, Otto | REQUIRED - MEDICAL POLICY Extremity Prosthetic Devices REQUIRED - MEDICAL POLICY Extremity Prosthetic Devices Prosthetic Devices
Bock or equal switch, cables, two
batteries and one charger, switch
control of terminal device
Interscapular-thoracic, external
power, molded inner socket,
removable shoulder shell, shoulder
L6975 bulkhead, humeral section, PRIOR AUTHORIZATION PG0428 Myoelectric Upper PRIOR AUTHORIZATION PG0428 Myoelectric Upper PG0428 Myoelectric Upper Extremity
mechanical elbow, forearm, Otto | REQUIRED - MEDICAL POLICY Extremity Prosthetic Devices REQUIRED - MEDICAL POLICY Extremity Prosthetic Devices Prosthetic Devices
Bock or equal electrodes, cables,
two batteries and one charger,
control of terminal
Gasket or seal, for use with GRIORESIORIZATION
. : PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0428 Myoelectric Upper Extremity
L7700 prosthetic socket insert, any type, | peqUIRED - MEDICAL POLICY DIERQUSL MEDICARE COVERAGE @B Prosthetic Devices
each
CRITERIA
L7007 Electric hand, switch or myoelectric| ~ PRIOR AUTHORIZATION TR PRIOR AUTHORIZATION PG0428 Myoelectric Upper PG0428 Myoelectric Upper Extremity
controlled, adult REQUIRED - INTERQUAL REQUIRED - MEDICAL POLICY Extremity Prosthetic Devices Prosthetic Devices
L7008 Electric hand, switch or myoelectric PRIOR AUTHORIZATION INTERQUAL PRIOR AUTHORIZATION PG0428 Myoelectric Upper PG0428 Myoelectric Upper Extremity
controlled, pediatric REQUIRED - INTERQUAL REQUIRED - MEDICAL POLICY Extremity Prosthetic Devices Prosthetic Devices
L7009 Electric hook, switch or myoelectric|  PRIOR AUTHORIZATION TR PRIOR AUTHORIZATION PG0428 Myoelectric Upper PG0428 Myoelectric Upper Extremity
controlled, adult REQUIRED - INTERQUAL REQUIRED - MEDICAL POLICY Extremity Prosthetic Devices Prosthetic Devices
L7040 Prehensile actuator, switch PRIOR AUTHORIZATION PG0428 Myoelectric Upper PRIOR AUTHORIZATION PG0428 Myoelectric Upper PG0428 Myoelectric Upper Extremity
controlled REQUIRED - MEDICAL POLICY Extremity Prosthetic Devices REQUIRED - MEDICAL POLICY Extremity Prosthetic Devices Prosthetic Devices
L7045 Electric hook, switch or myoelectric PRIOR AUTHORIZATION INTERQUAL PRIOR AUTHORIZATION PG0428 Myoelectric Upper PG0428 Myoelectric Upper Extremity
controlled, pediatric REQUIRED - MEDICAL POLICY REQUIRED - MEDICAL POLICY Extremity Prosthetic Devices Prosthetic Devices
L7170 Electronic elbow, Hosmer or equal, PRIOR AUTHORIZATION PG0428 Myoelectric Upper PRIOR AUTHORIZATION PG0428 Myoelectric Upper PG0428 Myoelectric Upper Extremity
switch controlled REQUIRED - MEDICAL POLICY Extremity Prosthetic Devices REQUIRED - MEDICAL POLICY Extremity Prosthetic Devices Prosthetic Devices
Electronic elbow, microprocessor § § .
: . PRIOR AUTHORIZATION PRIOR AUTHORIZATION PG0428 Myoelectric Upper PG0428 Myoelectric Upper Extremity
L7180 seq”e"’::;‘?:mgsg’w and REQUIRED - INTERQUAL INTERQUAL REQUIRED - MEDICAL POLICY |  Extremity Prosthetic Devices Prosthetic Devices
Electronic elbow, microprocessor ) ) ’
L7181 Simltanoous control of dbow and | PRIOR AUTHORIZATION R PRIOR AUTHORIZATION PG0428 Myoelectric Upper PG0428 Myoelectric Upper Extremity

terminal device

REQUIRED - INTERQUAL

REQUIRED - MEDICAL POLICY

Extremity Prosthetic Devices

Prosthetic Devices




L7185

Electronic elbow, adolescent,
Variety Village or equal, switch
controlled

PRIOR AUTHORIZATION
REQUIRED - MEDICAL POLICY

PG0428 Myoelectric Upper
Extremity Prosthetic Devices

PRIOR AUTHORIZATION
REQUIRED - MEDICAL POLICY

PG0428 Myoelectric Upper
Extremity Prosthetic Devices

PG0428 Myoelectric Upper Extremity
Prosthetic Devices

L7186

Electronic elbow, child, Variety
Village or equal, switch controlled

PRIOR AUTHORIZATION
REQUIRED - MEDICAL POLICY

PG0428 Myoelectric Upper
Extremity Prosthetic Devices

PRIOR AUTHORIZATION
REQUIRED - MEDICAL POLICY

PG0428 Myoelectric Upper
Extremity Prosthetic Devices

PG0428 Myoelectric Upper Extremity
Prosthetic Devices

L7190

Electronic elbow, adolescent,
Variety Village or equal,
myoelectronically controlled

PRIOR AUTHORIZATION
REQUIRED - INTERQUAL

INTERQUAL

PRIOR AUTHORIZATION
REQUIRED - MEDICAL POLICY

PG0428 Myoelectric Upper
Extremity Prosthetic Devices

PG0428 Myoelectric Upper Extremity
Prosthetic Devices

L7191

Electronic elbow, child, Variety
Village or equal, myoelectronically
controlled

PRIOR AUTHORIZATION
REQUIRED - INTERQUAL

INTERQUAL

PRIOR AUTHORIZATION
REQUIRED - MEDICAL POLICY

PG0428 Myoelectric Upper
Extremity Prosthetic Devices

PG0428 Myoelectric Upper Extremity
Prosthetic Devices

L7259

Electronic wrist rotator, any type

PRIOR AUTHORIZATION
REQUIRED - INTERQUAL

INTERQUAL

PRIOR AUTHORIZATION
REQUIRED - MEDICAL POLICY

PG0428 Myoelectric Upper
Extremity Prosthetic Devices

PG0428 Myoelectric Upper Extremity
Prosthetic Devices

L7400

Addition to upper extremity
prosthesis, below elbow/wrist
disarticulation, ultra-light material
(titanium, carbon fiber or equal)

PRIOR AUTHORIZATION
REQUIRED - INTERQUAL

INTERQUAL

PRIOR AUTHORIZATION
REQUIRED - MEDICAL POLICY

PG0428 Myoelectric Upper
Extremity Prosthetic Devices

PG0428 Myoelectric Upper Extremity
Prosthetic Devices

L7401

Addition to upper extremity
prosthesis, above elbow
disarticulation, ultra-light material
(titanium, carbon fiber or equal)

PRIOR AUTHORIZATION
REQUIRED - INTERQUAL

INTERQUAL

PRIOR AUTHORIZATION
REQUIRED - MEDICAL POLICY

PG0428 Myoelectric Upper
Extremity Prosthetic Devices

PG0428 Myoelectric Upper Extremity
Prosthetic Devices

L7402

Addition to upper extremity
prosthesis, shoulder
disarticulation/interscapular
thoracic, ultra-light material
(titanium, carbon fiber or equal)

PRIOR AUTHORIZATION
REQUIRED - INTERQUAL

INTERQUAL

PRIOR AUTHORIZATION
REQUIRED - MEDICAL POLICY

PG0428 Myoelectric Upper
Extremity Prosthetic Devices

PG0428 Myoelectric Upper Extremity
Prosthetic Devices

L7403

Addition to upper extremity
prosthesis, below elbow/wrist
disarticulation, acrylic material

PRIOR AUTHORIZATION
REQUIRED - INTERQUAL

INTERQUAL

PRIOR AUTHORIZATION
REQUIRED - MEDICAL POLICY

PG0428 Myoelectric Upper
Extremity Prosthetic Devices

PG0428 Myoelectric Upper Extremity
Prosthetic Devices

L7404

Addition to upper extremity
prosthesis, above elbow
disarticulation, acrylic material

PRIOR AUTHORIZATION
REQUIRED - INTERQUAL

INTERQUAL

PRIOR AUTHORIZATION
REQUIRED - MEDICAL POLICY

PG0428 Myoelectric Upper
Extremity Prosthetic Devices

PG0428 Myoelectric Upper Extremity
Prosthetic Devices

L7405

Addition to upper extremity
prosthesis, shoulder
disarticulation/interscapular
thoracic, acrylic material

PRIOR AUTHORIZATION
REQUIRED - MEDICAL POLICY

PG0428 Myoelectric Upper
Extremity Prosthetic Devices

PRIOR AUTHORIZATION
REQUIRED - MEDICAL POLICY

PG0428 Myoelectric Upper
Extremity Prosthetic Devices

PG0428 Myoelectric Upper Extremity
Prosthetic Devices

L7499

Upper extremity prosthesis, not
otherwise specified

PRIOR AUTHORIZATION
REQUIRED - MEDICAL POLICY

PG0428 Myoelectric Upper
Extremity Prosthetic Devices

PRIOR AUTHORIZATION
REQUIRED - MEDICAL POLICY

PG0428 Myoelectric Upper
Extremity Prosthetic Devices

PG0428 Myoelectric Upper Extremity
Prosthetic Devices




Breast prosthesis, silicone or equal,

L8031 oS > NON-COVERED NON-COVERED NON-COVERED NON-COVERED
with integral adhesive
Custom breast prosthesis, post
L8035 mastectomy, molded to patient NON-COVERED NON-COVERED NON-COVERED NON-COVERED
model
N PRIOR AUTHORIZATION PG0144 Breast Reconstruction Services. | Prior Authorization is NOT required when reported with the pre-select cancer diagnosis, as listed in Medical
L8600 Implantable breast prosthesis, | pe o RED - INTERQUAL - SEE INTERQUAL RRIORISEILIGRIZAION cMs PG0104 Cosmetic and Reconstructive Policy PG0144 Breast Reconstruction. Prior authorizationis required for all other indications. Addional
silicone or equal REQUIRED - MEDICAL POLICY : !
NOTES Surgery coverage reference-PG0104 Cosmetic and Reconstructive Surgery
Injectable bulking agent, ’ ; )
L8605 dextranomer/hyaluronic acid NON-COVERED PG0260/Bulking Agents for Fecal || RERIGRIEHTHERIZETIONINRIN (EC2ctE M c el PG0260 Bulking Agents for Fecal Elite Medicare Advantage Plans - Prior Authorization NOT required, effective 3/1/2025 (to align with Medical Mutual)
Incontinence - Solesta® REQUIRED Incontinence - Solesta® Incontinence - Solesta®
copolymer implant, anal canal
Injectable bulking agent for vocal " " y
L8607 cond medialiation. 0.1 i, Includes NSRS PG0104 Cosmetic and NSRS PG0104 Cosmetic and PG0104 Cosmetic and Reconstructive
N N Reconstructive Surgery Reconstructive Surgery Surgery
shipping and necessary supplies
PRIOR AUTHORIZATION 0261 Gochlear and Auiory Brainstem | 1E€iC3) POicy PG0281 Cochiear and Auditory Brainstem Implants is going to be archived. The procedure codes
L85t Cochiear devicelsystem PRIOR AUTHORIZATION TR REQUIRED - FOLLOW . Implante . Archived 0610172004, Maintam prior [69930: L8614-L8624, L8627-L8629 and L8625 require a prior authorization, and will maintain requiring a prior
REQUIRED - INTERQUAL MEDICARE COVERAGE Authorization per InterQual Goverage Criteris. | Uthorization. The coverage criteria will follow the InterQual critera, as is indicated on the prior authorization excel
CRITERIA spreadsheet..
Headset/headpiece for use with PRIOR AUTHORIZATION Medical Policy PG0281 Cochlear and Auditory Brainstem Implants is going to be archived. The procedure codes
dpi use wi PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0281 Cochlear and Auditory Brainstem 69930 | g614-1.8624, L8627-L8629 and L8625 require a prior authorization, and will maintain requiring a prior
L8615 cochlear implant device, INTERQUAL cMs Implants - Archived 06/01/2024. Maintain Prior e - r auorizaton, 92|
REQUIRED - INTERQUAL MEDICARE COVERAGE 11" | authorization. The coverage criteria will follow the InterQual criteria, as is indicated on the prior authorization excel
replacement Authorization per InterQual Coverage Criteria
CRITERIA spreadsheet.
PRIOR AUTHORIZATION 560281 Gochicar and Auditory Brai Medical Policy PG0281 Cochlear and Auditory Brainstem Implants is going to be archived. The procedure codes
Microphone for use with cochlear PRIOR AUTHORIZATION REQUIRED - FOLLOW ochlear and Auditory Brainstem 15093 | g614-1 8624, L8627-L8629 and L8625 require a prior authorization, and will maintain requiring a prior
L8616 INTERQUAL CMS Implants - Archived 06/01/2024. Maintain Prior P P P
implant device, replacement REQUIRED - INTERQUAL MEDICARE COVERAGE Authorization per InterQual Goverage Criteria.|2uthorization. The coverage criteria will follow the InterQual criteria, as is indicated on the prior authorization excel
CRITERIA spreadsheet.
Transmitting coil for use with PRIOR AUTHORIZATION PGO281 hl Auditory Brainst Medical Policy PG0281 Cochlear and Auditory Brainstem Implants is going to be archived. The procedure codes
L8617 T ehlear ?m Jant dovice PRIOR AUTHORIZATION TR REQUIRED - FOLLOW S - SS(:V ;gﬁw::’og'/‘g‘ /;gz‘fwMa;:;’;;e’;'r‘w 69930, L8614-L8624, L8627-L8629 and L8625 require a prior authorization, and will maintain requiring a prior
P g REQUIRED - INTERQUAL MEDICARE COVERAGE » 11" | authorization. The coverage criteria will follow the InterQual criteria, as is indicated on the prior authorization excel
replacement Authorization per InterQual Coverage Criteria
CRITERIA spreadsheet.
Transmitter cable for use with PRIOR AUTHORIZATION 50281 Gochicar and A Brai Medical Policy PG0281 Cochlear and Auditory Brainstem Implants is going to be archived. The procedure codes
cochlear implant device or auditory PRIOR AUTHORIZATION REQUIRED - FOLLOW ochlear and Auditory Brainstem 15093 | g614-1 8624, L8627-L8629 and L8625 require a prior authorization, and will maintain requiring  prior
L8618 f ' INTERQUAL cMs Implants - Archived 06/01/2024. Maintain Prior e - aunorizaton, 92
osseointegrated device, REQUIRED - INTERQUAL MEDICARE COVERAGE Authorization per InterQual Goverage Criteria|21thorization. The coverage criteria will follow the InterQual criteria, as is indicated on the prior authorization excel
replacement CRITERIA spreadsheet.
PRIOR AUTHORIZATION 60281 Coah N orai Medical Policy PG0281 Cochlear and Auditory Brainstem Implants is going to be archived. The procedure codes
L Cochlear implant external speech PRIOR AUTHORIZATION REQUIRED - FOLLOW 60281 Cochlear and Auditory Brainstem |53 | g614.1 8624, L8627-L8629 and L8625 require a prior authorization, and will maintain requiring a prior
8619 INTERQUAL cMs Implants - Archived 06/01/2024. Maintain Prior e - r auorization, 92|
processor, replacement REQUIRED - INTERQUAL MEDICARE COVERAGE nuthorization per IntsrQual Goverage Crteria The coverage criteria will follow the InterQual criteria, as is indicated on the prior authorization excel
CRITERIA spreadsheet
Zinc air battery for use with PRIOR AUTHORIZATION 50281 Gochicar and A orai Medical Policy PG0281 Cochlear and Auditory Brainstem Implants is going to be archived. The procedure codes
cochlear implant device and PRIOR AUTHORIZATION REQUIRED - FOLLOW ochlear and Auditory Brainstem 15093 | g614-1 8624, L8627-L8629 and L8625 require a prior authorization, and will maintain requiring  prior
L8621 INTERQUAL cMs Implants - Archived 06/01/2024. Maintain Prior e - aunorizaton, 92
auditory osseointegrated sound REQUIRED - INTERQUAL MEDICARE COVERAGE Authorization per InterQual Goverage Griteria|2uthorization. The coverage criteria will follow the InterQual criteria, as is indicated on the prior authorization excel
processors, replacement, each CRITERIA spreadsheet.




Alkaline battery for use with

PRIOR AUTHORIZATION

PRIOR AUTHORIZATION
REQUIRED - FOLLOW

PG0281 Cochlear and Auditory Brainstem

Medical Policy PG0281 Cochlear and Auditory Brainstem Implants is going to be archived. The procedure codes
69930, L8614-L8624, L8627-L8629 and L8625 require a prior authorization, and will maintain requiring a prior

L8622 C"C"‘ea:e";z‘cae’:‘::(‘”:‘c a1VSiz6: | REQUIRED - INTERQUAL INTERQUAL MEDICARE COVERAGE CMS ":S:ﬁZ'nszag:'::f'fnfgr’gﬁog:ve"f:g:il’r'“:;‘:’ authorization. The coverage criteria will follow the InterQual criteria, as is indicated on the prior authorization excel
g CRITERIA spreadsheet.
Lithium ion battery for use with PRIOR AUTHORIZATION Medical Policy PG0281 Cochlear and Auditory Brainstem Implants is going to be archived. The procedure codes
cochlear implant device speech PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0281 Cochlear and Auditory Brainstem | 6oq30 | 8614-1.8624, L 8627-L8629 and L8625 require a prior authorization, and will maintain requiring a prior
L8623 INTERQUAL CMS Implants - Archived 06/01/2024. Maintain Prior M . P
processor, other than ear level, REQUIRED - INTERQUAL MEDICARE COVERAGE i ' °1" | authorization. The coverage criteria will follow the InterQual criteria, as is indicated on the prior authorization excel
uthorization per InterQual Coverage Criteria
replacement, each CRITERIA spreadsheet.
L‘g;glg"‘ez"i;at;(y;?;ﬁi:“h PRIOR AUTHORIZATION o P Medical Policy PG0281 Cochlear and Auditory Brainstem Implants is going to be archived. The procedure codes
P ry PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0281 Cochlear and Auditory Brainstem 69930 | g614-1.8624, L8627-L8629 and L8625 require a prior authorization, and will maintain requiring a prior
L8624 osseointegrated device speech INTERQUAL cMs Implants - Archived 06/01/2024. Maintain Prior i - r authorization, 92
REQUIRED - INTERQUAL MEDICARE COVERAGE authorization. The coverage criteria will follow the InterQual criteria, as is indicated on the prior authorization excel
processor, ear level, replacement, Authorization per InterQual Coverage Criteria
- CRITERIA spreadsheet.
Cochlear implant. extemal speech PRIOR AUTHORIZATION Medical Policy PG0281 Cochlear and Auditory Brainstem Implants is going to be archived. The procedure codes
plant, P PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0281 Cochlear and Auditory Brainstem | 6oq30 | 8614-1.8624, L 8627-L8629 and L8625 require a prior authorization, and will maintain requiring a prior
L8627 processor, component, INTERQUAL CMS Implants - Archived 06/01/2024. Maintain Prior M o P
REQUIRED - INTERQUAL MEDICARE COVERAGE ' °1" | authorization. The coverage criteria will follow the InterQual criteria, as is indicated on the prior authorization excel
replacement Authorization per InterQual Coverage Criteria
CRITERIA spreadsheet.
PRIOR AUTHORIZATION Medical Policy PG0281 Cochlear and Auditory Brainstem Implants is going to be archived. The procedure codes
Cochlear implant, external PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0281 Cochlear and Auditory Brainstem 69930 | g614-1.8624, L8627-L8629 and L8625 require a prior authorization, and will maintain requiring a prior
L8628 INTERQUAL cMs Implants - Archived 06/01/2024. Maintain Prior i - " authorization, 92
controller component, replacement REQUIRED - INTERQUAL MEDICARE COVERAGE Authorization authorization. The coverage criteria will follow the InterQual criteria, as is indicated on the prior authorization excel
per InterQual Coverage Criteria
CRITERIA spreadsheet.
PRIOR AUTHORIZATION
L8680 Implantable neurostimulator PRIOR AUTHORIZATION TR REQUIRED - FOLLOW. . PG0537 Hypoglossal Nerve Stimulation for
electrode, each REQUIRED - INTERQUAL MEDICARE COVERAGE Treatment of Obstructive Sleep Apnea
CRITERIA
Patient programmer (external) for PRIOR AUTHORIZATION
L8681 use with implantable programmable|  PRIOR AUTHORIZATION AL REQUIRED - FOLLOW . PG0537 Hypoglossal Nerve Stimulation for
neurostimulator pulse generator, REQUIRED - INTERQUAL MEDICARE COVERAGE Treatment of Obstructive Sleep Apnea
replacement only CRITERIA
Implantable neurostimulator pulse PRIOR AUTHORIZATION
L8688 generator, dual array, PRIOR AUTHORIZATION AL REQUIRED - FOLLOW . PG0537 Hypoglossal Nerve Stimulation for
nonrechargeable, includes REQUIRED - INTERQUAL MEDICARE COVERAGE Treatment of Obstructive Sleep Apnea
extension CRITERIA
Auditory osseointegrated device, PG0218 Implantable Bone Conduction and
- PRIOR AUTHORIZATION PRIOR AUTHORIZATION . ) )
L8690 includes allinternal and external U - [ UEREAL INTERQUAL Rl R EREUAL INTERQUAL Bone-Anchored Hearing Aids-Archived  |Per Dr. BH utilize Commercial InterQual criteria for Medicare product lines for these codes.
components 11/01/2024
Auditory osseointegrated device, PG0218 Implantable Bone Conduction and
PRIOR AUTHORIZATION PRIOR AUTHORIZATION . ) )
L8691 external sound processor, AU - R ERalAL INTERQUAL SRl - RSB INTERQUAL Bone-Anchored Hearing Aids-Archived  |Per Dr. BH utilize Commercial InterQual criteria for Medicare product lines for these codes.
replacement 11/01/2024
Auditory osseointegrated device,
external sound processor, used PG0218 Implantable Bone Conduction and
L8692 without osseointegration, body LRIORAUIHORIZATION INTERQUAL RRIOR ORI ATION INTERQUAL Bone-Anchored Hearing Aids-Archived  |Per Dr. BH utilize Commercial InterQual criteria for Medicare product lines for these codes.

worn —includes headband or other
means of external attachment

REQUIRED - INTERQUAL

REQUIRED - INTERQUAL

11/01/2024




Auditory osseointegrated device

PRIOR AUTHORIZATION

PG0218 Implantable Bone Conduction and

PRIOR AUTHORIZATION N :
L8693 abutment, any Ii:glh‘ replacement REQUIRED - INTERQUAL. INTERQUAL REQUIRED - INTERQUAL INTERQUAL Bone—Anchoreﬂ;i)??;gg"A\ds—Ammved Per Dr. BH utilize Commercial InterQual criteria for Medicare product lines for these codes.
Auditory osseointegrated device, PG0218 Implantable Bone Conduction and
PRIOR AUTHORIZATION PRIOR AUTHORIZATION y : ;
L8694 transducer/actuator, replacement REQUIRED - INTERQUAL INTERQUAL REQUIRED - INTERQUAL INTERQUAL Bone-Anchored Hearing Aids-Archived  |Per Dr. BH utilize Commercial InterQual criteria for Medicare product lines for these codes.
only, each 11/01/2024
Powered upper extremity range of
motion assist device, elbow, wrist,
L8701 "a“S ‘::":fs‘r)‘g":cj’[l;::b'e PRIOR AUTHORIZATION PG0428 Myoelectric Upper PRIOR AUTHORIZATION PG0428 Myoslectric Upper PG0428 Myoelectric Upper Extremity
pright(s), REQUIRED - MEDICAL POLICY Extremity Prosthetic Devices REQUIRED - MEDICAL POLICY Extremity Prosthetic Devices Prosthetic Devices
microprocessor, sensors, all
components and accessories,
custom fabricated
Powered upper extremity range of
motion assist device, elbow, wrist,
L8702 hand, f::‘%.e'h"("(';’; S‘K‘gl‘;‘e’;d"“b'e PRIOR AUTHORIZATION PG0428 Myoelectric Upper PRIOR AUTHORIZATION PG0428 Myoelectric Upper PG0428 Myoelectric Upper Extremity
prig y REQUIRED - MEDICAL POLICY Extremity Prosthetic Devices REQUIRED - MEDICAL POLICY Extremity Prosthetic Devices Prosthetic Devices
microprocessor, sensors, all
components and accessories,
custom fabricated
) PRIOR AUTHORIZATION
PG0043 Experimental N .
" L REQUIRED - FOLLOW PG0043 Experimental Investigational
P9020 Platelet rich plasma, each unit NON-COVERED |nvest|gatsm;rr|€i|c:ocedures MEDICARE COVERAGE CMS Procedures Services
CRITERIA
Peoggo';:’abér‘e:zx;:;gl“ved: Psozg'gé:?;iri‘:i’;";::::"vw; PG0170 Prolotherapy - Archived; PG0043
M0076 Prolotherapy NON-COVERED 10 S NON-COVERED F i igational NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
Investigational Procedures ¢
3 3 Services
Services Services
New technology (medical & PRIOR AUTHORIZATION
behavioral health procedures, PRIOR AUTHORIZATION PRIOR AUTHORIZATION REQUIRED - FOLLOW
NEW TECHNOLOGY | jagnostios, durable medical REQUIRED REQUIRED MEDICARE COVERAGE M8
equipment) CRITERIA
OUT OF NETWORK All Out of Network Services PRIOR AUTHORIZATION PRIOR AUTHORIZATION PRIOR AUTHORIZATION PRIOR AUTHORIZATION
SERVICES (Except for ER) REQUIRED REQUIRED REQUIRED REQUIRED
PG0069 Drug Testing; PG0043 PG0069 Drug Testin, PG0069 Drug Testing; PG0043
P2031 Hair analysis (excluding arsenic) NON-COVERED Experimental Investigational NON-COVERED i i Procedures [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
Procedures Services Procedures Services Services
PROSTHETICS Al orthalics/prosthetios that PRIOR AUTHORIZATION PRIOR AUTHORIZATION PRIOR AUTHORIZATION PRIOR AUTHORIZATION
REQUIRED REQUIRED REQUIRED REQUIRED
purchase only
New technology intraocular lens
Q1004 category 4 as defined in Federal NON-COVERED PGO0063 Intraocular Lens Implant NON-COVERED PG0063 Intraocular Lens Implant PG0063 Intraccular Lens Implant
Register notice
New technology intraocular lens
Q1005 category 5 as defined in Federal NON-COVERED

Register notice

PG0063 Intraocular Lens Implant

NON-COVERED

PG0063 Intraocular Lens Implant

PG0063 Intraocular Lens Implant




PRIOR AUTHORIZATION

Health Care Institutions

Institutions (RNHCls)

Health Care Institutions

REQUIRED - MEDICAL POLICY

Health Care Institutions

Institutions

PG0490 Religious Nonmedical Health Care

Q2026 Injection, radiesse, 0.1 ml PRIOR AUTHORIZATION PG0104 Cosmetic and REQUIRED - FOLLOW cMS PG0104 Cosmetic and Reconstructive
! ¥ T REQUIRED - MEDICAL POLICY Reconstructive Surgery MEDICARE COVERAGE Surgery
CRITERIA
PRIOR AUTHORIZATION
Q2028 Injection, culptra, 0.5 m PRIOR AUTHORIZATION PG0104 Cosmetic and REQUIRED - FOLLOW CcMs PG0104 Cosmetic and Reconstructive
I  culptra, 0.5 mg REQUIRED - MEDICAL POLICY Reconstructive Surgery MEDICARE COVERAGE Surgery
CRITERIA
See Medical Policy for all Skin and Tissue Substitute codes (May not be all inclusive list) - A2001-A2002, A2004,
'A2005, A2006, A2007, A2008, A2009, A2010, A2011, A2012, A2013, A2014, A2015, A2016, A2017, A2018,
PRIOR AUTHORIZATION A2019, A2020, A2021, A2022, A2023, A2024, A2025, A2026, A2027, A2028, A2029, A2030, A2031, A2032,
Q4100 Skin substitute, nos PRIOR AUTHORIZATION PG0203 Bioengineered Skin and REQUIRED - FOLLOW cMS PG0203 Bioengineered Skin and Tissue |A2033, A2034, A2035, A2036, A2037, A2038, A2039, A4100, AB460, A6461, C1762, C1763, C1781, C5271,
' REQUIRED - INTERQUAL Tissue Substitutes MEDICARE COVERAGE Substitutes C5272, C5273, C5274, C5275, C5276, C5277, C5278, C9352, C9353, C9394, C9355, C9356, C9358, CI360,
CRITERIA C9361, C9363, C9364, C9399, g4100, Q4101, Q4103, Q4104, Q4105, Q4107, Q4108, Q4110, Q4113, Q1441,
Q4115, Q4116, Q4117, Q4118, Q4123, Q4124, Q4125, Q4126, Q4127, Q4128, Q4130, Q4132, Q4133, Q4134,
04135_04136_04137 04138 04139 04140 0414104142 04143 04145 Q414604147 04148 04149
Effective January 1, 2010: Consultation services (99241-99245 and 99251-99255) are non-covered for Elite
PG0291 Consultation Services - PG0291 Consultation Services - [ PG0291 Consultation Services - Archived g;.‘;'catroe.:cllanaizecc‘g:rﬁg;! ;I 222; c’():r?r:";;]:t ‘:‘! ?:Z:ﬁ;h:"\:";';?;e;idnc :'Sﬁlﬁtf;fsemi:z E:f:::lfor
Consultation Codes NON-COVERED Archived Converted to NON-COVERED Archived Converted to Converted to Reimbursement Policy RM- |- o1cY © include fal produ ing so, u more fully aligns tseff wi
e e Medicare & Medicaid Services' (CMS's) standards by no longer recognizing Current Procedural Terminology (CPT)
Y Y consultation codes (99242, 99243, 99244, 99245, 99252, 99253, 99254, 99255) as being eligible for reimbursement
for its commercial and Medicare Advantage membership.
PRIOR AUTHORIZATION PRIOR AUTHORIZATION PRIOR AUTHORIZATION PRIOR AUTHORIZATION
REHAB ADMISSIONS Rehabilitation admissions REQUIRED REQUIRED REQUIRED REQUIRED
Elite (Medicare Advantage) Plans
* Prior Authorization is required for services in a Medicare certified Religious Nonmedical Health Care
Religious Nonmedical | Religious Nonmedical Health Care R PG0490 Religious Nonmedical PRIOR AUTHORIZATION PG0490 Religious Nonmedical Institutions (RNHCIs).

* Covered Services in a RNHCI are limited to non-religious aspects of care. R
provided in RNHCIs are not covered.

* The same benefit restrictions and requirements such as benefit period, prior authorization and all
copayment/coinsurance will apply.

ious aspects of care

S-Codes

HCPCS S-Codes

NON-COVERED

NON-COVERED

NON-COVERED

NON-COVERED

NON-COVERED

Effective 04/01/2024, Paramount will no longer accept S-codes, for all product lines.

SKILLED NURSING

notification

REQUIRED - MEDICAL POLICY

Authorization and Notification

REQUIRED - MEDICAL POLICY

Authorization and Notification

PG0461 Transplant Prior Authorization and
Notification

) ) PRIOR AUTHORIZATION PRIOR AUTHORIZATION PG0526 Skilled Nursing Facilty Level of
FACILITY Skilled nursing facilty REQUIRED IIERGE A REQUIRED - MEDICAL POLICY IIERGE A Care
Transplant procedures include: heart liver kidney transplants, coreal lung or
double lung transplants, solitary pancreas transplant, pancreas transplant after a successful kidney transplant,
TRANSPLANT Transplant prior authorization and | PRIOR AUTHORIZATION PGO461 Transplant Prior PRIOR AUTHORIZATION PGO461 Transplant Prior

simultaneous pancreas and kidney transplants, intestine transplants (includes small bowe 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.




PG0097 Unlisted/Non-specific

PG0097 Unlisted/Non-specific

Unlisted or not atherwise classified (NOC) and miscellaneous codes do 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

+ New technology
« Cosmetic

to the pi ice. Some

ices 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

UNLISTED PRIOR AUTHORIZATION PRIOR AUTHORIZATION PG0097 Unlisted/Non-specific HCPCS/CPT | Plastic and reconstructive
PROCEDURE CODES Unlisted procedure codes REQUIRED - MEDICAL PoLIcy | HCPCS/CPT and Category Il | gy Rep - MEDICAL POLICY | HCPCS/CPT and Category Il and Category Ill Codes Reimbursement is based on review of the unlisted code(s) on an individual claim basis. If an unlisted procedure code
Codes Codes . . . P N N
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://wwi pi d
authorizations/outpatient-prior-authorization AND specific medlcal pohcy
htps://www.paramounthealthcare.com/p: ry , in reference to specific
procedures/services billed with an unlisted code and/or Category IIl code
Contact lens, PMMA, spherical, per| PRIOR AUTHORIZATION NOT PG0403 Therapeutic Contact PRIOR AUTHORIZATION NOT " y .
V2500 lens REQUIRED - SEE NOTES s REQUIRED - SEE NOTES CMs PG0403 Contact Lenses Effective 01/01/2026: PRIOR AUTHORIZATION NOT REQUIRED - MEDICAL POLICY
Contact lens, PMMA, toric or prism| PRIOR AUTHORIZATION NOT PG0403 Therapeutic Contact PRIOR AUTHORIZATION NOT "
V2501 ballast, per lens REQUIRED - SEE NOTES [ REQUIRED - SEE NOTES CMs PG0403 Contact Lenses Effective 01/01/2026: PRIOR AUTHORIZATION NOT REQUIRED - MEDICAL POLICY
Contact lens, gas permeable, toric, | PRIOR AUTHORIZATION NOT PG0403 Therapeutic Contact PRIOR AUTHORIZATION NOT " . .
V2511 prism ballast, per lens REQUIRED - SEE NOTES [P REQUIRED - SEE NOTES CMs PG0403 Contact Lenses Effective 01/01/2026: PRIOR AUTHORIZATION NOT REQUIRED - MEDICAL POLICY
Contact lens, gas permeable, PRIOR AUTHORIZATION NOT PG0403 Therapeutic Contact PRIOR AUTHORIZATION NOT " .
V2513 extended wear, per lens REQUIRED - SEE NOTES e REQUIRED - SEE NOTES CMs PG0403 Contact Lenses Effective 01/01/2026: PRIOR AUTHORIZATION NOT REQUIRED - MEDICAL POLICY
Contact lens, hydrophilic, spherical,| PRIOR AUTHORIZATION NOT PG0403 Therapeutic Contact PRIOR AUTHORIZATION NOT " ’ .
V2520 per lens REQUIRED - SEE NOTES [ REQUIRED - SEE NOTES CMs PG0403 Contact Lenses Effective 01/01/2026: PRIOR AUTHORIZATION NOT REQUIRED - MEDICAL POLICY
Contact lens, hydrophilic, toric, or | PRIOR AUTHORIZATION NOT PG0403 Therapeutic Contact PRIOR AUTHORIZATION NOT " . .
V2521 prism ballast, per lens REQUIRED - SEE NOTES oo REQUIRED - SEE NOTES CMs PG0403 Contact Lenses Effective 01/01/2026: PRIOR AUTHORIZATION NOT REQUIRED - MEDICAL POLICY
Contact lens, hydrophilic, bifocal, | PRIOR AUTHORIZATION NOT PG0403 Therapeutic Contact PRIOR AUTHORIZATION NOT " ’ .
V2522 per lens REQUIRED - SEE NOTES e REQUIRED - SEE NOTES CMs PG0403 Contact Lenses Effective 01/01/2026: PRIOR AUTHORIZATION NOT REQUIRED - MEDICAL POLICY
Contact lens, hydrophilic, extended | PRIOR AUTHORIZATION NOT PG0403 Therapeutic Contact PRIOR AUTHORIZATION NOT " . ~
V2523 wear, per lens REQUIRED - SEE NOTES . REQUIRED - SEE NOTES CMS PG0403 Contact Lenses Effective 01/01/2026: PRIOR AUTHORIZATION NOT REQUIRED - MEDICAL POLICY
V2530 Contact lens, scleral, gas PRIOR AUTHORIZATION NOT |~ RG0403 Therapeutic Contact - [ D O cMs PG0403 Contact Lenses Effective 01/01/2026: PRIOR AUTHORIZATION NOT REQUIRED - MEDICAL POLICY

impermeable, per lens

REQUIRED - SEE NOTES

Lenses

REQUIRED - SEE NOTES




Contact lens, scleral, gas

PRIOR AUTHORIZATION NOT

PG0403 Therapeutic Contact

PRIOR AUTHORIZATION NOT

V2531 Samantie, por lens oW SeehGTER e EROREWSEENOTES cMs PG0403 Contact Lenses Effective 01/01/2026: PRIOR AUTHORIZATION NOT REQUIRED - MEDICAL POLICY
V2787 As"g"‘a"m:gg[j::‘[‘:\;“"c""" of NON-COVERED PGO063 Intraocular Lens Implant NON-COVERED PGO063 Intraocular Lens Implant PG0063 Intraccular Lens Implant
V2788 P’esby"‘?;‘a";‘;:jfa‘r";gn':“c"°" of NON-COVERED PGO063 Intraocular Lens Implant NON-COVERED PGO063 Intraocular Lens Implant PG0063 Intraccular Lens Implant
V5130 In ear binaural hearing aid SEE NOTES PGO141 Hearing Aids SEE NOTES PGO141 Hearing Aids PGO141 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.
) o - _— The hearing aid products, dispensing fees, and repairs are covered under the hearing aid rider benefit. These are
V5140 Behind ear binaur hearing aid SEE NOTES PGO141 Hearing Aids SEE NOTES PGO141 Hearing Aids PGO141 Hearing Aids covered baaad o e membars DN ooverage for & apecifs product 1ne or provits group.
V5150 Binaural, glasses SEE NOTES PG0141 Hearing Aids SEE NOTES PG0141 Hearing Aids 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.
v o - _— The hearing aid products, dispensing fees, and repairs are covered under the hearing aid rider benefit. These are
V5160 Dispensing fee, binaural SEE NOTES PGO141 Hearing Aids SEE NOTES PGO141 Hearing Aids PGO141 Hearing Aids covered baseel o the members banet soverags fo & speaiic prodUot Ine of provider OToUD,
V5211 Hearing aid, contralateral routing SEE NOTES PGO141 Hearing Aids SEE NOTES PGO141 Hearing Aids PGO141 Hearing Aids The hearing aid products, dlspgnswng fees, and repairs are cgvered undgr the heanpg aid rider benefit. These are
system binaural, ITE/ITE covered based on the member's benefit coverage for a specific product line or provider group.
Hearing aid, contralateral routing - o - The hearing aid products, dispensing fees, and repairs are covered under the hearing aid rider benefit. These are
V5212 system binaural, ITE/ITC SEE NOTES PGO141|Hearing Alds SEE NOTES PGO141|Hearing Alds PGO141 Hearing Alds covered based on the member’s benefit coverage for a specific product line or provider group.
V213 Hearing aid, contralateral routing R R B A TS R i A PGO141 Hearing Alds The hearing aid products, dispensing fees, and repairs are covered under the hearing aid rider benefit. These are
system binaural, ITE/BTE covered based on the member's benefit coverage for a specific product line or provider group
214 Hearing aid, contralateral routing R T e RS e PO141 Heering Aids The hearing aid products, dispensing fees, and repairs are covered under the hearing aid rider benefit. These are
system binaural, ITC/ITC covered based on the member's benefit coverage for a specific product line or provider group.
V215 Hearing aid, contralateral routing R R i A S T PGO141 Hearing Alds The hearing aid products, dispensing fees, and repairs are covered under the hearing aid rider benefit. These are

system binaural, ITC/BTE

covered based on the member’s benefit coverage for a specific product line or provider group.




Vvs221 Hearing aid, contralateral routing T, TR A S TR i A PGO141 Hoaring Alds The hearing aid products, dispensing fees, and repairs are covered under the hearing aid rider benefit. These are
system binaural, BTE/BTE covered based on the member's benefit coverage for a specific product line or provider group.
V5230 Hearing aid, BICROS, glasses SEE NOTES PGO141 Hearing Aids SEE NOTES PGO141 Hearing Aids PGO141 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 PGO141 Hearing Aids SEE NOTES PGO141 Hearing Aids PGO141 Hearing Aids The hearing aid products, dispensing fees, and repairs are covered under the hearing aid rider beneft. 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 PGO141 Hearing Aids SEE NOTES PGO141 Hearing Aids PGO141 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.
v - . . The hearing aid products, dispensing fees, and repairs are covered under the hearing aid rider benefit. These are
V5253 Hearing aid, prog, binaural, BTE SEE NOTES PGO141 Hearing Aids SEE NOTES PGO141 Hearing Aids PGO141 Hearing Aids coverea st o e membars Dokt soverage far & cpeciie produst 1 o rovic rou
V5260 Hearing aid, digital, binaural, ITE SEE NOTES PG0141 Hearing Aids SEE NOTES PG0141 Hearing Aids 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.
- . . The hearing aid products, dispensing fees, and repairs are covered under the hearing aid rider benefit. These are
V5261 Hearing aid, digital, binaural, BTE SEE NOTES PGO141 Hearing Aids SEE NOTES PGO141 Hearing Aids PGO141 Hearing Aids covered based on e membars Bencit ooverage for s apeciie product 1n6 or proves GToUD.
- PGO043 Experimental PG0043 Experimental
V5273 Ass'S'xﬁh"i':QATfaf?;‘°§n§°r use NON-COVERED Investigational Procedures NON-COVERED Investigational Procedures PGO141 Hearing Aids NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
P Services ervices
Hearing aid, not otherwise - - - The hearing aid products, dispensing fees, and repairs are covered under the hearing aid rider benefit. These are
V5298 classified SEE NOTES PGO141|Hearing Alds SEE NOTES PGO141|Hearing Alds PGO141 Hearing Alds covered based on the member’s benefit coverage for a specific product line or provider group.
Experimental/investigational medical, surgical, tric, use or other health care services, supplies, p , 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

PG0043 Experimental
Investigational Procedures
Services

NON-COVERED

PG0043 Experimental

PG0043

Services

Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL




Alopecia

SEE NOTES

SEE NOTES

SEE NOTES

SEE NOTES

PG0514 Alopecia - Archived 09/01/2025

- 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 illness 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.

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

PG0043 Experimental
Investigational Procedures
Services

NON-COVERED

PG0043 Experimental

PG0362 Biomarker and Disease Activity
Testing for Rheumatoid Arthritis; PG0043

Services

al
Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

Amniotic Fluid and/or Placental
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
to be safe and effective for any
medical use. In the United States

Food and Drug Administration’s

(FDA) public safety notice dated

Dec. 6, 2019, the FDA informed

the public that there are currently
“no FDA-approved exosome
products.” Per the FDA, these
products may only be provided
within approved investigational new
drug (IND) trials.

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services

NON-COVERED

PG0043 Experimental

PG0043

Services

Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

Annulus fibrosus repair following
spinal surgery

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services

NON-COVERED

PG0043 Experimental

PG0043

Services

Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

PG0043 Experimental

PG0043 Experimental

Arup IBD NON-COVERED Investigational Procedures NON-COVERED PG0043 Y M3 |NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
. . Procedures Services
Services Services
Left Atrial Appendage (LAA)
Closure devices: to Reduce the PG0043 Experimental PG0043 Experimental PG0043
Risk of Stroke NON-COVERED Investigational Procedures NON-COVERED gati ’ @ |NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
. 3 3 Procedures Services
OLARIAT Snare Device Services Services
oTiger Paw
PG0043 Experimental PG0043 Experimental !
Autologous fat grafting for any foot NON-COVERED Investigational Procedures NON-COVERED igati PG0043 v N3l | NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
or thyroid procedures . . Procedures Services
Services Services
N PG0043 Experimental PG0043 Experimental
Autologous fat ransplant with the NON-COVERED Investigational Procedures NON-COVERED igational Procedu PGO043 v NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
use of adipose-derived stems cell ! ! Procedures Services
Services Services
NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL. AutoMove AM800 is considered experimental and
PG0043 Experimental PG0043 Experimental G003 onal | Investigational for neuromuscular rehabiltation of post-stroke patients because its effectiveness for this indication

AutoMove AM800

NON-COVERED

Investigational Procedures
Services

NON-COVERED

Services

Procedures Services

has not been established. Although triggered by EMG, AutoMove AMB00 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




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

PG0043 Experimental
Investigational Procedures
Services

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services

PG0043 Experimental Investigational
Procedures Services; PG0534 Treatments
for Benign Prostatic Hypertrophy

(BPH)

The use of a temporarily implanted nitinol device (e.g., iTind) for treatment of lower urinary tract symptoms due to
benign prostatic f iais per igational. The evidence is i i dete that
the technology results in an improvement in the net health outcome. Placement of temporary prostatic stents (e.g.,
SpannerTM) is experimentalinvestigational 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

PG0043 Experimental
Investigational Procedures
ervices

NON-COVERED - See Notes

PG0043 Experimental

PG0043

Services

Procedures Services

Biofeedback is non-covered for the following indications: +Addictions

«Allergy

+Anger management

~Anterior shoulder instability or pain

+Anxiety disorders

+As a rehabilitation modality for spasmodic torticollis, spinal cord injury, or following knee surgeries
+Attention deficit hyperactivity disorder (ADHD)

~Autism

+Balance training (with tongue-placed
«Bell's palsy (idiopathic facial paralysis)

+Cardiovascular diseases (e.g., heart failure)

~Childhood apraxia of speech

+Chronic abacterial prostatitis

~Chronic fatigue syndrome

+Chronic pain (e.g., back pain, fibromyalgia, neck pain) other than migraine and tension headache
~Cleft palate speech (nasopharyngoscopic biofeedback)

Navtima sundrama of urinary franieney

or visual i ive bi )

Bio-Engineered Skin and Soft
Tissues Substitutes

SEE NOTES

PG0203 Bio-Engineered Skin and
Soft Tissue Substitutes (Excluding
Skin Substitute Grafts for Diabetic
Foot Ulcers and Venous Leg
Ulcers)

SEE NOTES

PG0203 Bio-Engineered Skin and

Soft Tissue Substitutes (Excluding

Skin Substitute Grafts for Diabetic
Foot Ulcers and Venous Leg
Ulcers)

PG0203 Bio-Engineered Skin and Soft
Tissue Substitutes (Excluding Skin
Substitute Grafts for Diabetic Foot Ulcers
and Venous Leg Ulcers); PG0043
Experimental Investigational Procedures

ervices

Bio-Engineered Skin and Soft Tissues Substitutes, refer to PG0203 for list of those products that are covered or non-|
covered, experimental/investigational

Bioimpedance spectroscopy (BIS)

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services

NON-COVERED

PG0043 Experimental

PG0043

Services

Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

PG0043 Experimental

PG0043 Experimental

The following Bladder/Urothelial Tumor Markers are NonCovered, not an all-inclusive listing:
BCLA-4
Bladder EpiCheck (Nucleix)

Bladder/Urothelial Tumor Markers SEE NOTES Investigational Procedures SEE NOTES PG0043 v onal - |BLCA1
! . Procedures Services Hyaluronic acid
Services Services "
Hyaluronidase
Lewis X antigen
i lite markers
Bone Marrow Aspiration and PG0043 Experimental PG0043 Experimental PG0043
Platelet Rich Plasma with ankle NON-COVERED Investigational Procedures NON-COVERED igati v @ |NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
. 3 3 Procedures Services
joint procedures Services Services
’ PG0043 Experimental PG0043 Experimental '
Bone Marrow Aspiration then NON-COVERED Investigational Procedures NON-COVERED igati PG0043 v N3l | NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
injection of concentrate (BMAC) ! . Procedures Services
Services Services
Breast ductal lavage, fiberoptic ductoscopy, mammory ductoscopy, and breast duct endoscopy (i.e Acueity System,
Acueity, Inc., Larkspur, CA) are utilized to evaluate individuals at high risk for breast cancer. These procedures are
intended to be used in conjunction with routine clinical breast examination and mammography for early detection and
i ic diagnosis of nonpalpable breast cancers. CPT 19499t Breast ductal lavage s a technique in which
: PG0043 Experimental PG0043 Experimental epithelial cells (nipple aspirate fluid) are collected from the breast ductal system for cytological analysis. Mild suction
B’eagi'a c:;‘sﬁ ﬁfx;‘;‘i and NON-COVERED Investigational Procedures NON-COVERED igational Procedut PG°°43me incs Gorviess is applied to the nipple to identify fluid-yielding duct(s). A microcatheter is then advanced through a duct orifice into
9 Services Services the duct(s) and a saline solution is introduced. Saline and cellular material are withdrawn through the catheter and
collected in a syringe for cytologic examination. Ductal fluid is analyzed to detect cytological abnormalities suggestive
of breast cancer.
+When unlisted procedure, breast (19499) is determined to be breast ductal lavage o fiberoptic ductoscopy.
PG0043 Experimental PG0043 Experimental PG0043 y
Breath Analyses, Diagnositc NON-COVERED Investigational Procedures NON-COVERED igati onal

Services

Services

Procedures Services




Bronchial thermoplasty

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services

NON-COVERED

PG0043 Experimental

PG0043 i igational

Services

Procedures Services

C-11 Choline PET scan

NON-COVERED

PG0043 Experimental
Investigational Procedures
ervices

NON-COVERED

PG0043 Experimental

PG0043 i igational

Services

Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

CardioMEMS HF System

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services

PG0043 Experimental Investigational
Procedures Services; PG0377 Pulmonary
Artery Pressure Monitoring (CardioMEMS)-
Archived 090124;

Fiberoptic ductoscopy is performed by inserting a fiberoptic microendoscope into a ductal orifice and advancing the
scope under direct visualization. Abnormal intraductal areas are either biopsied or marked for image-guided core
biopsy.

Cartiform

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services

NON-COVERED

PG0043 Experimental

PG0043 i igational

Services

Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

Category Ill Codes

SEE NOTES

PG0097 Unlisted/Non-specific
HCPCS/CPT and Category Il
Codes

SEE NOTES

PG0097 Unlisted/Non-specific
HCPCS/CPT and Category Ill
Codes

PG0097 Unlisted/Non-specific HCPCS/CPT
and Category lll Codes

ALL Category IIl 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 igational-
NonCovered spreadsheet. If not otherwise indicated, the code is non-covered. Unless otherwise specified Category
1l codes are exper ional due to icient evidence of efficacy. If a Category Il 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 excel

listing https://www. d- itpatient-pr
authorization AND specific medical policy https://wi i i i -
library , in reference to specific procedures/services billed with an unlisted code and/or Category IIl code

Catheter, balloon dilatation, non-
vascular [Relieva Stratus™
MicroFlow spacer]

NON-COVERED

PG0043 Experimental
Investigational Procedures
ervices

NON-COVERED

PG0043 Experimental
Investigational Procedures
ervices

PG0043 Experimental Investigational
Procedures Services; PG0384 Drug Eluting
Devices for Use Following Endoscopic
Sinus Surgery-archived 120124

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

Ceribell EEG System (Ceribell Inc.)

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services

NON-COVERED

PG0043 Experimental

PG0043 i igational

Services

Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

Chiropractic or diagnostic
procedures -Not Covered, not an all
inclusive listing
oActive release technique
oActive therapeutic movement

(ATM2)
oApplied spinal biomechanical
engineering
oAtlas orthogonal technique
ORinFnarnatic sunchronization

NON-COVERED

PG0150 Chiropractic Services &
Spinal Manipulation; PG0043
Experimental Investigational
Procedures Services

NON-COVERED

PG0150 Chiropractic Services &
Spinal Manipulation; PG0043
Experimental Investigational
Procedures Services

PGO0150 Chiropractic Services & Spinal
Manipulation; PG0043 Experimental
Investigational Procedures Services

Chiropractic or diagnostic procedures -Not Covered, not an all-inclusive listing
oActive release technique

oActive therapeutic movement (ATM2)

oApplied spinal biomechanical engineering

oAtlas orthogonal technique

oBioEnergetic synchronization technique

oBiogeometric integration

oBlair technique

oChiropractic biophysics technique

oCnrnvneal meninneal strass fivation tachnioie

Cordella Pulmonary Artery
Sensor System (CorPASS)

NON-COVERED

PG0043 Experimental
Investigational Procedures

NON-COVERED

PG0043 Experimental

PG0043 i igational

Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

Services Services
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.
) PG0104 Cosmetic and PG0104 Cosmetic and PGO104 Cosmetic and Reconstructive | Reconstructive surgery may be eligible for coverage due to jtal defects, , trauma,
Cosmetic Services QCLLCOMERED Reconstructive Surgery NON-COVERED Reconstructive Surgery Surgery burns, infection, tumors, or disease of the involved part when a functional impairment is present. Cosmetic Services
performed solely to improve one's andor self-esteem are considered not medically necessary and

therefore not covered.

CyPass Micro-Stent (FDA removed
from the market)

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services

NON-COVERED

PG0043 Experimental

PG0043

Services

Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL




Dry Needling
oTrigger Point Injections with the
dry needling technique

NON-COVERED - SEE NOTES

PG0043 Experimental
Investigational Procedures
Services

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services

PG0043 Experimental Investigational
Procedures Services; PG0465 Dry Needling

Archived (refer to PG0382);
PG0382 Acupuncture

NON-COVERED - see above 20560 & 20561

Edison System for Histotripsy of
Renal Tumors

NON-COVERED

PG0043 Experimental
Investigational Procedures
ervices

NON-COVERED

PG0043 Experimental

PG0043

Services

Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

Electrical Nerve Stimulators —
experimental/investigational, not an
alk-inclusive listing:

OAll auricular electroacupuncture
devices (e.g., P-STIM™ device,)
and all other electrical acupuncture,
for any indication, including but not
limited to_nain and use

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services

PG0043 Experimental Investigational
Procedures Services; PG0244 Electrical
Nerve Stimulators-archived 120124;

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

Discogenic Pain Treatment

NON-COVERED - SEE NOTES

PG0043 Experimental
Investigational Procedures
ervices

NON-COVERED - See Notes

PG0043 Experimental

PG0043

Services

Procedures Services

The Tollowing pi are unproven and not medically m ary due 1o Svigence of efficacy (this st
may not be al-inclusive):
+Annulus fibrosus repair following spinal surgery
+Percutaneous and decor for treating ic pain
oPercut: us lumbar (manual or [APLD] and/or MILD

oPercutaneous lase discectomy (PLD)
olLaser-assisted disc decompression (LADD)
oPercutaneous laser disc decompression (PLDD)
oPercutaneous nuclectomy

oPercutaneous endoscopic discectomy

ic laser p or LASE
olntradiscal glucocorticoid injection for the treatment of low back pain (LBP)
olntradiscal implantation of combined dip derived stem cells and ic 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

olntradiscal injection of autologous bone marrow concentrate for the treatment of DDD

olntradiscal injections of bone marrow aspirate for the treatment for discogenic LBP

olntradiscal injection of gelified ethanol (DiscoGel) for the treatment of cervical disc herniations, neck pain, and
LBP

olntradiscal injection of hydrogel (GelStix) for the treatment of lumbar DDD

olntradiscal injection of methylene blue for the treatment of LBP

olntradiscal pulsed radiofrequency for the treatment of discogenic neck pain

oMR-guided percutaneous intradiscal thermotherapy (MRgPIT) for the treatment of lumbar DDD

+Thermal intradiscal procedures (TIPs) for the treatment of chronic discogenic back pain (this list may not be all-

PG0043 Experimental

PG0043 Experimental

dNerva Lung Denervation System NON-COVERED Investigational Procedures NON-COVERED PG0043 . onal NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
3 3 Procedures Services
Services Services
PG0043 Experimental PG0043 Experimental PG0043 The Company has determined that the following peroral endoscopic myotomy (POEM) procedures are considered
D-POEM NON-COVERED Investigational Procedures NON-COVERED igati Y "3 linvestigational and not eligible for « Diverti peroral ic myotomy (D-POEM) « Zenker
3 4 Procedures Services
Services Services peroral endoscopic myotomy (Z-POEM)
. PG0043 Experimental PG0043 Experimental "
Dual xcray for preventive screen of NON-COVERED Investigational Procedures NON-COVERED igati PG0043 Y 7@ |NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
vertebral fracture 3 3 Procedures Services
Services Services
Doppler studies of ductus venosus and vessels for surveillance of impaired fetal growth are non-covered. Paramount
Ductus Venosus - Doppler studies o o considers Doppler studies of ductus venosus and vessels other than the middle cerebral artery and umbilical artery
PG0043 Experimental PG0043 Experimental y N e N N
of ductus venosus and vessels for NON-COVERED Investigational Procedures NON-COVERED oy PG0043 jonal fur fetal surveillance of impaired fetal growth experimental/investigational because their effectiveness for these

surveillance of impaired fetal

Procedures Services

has not been Note: code (CPT® 76827 or CPT® 76828) includes the evaluation

growth Esise SEREED of veins, arteries, and valves, and covers Doppler evaluation of the ductus venosus, ductus arteriosus, and PR
Interval measurement as well as other vessels
PG 0423 Eustachian Tube PG0423 Eustachian Tube Diation. There is not enough research to show the EarPopper® device improves health outcomes for people with ETD.
Dilation. PG0043 Experimental G0043 Experimental PG 0423 Eustachian Tube Dilation. PGOO43 |\ " s guidehr?es hacad on research recommend e EarPopSer@ Sovice for ETD, Therclorer the EarPopper®
EarPopper® device NON-COVERED - SEE NOTES ; NON-COVERED - See Notes Experimental Investigational Procedures - -

Investigational Procedures
Services

Investigational Procedures
Services

Services

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

PG0043 Experimental
Investigational Procedures
ervices

NON-COVERED

PG0043 Experimental
Investigational Procedures
ervices

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.

Embolization of the Ovarian & lliac
Veins for Pelvic Congestion
Syndrome

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services

NON-COVERED

PG0043 Experimental

PG0043 i igational

Services

Procedures Services

Embolization of the ovarian & iliac veins for pelvic syndrome is 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

PG0043 Experimental
Investigational Procedures
Services

NON-COVERED

PG0043 Experimental

PG0043 i igational

Services

Procedures Services

Emborrhoid is a relatively new nonoperative treatment of hemorrhoidal bleeding, based on the same
i ical principles of dearterialization. It consists in embolization with coils or microparticle of

terminal branches of the superior and middle rectal arteries via the endovascular route.. Not Covered - Hemorrhoidal
embolization (HydroPearl microspheres) AND Coil of i i i jizati
of the hemorrhoidal arteries. No Specific Code 37241, 37244

Extracorporeal Magnetic
Stimulation for Treatment of Urinary
Incontinence

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services

NON-COVERED

PG0043 Experimental

PG0043 Experimental Investigational

Procedures Services. PG0497 Urinary

Services

Voiding Dysfunction
Treatments and Devices. PG0094
and N hi

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

Eustachian tube dilation procedure

PG0423 Eustachian Tube Dilation;
PG0043 Experimental

PG0423 Eustachian Tube Dilation;
PG0043 Experimental

PG0423 Eustachian Tube Dilation; PG0043

Eustachian tube dilation procedure
oSinus stents or drug-eluting implants
[1The use of implantable sinus stents or drug-eluting implants (C9122, J7401, J7402, $1090, $1091) 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-Rel

g Sinus Implant, furoate sinus implant, 370

NON-COVERED - SEE NOTES e e e NON-COVERED - See Notes g Procedures )
Services Services Services “Relieva Stratus ™ MicroFlow Spacer

+Sinu-Foam™ Spacer
+Sinuva™ (mometasone furoate) Sinus Implant
The treatment of nasal polyps following ethmoid sinus surgery (e.g., Sinuva, J7402) is considered experimental,
investigational or unproven therefore non-covered

Fecal Analysis in the diagnosis of

Intestinal Dysbiosis
oFecal analysis of the !qluwnng PG0043 Experimental PG0043 Experimental i
compnents is considered NON-COVERED NON-COVERED gati PG0043 18 |NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

investigational/experimental in the
diagnosis or evaluation of intestinal
dysbiosis, irritable bowel syndrome

(IRS) or small

Investigational Procedures
Services

Services

Procedures Services




Gastroesophageal Reflux Disease:
Endoscopic and Laparoscopic
Therapies

NON-COVERED - SEE NOTES

PG0043 Experimental
Investigational Procedures
Services

NON-COVERED - See Notes

PG0043 Experimental
Investigational Procedures
Services

Coverage Exception: Transoral incisionless
fundoplication (TIF) (e.g., EsophyX™)
(43210) for GERD is covered, without a
prior authorization, when medically
indicated.

ic procedures that are i peril and il 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

+ C-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

PG0041 Genetic Testing and
Genetic Counseling

NON-COVERED

PG0041 Genetic Testing and
Genetic Counseling

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
HIl, BreastOncPX, BreastPRS, Combimatrix™ Breast Cancer Profile, eXagen, Invasiveness Signature, Insight® DX
Breast Cancer Profile, Mammostrat, MapQuant Dx, NexCourse® Breast IHC4, NuvoSelect™ eRx 200-Gene Assa,
PAMS50 Breast Cancer Intrinsic Classifier, PreludeDx™'s , 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, TheraLink HER Family Assay

Gender Reassignment Surgery

PRIOR AUTHORIZATION
REQUIRED - MEDICAL POLICY

PG0311 Gender Reaffirming
Surgery

PRIOR AUTHORIZATION
REQUIRED - MEDICAL POLICY

PG0311 Gender Reaffirming
Surgery

PG0311 Gender Reaffirming Surgery

Gene or Protein expression profiling
for Cancer

NON-COVERED - SEE NOTES

PG0041 Genetic Testing and
Genetic Counseling

NON-COVERED - See Notes

PG0041 Genetic Testing and
Genetic Counseling

PG0041 Genetic Testing and Genetic
Counseling

PancraGEN (Interpace Diagnostics); Tempus xF, Tempus xG (Tempus Labs Inc.); Colon Cancer Hotspot Panel v2
NGS (Thermo Fisher Scientific); Galleri Test (Grail Inc.); TissueCypher (Castle Biosciences Inc.)

Genetic & Protein Biomarkers for
Prostate Cancer Screening and
Management

NON-COVERED - SEE NOTES

PG0041 Genetic Testing and
Genetic Counseling

NON-COVERED - See Notes

PG0041 Genetic Testing and
Genetic Counseling

PG0041 Genetic Testing and Genetic
Counseling

has the following di: testing and genetic & protein biomarkers for prostate cancer

and g are because there is insufficient evidence in the peer-
reviewed medical literature of the effectiveness of these procedures, but are not limited to: Prostate Core Mitomic
(Mitomics Inc)

Genicular Artery Embolization
(GAE) for the treatment of knee
pain

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services

NON-COVERED

PG0043 Experimental

PG0043

ional

Services

Procedures Services




PG0043 Experimental

Paramount considers the use of artificial

software and puter-aided colont Py

Gl Genius Intelligent Endoscopy [FERR) B iEE] PGO043 onal
NON-COVERED - SEE NOTES Investigational Procedures NON-COVERED - See Notes igati . niques experimer including but not all-inclusive, GI Genius Intelligent Endoscopy
Module 4 4 Procedures Services
Services Services Module.
PG0043 Experimental PG0043 Experimental PG0043
Glenoid resurfacing NON-COVERED Investigational Procedures NON-COVERED igati . e Galleri Test (Grail Inc.)
5 . Procedures Services
Services 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
o > MRD test. This level of support reflects:
Haystack Minimal Residual (e BeE e E (e BrE e E] PG0043 al  |*No guidelines or position statements discussed the Haystack MRD test or personalized minimal residual disease
. NON-COVERED Investigational Procedures NON-COVERED . : .
Disease (MRD) testing G Gt Procedures Services (MRD) assays. Most identified guidelines addressed general circulating tumor DNA (GtDNA) testing for monitoring in
colon or breast cancer.
+In general, guidelines recommend against using GtDNA 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 PG0043 Experimental PG0043 Experimental PG0043
(QuickSIN) [92700] NON-COVERED Investigational Procedures NON-COVERED igati Y '@ |NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
DA 5 5 Procedures Services
Measures a person’s ability to hear Services Services
speech in quiet and in noise.
PG0043 Experimental GRIORIZIT ORIZATION PG0043 Experimental
HERmark Assay NON-COVERED Investigational Procedures R DNMAOLL O] igati Pc0043 e
Y 19 sl = MEDICARE COVERAGE G Procedures Services
ervices CRITERIA ervices
PG0043 Experimental PG0043 Experimental N N N
. Pty il PG0043 nal The use of home biofeedback devices is considered not medically necessary and not covered for all conditions. As
Home biofeedback devices NON-COVERED Investlgatlona] fc=tis NON-COVERED N Procedures Services they are considered experimental, investigational or unproven and are non-covered:
Services Services
PG0043 Experimental PG0043 Experimental PG0043 "
High speed laryngoscopy NON-COVERED Investigational Procedures NON-COVERED igati onal NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

Services

Services

Procedures Services

Home-based pulmonary
rehabilitation programs

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services

NON-COVERED

PG0043 Experimental

PG0043

Services

Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

Home Uterine Activity Monitoring
(HUAM) with our without
Associated Nursing Services

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services

PG0043 Experimental Investigational
Procedures Services ; PG0165 Home:
Uterin Activity Monitoring-Archived,

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

PG0043 Experimental
Investigational Procedures
Services

NON-COVERED

PG0043 Experimental

PG0043

Services

Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL




Icast stent

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services

NON-COVERED

PG0043 Experimental

PG0043

ional

Services

Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

Implantable sinus stents or drug-
eluting implants for maintaining
sinus ostial patency

NON-COVERED - SEE NOTES

PG0043 Experimental
Investigational Procedures
Services

NON-COVERED - See Notes

PG0043 Experimental
Investigational Procedures
Services

The use of the following sinus devices (not an all-inclusive list) are considered, for maintaining sinus ostial patency
following endoscopic sinus surgery, ional because their 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;

4. Sinu-Foam spacer. 5. Sinuva™ (mometasone furoate) Sinus Implant

Note: Resorbable steroid-eluting spacers are considered supplies integral to the sinus surgery and are not separately
reimbursed

Infertility and Reproductive
ervices

SEE NOTES

PG0098 Infertility and
Reproductive Services

SEE NOTES

PG0098 Infertility and
Reproductive Services

PG0098 Infertility and Reproductive

Services

Refer to medical policy PG0098 Infertility and Repr Services for

Intradialytic Parenteral Nutrition

PRIOR AUTHORIZATION
REQUIRED - MEDICAL POLICY

PG0501 Intradialytic Parenteral
Nutrition (IDPN)

PRIOR AUTHORIZATION
REQUIRED - MEDICAL POLICY

PG0501
Nutrition (IDPN)

PG0501

ic Parenteral Nutrition
(IDPN)

No specific procedure codes

Intraoperative Neurological
Monitoring, noncovered, not an all-
inclusive listing

SEE NOTES

PG0043 Experimental
Investigational Procedures
Services

SEE NOTES

PG0043 Experimental

Intraoperative Visual evoked potentials
(VEP) and SEMG monitoring (eg, EPAD 2),

Services

monitoring of motor-evoked

potentials, Intraoperative SEMG monitoring

(eg, EPAD 2.0)

Intraoperative Visual evoked potentials (VEP) and SEMG momlomng (eg, EPAD 2) |s NOT eligible under the Plan
for intraoperative VEP monitoring for any This is ional as it is not
identified as widely used and generally accepted for the proposed use as reported in nahona\ly recognized peer-
reviewed medical lterature published in the English language. of mot ked potentials
using transcranial magnetic is and therefore, non red
because the safety and/ or effectiveness of this service cannot be established by the available peer-reviewed
literature. Intraoperative SEMG monitoring (eg, EPAD 2.0) is considered expenmenlal/mveshgahona\ as it is not
identified as widely used and generally accepted. (PG0326 i hived 7/2024)

Investigational Spinal
not all inclusive: See

Notes

NON-COVERED - SEE NOTES

PG0043 Experimental
Investigational Procedures
Services

NON-COVERED - See Notes

PG0043 Experimental

PG0043

ional

Services

Procedures Services

There are many investigational spinal procedures that lack the clinical 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 - Minimally invasive spinal fusion approaches using only indirect visualization (e.g. endoscopic
fusion), Spinal fusion with a pre-sacral interbody approach (.g. AxiaLIF), Percutaneous Endoscopic Lumbar
Discectomy (PELD), Endoscopic Disc Decompression, Minimally Invasive Lumbar Decompression (mild®)*,
Nucleoplasty Disc Decompression, LinQ sacroiliac joint stabilization system. *Approval for mild® may be permitted
for a Medicare Advantage member if they are enrolled in an approved clinical study that meets criteria put forth by
the Centers for Medicare & Medicaid Services (CMS). This information may be available through the CMS website.
NOTE: Minimally invasive spinal fusion approaches such as XLIF and DLIF, when performed with direct
visualization, are approvable based on InterQual® CP:Procedures Fusion, Lumbar Spine. See also InterQual®
CP:Procedures Interspinous Process Device with or without Open Decompression. CPT 22586, 27278, 622871,
623807, 630201, 630301, 630351, and 649991; Category Il 0274T and 0275T; HCPCS C1821. tWhen aspiration
cf nucleus pulposus of intervertebral disk, lumbar (62287), laminotomy/decompression nerve root(s); one

(63020), of spinal cord, nerve root(s), including laminotomy, partial
and/or excision of herniated intervertebral disc, 1 interspace, lumbar

(62380), laminotomy/decompression nerve root(s); one interspace, lumbar (63030); laminotomy with decompression
of nerve root(s);each addl. (63035); or unlisted procedure, nervous system (64999) is determined to be minimally-
invasive disc decompression procedures.

Laser Destruction of Cutaneous
Vascular Lesions (17106, 17107,
17108)

NON-COVERED - SEE NOTES

PG0043 Experimental
Investigational Procedures
Services

NON-COVERED - See Notes

PG0043 Experimental
Investigational Procedures
Services

Laser des(ruchon (CPT codes 17106, 17107, 17108) of cutaneous vascular lesions is considered cosmetic,

and not ly 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

+Cutaneous leishmaniasis

+Cutaneous sarcoidosis

+Telangiectasias

-Spider angiomata

«Varicose veins of lower extremities with inflammation

«Varicose veins of lower extremities with other complications

*Asymptomatic varicose veins

+Acne varioliformis

+Other acne

“Microcystic lymphatic malformations

Molluscum contagiosum

Morphea (scleroderma of the skin)

+Nail psoriasis

*Non-r melanoma skin cancer (including basal cell and cell
-0




Laser Vitreolysis

NON-COVERED

PG0043 Experimental
Investigational Procedures
ervices

NON-COVERED

PG0043 Experimental
Investigational Procedures
ervices

PG0043 Experimental Investigational
Procedures Services

Laser vitreolysis (67031) for treatment of vitreous degeneration and vitreous floaters is NC/EI

Ketamine for Treatment of
Psychiatric Disorders and Pain
Management

oKetamine (J3490) to treat any
psychiatric disorders, chronic pain,
or migraine headaches is non-

NON-COVERED

PG0409 Ketamine for Treatment
of Psychiatric
Disorders and Pain Management-
Archived 12/01/2025

NON-COVERED

PG0409 Ketamine for Treatment of|
Psychiatric
Disorders and Pain Management-
Archived 12/01/2025

PG0409 Ketamine for Treatment of
Psychiatric
Disorders and Pain Management-Archived
12/01/2025

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

covered
PG0043 Experimental PG0043 Experimental PG0466 Hyperhidrosis Treatment
miraDry NON-COVERED Investigational Procedures NON-COVERED Investigational Procedures (excluding botox); PG0043 Experimental |NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
Services Services Investigational Procedures Services
PG0043 Experimental PG0043 Experimental PG0043 N .
Ketostrips/Ketogenic diet NON-COVERED Investigational Procedures NON-COVERED igati Procedures Services A NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

Services

Services

Lenire Device (Neuromod Devices
Ltd.) for Tinnitus

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services

NON-COVERED

PG0043 Experimental

PG0043 i igational

Services

Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

Lymphederma Treatments

NON-COVERED - SEE NOTES

PG0043 Experimental
Investigational Procedures
Services

NON-COVERED - See Notes

PG0043 Experimental

PG0043 i igational

Services

Procedures Services

TITE TOTOWITY ProCEauTes are DECaUSS e or
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 treatment of head and neck edema
+Aquatic therapy / aqua lymphatic therapy for the treatment of lymphedema

+Bioimpedance device (e.g., L-Dex U400, SOZO, MoistureMeterD) for the diagnosis, surveillance, or treatment of

including use in ndar (93702)
+Bioelectrical impedance spectroscopy analysis for evaluation of limb lymphedema
+Combined adipose-derived stem cell and vascularized lymph node transfer for treatment of secondary lymphedema.
Excisional procedure (eg, debulking and kiposuction

Lymphedema: Microsurgical
Treatments for Lymphedema-
Lymphatic Bypass Procedures

NON-COVERED - SEE NOTES

PG0043 Experimental
Investigational Procedures
Services

NON-COVERED - See Notes

PG0043 Experimental

PG0043

ional

Services

Procedures Services

CPT Codes 1019T, 157561, 352061, 352261, 352361, 352661, 37799t, 383081, 38790+, 38999+, 49906+, 76499+
[+When free muscle or my. flap with is (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 jical treatment for lympl

Lymphaticovenous anastomosis

NON-COVERED - SEE NOTES

PG0043 Experimental
Investigational Procedures
Services

NON-COVERED - See Notes

PG0043 Experimental
Investigational Procedures
Services

PG0043

L i is and it and therefore ed because there is

Procedures Services

insufficient evidence in the peer-reviewed medical literature of the effectiveness of this procedure.

Magnetic Resonance Defecography

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services

NON-COVERED

PG0043 Experimental

PG0043

Services

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 utilty 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)




Medial Knee Implanted Shock
Absorber (MISHA Knee System)

NON-COVERED

PG0043 Experimental
Investigational Procedures

NON-COVERED

PG0043 Experimental

PG0043 i igational

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 offioad the medial knee joint while supporting natural

Procedures Services

. CPT Code 27599t HCPCS Code C1776t, and C8003

Services Services
+When 27599 (unlisted procedure, femur or knee) or C1776 (joint device (implantable)) is found to be medial knee
implanted shock absorber.
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:
N N .| 1.Microwave ablation for any other tumor type is i i and ir ligati due to a lack of clinical
Microwave ablation of primary or metastatic | . p - N
evidence on its efficacy, including, but not limited to:
tumors other than liver or lung is considered N
: A : +Bone cancer; or
Microwave Tumor Ablation experimentalfinvestigational. There is “Brest cancer: or
SEE NOTES SEE NOTES SEE NOTES SEE NOTES insufficient evidence to support a

(Microwave Thermotherapy)

concerning the health outcomes or benefits
associated with these procedures. See
Details/Notes

+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 According to an American Medical Association (AMA) publication (Clinical Examples in Radiology, 2012;8[3;]),
“microwave is part of the radiofrequency spectrum, and simply uses a different part of the radiofrequency spectrum
to develop heat energy to destroy abnormal tissue.” Therefore, AMA recommends that microwave ablation be
reported using CPT codes for radiofrequency ablation — 32998 (pulmonary), 47382 (liver), and 50592 (renal). If there
is no specific CPT code for ablation, the unlisted CPT code for the anatomic area should be reported, such as code
60699 for unlisted procedure, endocrine system (for adrenal or thyroid ablation), 19499 for the breast.

Neutralizing antibody testing in
multiple sclerosis patients

NON-COVERED

PG0043 Experimental
Investigational Procedures

NON-COVERED

PG0043 Experimental
Investigational Procedures

PG0043 Experimental Investigational
Procedures Services; PG0180 Neutralizing
Antibody Testing in Multiple

erviees ervices Sclerosis Patients - Archived 9/1/2024
Night Balance Sleep Position PG0043 Experimental PG0043 PG0247 of O Sleep
tralr?er (used with sl:e Apnea) NON-COVERED Investigational Procedures NON-COVERED Investigational Procedures Apnea; PG0043 Experimental NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
P AP Services Services Investigational Procedures Services

Non-Medical IV Hydration 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
licensed provider

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services

NON-COVERED

PG0043 Experimental

PG0043 i igational

Services

Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

NTX100 Tonic Motor Activation
(TOMAC) System

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services

NON-COVERED

PG0043 Experimental

PG0043

Services

Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

Neurofeedback, also known as
electroencephalogram (EEG)
biofeedback

NON-COVERED - SEE NOTES

PG0043 Experimental
Investigational Procedures
Services

NON-COVERED - See Notes

PG0043 Experimental

PG0043

Services

Procedures Services

is experi i The evidence is 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, attenti it ivity disorders, cardi Jlar conditions, cigarette
cravings, cluster headaches, cognitive impariment, depression, epilepsy, fibromyalgia, headache, insomnia and sleep
disordrer, obsessi ive disorder, ight and obesity, post-traumatic stress disorder, primary
headaches, schizophrenia, substance use disorders, traumatic brain injury.

Obstructive Sleep Apnea Devices -
NonCovered

NON-COVERED - SEE NOTES

PG0247 Management of
Obstructive Sleep Apnea

NON-COVERED - See Notes

PG0247 Management of
Obstructive Sleep Apnea

PG0247 Management of Obstructive Sleep
Apnea; PG0043 Experimental
Investigational Procedures Services

Obstructive Sleep Apnea Devices: not all-inclusive
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 appli are exper i
(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 Industries, Inc., Simi Valley, CAJ) is considered
experimental/investigational, or unproven. 4. Nasal Expiratory Airway Pressure (EPAP) also known as PROVENT®
is considered experimental/investigational for the treatment of OSA because its effectiveness has not been

for treatment of upper airway resistance syndrome

established.




Obstructive Sleep Apnea
Procedures - NonCovered

NON-COVERED - SEE NOTES

PG0043 Experimental
Investigational Procedures
Services

NON-COVERED - See Notes

PG0043 Experimental

PG0043 i igational

Services

Procedures/Services

Not an all inclusive isting: 1. Laser-assisted uvulopalatoplasty (LAUP) is not covered, t is not considered effective
for OSA. LAUP must not be billed as 42145, Palatophar (eq.

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 recognized by Paramount as a covered procedure. Therefore Somnoplasty™ must not be billed as
42145. This code is not appropriate for this X is billed for denial purposes, it should be
coded as 42299, (unlisted procedure, palate, uvula) with "Somnoplasty ™" in the electronic narrative 2400/SV101-7
equivalent to line 19 of the CMS 1500 form. This claim will be denied as not proven effective.

3. The Pillar Procedure™ is a trade name for palatal imolants. Palatal implants have not been shown effective for the

Percutaneous discectomy and
decompression procedures for
treating discogenic pain

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services

PG0043 Experimental Investigational
Procedures Services. PG0026 Discogenic
Pain Treatment-Archived 120124.

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

Peripheral Nerve Stimulation
(Percutaneous or Implanted) and
Electrical Stimulation for Chronic
Intractable Pain Investigational
Procedures and/or Devices: i.e.
PENFS, ReActive, StimQ, etc..

SEE NOTES

PG0043 Experimental
Investigational Procedures
Services

SEE NOTES

PG0043 Experimental
Investigational Procedures
Services

PG0043 Experimental Investigational
Procedures Services. PG0406 Implantable
Peripheral Nerve Stimulation-Archived
110124

The following electrical stimulation procedures and/or devices are i perimer val and not
eligible for reimbursement, not all-inclusive: *the TalisMann Neuromodulation System and the StimTrial
Neuromodulation System.

« Peripheral nerve stimulation using the ReActivg Implantable Neurostimulation System and the StimQ Peripheral
Nerve Stimulator System

« Peripheral nerve field stimulation (PNFS) and percutaneous electrical nerve field stimulation (PENFS) (e.g., IB-
Stim)

« Percutaneous neuromodulation therapy (e.g. Vertis Percutaneous Neuromodulation Therapy)

« Interferential therapy (e.g. RS-4i Sequential Stimulator)
. T electrical pain i
stimulation (MENS) (e.g. Alpha-Stim 100)

« Pulsed electrical stimulation (PES) (.g. J-Stim 1000)

(e.g., Scrambler therapy)« Microcurrent electrical nerve

Peristeen Anal Irrigation System
(A4459)

PRIOR AUTHORIZATION NOT
REQUIRED - SEE NOTES

PG0043 Experimental
Investigational Procedures
Services

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services

PG0043 Experimental Investigational
Procedures Service; PG0413 Peristeen
Anal Irrigation System - Archived 6/10/2025

Covered for HMO, PPO, Indlvndua\ Markelplace

Maintain for Elite Medicare Plan

Permanently implantable aortic
counter-pulsation ventricular assist
systems

NON-COVERED

PG0043 Experimental
Investigational Procedures
ervices

NON-COVERED

PG0043 Experimental
Investigational Procedures
ervices

PG0043 Experimental Investigational
Procedures Service; PG0070 Ventricular
Assist Devices,Archived 07/01/24

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

Photodynamic Endometrial Ablation

NON-COVERED

PG0388 Endometrial Ablation

NON-COVERED

PG0388 Endometrial Ablation

PG0388 Endometrial Ablation

NON-COVERED

Prescription Digital Therapeutics
(PDTs) Health Products

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services

PG0043 Experimental Investigational
Procedures Services; PG0506 Prescription
Digital Therapeutics (PDTs) Health

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL. The lo\lowmg use of a d\g\lal health product in the
treatment or prevention of any health condition is P! , this is not an all-
inclusive listing: BlueStar Rx, Canvas Dx, d-Nav, Endeavor Rx, Freespira, Halo AF Detection Syslem, Insulia, leva
Pelvic Health System, Nerivio, NightWare, reSET, reSET-O, Somryst, Glooko Mobile Insulin Dosing System, Go

Products Dose System, My Dose Coach, Mahana IBS (formerly Parallel or Regul8), Digital infrared thermal imaging,
System, digital visual therapy and software.
PG0043 Experimental PG0043 Experimental PG0043 . —
Pro2cool NON-COVERED Investigational Procedures NON-COVERED igati onal NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

Services

Services

Procedures Services

Progenitor Cell Therapy for the
Treatment of Damaged
Myocardium (CardiAMP)

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services

PG0043 Experimental Investigational

Procedures Services; PG0513 Progenitor

Cell Therapy for the Treatment of Damaged
Myocardium - Archived 4/14/2026

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

Prometheus Anser ADA — Serum
adalimumab levels and antibodies
(Serum adalimumab (ADA) levels
and antibodies to adalimumab
(ATA))

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services

PG0043 Experimental Investigational
Procedures Services; PG0341
Measurement of Serum Antibodies to
Infliximab, Adalimumab, & Vedolizumab

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL




Prometheus Anser IFX — Serum
infliximab levels and antibodies
(Serum infliximab (IFX) levels and
antibodies to infliximab (ATI))

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services

PG0043 Experimental Investigational
Procedures Services; PG0341
Measurement of Serum Antibodies to
Infliximab, Adalimumab, & Vedolizumab

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

Prometheus Anser UST — Serum
ustekinumab levels and antibodies
(Serum ustekinumab (UST) and
antibodies to ustekinumab (ATU)
levels)

NON-COVERED

PG0043 Experimental
Investigational Procedures
ervices

NON-COVERED

PG0043 Experimental

PG0043 i igational

Services

Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

Prometheus Anser VDZ — Serum
vedolizumab levels and antibodies
(Serum drug concentration and
antibodies to vedolizumab levels)

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services

PG0043 Experimental Investigational
Procedures Services; PG0341
Measurement of Serum Antibodies to
Infliximab, Adalimumab, & Vedolizumab

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

Pulse Radiofrequency Ablation
oNoncovered — pulsed
radiofrequency denervation, laser
denervation, chemodenervation,
water-cooled radiofrequency
denervation, and cryodenervation

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services

PG0043 Experimental Investigational
Procedures Services; PG0361 Alternative
Radiofrequency Methods of Denervation

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

PASMRA
oMolecular signature test to
predict response to TNFi therapies
for rheumatoid arthritis (RA) (€.g.,
PrismRA) is considered
experimental/investigational in all

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services

PG0362 Biomarker and Disease Activity
Testing for Rheumatoid Arthritis; PG0043

al

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

situations (including for the Services
monitoring of therapy, assessment
of treatment response, or prediction
of recnnnea tn tharamn
PG0043 Experimental PG0043 Experimental N .
Prometheus Celiac PLUS panel NON-COVERED Investigational Procedures NON-COVERED igati PG0043 @ | NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

(serology plus genetics)

Services

Services

Procedures Services

Prometheus FIBROSpect HCV is
considered E/I for everything
except Hepatitis C

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services

NON-COVERED

PG0043 Experimental

PG0043 i igational

Services

Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

Prometheus IBD

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services

NON-COVERED

PG0043 Experimental

PG0043 i igational

Services

Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

Prometheus Monitr Crohn’s
Disease

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services

NON-COVERED

PG0043 Experimental

PG0043 i igational

Services

Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

Quantitative Pupillography

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services

NON-COVERED

PG0043 Experimental

PG0043 Experimental Investigational

Services

Services; PG0319 Quantitative
Pupillometry/Pupillography-Archived 3/2026

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

Radiofrequency ablation with
genicular nerve block for pain —
Coolief.
oNoncovered — pulsed
radiofrequency denervation, laser
denervation, chemodenervation,
water-cooled radiofrequency
denervation_and crvodenervation

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services

PG0043 Experimental Investigational
Procedures Services; PG0361 Alternative
Radiofrequency Methods of Denervation

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

Radiofrequency ablation of
microcystic lymphatic malformation
in the oral cavity

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services

NON-COVERED

PG0043 Experimental

PG0043

Services

Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL




Rebuilder Medical

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services

NON-COVERED

PG0043 Experimental

PG0043 i igational

Services

Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

REGENETEN Bioinductive Implant

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services

NON-COVERED

PG0043 Experimental

PG0043 i igational

Services

Procedures Services

REGENETEN Bioinductive Implant is a graft derived from bovine Achilles tendon that supports the formation of new
tendinous tissue for treatment of rotator cuff disease. The patch is surgically inserted and absorbs within roughly 6
months leaving a layer of new tendinous tissue to augment the existing tendon while disrupting disease progression.
CPT Code 298271, HCPCS code C1713t, C17631

tConsidered investigational, not standard of care and not eligible for reimbursement when Arthroscopy, Shoulder;
with rotator cuff repair (CPT 29827), Anchor/screw for opposing bone-to-bone or soft tissue-to-bone (implantable)
(HCPCS C1713) or Connective Tissue, Non/Human (includes Synthetic (HCPCS C1763) is determined to be
REGENETEN Bioinductive Implant.

Salivary Hormone Testing

SEE NOTES

PG0184 Salivary Hormone Testing

SEE NOTES

PGO0184 Salivary Hormone Testing

PG0184 Salivary Hormone Testing

«Salivary cortisol testing (82530, 82533, 84999) collected in the evening for diagnosis of Cushing’s syndrome does
not require prior authorization.

«Al other salivary hormone testing (e.g., thyroid, testosterone, estrogen, sexual dysfunction, parathyroid, growth
hormone, infertility, preterm labor, endometriosis, polycystic ovary disease (POS), menopause, seasonal affective
disorder, depression, multiple sclerosis, sleep disorders, or diseases related to aging, etc.) is considered

al and n d.

Scrambler therapy

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services

NON-COVERED

PG0043 Experimental

PG0043 i igational

Services

Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

Serum antibodies to and
measurement of serum levels

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services

NON-COVERED

PG0043 Experimental

PG0043 i igational

Serum antibodies to and measurement of serum levels using nswer™ or DoseAssure™ Tests are considered

Services

Procedures Services

oMonoclonal antibody drugs, including but not limited to tumor necrosis factor antagonist drugs; or
oAntibodies to monoclonal antibody drugs, including but not limited to tumor necrosis factor antagonist drugs.

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

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

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

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

Refer to the policies for The following are non-covered Skin
Substitute Grafts/Cellular and/or Tissue-Based Products for the Treatment of Diabetic Foot Ulcers and Venous Leg
Ulcers, not an all-inclusive listing: A2004, A2005, A2006, A2014, A2020, A2026, A2027, A2028, A2029, A2030,
A2031, A2032, A2033, A2034, A2035, A2036, A2037, A2038, A2039, C5271, C5272, C5273, C5274, C5275,
C5276, C5277, C5278, C9358, C9360, C9363, C9364 Q4112, Q4113, Q4114, Q4116, Q4118, Q4125, Q4126,
Q4130, Q4134, Q4135, Q4137, Q4138, Q4139, Q4140, Q4142, Q4143, Q4145, Q4146, Q4149, Q4150, Q4155,
Q4157, Q4159,Q4160, Q4162, Q4165, Q4167, Q4168, Q4169, Q4170, Q4171, Q4174, Q4176, Q4177, Q4178,
Q4180, Q4181, Q4182, Q4183, Q4184, Q4185, Q4188, Q4189, Q4190, Q4192, Q4194, Q4195, Q4196, Q4197,
Q4198, Q4199, Q4201, Q4202, Q4204, Q4205, Q4206, Q4208, Q4209, Q4210, Q4211, Q4212, Q4213, Q4214,
Q4215, Q4217, Q4218, Q4219, Q4220, Q4221, Q4224, Q4225, Q4226, Q4227, Q4229, Q4230, Q4231, Q4232,

of Diabetic Ff;’é B‘E‘Z’; and Venous and Venous Leg Ulcers and Venous Leg Ulcers Ulcers Q4233, Q4234, Q4235, Q4237, Q4239, Q4240, Q4241, Q4242, Q4244, Q4245, Q4246, Q4247, Q4248, Q4249,
Q4250, Q4251, Q4252, Q4253, Q4254, Q4255, Q4256, Q4257, Q4258, Q4259, Q4260, Q4261, Q4263, Q4264,
4985 (4288 (4287 AA2eR NA280 4270 AM271 272 AD72 AMD7A AD7E An7E AMa77 An7e
PG0043 Experimental PG0043 Experimental PG0043 N —
‘Somatic therapy NON-COVERED Investigational Procedures NON-COVERED igati 3 NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

Services

Services

Procedures Services

Spaceoar gel is considered
experimental/investigational for
everything except members
undergoing radiotherapy for
prostate cancer.

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services

NON-COVERED

PG0043 Experimental

PG0043 i igational

Services

Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

Sphenopalatine Ganglion Block

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services

NON-COVERED

PG0043 Experimental

PG0043

Services

Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

Spinal Lysis of Adhesion

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services

NON-COVERED

PG0043 Experimental

PG0043 i igational

Services

Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL




PG0043 Experimental

PG0043 Experimental

A spinal unloading device is intended as a conservative freatment for subacute and chronic low-back pain or
scoliosis and can be patient- or therapist-operated. Patient-operated devices provide a traction-effect by shifting
weight from the lower back onto the hips, whereas therapist-operated devices apply distracting forces to the spine.

Spinal 004 PG0043 ional | Patient-operated devices include, but are not limited to, Orthotrac Pneumatic Vest (Orthofix Inc.) and LTX 3000
Unloading Device (Lumbar) RORCONERED ivesigationallRrocedtres ROISCONERED " Procedures Services (Spinal Designs International Inc.) HCPCS E0830t, E1399t, and L1499%
Services Services
+When ambulatory traction device, all types, each (E0830), durable medical equipment, miscellaneous (E1398), or
sninal orthosis _not otherwise snecified (1 1499) is i to be sninal unlnading device (limbar)
Subacromial Spacers — saline-flled PG0043 Experimental PG0043 Experimental G003 Experi -
balloon for the shoulder to treat NON-COVERED NON-COVERED gati '@ |NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

irreparably torn rotator cuff tendons

Investigational Procedures
ervices

Services

Procedures Services

Temporomandibular Joint PRIOR AUTHORIZATION | PG0432 Temporomandibular Joint|  PRIOR AUTHORIZATION | PG0432 Temporomandibular Joint | PG0432 Temporomandibular Joint |Refer to medical policy PG0432 Temporomandibular Joint Disorders for Non-Covered-nonsurgical treatments,
Disorders REQUIRED - MEDICAL POLICY Disorders REQUIRED - MEDICAL POLICY Disorders Disorders surgical pi and di tests & 3
) PGO043 Experimental PGO043 Experimental ) -
Thread '”9(9;';2?9’ release NON-COVERED Investigational Procedures NON-COVERED igati PGO043 @ |NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

Services

Services

Procedures Services

Topaz Coblation

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services

NON-COVERED

PG0043 Experimental

PG0043 i igational

Services

Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

Topographic Genotyping

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services

NON-COVERED

PG0043 Experimental

PG0043 i igational

Services

Procedures Services

EN) is

Topographic genotyping using the PathFinder TG® System (e.g., TG®, B
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.

Transanal radiofrequency therapy
for the treatment of fecal
incontinence (e.g., Secca

procedure)

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services

NON-COVERED

PG0043 Experimental

PG0043 Experimental Investigational

Services

Services; PG0057 Transanal
Radiofrequency Therapy-Archived

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

Treatments for Tendon and Soft
Tissue Injuries (Investigational)

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services

NON-COVERED

PG0043 Experimental

PG0043 i igational

Services

Procedures Services

Severar Tar
tissues.

EXIST Al are PUrporied 0 Teal pain and njury 1 Various [enaons and Ouer Sor

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
20999t, 239291, 249991, 275991, 27899t and 28899t

TWhen unlisted procedure-musculoskeletal system, general (20999), unlisted procedure, shoulder (23929), unlisted
procedure, humerus or elbow (24999), unlisted procedure, femur or knee (27599), unlisted procedure, leg or ankle
(27899) or unlisted procedure, foot or toes (28899) is determined to be the Tenex Percutaneous Ultrasonic
Tenotomy System or the Tenjet System.

Unlisted procedure, posterior
segment-Transpupillary
Thermotherapy (TTT)

PRIOR AUTHORIZATION
REQUIRED - MEDICAL POLICY

PG0149 Transpupillary
Thermotherapy (TTT)

PRIOR AUTHORIZATION
REQUIRED - MEDICAL POLICY

PG0149 Transpupillary
Thermotherapy (TTT)

PGO149 Transpupillary Thermotherapy

Unlisted procedure code 67299, 92499

Transrectal Ultrasound is

PG0043 Experimental

PG0043 Experimental

considered experimental when NON-COVERED Investigational Procedures NON-COVERED Procedu PGO043 v NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
! ! Procedures Services
using for a screening test Services Services
) ) Immunizations that are for the purpose of travel, employment/occupational hazards and risks, camp and attendance
Travel Immunizations SEE NOTES PG°°1|?T"?"Z‘:“;;‘:£:‘: = SEE NOTES PG°°1|?“$"‘L”"‘;::“2:‘: Travel | 550019 Routine and Travel Immunizations 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.




PG0043 Experimental

PG0043 Experimental

Tula lontophoresis System NON-COVERED Investigational Procedures NON-COVERED PG0043 . onal NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
4 4 Procedures Services
Services Services
" : PG0043 Experimental PG0043 Experimental : -
TYRX antibacterial envelope for NON-COVERED Investigational Procedures NON-COVERED igati PG0043 Y @ |NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
neurological and cardiac implants " " Procedures Services
ervices 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
Urinary Incontinence and PG0043 Experimental PG0043 Experimental PGO043 . - contractions of pelvic floor muscles. Therapy is intended to strengthen pelvic floor musculature, thus reducing
oy NON-COVERED - SEE NOTES Investigational Procedures NON-COVERED - See Notes igati . b urinary it . In addition, numerous Kegel exercise assistance devices are available without a prescription
Overactive Bladder Treatments 4 5 Procedures Services - .
Services Services 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 E0715, E0716. TWhen unlisted procedure, urinary system — is determined to be extracorporeal
magnetic stimulation for urinary incontinence.
Paramount considers the following treatments for uterine fibroids experimental and investigational because their
safety and effectiveness have not been i not all-inclusive listing:
~Bipolar electrodes
N N +Cryomyolysis
PG0043 Experimental PG0043 Experimental N - . . .
Uterine Fibroids Treatment | NON-COVERED - SEE NOTES |  Investigational Procedures NON-COVERED - See Notes igati PG0043 al - |Cryoablation of fibroids (eg, Cerene Cryoablation System)

Services

Services

Procedures Services

+Interstitial thermotherapy, YAG lasers

MRI-guided cryoablation

*MRI-guided focused ultrasound ablation (MrgFus)(e.g., ExAblate2000) (0071T, 0072T)
~Myomectomy or hysterectomy using power morcellation (C1782)

T i blat tem){0404T)

G G- ¥

Vasectomy

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services

NON-COVERED

PG0043 Experimental

PG0043 Experimental Investigational

Services

Services; PG0288 Vasectomy
Procedures - Archived 6/10/2025

The following and t-

because of insufficient evidence of their effectiveness:
olmplantable vas deferens ligation clip (Vasclip)
©oPro-Vas occlusion method

oVasal injection (e.g., reversible inhibition of sperm under guidance (RISUG)
oVasal occlusion (e.g., Intra Vas Plug)

oEndoscopic vasectomy

oEpididymectomy

oMicro-denervation of the spermatic cord

(not an all-inclusive list)

Vertebral Axial Decompression
Therapy

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services

PG0043 ional

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL. 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.

Procedures Services; PG0036 Vertebral
Axial Decompression Therapy.Archived
080124

has that vertebral axial decompression therapy (also referred to as mechanized spinal
distraction therapy) is non-covered for any indication including, but not limited to, neck and low back disorders. This
is exper because there is il icient evidence in the pe ed

medical literature of the
incorrect coding for VAD.

Unlisted modality [when specified as vertebral axial decompression] Not Covered
089090

of this codes 97112, 97530, 97012, are considered

097039-

VeriStrat Testing

PRIOR AUTHORIZATION
REQUIRED - MEDICAL POLICY

PG0111 Veristrat Testing

PRIOR AUTHORIZATION
REQUIRED - MEDICAL POLICY

PGO0111 Veristrat Testing

PG0111 Veristrat Testing

Vestibular Autorotation Test (VAT)

NON-COVERED

PG0323 Evaluation of Vestibular
isorders

NON-COVERED

PG0323 Evaluation of Vestibular
Disorders

PG0323 Evaluation of Vestibular Disorders

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL - Vestibular autorotation test (VAT) is considered not
medically y and experimer igational for the diagnosis of individuals with vestibular disorders or any
other indications because ts sensitivity, specificity, reproducibilty, and clinical utility have not been demonstrated.
There is no specific code for the vestibular autorotation test (VAT)




Vibrant Capsule System

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services

NON-COVERED

PG0043 Experimental

PG0043

Services

Procedures Services

The Vibrant Capsule System is now managed under the pharmacy benefit with prior authorization

Virtual colonoscopy using MRI

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services

NON-COVERED

PG0043 Experimental

PG0043

Services

Procedures Services

oParamount considers virtual colonoscopy using MRI (76498) experimental and investigational for the screening or
diagnosis of colorectal cancer, inflammatory bowel disease, or other indications because its value for these
indications has not been established.

Viscocanalostomy (including p
hacoviscocanalostomy)

NON-COVERED

PG0043 Experimental
Investigational Procedures
ervices

NON-COVERED

PG0043 Experimental

PG0043

Services

Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL (CPT Code 66999 when Unlisted procedure, anterior
segment of eye (CPT Code 66999) is determined to be transciliary
fistulization or viscocanalostomy.)

Wireless Pulmonary Artery
Pressure Monitoring Devices and

NON-COVERED

NON-COVERED

NON-COVERED

NON-COVERED

PG0043 Experimental Investigational

Procedures Services

The CardioMEMS HF System (Abbott) is intended to wirelessly monitor pulmonary artery pressure and heart rate in
New York Heart Association Class Il or Il heart failure patients who either have been hospitalized for heart failure in
the previous year and/or have elevated natriuretic peptides.

The CorPASS (Endotronix) is intended to wirelessly monitor NYHA Class Il heart failure patients who are at home

Accessories on diuretics and guideline-directed medical therapy (GDMT) as well as have been stable for 30 days on GDMT.
CPT Codes 33289, 93264
HCPCS Codes 2624 GOR55
PG0043 Experimental PG0043 Experimental
Woven EndoBridge (WEE) NON-COVERED Investigational Procedures NON-COVERED igati PG0043 @ |NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

Aneurysm Embolization System

Services

Services

Procedures Services

Z-POEM

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services

NON-COVERED

PG0043 Experimental

PG0043

Services

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)

Zoll Heart Failure Management
System (HFMS)

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services

NON-COVERED

PG0043 Experimental

PG0043

ional

Services

Procedures Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

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 pi ntional Pain

ure code 64451 to Medical Policy PG0345 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 and Punctum Ci 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).

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, 21 142, 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 lrom Minimally Invasive Treatment of Back and Neck Pain to Di: Pain T P! codes on excel And added PG0310 PERCUTANEOUS OR MINIMALLY INVASIVE SACROILIAC JOINT STABILIZATION
FOR SACROILIAC JOINT FUSION procedure 27279 now covered for all product lines and no prior lion required.
7/6/2021 Clarified that Medical Policy PG0235 Gastric Electrical Stimulation (GES), that procedures 43647, 43648, 43881, 43882 require a prior ization. The codes that were listed (43647, 43648, 43881, 43882, 64590, 64595, 95980, 95981, 95982, C1767, C1778, E0765, 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/crif incorporated into a new medical policy PG0497 Urinary Incontinence/Voiding Dysfunction Treatments and Devices




8/17/2021: Added Medical Policy PG0215 Pneumatic Compresslon Devices and Supplies, Effective 10/1/2021 procedure E0652 required PA for HMO, PPO, Individual Marketplace, Elite/ Medicare Plan. Additionally, changed MP PG0218 ttle from Bone-Anchored Hearing Aid (BAHA) to Bone C ion and B hored Hearing
Aids. Also, added Medical Policy PG0428 ic Upp ic 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, |_74os, 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, 22630 listed twice and 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

11/09/2021: Corrected the updated prior authorization coverage for HPV ing, PG0369. 87623, 87624, 87625, G0476 for ages under 21. AND 87623, 87624, 87625, G0476 for ages 21-29 and over age 65 only when the cervical cytology ing test results do not report as ASC-US or LSIL.

11/09/2021: Updated PG0395 Leadless medical policy p! codes by ing the deleted codes and only allowing the codes that need prior i 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. 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.

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/ Medicare Plan. Added Assertive Community Therapy, H0039 & H0040 require a prior authorization for all product lines.

02/04/2022: Added procedure S$9432 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.

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, $2107 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 itreal and Punctum Corti id 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 G460 for the Elite/ Medicare Plan and added PA
requirement for the new 2022 procedure GO465 effective 1/1/2022 for the Elite/ Medicare Plan. Added the Home Health codes requiring a prior authroization-G0151, G0152, GO153, G0155, GO156, G029, G0300, T1000, T1001, and 0023 Rev Code. Effective 6/1/2022 No Prior Authorization is required for PG0354 Interventional Pain Management
iliac, Epidural Steroid, Facet and Trigger Point. Added prior q for p $1091 and J7402, effective 6/1/2022, for the product, PG0384 Drug Eluting Devices for Use g ic Sinus Surgery.

05/23/2022: Added that Prior Authorization is required for services in a Medicare certified Religious Nonmedical Health Care Institutions (RNHCIs), PG0490

6/14/2022: Effective 8/1/2022 procedure 28890 went from requiring a prior authorization for all product lines to only being covered for the Advantage product with a prior authorization. Effective 7/1/2021 ODM indicated that procedure 0275T is covered, per PG0026 prior authorization is required.

6/21/2022: Effective 8/1/2022 p 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

7119/2022: 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/ 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/ 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/ 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/ 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

03/20/2023: Medlcal 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 and procedure 91113 requires a prior authorization
ion to the Prior ization 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 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.

Updated that Corneal Ring (INTACS), Medical Policy PG0174 was added to Medical Policy PG0289. AND clarified the PA and Coverage for Medical Policy PG0299 i I and Li ion. AND added 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 pi 0326U is for the C i 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.

PG0204 Vi ion for Osteoarthriti €9465, not needed for this policy. Removed deleted procedure J7319. Updated PA Magellan coverage for procedure J7318, J7320, J7321, J7322, J7323, J7324, J7325, J7326, J7327, J7328, J7329, 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 Antibody Palivi; is), medical benefit, is covered with a prior authorization through Magellan MRx @ https:) If pri

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

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.

03/18/2024 updated documentation related to medical policy PG0456 iant Human Bone Mor ic 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 spi with the i ge indicating covered with a prior authorization on one line and noncovered on another line. Per medical policy PG0476 p 0080U is for the C i Plans. Added
codes G0564 and G0565 covered with prior authorization

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, 0209U, 0212U, 0213U, 0214U, 0215U, 0287U, 0298U, 0299V, 0300U, 0410U, 0413U, 0417U, 0425U, 0426U for all product lines.




06/01/2024 - Added Interqual Criteria for Medicare and C ial plans. Added i i igati code listing, from PG0043 and Genetic Services code listing, to the spi Changed the spi 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 p went from to 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 Benefits of C ge for i terms, iti and limitati for an C i i 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 ion that pi 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 vices listed in PG0506 iption Digital T| ics (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, 0347V,
0349U, 0350V, 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 chﬂnged 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 ion Profiling for Breast Cancer. Added noncovered procedures, 83700, 83701, 83704,
83719, 83722, 83876, 84431, 0019M, 0377V, 0415U from medical policy PG0392 Cardiovascular Disease (CVS) Risk Testing.

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 i when Prior ization Required - Interqual to Prior Authorization Required - Follow Medicare Coverage Criteria
8/15/2024 Added the for the 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 ization for a prophy
Added 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 itoring - has i that home uterine activity monitoring, with or without nursing contact, is experimental/investigational and therefore non-covered, including use with tocolytic therapy licati used to slow i Despite 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
r 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 authonzallon 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 pmcedure 53855 from archived medical policy PG0154, along with of for benign prostatic ia. Added ion listing igati Spinal not all inclusive-fi the archived medical policy PG0416
Lumbar Spine Decompression Surgery. Added Vi ) from the archived MP PG0195. Added noncoverage for electrothermal therapy, from archived medical policy PG0305. Added noncoverage for procedure 21811 from archived MP PG0372.
09/10/2024 - Added the noncoverage for Haystack MRD (Quest Di i Changed the ge G9143 ive 06/01/2024 pi G9143 covered with a prior ization for C i 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 polncy 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.

9/1 6/2024 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 documematlon from MP PGO331 it ion,92015. Added ion related to Alopecia, PG0514 to the spreadsheet. Added noncovered
i for Laser of vascular lesions (CPT codes 17106, 17107, 17108), from archived medical policy PG0308. Updated documentation related to PG0204, indi Acid ivatives, ion for O itis, 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 Sleep 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
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/ -Added i 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 allgn with the Medical Policy, for all product lines, medical policy PG0287 Non-
Invasive Prenatal Screening (NIPS)/Cell-Free DNA g for Fetal idy. Added pi L8694 to require a prior authorization, following InterQual, effectie 01/01/2025. Added 0313U as . Added the for T ing, from deleted MP PG0181. Added noncovered procedures E0217,
[E0218, E0236, from archived MP PG0220. Added electrical stil i and/or devices, from the archived MP PG0406 Implantable Peripheral Nerve Stimulation. Added DME codes L8010, L8031 and L8035 as noncovered, from archived MP PG0248, noncovered CMS DME, per InterQual. Added coverage documentation

related to procedures 92031 92082, 92083, archived MP PGO132 Added Implanlable sinus stents or drug-eluting implants for maintaining sinus ostial patency documentation,r/t archived PG0384. Added noncovered codes from PG0188 Allergy Testing and Treatments-86343,83516, 95060, 95065, 95120, 95125, 95130, 95131, 95132, 95133, 95134.
Added ing Home-based pi y prog are for all product lines, from archived MP PG0447.




- Added Di ic Pain Treatment procedures as documented on the archived medical policy PG0026. Added new 2024 procedures A4540, A4541, A4542, E0732 E0733, E0734. 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 InlerQuaI coverage criteria, effective 120124. Added procedures G0341, G0342, G0343, MP PG0415. Added and i from archived MP PG0094. Added E0485 requiring a PA from archived PG0131. Added noncovered procedure codes E0492 and E0493. Added Travel
i PG0019 Added p 10040, 15780, 15781, 15782, 15783, 15788, 15789, 15792, 15793, 17110, 17111, 17340, 17360, 96567, 96570, 96571, 96573, 96574, 96900, medical policy PG0348 Acne Surgery, Dermabrasion and Chemical Peels. Added noncovered procedures 36468, 36473, 36474, from achived MP

PG0091.

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 pnor authorlzallon for the Medlcare Plans, per NCD, per InterQual, archived MP PG0497. Added NonCovered procedure codes E0715 and E0716. Added HCPCS codes A4461, A4463, A6000, A6025, A6413 from archived MP PG0241. Added T

for L Bypass is, from archived MP PG0295. Added noncovered Bladder/Urothelial Tumor Markers, i.e. EpiCheck. Added 0431U as noncovered, all product lines. Added for Gl Genius i Module. Added HCPCS code E2402 will
require a prior authorization, for all product lines, effective 02!01/2025

12/01/2024 - Added the noncoverage for EarPopper® device from MP PG0423. Updated Peripheral arterial disease (PAD) ilitation, 93668, prior ization 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 (mit from archived MP PG0434 Mded 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 PG0471 criteria to followmg InterQual ge criteria, prior

maintained.

12/15/2024 - Added PG0184 Salivary Hormone Testing to the document. Added NonCoverage for Genicular Artery ization (GAE) for the 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 vif is (67031) for of vitreous ion and vitreous floaters is non-covered/experimental. Added Tenex and Tenjet System as d, i (no specific code). Added Non-covered for Embolization of the Ovarian & lliac Veins for Pelvic Congestion Syndrome (no specific
code). Added d code G0555: 'y pillow Cardi Added E/I Cordella Pulmonary Artery Sensor System, Endotronix.. Added non-covered code OASSU (new code effecllve 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 ial magnetic stit (rTMS), i ial magnetic stil ion (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 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 N d code 0936T ion 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 Prior ization is required for Nerve ion for
Treatment of Obstructive Sleep Apnea codes 42975, 64582, 64583, 64584, effective 07/01/2025. Added codes 0532U. 0533U, 0534U, 0536U, 0537U 0538U, 0539U 0540U 0543U, 0544U, and 0549U new codes effective 4/1/2025 MolDX: Moleculare Diagnostic Tests (MDT) . Added non-covered codes A4544 and E0743 Nidra Tonic Motor Activation
(TOMAC) system -Noctrix - Non-covered. Note CMS Deleted Codes G0564 + G0565 effective 3/31/2025 5/9/2025 PG0122 InVitro C| &C deleted codes 0324U, 0325U, and 0564T. Added new codes 0435U and 0525U .

06/01/2025 - Added non-covered codes 0443U, 0445U, 0479U, 0503U, and 0551U. Removed deleted code 0346U. 6/10/2025 Add codes L6700 and L7700 to require a prior authorization. Added code 65820 d "when i is i to be (ab interno )". 6/3/2025 Added non-covered G-POEM (Gastric

peroral endoscopic myotomy) . 6/18/2025 Added code 30520, covered with a prior authorization effective 11/1/2025.  06/26/2027 Note added for codes 32274, 70546, 70552, 74261-74263, 75571, +1112, 0795T-0797T, 0823T, 0825T~New Cigna PA May release emailed to MMO 6/11/2025, Cigna remvoed CPT Code from their PA list. 06/30/2025
Added non-covered code E0738. CMP PG0395 Leadless Cardiac Pacmaker removed from archived status. Added codes, covered with a prior authorization, 0795T, 0796T, 0797T, 0798T, 0799T, 0800T, 0801T, 0802T, 0803T, 0804T, 0823T, 0824T, 0825T, 0826T, 33274, 33275 when criteria met. Removed PG0009 from archive status added codes
30460, 30462, 30465, 30520, and 30620 to require a prior authorization effective 11/1/2025 . Added non-covered codes 049U, 0440U, and 0466U effective 10/01/2025. Removed deleted code 0456U (deleted 01/01/2025). Added non-covered code 93740, effective 9/1/2025. Added, covered with a prior auth, code 58580 effective 10/01/2025. Added,
covered with a prior auth, codes 0552T and 97026 effective 10/01/2025. 7/17/2025 - PG0378 Peroral Endoscopic Myotomy (POEM) removed from archived status to active policy. Code 43499 covered with PA when utilized for G-POEM. 7/17/2025 Added code 0473U NC Commercial, Covered with PA for MCG follow IQ criteria (Tempus xT CDx).
Codes 0552U 0553U 0554U 0555U 0560U 0561U 0536U 0565U 0566U 0567U 0568U AND 0571U added covered with a PA for i for Ci ial effective 9/1/2025. Added non-covered codes 0950T 0962T 0965T 0970T 0971T 0972T 0978T 0979T 0980T 0981T as El effective 9/1/2025

8/15/2025 Added non-covered code 84112 (PG0048). Removed deleted code 0066U from spreadsheet (deleted code PG0048). 8/20/2025 Added PG0540 Oncotype DX AR-V7 Nucleus Detect Assay for Men wnth Metastatic Castration-Resistant Prostate Cancer code 81479 requires prior authorization. PG0320 Bone Mineral Density Measurements -
Added non-covered code 0815T. Added code 77078 to require a prior authorization. PG0247 added non-covered code E0530 (replaces deleted code K1001). 09/19/2025 Added Breast ductal lavage, fil 19499 as d. 9/19/2025 - Added Non-covered codes E0656 and E0657. Updated codes A4542 and E0734 non-
covered for Commercial product lines (No IQ criteria). Added codes 31242 and 31243 as NC/El. Added code 0364U to require a PA. Added REGENETEN Bioinductive Implant (no specific code) as nol overed Added non-covered codes 0114U, 0398U and 0506U. Added, covered with a prior authorization for Medicare product lines
TissueCypher Barrett’s Esophagus Assay (0108U). Added non-covered codes 29868 and G0428. Effective 10/01/2025, prior authorization is not required for code 81420. Added non-coverage for genetic codes 0089U, 0090U, 81529, 81552 for Commerical product lines - (No Commercial IQ criteria). Added non-covered code 0578U.

10/15/2025 Removed deleted T - Codes 0537T, 0538T, 0539T, 0540T, deleted effective 01/01/2025 Add new, non-covered codes (replace the T-Codes) 38225, 38226, 38227, 38338 effective 01/01/2025. Add new code Q2058, effective 7/1/2025. Added non-covered code L3161, effective 1/1/2024. Updated code 64624 PA required utilzing medical
policy (no 1Q criteria).

prior izati i for Medicare product lines and maitain prior authorization requied for Commercial when EMDR therapy for codes 90832, 90833, 90834, 90836, 90837, 90838, 90839, 90840, 90845, 90846, 90847, 90849, 90853, 90863, 90865, 90867, 90868, 90869, 90870, 90875, 90867, 90880, 90882, 90885, 90887, 90889,
90899. Added noncovered codes E0658 and E0659, new codes effective 10/01/2025. Added non-covered codes 0575U 0576U 0577U 0578U 0582U 0583U 0585U 0586U 0591U 0592U 0597U effective 11/1/2025. Updated code 81539 non-covered for Commercial product lines (No InterQual criteria). Added non-covered genetic codes, for
Commercial product lines (no InteQual) 88230, 88233, 88239, 88240, 88241, 88245, 88249, 81410, 81411, 81419, 81434, 81440, 81442, 81460, 81465, 81470, 81471, 81518, 81520, 81522, 0011M, 0021V, 0113U, 0228U, 0343U, 0403V, 0424U, 0433U, effective 1/1/2026 Added non-covered Medicare product lines codes 81433, 81436, 81438, 64628, and
64629. Added non-covered all product lines 0404U, 0418U, 0458U, 0559U, 0495U, 0497U, 0572U, 0550U, 62263, 62264. Archived MP PG0409 Ketamine and Esketamine for Treatment of Psychiatric Disorders and Pain Management. Codes G2082 and G2083 maintain prior authorization requirement utilizing Prime. Ketamine (J3490-unclassified
drug) non-covered/El, effective 01/01/2026. Add code 62360 to require a prior authorization CMP PG0541 Implantable Infusion Pumps. The following CAR T Therapies codes Q2041, Q2042, Q2053, Q2055, Q2056 are being added to Prime PA review effective 10/22/2025. 12/9/2025 Added Non-covered for Commercial product lines code 95941
effective 4/1/2026




01/01/2026 Added Cardiac C il ion (CCM) therapy d codes 0915T, 0916T, 0917T, 0918T, 0919T, 0920T, 0921T, 0922T, 0923T, 0924T, 0925T, 0926T, 0927T, 0928T, 0929T, 0930T, 0931T, 0948T, and 0949T. PG0534 Treatments for Benign Prostatic Hypertrophy - Removed deleted code 0421T. Added code 52597 (replaces
deleted code 0421T). Added non-covered codes 0867T and 0950T. Added noncovered code C8003. Updated genetic codes - Commercial non-covered 81108, 81109, 81110, 81111, 81112, 81173, 81177, 81178, 81179, 81180, 81181, 81182, 81183, 81184, 81185, 81186, 81204, 81254, 81277, 81285, 81305, 81308, 81312, 81328, 81333, 81343, 81344,
81410, 81411, 81419, 81434, 81440, 81442, 81460, 81465, 81470, 81471, 81504, 81518, 81520, 81522, 81529, 81552, 81596, 81599, 88230, 88233, 88239, 88240, 88241, 88245, 88249, 0005U, 0089U, 0090U, 0154U, 0155U, 0172U, 0215U, 0228U, 0229U, 0233U, 0244U, 0339U, 0343U, 0403U, 0433U and Medicare non-covered 81433, 81436, 81438, 0078U,
0228U no InterQual criteria. , L0112-L0113 (utilized primarily in children), 22867, 22868, 22869, and 22870. Codes 33289 and 93264 covered with PA. Updated codes L8690-L8694 covered with PA.  01/08/2026 Removed codes Q2055, J9029, Q2058, Q2054, Q2056 J1096, J7318, J7323, J7326, J7320, J1411, J7321, J7322, J7313, Q2042, A9513,
J3398, J7327, J7324, J7312, J7311 90378, J7331, J7325, Q2053, J7332, Q2053, J7332, J7329, Q2041, J7314, J3399, J9999, J3590, J1572, J9019, J3398 from PA/EI/NC list represented on the Medical Drug PA list at https://ww iption-Drugs. 2/10/2026 Update codes 0055U, 0087U, 0088U, 0320U, 0493U,
0508U, 0509V, 0540U covered with PA for Medicare product line. Codes 81479 and 81595 updated to require prior authorization all product lines. Added non-coveredd code 0991T all product lines

Update coverage for codes 69705 and 69706 to require a PA to align with Medical Mutual (effective 03/01/2026). Add prior authorization requirement for codes 22856, 22861, 22862, 0095T, 0098T, 0164T, 0165T, all product lines, effective 3/1/2026. In addition, for Medicare product lines, add prior authorization requirement for code 22860
(Commercial product lines should already be configured to require a prior authorization for code 22860). Medicare prior auth for code 22860 is also effective 3/1/2026. Medical Policy PG0403 Therapeutic Contact Lenses reviewed and updated to align with Medical Mutual's medical policy. Change title to Contact Lenses. Remove PA
requirement for therapeutic contact lenses codes V2500, V2501, V2511, V2513, V2520, V2521, V2522, V2523, V2530, V2531 effective 1/1/2026. Added, new code effective 01/01/2026 - 43889 non-covered, all product lines.Updated code 43889 covered with prior authorization to align with Med Mutual. Add non-covered code 0462U, effective
03/01/2026. Update Codes 92517, 92518, 92519 Commercial NC for certain indications - See policy . Medicare remains No PA required. Added prior authorization required for codes 21010, 21243, 29800, and 29804, effective 3/01/2026.

Codes 0662T and 0663T deleted 1/1/2026. Added codes 97007, 97008, 97009 effective 1/1/20206. Added code J1072 prior auth required, Added prior authorization required for codes 81595 all product lines. Add prior auth required, Medicare product lines for codes 0055U, 0087U, 0088U, 0320U, 0493U, 0508U, 0509U, 0540U. Added code 64405
and 0308T non-covered effective 5/1/2026. Added code 64568 to require prior auth all product lines PG0537 Hypoglossal Nerve Stimulation for Treatment of OSA. Added non-covered El codes 47384 and 55877 effective 3/1/2026. Added non-covered, El codes Q4398, Q4399, Q4400, Q4401, Q4402, Q4403, Q4404, Q4405, Q4406, Q4407, Q4408,
Q4409, Q4410, Q4411, Q4412, Q4413, Q4414, Q4415, Q4416, Q4417, Q4420, Q4431, Q4432, Q4433 (PG0527 and PG0203 Skin Substitutes). Added covered with a prior authorization codes 0569T and 0570T, effective 01/06/2026 Medicare product lines (Utilize IQ criteria). Updated code 64624 non-covered all product lines. 03/10/2026 Added code
22899 to require a prior authorization effective 6/1/2026. Added non-covered codes 0707T and 0869T. Added prior authorization required for codes 44705, G0455 for Commercial product. Add Code E0739 EI/NC to PA/EI/NC spreadsheet. Updated codes 0573T, 0580T Medicare covered w/o prior auth; Commercial remain NC. 03/18/2026 Medical
policy PG0440 Magnetic Resonance Image Guided High Intensity Focused Ultrasound (MRgFUS) for Essential Tremor removed from archive status. Code 61715 added to prior authorization list Commercial and Medicare PA required (do not use IQ d/t age restrictions). Removed deleted code 0398T. Added PA required for codes 33990, 33991,
33993, 33995 new CMP PG0542 Temporary Percutaneous Ventricular Devices, effective 7/14/2026 . 3/12/2026 Add Codes 0338T-0339T, 0935T to PA/EI/NC spreadsheet covered with PA Medicare product lines. Code 0858T updated to non-covered, all product lines effective 7/14/2026. Codes 21195, 21244, 21245 for orthognathic surgery to non-
covered, not standard of care, all product lines, effective 7/14/2026. Updated code 0205U covered with prior auth Medicare product lines, effective 7/14/2026. Added prior authorization requirement for code 76391, Codes 76982-76983 non-covered, Code 91200 no prior authorization required, effective 7/14/2026 per PG0252 Non-Invasive Tests
for Hepatic Fibrosis.

3/31/2026 Removed codes T1000 and T1001 as codes NC by Medlcare and No PA required for Home Health Coverage per direction from Stephanie D (Director Prior Authorization). 4/1/2026 Removed ); mlRInform Thyroid (Asuragen Inc.); ThyGeNEXT, ThyroMIR (InterpaceDiagnostics Group Inc.); ChemoFx (Helomics Corp.); Ml Profile, MI
Tumor Seek (Caris Life Sci ionOne Heme ( icine); CANCERPLEX (KEW Inc.), Tempus xT , Colvera (ClinicalGenomics); Signatera (Natera Inc.); MyPath (Castle Bi (Lucid Di ics); Guardant Shield Test (Guardant Health) from section on Gene or Protein Expression Profiling for

4/12/2026 -FGO412 Genetic Testing Age-Related Macular Degeneration policy archived. Code 0205U updated from non-covered to covered with a prior authorization for Medicare product lines (InterQual criteria)

S-CODES COVERAGE EXCEPTIONS

S-Codes allowed per Provider Contractual Agreements

Option Care: $9500, S9501, $9502, S9503, S9504, S9497, S9494. Coram: S9343, S9326, $9327, S9349, $9365, S9366, S9368, B4185. Midwest Breast: S Codes are part of their contract

Parenteral nutrition solution, not

B4185 otherwise sp ecified, 10g lipids

Coram

Home infusion therapy, continuous
(24 hours or more) pain
management infusion;
administrative services,
59326 professional pharmacy services, Coram
care coordination and all necessary
supplies and euipment (drugs and
nursing visits coded separately),
per diem

Home infusion therapy, intermittent
(less than 24 hours) pain
management infusion;
administrative services,
professional pharmacy services,
care coordination and all necessary
supplies and euipment (drugs and

nursina visits coded

$9327 Coram

Home therapy; enteral nutrition
via bolus; administrative services,
professional pharmacy services,
$9343 care coordination, and all Coram
necessary supplies and equipment
(enteral formula and nursing visits
coded separately), per diem

Home infusion therapy, tocolytic
infusion therapy; administrative
services, professional pharmacy
S9349 services, care coordination, and all Coram
necessary supplies and equipment
(drugs and nursing visits coded
separately), per diem

Home infusion therapy, total
parenteral nutrition (TPN); one liter
per day, administrative services,
professional pharmacy services,
care coordination, and all
necessary supplies and equipment
including standard TPN formula
(linids._specialtv amino acid

$9365 Coram




59366

Home infusion therapy, total
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
includina standard TPN formuila

Coram

59368

Home infusion therapy, total
parenteral nutrition (TPN); more
than three liters per day,
administrative services,
professional pharmacy services,
care coordination, and all
necessary supplies and equipment
includina standard TPN formula

Coram

59494

Home infusion therapy, antibiotic,
antiviral, or antifungal therapy;
administrative services,
professional pharmacy services,
care coordination, and all
necessary supplies and equipment
(drugs and nursing visits coded

ner diem (do not use

Option Care

$9497

Home infusion therapy, antibiotic,
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

Option Care

$9500

ner diem

Home infusion therapy, antibiotic,

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

Option Care

$9501

ner diem

Home infusion therapy, antibiotic,

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

Option Care

$9502

ner diem

Home infusion therapy, antibiotic,

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

Option Care

$9503

oer diem
Home infusion therapy, antibiotic,
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

Option Care

$9504

ner diem
Home infusion therapy, antibiotic,
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
per diem

Option Care




