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IMPORTANT |  Paramount medical policies only apply to Paramount Advantage Medicaid claims with dates 
of service before Feb. 1, 2023. Please contact Anthem, for Medicaid claims with dates of service on or after Feb. 
1, 2023. 

 
GUIDELINES  

• This policy does not certify benefits or authorization of benefits, which is designated by each individual 
policyholder terms, conditions, exclusions and limitations contract. It does not constitute a contract or 
guarantee regarding coverage or reimbursement/payment. Self-Insured group specific policy will 
supersede this general policy when group supplementary plan document or individual plan decision 
directs otherwise.  

• Paramount applies coding edits to all medical claims through coding logic software to evaluate the 
accuracy and adherence to accepted national standards.  

• This medical policy is solely for guiding medical necessity and explaining correct procedure reporting 
used to assist in making coverage decisions and administering benefits.  

 
SCOPE 
X Professional 
X Facility 
 
DESCRIPTION 
Experimental/investigational is used to describe medical, surgical, diagnostic, psychiatric, substance use disorders 
treatment or other health care services, technologies, equipment, supplies, treatments, procedures, therapies, 
biologics, drugs, or devices that meets one or more of the following conditions: 

• Is the research, experimental, study, or investigational arm of an ongoing Clinical Trial(s) or is otherwise 
under a systematic, intensive investigation to determine its maximum tolerated dose, its toxicity, its safety, 
its effectiveness, or its effectiveness as compared with a standard means of treatment or diagnosis; 

• Not approved by the United States Food and Drug Administration (FDA) to be lawfully marketed for the 
proposed use; 

• The medical, surgical, diagnostic, psychiatric, substance use disorders treatment or other health care 
services, technologies, equipment, supplies, treatments, procedures, therapies, biologics, drugs, or devices 
is provided pursuant to oversight by an institutional review board or other body that approves or reviews 
research concerning safety, toxicity or efficacy; 

• There is insufficient authoritative evidence that the treatment improves the net health outcome, the clinical 
evidence supporting effectiveness is insufficient. (Net health outcome means that the treatment’s beneficial 
effects on health outcomes outweigh any harmful effects of the treatment on health outcomes.) There is 
insufficient authoritative evidence that the treatment is as beneficial as any established alternative. This 
means that the treatment does not improve net outcome as much as or more than established alternatives; 

• Is not of proven benefit for the particular diagnosis or treatment of the Covered Person’s particular 
condition; 

• Is not yet recognized as acceptable medical practice, as clearly demonstrated by Reliable Evidence, as 
effective and appropriate for the diagnosis or treatment of the Covered Person’s particular condition; 

• Reliable evidence shows that the prevailing opinion among experts regarding the drug, device, treatment, or 
procedure is that further studies or clinical trials are necessary to determine its toxicity, safety, or efficacy as 
compared with a standard means of treatment or diagnosis. 

 

HMO & PPO 
MARKETPLACE 

MEDICARE – ELITE,  
MAP & PROMEDICA 
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Criteria used in determining whether a service is considered experimental or investigational include, but are not 
limited to:  

• Whether the service is commonly performed or used on a widespread geographic basis; 

• Whether it is generally accepted practice to treat that illness or injury by the medical profession in the 
United States; 

• Its failure rate and side effects; 

• Whether other, more conventional methods of treating the illness or injury have been exhausted by the 
participant; 

• Whether it is medically indicated. 
  
Experimental/Investigational Services are identified as:  

• Services Represented by a Specific Current Procedural Terminology (CPT) or Healthcare Common 
Procedure Coding System (HCPCS) Code. 

• Services without a Specific Current Procedural Terminology (CPT) or Healthcare Common Procedure 
Coding System (HCPCS) Code. 

• Services with a specific Current Procedural Terminology (CPT) or Healthcare Common Procedure Coding 
System (HCPCS) Code, which are reported for other services. 

 
CPT Category III codes represent temporary codes for new and emerging technologies. They have been created to 
allow for data collection and utilization tracking for new procedures or services. Category III codes are different 
from Category I CPT codes in that they identify services that may not be performed by many health care 
professionals across the country, some may not have FDA approval, and some services/procedure have no proven 
clinical efficacy. Category III codes are intended to be temporary and will be retired if the procedure or service is 
not accepted as a Category I code within five years. In some instances Category III codes may replace temporary 
local codes (HCPCS Level III) assigned by carriers and intermediaries to describe new procedures or services. If a 
Category III code is available, it must be used instead of the unlisted Category I code. The use of the unlisted code 
does not offer the opportunity for collection of specific data. The American Medical Association (AMA) releases 
new codes twice a year in January and July. 
 
POLICY 

Paramount Commercial Insurance Plans, Medicare Advantage Plans, and Paramount Advantage Medicaid  
Services that are experimental/investigational, as described in this policy, are not eligible for reimbursement 
consideration. Paramount does not cover investigational or experimental medical or surgical 
services/procedures that are not medically necessary and have not been strongly supported in research and 
for which there is a safe and medically accepted alternative available. 
 
All coverage is based on a member’s plan documents (subscriber certificate, evidence of coverage). If there 
is a difference between the coverage in this policy and a member’s documents, the plan documents will be 
used to determine coverage. 
 
Non-participating providers are required to obtain prior authorization BEFORE any and all services are 
rendered. 

 
COVERAGE CRITERIA 
Paramount Commercial Insurance Plans, Medicare Advantage Plans, and Paramount Advantage Medicaid 
The procedures listed below are considered experimental/investigational and, therefore, not covered because the 
safety and/or effectiveness of these services cannot be established by review of the available published peer-
reviewed literature. This is not an all-inclusive listing. Additional, some experimental/investigational procedures may 
be listed within separate medical policies. Providers must refer to the Paramount prior authorization list and specific 
medical policy in reference to specific procedures for coverage determinations (this list may not be all-inclusive). 
  
The Medical Director or designee may review indications for any Experimental/Investigational Procedure/Services 
request on an individual basis for medical necessity and appropriateness, taking into consideration the needs of the 
individual and the member’s individual policy coverage. Individual case review may allow coverage for care or 
treatment that is investigational yet promising for the conditions described. Requests for individual consideration 



PG0043 –05/11/2023   

require Prior Authorization approval. These requests must be supported by the treating provider(s) medical 
records. 
 
The fact that a treatment is offered as a last resort does not mean that it is not an experimental or investigational 
treatment. 
 
Care outside the United States in not covered. 
 
Medicare Advantage Plans 
Title XVIII of the Social Security Act, §1862(a)(1)(A) prohibits Medicare coverage for items and services which are 
not “reasonable and necessary” for the diagnosis and treatment of an injury or illness or to improve the functioning 
of a malformed body member. According to the Medicare Claims Processing Manual, Chapter 23, §30.A, if a 
procedure or device lacks scientific evidence regarding safety and efficacy because it is investigational or 
experimental, the service is noncovered because it is not reasonable and necessary to treat illness or injury. 
 
A payment amount in the Medicare Physicians’ Fee Schedule (MPFS) does not imply that Medicare has 
determined the service to be a “reasonable and necessary” covered service. In addition, according to the Medicare 
Benefit Policy Manual, Chapter 14, while U.S. Food and Drug Administration (FDA) approval does not 
automatically guarantee coverage under Medicare, in order to even be considered for coverage under Medicare, 
devices must be either FDA- or Institutional Review Board (IRB) – approved. Therefore, any device that has not 
received FDA-approval would not be considered medically reasonable or necessary. The FDA reviews data from 
well-designed studies and clinical trials in order to determine safety and effectiveness prior to approval for sale, but 
does not establish medical necessity of that device or drug. While Medicare may adopt FDA determinations 
regarding safety and effectiveness, CMS or Medicare contractors evaluate whether or not the drug or device is 
reasonable and necessary for the Medicare population under §1862(a)(1)(A). (Note, not all services or procedures 
are3egain3t to FDA review and approval.) 
 
 
CODING/BILLING INFORMATION 
The inclusion or exclusion of a code in this section does not necessarily indicate coverage. Codes 
referenced in this clinical policy are for informational purposes only.   
Codes that are covered may have selection criteria that must be met.   
Payment for supplies may be included in payment for other services rendered. 
 
 
The list below identifies procedures considered experimental or investigational, thus not medically 
necessary and not eligible for reimbursement. This listing is not all-inclusive and any procedure or device 
that is not listed below may be considered experimental or investigational. 

CPT CODE 
The following CPT procedure codes are denied as 
experimental/investigational based on the guidelines of this policy: 
not all-inclusive 

MEDICAL POLICY/ 
COVERAGE 

22526 
Percutaneous intradiscal electrothermal annuloplasty, unilateral or 
bilateral including fluoroscopic guidance; single level 

PG0026 Discogenic Pain 
Treatment 
Exception:  Advantage – 
Prior Authorization 
Required 

22527 
Percutaneous intradiscal electrothermal annuloplasty, unilateral or 
bilateral including fluoroscopic guidance; 1 or more additional levels 
(List separately in addition to code for primary procedure) 

PG0026 Discogenic Pain 
Treatment 
Exception:   Paramount 
Advantage Medicaid – Prior 
Authorization Required 

31660 
Bronchoscopy, rigid or flexible, including fluoroscopic guidance, 
when performed; with bronchial thermoplasty, 1 lobe 

PG0316 Bronchial 
Thermoplasty 

31661 
Bronchoscopy, rigid or flexible, including fluoroscopic guidance, 
when performed; with bronchial thermoplasty, 2 or more lobes 

PG0316 Bronchial 
Thermoplasty 
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30468 
Repair of nasal valve collapse with subcutaneous/submucosal 
lateral wall implant(s) 

NON-COVERED 
Exception:  Paramount 
Advantage Medicaid -
covered without a prior 
authorization as of 1/1/2021 

33274 

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

PG0395 Leadless Cardiac 
Pacemakers 
Exception: 
Paramount Advantage 
Medicaid – Prior 
Authorization Required 
ProMedica Medicare Plan – 
Leadless cardiac 
pacemakers (33274 and 
33275) does not require 
prior authorization when 
performed in approved 
studies. 

33275 
Trancatheter removal of permanent leadless pacemaker, right 
ventricular. 

PG0395 Leadless Cardiac 
Pacemakers 
Exception: 
Paramount Advantage 
Medicaid – Prior 
Authorization 
RequiredProMedica 
Medicare Plan – Leadless 
cardiac pacemakers (33274 
and 33275) does not 
require prior authorization 
when performed in 
approved studies as 
indicated below. 

33289 

Transcatheter implantation of wireless pulmonary artery pressure 
sensor for long-term hemodynamic monitoring, including deployment 
and calibration of the sensor, right heart catheterization, selective 
pulmonary catheterization, radiological supervision and 
interpretation, and pulmonary artery angiography, when performed 

PG0377 Pulmonary Artery 
Pressure Monitoring 
(CardioMEMS) 
Exception: 
Paramount Advantage 
Medicaid, ProMedica 
Medicare Plan – Implanted 
Wireless Pulmonary Artery 
Sensor (e.g., 
CardioMEMS™HF System) 
(33289) is covered with 
prior-authorization. 

41512 Tongue base suspension, permanent suture technique 

PG0056 Surgical 
Treatments for Obstructive 
Sleep Apnea (OSA) 
Exception: 
Paramount Advantage 
Medicaid, ProMedica 
Medicare Plan – Tongue-
base Suspension (41512) 
for OSA requires prior 
authorization 
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41530 
Submucosal ablation of the tongue base, radiofrequency, 1 or more 
sites, per session 

PG0056 Surgical 
Treatments for Obstructive 
Sleep Apnea (OSA) 
Exception: 
- Radiofrequency 
Volumetric Tissue 
Reduction (RFVTR) of the 
soft palate, uvula, or tongue 
base (e.g., Coblation®, 
Somnoplasty®) (41530) 
requires prior authorization 

43252 
Esophagogastroduodenoscopy, flexible, transoral; with optical 
endomicroscopy 

NON-COVERED 
Exception:  Paramount 
Advantage Medicaid -
covered without a prior 
authorization 

53451 
Periurethral transperineal adjustable balloon continence device; 
bilateral insertion, including cystourethroscopy and imaging 
guidance 

PG0497  Urinary 
Incontinence/ Voiding 
Dysfunction  
Treatments and Devices 

53452 
Periurethral transperineal adjustable balloon continence device; 
unilateral insertion, including cystourethroscopy and imaging 
guidance 

PG0497  Urinary 
Incontinence/ Voiding 
Dysfunction  
Treatments and Devices 

53453 
Periurethral transperineal adjustable balloon continence device; 
removal, each balloon 

PG0497  Urinary 
Incontinence/ Voiding 
Dysfunction  
Treatments and Devices 

53454 
Periurethral transperineal adjustable balloon continence device; 
percutaneous adjustment of balloon(s) fluid volume 

PG0497  Urinary 
Incontinence/ Voiding 
Dysfunction  
Treatments and Devices 

55880 
Ablation of malignant prostate tissue, transrectal, with high-intensity 
focused ultrasound (HIFU), including ultrasound guidance 

PG0504 High-Intensity 
Focused Ultrasound (HIFU) 
Exception:  Paramount 
Advantage Medicaid -
covered without a prior 
authorization. ProMedica 
Medicare Plan covered with 
a prior authorization. 

61736 
Laser interstitial thermal therapy (LITT) of lesion, intracranial, 
including burr hole(s), with magnetic resonance imaging guidance, 
when performed; single trajectory for 1 simple lesion 

PG0206  Laser Interstitial 
Thermal Therapy (LITT) 
Exception:  Paramount 
Advantage Medicaid -
covered without a prior 
authorization. 

61737 

Laser interstitial thermal therapy (LITT) of lesion, intracranial, 
including burr hole(s), with magnetic resonance imaging guidance, 
when performed; multiple trajectories for multiple or complex 
lesion(s) 

PG0206  Laser Interstitial 
Thermal Therapy (LITT) 
Exception:  Paramount 
Advantage Medicaid -
covered without a prior 
authorization. 

62287 

Decompression procedure, percutaneous, of nucleus pulposus of 
intervertebral disc, any method utilizing needle based technique to 
remove disc material under fluoroscopic imaging or other form of 
indirect visualization, with discography and/or epidural injection(s) at 

PG0026 Discogenic Pain 
Treatment 
Exception: 
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the treated level(s), when performed, single or multiple levels, 
lumbar 

Paramount Advantage 
Medicaid – Prior 
Authorization Required 

64625 
Radiofrequency ablation, nerves innervating the sacroiliac joint, with 
image guidance (fluoroscopy or CT) is noncovered 

NON-COVERED – 
Efffective 08/01/2023 
PG0361  Radiofrequency 
Methods of Denervation for 
Chronic 
Spinal Pain 

64628 
Thermal destruction of intraosseous basivertebral nerve, including 
all imaging guidance; first 2  vertebral bodies, lumbar or sacral 

PG0361  Alternative 
Radiofrequency Methods of 
Denervation:  Noncovered 
Exception: Advantage-
covered without a prior 
authorization 
Effective 11/01/2022 
procedures 64628 and 
64629 are covered with a 
prior authorization for all 
product lines. Refer to 
medical policy PG0512  
Thermal Destruction of the 
Intraosseous Basivertebral 
Nerve (BVN) for 
Vertebrogenic Lower Back 
Pain 

64629 
Thermal destruction of intraosseous basivertebral nerve, including 
all imaging guidance; each additional vertebral body, lumbar or 
sacral (List separately in addition to code for primary procedure) 

PG0361  Alternative 
Radiofrequency Methods of 
Denervation:  Noncovered 
Exception: Advantage-
covered without a prior 
authorization 
Effective 11/01/2022 
procedures 64628 and 
64629 are covered with a 
prior authorization for all 
product lines.  Refer to 
medical policy PG0512  
Thermal Destruction of the 
Intraosseous Basivertebral 
Nerve (BVN) for 
Vertebrogenic Lower Back 
Pain 

68841 
Insertion of drug-eluting implant, including punctal dilation when 
performed, into lacrimal canaliculus, each 

NON-COVERED 

75571 
CT, heart, without contrast with quantitative evaluation of coronary 
calcium 

PG0482 Computed 
Tomography (CT) and 
Computed Tomography 
Angiography (CTA) Scans 
Exception: 
Paramount Advantage 
Medicaid  - Prior 
Authorization is required 

77089 
Trabecular bone score (TBS), structural condition of the bone 
microarchitecture; using dual X ray absorptiometry (DXA) or other 

PG0320 Bone Density 
Measurements 
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imaging data on gray scale variogram, calculation, with interpretation 
and report on fracture risk 

Exception:  Paramount 
Advantage Medicaid -
covered without a prior 
authorization 

77090 
Trabecular bone score (TBS), structural condition of the bone 
microarchitecture; technical preparation and transmission of data for 
analysis to be performed elsewhere 

PG0320 Bone Density 
Measurements 
Exception:  Paramount 
Advantage Medicaid -
covered without a prior 
authorization 

77091 
Trabecular bone score (TBS), structural condition of the bone 
microarchitecture; technical calculation only 

PG0320 Bone Density 
Measurements 
Exception:  Paramount 
Advantage Medicaid -
covered without a prior 
authorization 

77092 
Trabecular bone score (TBS), structural condition of the bone 
microarchitecture; interpretation and report on fracture risk only by 
other qualified health care professional 

PG0320 Bone Density 
Measurements 
Exception:  Paramount 
Advantage Medicaid -
covered without a prior 
authorization 

78350 
Bone density (bone mineral content) study, 1 or more sites; single 
photon absorptiometry 

PG0320 Bone Density 
Measurements 
Exception:  Paramount 
Advantage Medicaid -
covered without a prior 
authorization 

78351 
Bone density (bone mineral content) study, 1 or more sites; dual 
photon absorptiometry, 1 or more sites 

PG0320 Bone Density 
Measurements 

 81490 
Autoimmune (rheumatoid arthritis), analysis of 12 biomarkers using 
immunoassays, utilizing serum, prognostic algorithm reported as a 
disease activity score 

PG0362 Vectra® DA 

90626 
Tick-borne encephalitis virus vaccine, inactivated; 0.25 mL dosage, 
for intramuscular use (effective 7/1/2021) 

NON-COVERED 

90627 
Tick-borne encephalitis virus vaccine, inactivated; 0.5 mL dosage, 
for intramuscular use (effective 7/1/2021) 

NON-COVERED 

 91132 Electrogastrography, diagnostic, transcutaneous 

NON-COVERED 
Exception:  Paramount 
Advantage Medicaid -
covered without a prior 
authorization 

 91133 
Electrogastrography, diagnostic, transcutaneous; with provocative 
testing 

NON-COVERED 
Exception:  Paramount 
Advantage Medicaid -
covered without a prior 
authorization 

92145 
Corneal hysteresis determination, by air impulse stimulation, 
unilateral or bilateral, with interpretation and report 

PG0317 Corneal 
Hysteresis Determination 
by Air Impulse Stimulation 
Exception: 
Paramount Advantage 
Medicaid  - Measurement 
of corneal hysteresis is 
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covered without a prior 
authorization 

92517 
Vestibular evoked myogenic potential (VEMP) testing, with 
interpretation and report; cervical (cVEMP) 

PG0323 Vestibular 
Function Testing 
Exception: 
Paramount Advantage 
Medicaid  - Vestibular 
evoked myogenic potential 
tests, procedures 92517, 
92518, 92519, are covered 
without a prior authorization 

92518 
Vestibular evoked myogenic potential (VEMP) testing, with 
interpretation and report; ocular (oVEMP) 

PG0323 Vestibular 
Function Testing 
Exception: 
Paramount Advantage 
Medicaid – Vestibular 
evoked myogenic potential 
tests, procedures 92517, 
92518, 92519, are covered 
without a prior authorization 

92519 
Vestibular evoked myogenic potential (VEMP) testing, with 
interpretation and report; cervical (cVEMP) and ocular (oVEMP) 

PG0323 Vestibular 
Function Testing 
Exception: 
Paramount Advantage 
Medicaid – Vestibular 
evoked myogenic potential 
tests, procedures 92517, 
92518, 92519, are covered 
without a prior authorization 

93025 
Microvolt T-wave alternans for assessment of ventricular 
arrhythmias 

PG0478 
Electrocardiograms 
Exception:  Paramount 
Advantage Medicaid -
covered without a prior 
authorization 

93264 

Remote monitoring of a wireless pulmonary artery pressure sensor 
for up to 30 days, including at least weekly downloads of pulmonary 
artery pressure recordings, interpretation(s), trend analysis, and 
report(s) by a physician or other qualified health care professional 

PG0377 Pulmonary Artery 
Pressure Monitoring 
(CardioMEMS) 
Exception: 
Paramount Advantage 
Medicaid ,Elite/ProMedica 
Medicare Plan – Implanted 
Wireless Pulmonary Artery 
Sensor (e.g., 
CardioMEMS™HF System) 
(33289) is covered with 
prior-authorization. 

93590 
Percutaneous transcatheter closure of paravalvular leak; initial 
occlusion device, mitral valve 

PG0108 Transcatheter 
Valve Replacement 
Exception: 
Paramount Advantage 
Medicaid  - Percutaneous 
transcatheter repair of 
paravalvular leak of mitral 
or aortic valve (93590-
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93592) does not require 
prior authorization 

93591 
Percutaneous transcatheter closure of paravalvular leak; initial 
occlusion device, aortic valve 

PG0108 Transcatheter 
Valve Replacement 
Exception: 
Paramount Advantage 
Medicaid  - Percutaneous 
transcatheter repair of 
paravalvular leak of mitral 
or aortic valve (93590-
93592) does not require 
prior authorization 

93592 
Percutaneous transcatheter closure of paravalvular leak; each 
additional occlusion device (List separately in addition to code for 
primary procedure) 

PG0108 Transcatheter 
Valve Replacement 
Exception: 
Paramount Advantage 
Medicaid  - Percutaneous 
transcatheter repair of 
paravalvular leak of mitral 
or aortic valve (93590-
93592) does not require 
prior authorization 

93701 Bioimpedance-derived physiologic cardiovascular analysis 

PG0282 Thoracic Electrical 
Bioimpedance for the 
Measurement of Cardiac 
Output                   
Exception: Medicare 
Advantage Plans – 
Covered without a prior 
authorization 

93702 
Bioimpedance spectroscopy (BIS), extracellular fluid analysis for 
lymphedema assessment(s) 

PG0347 Bioimpedance 
Devices for Detection of 
Lymphedema 
Exception: 
Paramount Advantage 
Medicaid  - Bioimpedance 
testing for lymphedema 
(93702) is covered without 
a prior authorization 

95803 
Actigraphy, testing, recording, analysis, interpretation and report 
(minimum of 72 hours to 14 consecutive days of recording) 

PG0198 Actigraphy and 
Accelerometry Sleep 
Diagnostics 

95919 
Quantitative pupillometry with physician or qualified health care 
professional interpretation and report, unilateral or bilateral      

PG0319  Quantitative 
Pupillometry/Pupillography 
Exception:  
Paramount Advantage 
Medicaid – Pupillometry is 
covered without a prior 
authorization   

96931 
Reflectance confocal microscopy (RCM) for cellular and sub-cellular 
imaging of skin; image acquisition and interpretation and report, first 
lesion 

NON-COVERED 
Exception:  Paramount 
Advantage Medicaid -
covered without a prior 
authorization 

96932 
Reflectance confocal microscopy (RCM) for cellular and sub-cellular 
imaging of skin; image acquisition only, first lesion 

NON-COVERED 
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Exception:  Paramount 
Advantage Medicaid -
covered without a prior 
authorization 

96933 
Reflectance confocal microscopy (RCM) for cellular and sub-cellular 
imaging of skin; interpretation and report only, first lesion 

NON-COVERED 
Exception:  Paramount 
Advantage Medicaid -
covered without a prior 
authorization 

96934 

Reflectance confocal microscopy (RCM) for cellular and sub-cellular 
imaging of skin; image acquisition and interpretation and report, 
each additional lesion (List separately in addition to code for primary 
procedure) 

NON-COVERED 
Exception:  Paramount 
Advantage Medicaid -
covered without a prior 
authorization 

96935 
Reflectance confocal microscopy (RCM) for cellular and sub-cellular 
imaging of skin; image acquisition only, each additional lesion (List 
separately in addition to code for primary procedure) 

NON-COVERED 
Exception:  Paramount 
Advantage Medicaid -
covered without a prior 
authorization 

96936 
Reflectance confocal microscopy (RCM) for cellular and sub-cellular 
imaging of skin; interpretation and report only, each additional lesion 
(List separately in addition to code for primary procedure) 

NON-COVERED 
Exception: Advantage-
covered without a prior 
authorization 

HPCPS CODE 
The following HCPCS procedure codes are denied as 
experimental/investigational based on the guidelines of this 
policy: not all-inclusive 

MEDICAL POLICY/ 
COVERAGE 

A4563 
Rectal control system for vaginal insertion, for long term use, 
includes pump and all supplies and accessories, any type each 

PG0462 Rectal Control 
System for Fecal 
Incontinence (Eclipse) 

A4575 Topical hyperbaric oxygen chamber, disposable 
PG0205 Hyperbaric 
Oxygen Therapy (HBOT) 

C1052 Hemostatic agent, gastrointestinal, topical (Hemospray®) NON-COVERED 

C1761 Catheter, transluminal intravascular lithotripsy, coronary NON-COVERED 

C1839 Iris prosthesis NON-COVERED 

C1841 
Retinal prosthesis, includes all internal and external components 
(Argus II Retinal Prosthesis System) 

NON-COVERED 

C1842 
Retinal prosthesis, includes all internal and external components; 
add-on to C1841 (Argus II Retinal Prosthesis System) 

NON-COVERED 

C2624 
Implantable wireless pulmonary artery pressure sensor with delivery 
catheter, including all system components 

NON-COVERED 

C9122 Mometasone furoate sinus implant, 10 micrograms (Sinuva) 
PG0384 Drug Eluting 
Devices for Use Following 
Endoscopic Sinus Surgery 

C9759 

Transcatheter intraoperative blood vessel microinfusion(s) (e.g., 
intraluminal, vascular wall and/or perivascular) therapy, any vessel, 
including radiological supervision and interpretation, when 
performed 

Transcatheter 
intraoperative blood vessel 
microinfusion is considered 
integral to the primary 
procedure and not 
separately reimbursable 

C9764 

Revascularization, endovascular, open or percutaneous, lower 
extremity artery(ies), except tibial/peroneal; with intravascular 
lithotripsy, includes angioplasty within the same vessel(s), when 
performed (Shockwave Medical Intravascular Lithotripsy [IVL] 
System) 

NON-COVERED 
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C9765 

Revascularization, endovascular, open or percutaneous, lower 
extremity artery(ies), except tibial/peroneal; with intravascular 
lithotripsy, and transluminal stent placement(s), includes angioplasty 
within the same vessel(s), when performed (Shockwave Medical 
Intravascular Lithotripsy [IVL] System) 

NON-COVERED 

C9766 

Revascularization, endovascular, open or percutaneous, lower 
extremity artery(ies), except tibial/peroneal; with intravascular 
lithotripsy and atherectomy, includes angioplasty within the same 
vessel(s), when performed (Shockwave Medical Intravascular 
Lithotripsy [IVL] System) 

NON-COVERED 

C9767 

Revascularization, endovascular, open or percutaneous, lower 
extremity artery(ies), except tibial/peroneal; with intravascular 
lithotripsy and transluminal stent placement(s), and atherectomy, 
includes angioplasty within the same vessel(s), when performed 
(Shockwave Medical Intravascular Lithotripsy [IVL] System) 

NON-COVERED 

C9772 

Revascularization, endovascular, open or percutaneous, 
tibial/peroneal artery(ies), with intravascular lithotripsy, includes 
angioplasty within the same vessel(s), when performed (Shockwave 
Medical Intravascular Lithotripsy [IVL] System) 

NON-COVERED 

C9773 

Revascularization, endovascular, open or percutaneous, 
tibial/peroneal artery(ies); with intravascular lithotripsy, and 
transluminal stent placement(s), includes angioplasty within the 
same vessel(s), when performed (Shockwave Medical Intravascular 
Lithotripsy [IVL] System) 

NON-COVERED 

C9774 

Revascularization, endovascular, open or percutaneous, 
tibial/peroneal artery(ies); with intravascular lithotripsy and 
atherectomy, includes angioplasty within the same vessel(s), when 
performed (Shockwave Medical Intravascular Lithotripsy [IVL] 
System) 

NON-COVERED 

C9775 

Revascularization, endovascular, open or percutaneous, 
tibial/peroneal artery(ies); with intravascular lithotripsy and 
transluminal stent placement(s), and atherectomy, includes 
angioplasty within the same vessel(s), when performed (Shockwave 
Medical Intravascular Lithotripsy [IVL] System) 

NON-COVERED 

C9777 
Esophageal mucosal integrity testing by electrical impedance, 
transoral (list separately in addition to code for primary procedure) 
(eg, MiVU™) 

NON-COVERED 

C9781 

Arthroscopy, shoulder, surgical; with implantation of subacromial 
spacer (e.g., balloon), includes debridement (e.g., limited or 
extensive), subacromial decompression, acromioplasty, and biceps 
tenodesis when performed 

NON-COVERED 

E0740 Non-implanted pelvic floor electrical stimulator, complete system 

PG0497 Urinary 
Incontinence/ Voiding 
Dysfunction Treatments 
and Devices 

G0460 

 
Autologous platelet rich plasma for non-diabetic chronic 
wounds/ulcers, including phlebotomy, centrifugation, and all other 
preparatory procedures, administration and dressings, per treatment 
Autologous platelet rich plasma for chronic wounds/ulcers, including 
phlebotomy, centrifugation, and all other preparatory procedures, 
administration and dressings, per treatment 

PG0293 Platelet Rich 
Plasma 
G0460 is noncovered and 
Effective 1/1/2022 
procedure G0465 is 
noncovered.  
Exception: Elite/ProMedica 
Medicare Plan 

• Procedure 
G0460/G0465 

G0465 
Autologous platelet rich plasma (PRP) for diabetic chronic 
wounds/ulcers, using an FDA-cleared device (includes 
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administration, dressings, phlebotomy, centrifugation, and all other 
preparatory procedures, per treatment) 

requires a prior 
authorization 

• POS codes 11, 19, 
22, and 49 

• Diagnosis code for 
diabetes mellitus 
and an ICD10 
diagnosis code for 
chronic ulcers is 
required. See 
diagnosis codes 
listing below the 
medical policy 

• Note: Effective 
1/1/2022 revised 
procedure G0460 is 
now also 
noncovered for the 
Elite/ProMedica 
Medicare Plan and 
effective 1/1/2022 
new 2022 
procedure code 
G0465 requires a 
prior authorization.   

G2171 

Percutaneous arteriovenous fistula creation (avf), direct, any site, 
using magnetic-guided arterial and venous catheters and 
radiofrequency energy, including flow-directing procedures (e.g., 
vascular coil embolization with radiologic supervision and 
interpretation, when performed) and fistulogram(s), angiography, 
enography, and/or ultrasound, with radiologic supervision and 
interpretation, when performed 

NON-COVERED 

J7402 Mometasone furoate sinus implant, (sinuva), 10 micrograms 

PG0384  Drug Eluting 
Devices for Use Following  
Endoscopic Sinus Surgery   
Exception: covered for 
Advantage with a prior 
authorization 

K1002 
Cranial electrotherapy stimulation (CES) system, includes all 
supplies and accessories, any type 

PG0244 Electrical Nerve 
Stimulators 

K1004 
Low frequency ultrasonic diathermy treatment device for home use, 
includes all components and accessories (PainShield®) 

NON-COVERED 
 

K1009 
Speech volume modulation system, any type, including all 
components and accessories (SpeechVive Device) 

NON-COVERED 
Exception: covered for 
Advantage without a prior 
authorization 

K1016 
Transcutaneous electrical nerve stimulator for electrical stimulation 
of the trigeminal nerve (Monarch eTNS) 

NON-COVERED 
PG0244 Electrical Nerve 
Stimulators 
PG0361 Alternative 
Radiofrequency Methods of 
Denervation: 
Noncovered – pulsed 
radiofrequency 
denervation, laser 
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denervation, 
chemodenervation, water-
cooled radiofrequency 
denervation, and 
cryodenervation 

K1017 Monthly supplies for use of device coded at K1016 (Monarch eTNS) 
PG0244 Electrical Nerve 
Stimulators  

K1018 
External upper limb tremor stimulator of the peripheral nerves of the 
wrist (eg, Cala Trio™) 

PG0244 Electrical Nerve 
Stimulators 

K1019 Monthly supplies for use of device coded at K1018 (eg, Cala Trio™) 
PG0244 Electrical Nerve 
Stimulators 

K1023 
Distal transcutaneous electrical nerve stimulator, stimulates 
peripheral nerves of the upper arm 

PG0244 Electrical Nerve 
Stimulators 

K1026 
Mechanical allergen particle barrier/inhalation filter, cream, nasal, 
topical (Alzair™).  

 PG0188 Allergy Testing 
and Treatments 

K1027 
Oral device/appliance used to reduce upper airway collapsibility, 
without fixed mechanical hinge, custom fabricated, includes fitting 
and adjustment 

PG0131 Custom Oral 
Appliances for Obstructive 
Sleep Apnea 

M0076 Prolotherapy PG0170 Prolotherapy 

P2031 Hair analysis (excluding arsenic) PG0069 Drug Testing 

S1090 Mometasone furoate sinus implant, 370 micrograms 
PG0384 Drug Eluting 
Devices for Use Following 
Endoscopic Sinus Surgery 

S1091 Stent, non-coronary, temporary, with delivery system (propel) 

PG0384 Drug Eluting 
Devices for Use Following 
Endoscopic Sinus Surgery  
Exception: covered for 
Advantage with a prior 
authorization 

S2107 
Adoptive immunotherapy, i.e., development of specific anti-tumor 
reactivity (e.g., tumor infiltrating lymphocyte therapy) per course of 
treatment 

NON-COVERED 

S2300 
Arthroscopy, shoulder, surgical; with thermally-induced 
capsulorrhaphy 

PG0305 Arthroscopic 
Thermal Capsulorraphy 

S2348 
Decompression procedure, percutaneous, of nucleus pulposus of 
intervertebral disc, using radiofrequency energy, single or multiple 
levels, lumbar 

PG0026 Discogenic Pain 
Treatment 

S3652 Saliva test, hormone level; to assess preterm labor risk 

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

S8130 Interferential current stimulator, 2 channel 
PG0244 Electrical Nerve 
Stimulators 

S8131 Interferential current stimulator, 4 channel 
PG0244 Electrical Nerve 
Stimulators 

S8080 
Scintimammography (radioimmunoscintigraphy of the breast), 
unilateral, including supply of radiopharmaceutical 

PG0510 
Scintimammography and 
Gamma Imaging of the 
Breast and Axilla 

S9001 Home uterine monitor with or without associated nursing services 
PG0165 Home Uterine 
Activity Monitoring 

S9055 
Procuren or other growth factor preparation to promote wound 
healing 

PG0293 Platelet Rich 
Plasma 
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CPT CODE 

Category III Codes 
Category III codes were introduced by the American Medical 
Association (AMA) in 2001 as a temporary code set to represent 
emerging technology, services and procedures for the purpose of 
data collection relative to usage, enhance practice management, 
and to replace local codes. Services represented by these codes 
may represent experimental and/or unproven care. These codes are 
evaluated with each code release and coverage status is 
determined. This listing applies to all lines of business unless 
otherwise stated and is subject to change without notice. This listing 
is not an all-inclusive list of unproven or investigational care. 
Coverage status of procedures may also be referenced in the 
medical policy listed. 

MEDICAL POLICY/ 
COVERAGE 
Refer to the Medical Policy 
indicated for detailed 
coverage/noncoverage 
determination 

0042T 

Cerebral perfusion analysis using computed tomography with 
contrast administration, including post-processing of parametric 
maps with determination of cerebral blood flow, cerebral blood 
volume, and mean transit time 

PG0297 Cerebral Perfusion 
Analysis 

0054T 
Computer-assisted musculoskeletal surgical navigational orthopedic 
procedure, with image-guidance based on fluoroscopic images (List 
separately in addition to code for primary procedure) 

PG0128 Computer 
Assisted Surgery 

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) 

PG0128 Computer 
Assisted Surgery 

0071T 
Focused ultrasound ablation of uterine leiomyomata, including MR 
guidance; total leiomyomata volume less than 200 cc of tissue 

PG0344 Uterine Fibroid 
Surgical Treatments 

0072T 
Focused ultrasound ablation of uterine leiomyomata, including MR 
guidance; total leiomyomata volume greater or equal to 200 cc of 
tissue 

PG0344 Uterine Fibroid 
Surgical Treatments 

0095T 
Removal of total disc arthroplasty (artificial disc), anterior approach, 
each additional interspace, cervical (List separately in addition to 
code for primary procedure) 

PG0027 Artificial 
Intervertebral Disc 
Replacement 

0098T 
Revision including replacement of total disc arthroplasty (artificial 
disc), anterior approach, each additional interspace, cervical (List 
separately in addition to code for primary procedure) 

PG0027 Artificial 
Intervertebral Disc 
Replacement 

0100T 
Placement of a subconjunctival retinal prosthesis receiver and pulse 
generator, and implantation of intra-ocular retinal electrode array, 
with vitrectomy 

PG0418 Retinal Prosthesis 

0101T 
Extracorporeal shock wave involving musculoskeletal system, not 
otherwise specified, high energy 

PG0004 Extracorporeal 
Shock Wave (ESWT) 

0102T 
Extracorporeal shock wave, high energy, performed by a physician, 
requiring anesthesia other than local, involving lateral humeral 
epicondyle 

PG0004 Extracorporeal 
Shock Wave (ESWT) 

0106T 
Quantitative sensory testing (QST), testing and interpretation per 
extremity; using touch pressure stimuli to assess large diameter 
sensation 

Category III Code – NON-
COVERED 

0107T 
Quantitative sensory testing (QST), testing and interpretation per 
extremity; using vibration stimuli to assess large diameter fiber 
sensation 

Category III Code – NON-
COVERED 

0108T 
Quantitative sensory testing (QST), testing and interpretation per 
extremity; using cooling stimuli to assess small nerve fiber sensation 
and hyperalgesia 

Category III Code – NON-
COVERED 

0109T 
Quantitative sensory testing (QST), testing and interpretation per 
extremity; using heat-pain stimuli to assess small nerve fiber 
sensation and hyperalgesia 

NON-COVERED 
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0110T 
Quantitative sensory testing (QST), testing and interpretation per 
extremity; using other stimuli to assess sensation 

NON-COVERED 

0163T 

Total disc arthroplasty (artificial disc), anterior approach, including 
discectomy to prepare interspace (other than for decompression), 
each additional interspace, lumbar (List separately in addition to 
code for primary procedure) 

PG0027 Artificial 
Intervertebral Disc 
Replacement 

0164T 
Removal of total disc arthroplasty, (artificial disc), anterior approach, 
each additional interspace, lumbar (List separately in addition to 
code for primary procedure) 

PG0027 Artificial 
Intervertebral Disc 
Replacement 

0165T 
Revision including replacement of total disc arthroplasty (artificial 
disc), anterior approach, each additional interspace, lumbar (List 
separately in addition to code for primary procedure) 

PG0027 Artificial 
Intervertebral Disc 
Replacement 

0174T 

Computer-aided detection (CAD) (computer algorithm analysis of 
digital image data for lesion detection) with further physician review 
for interpretation and report, with or without digitization of film 
radiographic images, chest radiograph(s), performed concurrent with 
primary interpretation (List separately in addition to code for primary 
procedure) 

NON-COVERED 

0175T 

Computer-aided detection (CAD) (computer algorithm analysis of 
digital image data for lesion detection) with further physician review 
for interpretation and report, with or without digitization of film 
radiographic images, chest radiograph(s), performed remote from 
primary interpretation 

NON-COVERED 

0198T 
Measurement of ocular blood flow by repetitive intraocular pressure 
sampling, with interpretation and report 

NON-COVERED 

0200T 

Percutaneous sacral augmentation (sacroplasty), unilateral 
injection(s), including the use of a balloon or mechanical device, 
when used, 1 or more needles, includes imaging guidance and bone 
biopsy, when performed 

PG0038 Percutaneous 
Vertebroplasty, 
Kyphoplasty, and 
Sacroplasty 

0201T 

Percutaneous sacral augmentation (sacroplasty), bilateral injections, 
including the use of a balloon or mechanical device, when used, 2 or 
more needles, includes imaging guidance and bone biopsy, when 
performed 

PG0038 Percutaneous 
Vertebroplasty, 
Kyphoplasty, and 
Sacroplasty 

0202T 

Posterior vertebral joint(s) arthroplasty (e.g., facet joint[s] 
replacement) including facetectomy, laminectomy, foraminotomy 
and vertebral column fixation, with or without injection of bone 
cement, including fluoroscopy, single level, lumbar spine 

NON-COVERED 

0207T 
Evacuation of meibomian glands, automated, using heat and 
intermittent pressure, unilateral 

NON-COVERED 

0208T Pure tone audiometry (threshold), automated; air only NON-COVERED 

0209T Pure tone audiometry (threshold), automated; air and bone NON-COVERED 

0210T Speech audiometry threshold, automated; NON-COVERED 

0211T Speech audiometry threshold, automated; with speech recognition NON-COVERED 

0212T 
Comprehensive audiometry threshold evaluation and speech 
recognition (0209T, 0211T combined), automated 

NON-COVERED 

0213T 
Injection(s), diagnostic or therapeutic agent, paravertebral facet 
(zygapophyseal) joint (or nerves innervating that joint) with 
ultrasound guidance, cervical or thoracic; single level 

PG0354 Facet Joint 
Injections 

0214T 
Injection(s), diagnostic or therapeutic agent, paravertebral facet 
(zygapophyseal) joint (or nerves innervating that joint) with 
ultrasound guidance, cervical or thoracic; second level 

PG0354 Facet Joint 
Injections 

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 procedure) 

PG0354 Facet Joint 
Injections 
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0216T 
Injection(s), diagnostic or therapeutic agent, paravertebral facet 
(zygapophyseal) joint (or nerves innervating that joint) with 
ultrasound guidance, lumbar or sacral; single level 

PG0354 Facet Joint 
Injections 

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 procedure) 

PG0354 Facet Joint 
Injections 

0218T 

Injection(s), diagnostic or therapeutic agent, paravertebral facet 
(zygapophyseal) joint (or nerves innervating that joint) with 
ultrasound guidance, lumbar or sacral; third and any additional 
level(s) (List separately in addition to code for primary procedure) 

PG0354 Facet Joint 
Injections 

0219T 
Placement of posterior intrafacet implant(s), unilateral or bilateral, 
including imaging and placement of bone graft(s) or synthetic 
device(s), single level; cervical 

NON-COVERED 

0220T 
Placement of posterior intrafacet implant(s), unilateral or bilateral, 
including imaging and placement of bone graft(s) or synthetic 
device(s), single level; thoracic 

NON-COVERED 

0221T 
Placement of posterior intrafacet implant(s), unilateral or bilateral, 
including imaging and placement of bone graft(s) or synthetic 
device(s), single level; lumbar 

NON-COVERED 

0222T 

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

NON-COVERED 

0232T 
Injection(s), platelet rich plasma, any site, including image guidance, 
harvesting and preparation when performed 

PG0293 Platelet Rich 
Plasma 

0234T 
Transluminal peripheral atherectomy, open or percutaneous, 
including radiological supervision and interpretation; renal artery 

NON-COVERED 

0235T 
Transluminal peripheral atherectomy, open or percutaneous, 
including radiological supervision and interpretation; visceral artery 
(except renal), each vessel 

NON-COVERED 

0236T 
Transluminal peripheral atherectomy, open or percutaneous, 
including radiological supervision and interpretation; abdominal aorta 

NON-COVERED 

0237T 
Transluminal peripheral atherectomy, open or percutaneous, 
including radiological supervision and interpretation; brachiocephalic 
trunk and branches, each vessel 

NON-COVERED 

0238T 
Transluminal peripheral atherectomy, open or percutaneous, 
including radiological supervision and interpretation; iliac artery, 
each vessel 

NON-COVERED 

0253T 
Insertion of anterior segment aqueous drainage device, without 
extraocular reservoir, internal approach, into the suprachoroidal 
space    

PG0327  Glaucoma 
Treatment with Aqueous 
Drainage Device 

0263T 

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

PG0400 Stem Cell Therapy 
for Orthopedic Applications 

0264T 

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

PG0400 Stem Cell Therapy 
for Orthopedic Applications 

0265T 

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

PG0400 Stem Cell Therapy 
for Orthopedic Applications 
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0266T 

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

NON-COVERED 

0267T 
Implantation or replacement of carotid sinus baroreflex activation 
device; lead only, unilateral (includes intra-operative interrogation, 
programming, and repositioning, when performed) 

NON-COVERED 

0268T 
Implantation or replacement of carotid sinus baroreflex activation 
device; pulse generator only (includes intra-operative interrogation, 
programming, and repositioning, when performed) 

NON-COVERED 

0269T 

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

NON-COVERED 

0270T 
Revision or removal of carotid sinus baroreflex activation device; 
lead only, unilateral (includes intra-operative interrogation, 
programming, and repositioning, when performed) 

NON-COVERED 

0271T 
Revision or removal of carotid sinus baroreflex activation device; 
pulse generator only (includes intra-operative interrogation, 
programming, and repositioning, when performed) 

NON-COVERED 

0272T 

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

NON-COVERED 

0273T 

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

NON-COVERED 

0274T 

Percutaneous laminotomy/laminectomy (intralaminar approach) for 
decompression of neural elements, (with or without ligamentous 
resection, discectomy, facetectomy and/or foraminotomy) any 
method under indirect image guidance (eg, fluoroscopic, CT), with or 
without the use of an endoscope, single or multiple levels, unilateral 
or bilateral; cervical or thoracic 

PG0026 Discogenic Pain 
Treatment 

0275T 

Percutaneous laminotomy/laminectomy (intralaminar approach) for 
decompression of neural elements, (with or without ligamentous 
resection, discectomy, facetectomy and/or foraminotomy) any 
method under indirect image guidance (eg, fluoroscopic, CT), with or 
without the use of an endoscope, single or multiple levels, unilateral 
or bilateral; lumbar 

PG0026 Discogenic Pain 
Treatment 
Exception: 
Elite/ProMedica Medicare 
Plan – Per CMS NCD-
150.13 procedure 0275T is 
covered when part of a 
clinical trial, prior 
authorization not required. 
Advantage covered without 
a prior authorization 

0278T 
Transcutaneous electrical modulation pain reprocessing (eg, 
scrambler therapy), each treatment session (includes placement of 
electrodes) 

PG0244 Electrical Nerve 
Stimulators 
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0308T 
Insertion of ocular telescope prosthesis including removal of 
crystalline lens 

PG0351 The Implantable 
Miniature Telescope (IMT) 

0312T 

Vagus nerve blocking therapy (morbid obesity); laparoscopic 
implantation of neurostimulator electrode array, anterior and 
posterior vagal trunks adjacent to esophagogastric junction (EGJ), 
with implantation of pulse generator, includes programming 

PG0237 Vagus Nerve 
Stimulation 

0313T 
Vagus nerve blocking therapy (morbid obesity); laparoscopic 
revision or replacement of vagal trunk neurostimulator electrode 
array, including connection to existing pulse generator 

PG0237 Vagus Nerve 
Stimulation 

0314T 
Vagus nerve blocking therapy (morbid obesity); laparoscopic 
removal of vagal trunk neurostimulator electrode array and pulse 
generator 

PG0237 Vagus Nerve 
Stimulation 

0315T 
Vagus nerve blocking therapy (morbid obesity); removal of pulse 
generator 

PG0237 Vagus Nerve 
Stimulation 

0316T 
Vagus nerve blocking therapy (morbid obesity); replacement of 
pulse generator 

PG0237 Vagus Nerve 
Stimulation 

0317T 
Vagus nerve blocking therapy (morbid obesity); neurostimulator 
pulse generator electronic analysis, includes reprogramming when 
performed 

PG0237 Vagus Nerve 
Stimulation 

0329T 
Monitoring of intraocular pressure for 24 hours or longer, unilateral 
or bilateral, with interpretation and report 

NON-COVERED 

0330T 
Tear film imaging, unilateral or bilateral, with interpretation and 
report 

NON-COVERED 

0331T 
Myocardial sympathetic innervation imaging, planar qualitative and 
quantitative assessment 

NON-COVERED 

0332T 
Myocardial sympathetic innervation imaging, planar qualitative and 
quantitative assessment; with tomographic SPECT 

NON-COVERED 

0333T 
Visual evoked potential, screening of visual acuity, automated, with 
report 

NON-COVERED 

0335T Extra-osseous subtalar joint implant for talotarsal stabilization 
PG0321 Subtalar 
Arthroeresis 

0338T 

Transcatheter renal sympathetic denervation, percutaneous 
approach including arterial puncture, selective catheter placement(s) 
renal artery(ies), fluoroscopy, contrast injection(s), intraprocedural 
roadmapping and radiological supervision and interpretation, 
including pressure gradient measurements, flush aortogram and 
diagnostic renal angiography when performed; unilateral 

NON-COVERED 

0339T 

Transcatheter renal sympathetic denervation, percutaneous 
approach including arterial puncture, selective catheter placement(s) 
renal artery(ies), fluoroscopy, contrast injection(s), intraprocedural 
roadmapping and radiological supervision and interpretation, 
including pressure gradient measurements, flush aortogram and 
diagnostic renal angiography when performed; bilateral 

NON-COVERED 

0342T 
Therapeutic apheresis with selective HDL delipidation and plasma 
reinfusion 

NON-COVERED 

0347T 
Placement of interstitial device(s) in bone for radiostereometric 
analysis (RSA) 

NON-COVERED 

0348T 
Radiologic examination, radiostereometric analysis (RSA); spine, 
(includes, cervical, thoracic and lumbosacral, when performed) 

NON-COVERED 

0349T 
Radiologic examination, radiostereometric analysis (RSA); upper 
extremity(ies), (includes shoulder, elbow and wrist, when performed) 

NON-COVERED 

0350T 
Radiologic examination, radiostereometric analysis (RSA); lower 
extremity(ies), (includes hip, proximal femur, knee and ankle, when 
performed) 

NON-COVERED 
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0351T 
Optical coherence tomography of breast or axillary lymph node, 
excised tissue, each specimen; real time intraoperative 

NON-COVERED 

0352T 
Optical coherence tomography of breast or axillary lymph node, 
excised tissue, each specimen; interpretation and report, real time or 
referred 

NON-COVERED 

0353T 
Optical coherence tomography of breast, surgical cavity; real time 
intraoperative 

NON-COVERED 

0354T 
Optical coherence tomography of breast, surgical cavity; 
interpretation and report, real time or referred 

NON-COVERED 

0358T 
Bioelectrical impedance analysis whole body composition 
assessment, supine position, with interpretation and report 

NON-COVERED 

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 

PG0335 Applied Behavioral 
Analysis (ABA) 

0378T 

Visual field assessment, with concurrent real time data analysis and 
accessible data storage with patient initiated data transmitted to a 
remote surveillance center for up to 30 days; review and 
interpretation with report by a physician or other qualified health care 
professional 

NON-COVERED 
This device is a monitoring 
system, it does not “treat or 
diagnosis” an illness or 
injury. 

0379T 

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

NON-COVERED 

0394T 
High-dose rate electronic brachytherapy, skin surface application, 
per fraction, includes basic dosimetry, when performed. 

PG0315 Electronic 
Brachytherapy. 
NON-COVERED  
Exception: Covered for 
Medicare Advantage Plans 
with a prior authorization. 

0395T 
High-dose rate electronic brachytherapy, interstitial or intracavitary 
treatment, per fraction, includes basic dosimetry, when performed. 

PG0315 Electronic 
Brachytherapy. 
NON-COVERED  
Exception: Covered for 
Medicare Advantage Plans 
with a prior authorization. 

0397T 
Endoscopic retrograde cholangiopancreatography (ERCP), with 
optical endomicroscopy (List separately in addition to code for 
primary procedure) 

NON-COVERED 

0398T 

Magnetic resonance image guided high intensity focused ultrasound 
(MRgFUS), stereotactic ablation lesion, intracranial for movement 
disorder including stereotactic navigation and frame placement when 
performed 

PG0440 Magnetic 
Resonance Image Guided 
High Intensity Focused 
Ultrasound (MRgFUS) for 
Essential Tremor 

0402T 
Collagen cross-linking of cornea (including removal of the corneal 
epithelium and intraoperative pachymetry when performed) 

NON-COVERED 

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 
Exception: Covered for 
Advantage without a prior 
authorization 

0404T 
Transcervical uterine fibroid(s) ablation with ultrasound guidance, 
radiofrequency 

PG0344 Uterine Fibroid 
Surgical Treatments 
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0408T 

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

PG0233 Biventricular 
Pacing/Cardiac 
Resynchronization Therapy 

0409T 

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

PG0233 Biventricular 
Pacing/Cardiac 
Resynchronization Therapy 

0410T 

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

PG0233 Biventricular 
Pacing/Cardiac 
Resynchronization Therapy 

0411T 

Insertion or replacement of permanent cardiac contractility 
modulation system, including contractility evaluation when 
performed, and programming of sensing and therapeutic 
parameters; ventricular electrode only  ) 

PG0233 Biventricular 
Pacing/Cardiac 
Resynchronization Therapy 

0412T 
Removal of permanent cardiac contractility modulation system; 
pulse generator only 

PG0233 Biventricular 
Pacing/Cardiac 
Resynchronization Therapy 

0413T 
Removal of permanent cardiac contractility modulation system; 
transvenous electrode (atrial or ventricular) 

PG0233 Biventricular 
Pacing/Cardiac 
Resynchronization Therapy 

0414T 
Removal and replacement of permanent cardiac contractility 
modulation system pulse generator only 

PG0233 Biventricular 
Pacing/Cardiac 
Resynchronization Therapy 

0415T 
Repositioning of previously implanted cardiac contractility 
modulation transvenous electrode, (atrial or ventricular lead) 

PG0233 Biventricular 
Pacing/Cardiac 
Resynchronization Therapy 

0416T 
Relocation of skin pocket for implanted cardiac contractility 
modulation pulse generator 

PG0233 Biventricular 
Pacing/Cardiac 
Resynchronization Therapy 

0417T 

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

PG0233 Biventricular 
Pacing/Cardiac 
Resynchronization Therapy 

0418T 
Interrogation device evaluation (in person) with analysis, review and 
report, includes connection, recording and disconnection per patient 
encounter; implantable cardiac contractility modulation system 

PG0233 Biventricular 
Pacing/Cardiac 
Resynchronization Therapy 

0419T 
Destruction neurofibromata, extensive, (cutaneous, dermal 
extending into subcutaneous); face, head and neck, greater than 50 
neurofibromata 

PG0104  Cosmetic and 
Reconstructive Surgery 

0420T 
Destruction neurofibromata, extensive, (cutaneous, dermal 
extending into subcutaneous); trunk and extremities, extensive, 
greater than 100 neurofibromata 

PG0104  Cosmetic and 
Reconstructive Surgery 

0421T 

Transurethral waterjet ablation of prostate, including control of post-
operative bleeding, including ultrasound guidance, complete 
(vasectomy, meatotomy, cystourethroscopy, urethral calibration 
and/or dilation, and internal urethrotomy are included when 
performed) 

NON-COVERED 

0422T 
Tactile breast imaging by computer-aided tactile sensors, unilateral 
or bilateral 

NON-COVERED 

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) 

PG0104  Cosmetic and 
Reconstructive Surgery 
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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 

0440T 
Ablation, percutaneous, cryoablation, includes imaging guidance; 
upper extremity distal/peripheral nerve (Effective 07/01/2016) 

NON-COVERED 

0441T 
Ablation, percutaneous, cryoablation, includes imaging guidance; 
lower extremity distal/peripheral nerve 

NON-COVERED 

0442T 
Ablation, percutaneous, cryoablation, includes imaging guidance; 
nerve plexus or other truncal nerve (e.g., brachial plexus, pudendal 
nerve) 

NON-COVERED 

0443T 
Real time spectral analysis of prostate tissue by fluorescence 
spectroscopy 

NON-COVERED 

0444T 
Initial placement of a drug-eluting ocular insert under one or more 
eyelids, including fitting, training, and insertion, unilateral or bilateral 

PG0327 Glaucoma 
Treatment with Aqueous 
Drainage Device 

0445T 
Subsequent placement of a drug-eluting ocular insert under one or 
more eyelids, including re-training, and removal of existing insert, 
unilateral or bilateral 

PG0327 Glaucoma 
Treatment with Aqueous 
Drainage Device 

0446T 
Creation of subcutaneous pocket with insertion of implantable 
interstitial glucose sensor, including system activation and patient 
training 

NON-COVERED 
Exception: Covered for 
Elite/ProMedica Medicare 
Plan without a prior 
authorization, effective 
1/1/2022 
PG0177 Continuous Blood 
Glucose Monitoring 
Services 

0447T 
Removal of implantable interstitial glucose sensor from 
subcutaneous pocket via incision 

NON-COVERED 
Exception: Covered for 
Elite/ProMedica Medicare 
Plan without a prior 
authorization, effective 
1/1/2022 
PG0177 Continuous Blood 
Glucose Monitoring 
Services 

0448T 
Removal of implantable interstitial glucose sensor with creation of 
subcutaneous pocket at different anatomic site and insertion of new 
implantable sensor, including system activation 

NON-COVERED 
Exception: Covered for 
Elite/ProMedica Medicare 
Plan without a prior 
authorization, effective 
1/1/2022 
PG0177 Continuous Blood 
Glucose Monitoring 
Services 

0450T 
Insertion of aqueous drainage device, without extraocular reservoir, 
internal approach, into the subconjunctival space; each additional 
device (List separately in addition to code for primary procedure) 

PG0327 Glaucoma 
Treatment with Aqueous 
Drainage Device 

0464T 
Visual evoked potential, testing for glaucoma, with interpretation and 
report 

NON-COVERED 

0465T 
Suprachoroidal injection of a pharmacologic agent (does not include 
supply of medication) 

NON-COVERED 

0469T 
Retinal polarization scan, ocular screening with on-site automated 
results, bilateral 

NON-COVERED 
Medicare Status “N” code 
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0470T 
Optical coherence tomography (OCT) for microstructural and 
morphological imaging of skin, image acquisition, interpretation, and 
report; first lesion 

NON-COVERED 

0471T 

Optical coherence tomography (OCT) for microstructural and 
morphological imaging of skin, image acquisition, interpretation, and 
report; each additional lesion (List separately in addition to code for 
primary procedure) 

NON-COVERED 

0472T 

Device evaluation, interrogation, and initial programming of intra-
ocular retinal electrode array (eg, retinal prosthesis), in person, with 
iterative adjustment of the implantable device to test functionality, 
select optimal permanent programmed values with analysis, 
including visual training, with review and report by a qualified health 
care professional 

PG0418 Retinal Prosthesis 

0473T 

Device evaluation and interrogation of intra-ocular retinal electrode 
array (eg, retinal prosthesis), in person, including reprogramming 
and visual training, when performed, with review and report by a 
qualified health care professional 

PG0418 Retinal Prosthesis 

0474T 
Insertion of anterior segment aqueous drainage device, with creation 
of intraocular reservoir, internal approach, into the supraciliary space 

PG0327 Glaucoma 
Treatment with Aqueous 
Drainage Device 

0475T 

Recording of fetal magnetic cardiac signal using at least 3 channels; 
patient recording and storage, data scanning with signal extraction, 
technical analysis and result, as well as supervision, review, and 
interpretation of report by a physician or other qualified health care 
professional 

NON-COVERED 

0476T 
Recording of fetal magnetic cardiac signal using at least 3 channels; 
patient recording, data scanning, with raw electronic signal transfer 
of data and storage 

NON-COVERED 

0477T 
Recording of fetal magnetic cardiac signal using at least 3 channels; 
signal extraction, technical analysis, and result 

NON-COVERED 

0478T 
Recording of fetal magnetic cardiac signal using at least 3 channels; 
review, interpretation, report by physician or other qualified health 
care professional 

NON-COVERED 

0479T  
Fractional ablative laser fenestration of burn and traumatic scars for 
functional improvement; first 100 cm2 or part thereof, or 1% of body 
surface area of infants and children 

NON-COVERED 

0480T  

Fractional ablative laser fenestration of burn and traumatic scars for 
functional improvement; each additional 100 cm2, or each additional 
1% of body surface area of infants and children, or part thereof (List 
separately in addition to code for primary procedure) 

NON-COVERED 

0481T  
Injection(s), autologous white blood cell concentrate (autologous 
protein solution), any site, including image guidance, harvesting and 
preparation, when performed 

NON-COVERED 

0485T  
Optical coherence tomography (OCT) of middle ear, with 
interpretation and report; unilateral 

NON-COVERED 

0486T  
Optical coherence tomography (OCT) of middle ear, with 
interpretation and report; bilateral 

NON-COVERED 

0487T  Biomechanical mapping, transvaginal, with report 

PG0497 Urinary 
Incontinence/ Voiding 
Dysfunction Treatments 
and Devices 

0488T  

Preventive behavior change, online/electronic structured intensive 
program for prevention of diabetes using a standardized diabetes 
prevention program curriculum, provided to an individual, per 30 
days 

NON-COVERED 
Exception: Covered for 
Advantage without a prior 
authorization 
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0489T  

Autologous adipose-derived regenerative cell therapy for 
scleroderma in the hands; adipose tissue harvesting, isolation and 
preparation of harvested cells including incubation with cell 
dissociation enzymes, removal of non-viable cells and debris, 
determination of concentration and dilution of regenerative cells 

NON-COVERED 

0490T  
Autologous adipose-derived regenerative cell therapy for 
scleroderma in the hands; multiple injections in one or both hands 

NON-COVERED 

0491T  
Ablative laser treatment, non-contact, full field and fractional 
ablation, open wound, per day, total treatment surface area; first 20 
sq cm or less 

NON-COVERED 

0492T  

Ablative laser treatment, non-contact, full field and fractional 
ablation, open wound, per day, total treatment surface area; each 
additional 20 sq cm, or part thereof (List separately in addition to 
code for primary procedure) 

NON-COVERED 

0493T  
Near-infrared spectroscopy studies of lower extremity wounds (eg, 
for oxyhemoglobin measurement) 

NON-COVERED 

0494T  

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

NON-COVERED 

0495T  

Initiation and monitoring marginal (extended) cadaver donor lung(s) 
organ perfusion system by physician or qualified health care 
professional, including physiological and laboratory assessment (eg, 
pulmonary artery flow, pulmonary artery pressure, left atrial 
pressure, pulmonary vascular resistance, mean/peak and plateau 
airway pressure, dynamic compliance and perfusate gas analysis), 
including bronchoscopy and X ray when performed; first two hours in 
sterile field 

NON-COVERED 

0496T  
 

Initiation and monitoring marginal (extended) cadaver donor lung(s) 
organ perfusion system by physician or qualified health care 
professional, including physiological and laboratory assessment (eg, 
pulmonary artery flow, pulmonary artery pressure, left atrial 
pressure, pulmonary vascular resistance, mean/peak and plateau 
airway pressure, dynamic compliance and perfusate gas analysis), 
including bronchoscopy and X ray when performed; each additional 
hour (List separately in addition to code for primary procedure) 

NON-COVERED 

0497T  
External patient-activated, physician- or other qualified health care 
professional-prescribed, electrocardiographic rhythm derived event 
recorder without 24 hour attended monitoring; in-office connection 

NON-COVERED 

0498T  

External patient-activated, physician- or other qualified health care 
professional-prescribed, electrocardiographic rhythm derived event 
recorder without 24 hour attended monitoring; review and 
interpretation by a physician or other qualified health care 
professional per 30 days with at least one patient-generated 
triggered event 

NON-COVERED 

0499T  
Cystourethroscopy, with mechanical dilation and urethral therapeutic 
drug delivery for urethral stricture or stenosis, including fluoroscopy, 
when performed 

NON-COVERED 

0500T  

Infectious agent detection by nucleic acid (DNA or RNA), human 
papillomavirus (HPV) for five or more separately reported high-risk 
HPV types (eg, 16, 18, 31, 33, 35, 39, 45, 51, 52, 56, 58, 59, 68) (ie, 
genotyping) 

NON-COVERED 

0501T  
Noninvasive estimated coronary fractional flow reserve (FFR) 
derived from coronary computed tomography angiography data 
using computation fluid dynamics physiologic simulation software 

PG0386 Fractional Flow 
Reserve from Computed 
Tomography (FFRCT) 
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analysis of functional data to assess the severity of coronary artery 
disease; data preparation and transmission, analysis of fluid 
dynamics and simulated maximal coronary hyperemia, generation of 
estimated FFR model, with anatomical data review in comparison 
with estimated FFR model to reconcile discordant data, 
interpretation and report 

NonCovered for Advantage 
only 

0502T  

Noninvasive estimated coronary fractional flow reserve (FFR) 
derived from coronary computed tomography angiography data 
using computation fluid dynamics physiologic simulation software 
analysis of functional data to assess the severity of coronary artery 
disease; data preparation and transmission 

PG0386 Fractional Flow 
Reserve from Computed 
Tomography (FFRCT) 
NonCovered for Advantage 
only 

0503T  

Noninvasive estimated coronary fractional flow reserve (FFR) 
derived from coronary computed tomography angiography data 
using computation fluid dynamics physiologic simulation software 
analysis of functional data to assess the severity of coronary artery 
disease; analysis of fluid dynamics and simulated maximal coronary 
hyperemia, and generation of estimated FFR model 

PG0386 Fractional Flow 
Reserve from Computed 
Tomography (FFRCT) 
NonCovered for Advantage 
only 
 

0504T  

Noninvasive estimated coronary fractional flow reserve (FFR) 
derived from coronary computed tomography angiography data 
using computation fluid dynamics physiologic simulation software 
analysis of functional data to assess the severity of coronary artery 
disease; anatomical data review in comparison with estimated FFR 
model to reconcile discordant data, interpretation and report 

PG0386 Fractional Flow 
Reserve from Computed 
Tomography (FFRCT) 
NonCovered for Advantage 
only 

0505T 

Endovenous femoral-popliteal arterial revascularization, with 
transcatheter placement of intravascular stent graft(s) and closure 
by any method, including percutaneous or open vascular access, 
ultrasound guidance for vascular access when performed, all 
catheterization(s) and intraprocedural roadmapping and imaging 
guidance necessary to complete the intervention, all associated 
radiological supervision and interpretation, when performed, with 
crossing of the occlusive lesion in an extraluminal fashion 

NON-COVERED 

0506T 
Macular pigment optical density measurement by heterochromatic 
flicker photometry, unilateral or bilateral, with interpretation and 
report  ) 

NON-COVERED 

0507T 
Near-infrared dual imaging (ie, simultaneous reflective and trans-
illuminated light) of meibomian glands, unilateral or bilateral, with 
interpretation and report 

NON-COVERED 

0508T 
Pulse-echo ultrasound bone density measurement resulting in 
indicator of axial bone mineral density, tibia 

PG0320 Bone Density 
Measurements 

0509T 
Electroretinography (ERG) with interpretation and report, pattern 
(PERG) 

NON-COVERED 

0511T Removal and reinsertion of sinus tarsi implant 

PG0321 Subtalar 
Arthroereisis 
NON-COVERED in Adults 
age ≥ 19 years of age. Prior 
Authorization required for 
ages 0-18.  

0512T 
Extracorporeal shock wave for integumentary wound healing, 
including topical application and dressing care; initial wound 

NON-COVERED 

0513T 
Extracorporeal shock wave for integumentary wound healing, 
including topical application and dressing care; each additional 
wound (List separately in addition to code for primary procedure) 

NON-COVERED 

0514T 
Intraoperative visual axis identification using patient fixation (List 
separately in addition to code for primary procedure) 

NON-COVERED 
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0515T 

Insertion of wireless cardiac stimulator for left ventricular pacing, 
including device interrogation and programming, and imaging 
supervision and interpretation, when performed; complete 
system (includes electrode and generator [transmitter and 
battery]) 

PG0233 Biventricular 
Pacing/Cardiac 
Resynchronization Therapy 

0516T 
Insertion of wireless cardiac stimulator for left ventricular pacing, 
including device interrogation and programming, and imaging 
supervision and interpretation, when performed; electrode only 

PG0233 Biventricular 
Pacing/Cardiac 
Resynchronization Therapy 

0517T 

Insertion of wireless cardiac stimulator for left ventricular pacing, 
including device interrogation and programming, and imaging 
supervision and interpretation, when performed; pulse generator 
component(s) (battery and/or transmitter) only 

PG0233 Biventricular 
Pacing/Cardiac 
Resynchronization Therapy 

0518T 
Removal of only pulse generator component(s) (battery and/or 
transmitter) of wireless cardiac stimulator for left ventricular pacing 

PG0233 Biventricular 
Pacing/Cardiac 
Resynchronization Therapy 

0519T 
Removal and replacement of wireless cardiac stimulator for left 
ventricular pacing; pulse generator component(s) (battery and/or 
transmitter) 

PG0233 Biventricular 
Pacing/Cardiac 
Resynchronization Therapy 

0520T 
Removal and replacement of wireless cardiac stimulator for left 
ventricular pacing; pulse generator component(s) (battery and/or 
transmitter), including placement of a new electrode 

PG0233 Biventricular 
Pacing/Cardiac 
Resynchronization Therapy 

0521T 
Interrogation device evaluation (in person) with analysis, review and 
report, includes connection, recording, and disconnection per patient 
encounter, wireless cardiac stimulator for left ventricular pacing 

PG0233 Biventricular 
Pacing/Cardiac 
Resynchronization Therapy 

0522T 

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 report, wireless cardiac stimulator for left ventricular 
pacing 

PG0233 Biventricular 
Pacing/Cardiac 
Resynchronization Therapy 

0523T 

Intraprocedural coronary fractional flow reserve (FFR) with 3D 
functional mapping of color-coded FFR values for the coronary tree, 
derived from coronary angiogram data, for real-time review and 
interpretation of possible atherosclerotic stenosis(es) intervention 
(List separately in addition to code for primary procedure) 

NON-COVERED 

0525T 

Insertion or replacement of intracardiac ischemia monitoring system, 
including testing of the lead and monitor, initial system programming, 
and imaging supervision and interpretation; complete system 
(electrode and implantable monitor) 

PG0039  Ambulatory 
External and Implantable 
Electrocardiographic 
Monitoring 

0526T 
Insertion or replacement of intracardiac ischemia monitoring system, 
including testing of the lead and monitor, initial system programming, 
and imaging supervision and interpretation; electrode only 

PG0039  Ambulatory 
External and Implantable 
Electrocardiographic 
Monitoring 

0527T 
Insertion or replacement of intracardiac ischemia monitoring system, 
including testing of the lead and monitor, initial system programming, 
and imaging supervision and interpretation; implantable monitor only 

PG0039  Ambulatory 
External and Implantable 
Electrocardiographic 
Monitoring 

0528T 
Programming device evaluation (in person) of intracardiac ischemia 
monitoring system with iterative adjustment of programmed values, 
with analysis, review, and report 

NON-COVERED 

0529T 
Interrogation device evaluation (in person) of intracardiac ischemia 
monitoring system with analysis, review, and report 

NON-COVERED 

0530T 
Removal of intracardiac ischemia monitoring system, including all 
imaging supervision and interpretation; complete system (electrode 
and implantable monitor) 

NON-COVERED 
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0531T 
Removal of intracardiac ischemia monitoring system, including all 
imaging supervision and interpretation; electrode only 

NON-COVERED 

0532T 
Removal of intracardiac ischemia monitoring system, including all 
imaging supervision and interpretation; implantable monitor only 

NON-COVERED 

0533T 

Continuous recording of movement disorder symptoms, including 
bradykinesia, dyskinesia, and tremor for 6 days up to 10 days; 
includes set-up, patient training, configuration of monitor, data 
upload, analysis and initial report configuration, download review, 
interpretation and report 

NON-COVERED 

0534T 
Continuous recording of movement disorder symptoms, including 
bradykinesia, dyskinesia, and tremor for 6 days up to 10 days; 
setup, patient training, configuration of monitor 

NON-COVERED 

0535T 
Continuous recording of movement disorder symptoms, including 
bradykinesia, dyskinesia, and tremor for 6 days up to 10 days; data 
upload, analysis and initial report configuration 

NON-COVERED 

0536T 
Continuous recording of movement disorder symptoms, including 
bradykinesia, dyskinesia, and tremor for 6 days up to 10 days; 
download review, interpretation and report 

NON-COVERED 

0537T 
Chimeric antigen receptor T-cell (CAR-T) therapy; harvesting of 
blood-derived T lymphocytes for development of genetically modified 
autologous CAR-T cells, per day 

PG0460 Chimeric Antigen 
Receptor (CAR)-T Cell 
Therapy – Non-Covered 
These codes are not 
separately reimbursable 

0538T 
Chimeric antigen receptor T-cell (CAR-T) therapy; preparation of 
blood-derived T lymphocytes for transportation (eg, 
cryopreservation, storage) 

PG0460 Chimeric Antigen 
Receptor (CAR)-T Cell 
Therapy – Non-Covered 
These codes are not 
separately reimbursable 

0539T 
Chimeric antigen receptor T-cell (CAR-T) therapy; receipt and 
preparation of CAR-T cells for administration 

PG0460 Chimeric Antigen 
Receptor (CAR)-T Cell 
Therapy – Non-Covered 
These codes are not 
separately reimbursable 

0540T 
Chimeric antigen receptor T-cell (CAR-T) therapy; CAR-T cell 
administration, autologous 

PG0460 Chimeric Antigen 
Receptor (CAR)-T Cell 
Therapy – Non-Covered 
These codes are not 
separately reimbursable 

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 dipoles, machine learning-derived clinical 
scoring, and automated report generation, single study; 

NON-COVERED 

0542T 

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 dipoles, machine learning-derived clinical 
scoring, and automated report generation, single study; 
interpretation and report 

NON-COVERED 

0546T 
Radiofrequency spectroscopy, real time, intraoperative margin 
assessment, at the time of partial mastectomy, with report 

NON-COVERED 

0547T 
Bone-material quality testing by microindentation(s) of the tibia(s), 
with results reported as a score 

NON-COVERED 
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0552T 
Low-level laser therapy, dynamic photonic and dynamic 
thermokinetic energies, provided by a physician or other qualified 
health care professional 

NON-COVERED 

0553T 

Percutaneous transcatheter placement of iliac arteriovenous 
anastomosis implant, inclusive of all radiological supervision and 
interpretation, intraprocedural roadmapping, and imaging guidance 
necessary to complete the intervention 

NON-COVERED 

0554T 

Bone strength and fracture risk using finite element analysis of 
functional data, and bonemineral density, utilizing data from a 
computed tomography scan; retrieval and transmission of the scan 
data, assessment of bone strength and fracture risk and bone 
mineral density, interpretation and report 

PG0320 Bone Density 
Measurements 

0555T 

Bone strength and fracture risk using finite element analysis of 
functional data, and bonemineral density, utilizing data from a 
computed tomography scan; retrieval and transmission of the scan 
data 

PG0320 Bone Density 
Measurements 

0556T 

Bone strength and fracture risk using finite element analysis of 
functional data, and bonemineral density, utilizing data from a 
computed tomography scan; assessment of bone strength and 
fracture risk and bone mineral density 

PG0320 Bone Density 
Measurements 

0557T 
Bone strength and fracture risk using finite element analysis of 
functional data, and bonemineral density, utilizing data from a 
computed tomography scan; interpretation and report 

PG0320 Bone Density 
Measurements 

0559T 
Anatomic model 3D-printed from image data set(s); first individually 
prepared and processed component of an anatomic structure This is to plan a surgery, it 

does not “treat or 
diagnosis” an illness or 
injury. Codes 0559T-0562T 
are for services, which 
provide a printed physical 
multidimensional model of 
a patient’s anatomy to aid 
in the planning of surgical 
procedures. 

0560T 

Anatomic model 3D-printed from image data set(s); first individually 
prepared and processed component of an anatomic structure; each 
additional individually prepared and processed component of an 
anatomic structure (List separately in addition to code for primary 
procedure) 

0561T 
Anatomic guide 3D-printed and designed from image data set(s); 
first anatomic guide 

0562T 
Anatomic guide 3D-printed and designed from image data set(s); 
first anatomic guide; each additional anatomic guide (List separately 
in addition to code for primary procedure) 

0563T 
Evacuation of Meibomian glands, using heat delivered through 
wearable, open-eye eyelid treatment devices and manual gland 
expression, bilateral 

NON-COVERED 

0564T 

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

NON-COVERED 

0565T 
Autologous cellular implant derived from adipose tissue for the 
treatment of osteoarthritis of the knees; tissue harvesting and 
cellular implant creation 

PG0400 Stem Cell Therapy 
for Orthopedic Applications 

0566T 
Autologous cellular implant derived from adipose tissue for the 
treatment of osteoarthritis of the knees; injection of cellular implant 
into knee joint including ultrasound guidance, unilateral 

PG0400 Stem Cell Therapy 
for Orthopedic Applications 

0567T 
Permanent fallopian tube occlusion with degradable biopolymer 
implant, transcervical approach, including transvaginal ultrasound 

NON-COVERED 

0568T 
Introduction of mixture of saline and air for sonosalpingography to 
confirm occlusion of fallopian tubes, transcervical approach, 
including transvaginal ultrasound and pelvic ultrasound 

NON-COVERED 

0571T 
Insertion or replacement of implantable cardioverter-defibrillator 
system with substernal electrode(s), including all imaging guidance 

PG0224 Cardioverter 
Defibrillators 
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and electrophysiological evaluation (includes defibrillation threshold 
evaluation, induction of arrhythmia, evaluation of sensing for 
arrhythmia termination, and programming or reprogramming of 
sensing or therapeutic parameters), when performed 

0572T Insertion of substernal implantable defibrillator electrode 
PG0224 Cardioverter 
Defibrillators 

0573T Removal of substernal implantable defibrillator electrode 
PG0224 Cardioverter 
Defibrillators 

0574T 
Repositioning of previously implanted substernal implantable 
defibrillator-pacing electrode 

PG0224 Cardioverter 
Defibrillators 

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 values with 
analysis, review and report by a physician or other qualified health 
care professional 

PG0224 Cardioverter 
Defibrillators 

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 disconnection 
per patient encounter 

PG0224 Cardioverter 
Defibrillators 

0577T 

Electrophysiological evaluation of implantable cardioverter 
defibrillator system with substernal electrode (includes defibrillation 
threshold evaluation, induction of arrhythmia, evaluation of sensing 
for arrhythmia termination, and programming or reprogramming of 
sensing or therapeutic parameters) 

PG0224 Cardioverter 
Defibrillators 

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 

PG0224 Cardioverter 
Defibrillators 

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 distribution of results 

PG0224 Cardioverter 
Defibrillators 

0580T Removal of substernal implantable defibrillator pulse generator only 
PG0224 Cardioverter 
Defibrillators 

0581T 
Ablation, malignant breast tumor(s), percutaneous, cryotherapy, 
including imaging guidance when performed, unilateral 

NON-COVERED 

0582T 
Transurethral ablation of malignant prostate tissue by high-energy 
water vapor thermotherapy, including intraoperative imaging and 
needle guidance 

NON-COVERED 

0583T 
Tympanostomy (requiring insertion of ventilating tube), using an 
automated tube delivery system, iontophoresis local anesthesia 

NON-COVERED 

0584T 
Islet cell transplant, includes portal vein catheterization and infusion, 
including all imaging, including guidance, and radiological 
supervision and interpretation, when performed; percutaneous 

PG0415 Pancreatic Islet 
Cell Transplantation 

0585T 
Islet cell transplant, includes portal vein catheterization and infusion, 
including all imaging, including guidance, and radiological 
supervision and interpretation, when performed; laparoscopic 

PG0415 Pancreatic Islet 
Cell Transplantation 

0586T 
Islet cell transplant, includes portal vein catheterization and infusion, 
including all imaging, including guidance, and radiological 
supervision and interpretation, when performed; open 

PG0415 Pancreatic Islet 
Cell Transplantation 

0587T 
Percutaneous implantation or replacement of integrated single 
device neurostimulation system including electrode array and 

PG0497 Urinary 
Incontinence/ Voiding 
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receiver or pulse generator, including analysis, programming, and 
imaging guidance when performed, posterior tibial nerve 

Dysfunction Treatments 
and Devices 

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 

PG0497 Urinary 
Incontinence/ Voiding 
Dysfunction Treatments 
and Devices 

0589T 

Electronic analysis with simple programming of implanted integrated 
neurostimulation system (eg, electrode array and receiver), including 
contact group(s), amplitude, pulse width, frequency (Hz), on/off 
cycling, burst, dose lockout, patient-selectable parameters, 
responsive neurostimulation, detection algorithms, closed-loop 
parameters, and passive parameters, when performed by physician 
or other qualified health care professional, posterior tibial nerve, 1-3 
parameters 

PG0497 Urinary 
Incontinence/ Voiding 
Dysfunction Treatments 
and Devices 

0590T 

Electronic analysis with complex programming of implanted 
integrated neurostimulation system (eg, electrode array and 
receiver), including contact group(s), amplitude, pulse width, 
frequency (Hz), on/off cycling, burst, dose lockout, patient selectable 
parameters, responsive neurostimulation, detection algorithms, 
closed-loop parameters, and passive parameters, when performed 
by physician or other qualified health care professional, posterior 
tibial nerve, 4 or more parameters 

PG0497 Urinary 
Incontinence/ Voiding 
Dysfunction Treatments 
and Devices 

0591T 
Health and well-being coaching face-to-face; individual, initial 
assessment 

NON-COVERED 

0592T 
Health and well-being coaching face-to-face; individual, follow-up 
session, at least 30 minutes 

NON-COVERED 

0593T 
Health and well-being coaching face-to-face; group (2 or more 
individuals), at least 30 minutes 

NON-COVERED 

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 management of the intramedullary 
lengthening device (humerus intramedullary lengthening devices 
(eg, PRECICE)) 

NON-COVERED 

0596T 
Temporary female intraurethral valve-pump (ie, voiding prosthesis); 
initial insertion, including urethral measurement 

PG0497 Urinary 
Incontinence/ Voiding 
Dysfunction Treatments 
and Devices 

0597T 
Temporary female intraurethral valve-pump (ie, voiding prosthesis); 
replacement 

PG0497 Urinary 
Incontinence/ Voiding 
Dysfunction Treatments 
and Devices 

0598T 
Noncontact real-time fluorescence wound imaging, for bacterial 
presence, location, and load, per session; first anatomic site (eg, 
lower extremity) 

NON-COVERED 

0599T 

Noncontact real-time fluorescence wound imaging, for bacterial 
presence, location, and load, per session; each additional anatomic 
site (eg, upper extremity) (List separately in addition to code for 
primary procedure) 

NON-COVERED 

0600T 
Ablation, irreversible electroporation; 1 or more tumors per organ, 
including imaging guidance, when performed, percutaneous 

NON-COVERED 

0601T 
Ablation, irreversible electroporation; 1 or more tumors, including 
fluoroscopic and ultrasound guidance, when performed, open 

 



PG0043 –05/11/2023   

0602T 
Glomerular filtration rate (GFR) measurement(s), transdermal, 
including sensor placement and administration of a single dose of 
fluorescent pyrazine agent 

NON-COVERED 

0603T 
Glomerular filtration rate (GFR) monitoring, transdermal, including 
sensor placement and administration of more than one dose of 
fluorescent pyrazine agent, each 24 hours 

NON-COVERED 

0604T 

Optical coherence tomography (OCT) of retina, remote, patient 
initiated image capture and transmission to a remote surveillance 
center unilateral or bilateral; initial device provision, set-up and 
patient education on use of equipment 

NON-COVERED 

0605T 

Optical coherence tomography (OCT) of retina, remote, patient 
initiated image capture and transmission to a remote surveillance 
center unilateral or bilateral; remote surveillance center technical 
support, data analyses and reports, with a minimum of 8 daily 
recordings, each 30 days 

NON-COVERED 

0606T 

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

NON-COVERED 

0607T 

Remote monitoring of an external continuous pulmonary fluid 
monitoring system, including measurement of radiofrequency 
derived pulmonary fluid levels, heart rate, respiration rate, activity, 
posture, and cardiovascular rhythm (eg, ECG data), transmitted to a 
remote 24-hour attended surveillance center; set-up and patient 
education on use of equipment 

NON-COVERED 

0608T 

Remote monitoring of an external continuous pulmonary fluid 
monitoring system, including measurement of radiofrequency 
derived pulmonary fluid levels, heart rate, respiration rate, activity, 
posture, and cardiovascular rhythm (eg, ECG data), transmitted to a 
remote 24-hour attended surveillance center; analysis of data 
received and transmission of reports to the physician or other 
qualified health care professional 

NON-COVERED 

0609T 

Magnetic resonance spectroscopy, determination and localization of 
discogenic pain (cervical, thoracic, or lumbar); acquisition of single 
voxel data, per disc, on biomarkers (ie, lactic acid, carbohydrate, 
alanine, laal, propionic acid, proteoglycan, and collagen) in at least 3 
discs 

NON-COVERED 

0610T 
Magnetic resonance spectroscopy, determination and localization of 
discogenic pain (cervical, thoracic, or lumbar); transmission of 
biomarker data for software analysis 

NON-COVERED 

0611T 

Magnetic resonance spectroscopy, determination and localization of 
discogenic pain (cervical, thoracic, or lumbar); post-processing for 
algorithmic analysis of biomarker data for determination of relative 
chemical differences between discs 

NON-COVERED 

0612T 
Magnetic resonance spectroscopy, determination and localization of 
discogenic pain (cervical, thoracic, or lumbar); interpretation and 
report 

NON-COVERED 

0613T 

Percutaneous transcatheter implantation of interatrial septal shunt 
device, including right and left heart catheterization, intracardiac 
echocardiography, and imaging guidance by the proceduralist, when 
performed (i.e. InterAtrial Shunt Device (IASD) and Ventura) 

NON-COVERED 

0614T 
Removal and replacement of substernal implantable defibrillator 
pulse generator 

NON-COVERED 
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0615T 
Eye-movement analysis without spatial calibration, with 
interpretation and report (i.e. the EyeBOX system) 

NON-COVERED 

0616T 
Insertion of iris prosthesis, including suture fixation and repair or 
removal of iris, when performed; without removal of crystalline lens 
or intraocular lens, without insertion of intraocular lens 

NON-COVERED 

0617T 
Insertion of iris prosthesis, including suture fixation and repair or 
removal of iris, when performed; with removal of crystalline lens and 
insertion of intraocular lens 

NON-COVERED 

0618T 
Insertion of iris prosthesis, including suture fixation and repair or 
removal of iris, when performed; with secondary intraocular lens 
placement or intraocular lens exchange 

NON-COVERED 

0619T 
Cystourethroscopy with transurethral anterior prostate 
commissurotomy and drug delivery, including transrectal ultrasound 
and fluoroscopy, when performed 

NON-COVERED 

0621T Trabeculostomy ab interno by laser NON-COVERED 

0622T 
Trabeculostomy ab interno by laser; with use of ophthalmic 
endoscope 

NON-COVERED 

0623T 

Automated quantification and characterization of coronary 
atherosclerotic plaque to assess severity of coronary disease, using 
data from coronary computed tomographic angiography; data 
preparation and transmission, computerized analysis of data, with 
review of computerized analysis output to reconcile discordant data, 
interpretation and report 

NON-COVERED 
This quantifies and 
characterizes arterial 
plaque buildup. It does not 
“treat or diagnosis” an 
illness or injury. 

0624T 

Automated quantification and characterization of coronary 
atherosclerotic plaque to assess severity of coronary disease, using 
data from coronary computed tomographic angiography; data 
preparation and transmission 

0625T 

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

0626T 

Automated quantification and characterization of coronary 
atherosclerotic plaque to assess severity of coronary disease, using 
data from coronary computed tomographic angiography; review of 
computerized analysis output to reconcile discordant data, 
interpretation and report 

0627T 
Percutaneous injection of allogeneic cellular and/or tissue-based 
product, intervertebral disc, unilateral or bilateral injection, with 
fluoroscopic guidance, lumbar; first level 

PG0400 Stem Cell Therapy 
for Orthopedic Applications 
PG0026 Discogenic Pain 
Treatment 

0628T 

Percutaneous injection of allogeneic cellular and/or tissue-based 
product, intervertebral disc, unilateral or bilateral injection, with 
fluoroscopic guidance, lumbar; each additional level (List separately 
in addition to code for primary procedure) 

PG0400 Stem Cell Therapy 
for Orthopedic Applications 
PG0026 Discogenic Pain 
Treatment 

0629T 
Percutaneous injection of allogeneic cellular and/or tissue-based 
product, intervertebral disc, unilateral or bilateral injection, with CT 
guidance, lumbar; first level 

PG0400 Stem Cell Therapy 
for Orthopedic Applications 
PG0026 Discogenic Pain 
Treatment 

0630T 

Percutaneous injection of allogeneic cellular and/or tissue-based 
product, intervertebral disc, unilateral or bilateral injection, with CT 
guidance, lumbar; each additional level (List separately in addition to 
code for primary procedure) 

PG0400 Stem Cell Therapy 
for Orthopedic Applications 
PG0026 Discogenic Pain 
Treatment 
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0631T 
Transcutaneous visible light hyperspectral imaging measurement of 
oxyhemoglobin, deoxyhemoglobin, and tissue oxygenation, with 
interpretation and report, per extremity 

NON-COVERED 
 

0632T 

Percutaneous transcatheter ultrasound ablation of nerves 
innervating the pulmonary arteries, including right heart 
catheterization, pulmonary artery angiography, and all imaging 
guidance 

NON-COVERED 

0633T 
Computed tomography, breast, including 3D rendering, when 
performed, unilateral; without contrast material 

NON-COVERED 

0634T 
Computed tomography, breast, including 3D rendering, when 
performed, unilateral; with contrast material(s) 

NON-COVERED 

0635T 
Computed tomography, breast, including 3D rendering, when 
performed, unilateral; without contrast, followed by contrast 
material(s) 

NON-COVERED 

0636T 
Computed tomography, breast, including 3D rendering, when 
performed, bilateral; without contrast material(s) 

NON-COVERED 

0637T 
Computed tomography, breast, including 3D rendering, when 
performed, bilateral; with contrast material(s) 

NON-COVERED 

0638T 
Computed tomography, breast, including 3D rendering, when 
performed, bilateral; without contrast, followed by contrast 
material(s) 

NON-COVERED 

0639T 
Wireless skin sensor thermal anisotropy measurement(s) and 
assessment of flow in cerebrospinal fluid shunt, including ultrasound 
guidance, when performed 

NON-COVERED 

0640T 

Noncontact near-infrared spectroscopy studies of flap or wound (eg, 
for measurement of deoxyhemoglobin, oxyhemoglobin, and ratio of 
tissue oxygenation [StO2]); image acquisition, interpretation and 
report, each flap or wound 

NON-COVERED 
This is used to determine 
oxygenation levels in 
superficial tissues for 
patients with potential 
circulatory compromise, but 
it does not “treat or 
diagnosis” an illness or 
injury. 

0641T 

Noncontact near-infrared spectroscopy studies of flap or wound (eg, 
for measurement of deoxyhemoglobin, oxyhemoglobin, and ratio of 
tissue oxygenation [StO2]); image acquisition only, each flap or 
wound 

0642T 

Noncontact near-infrared spectroscopy studies of flap or wound (eg, 
for measurement of deoxyhemoglobin, oxyhemoglobin, and ratio of 
tissue oxygenation [StO2]); interpretation and report only, each flap 
or wound 

0643T 
Transcatheter left ventricular restoration device implantation 
including right and left heart catheterization and left ventriculography 
when performed, arterial approach (i.e. Revivent TC) 

NON-COVERED 

0644T 

Transcatheter removal or debulking of intracardiac mass (eg, 
vegetations, thrombus) via suction (eg, vacuum, aspiration) device, 
percutaneous approach, with intraoperative reinfusion of aspirated 
blood, including imaging guidance, when performed 

NON-COVERED 

0645T 

Transcatheter implantation of coronary sinus reduction device 
including vascular access and closure, right heart catheterization, 
venous angiography, coronary sinus angiography, imaging 
guidance, and supervision and interpretation, when performed (The 
Reducer is an example of this type of device.) 

NON-COVERED 
In October 2020, FDA 
panel summary indicating 
no clear evidence of 
effectiveness or 
benefit/harm ratio. (FDA 
web page) 

0646T 

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

NON-COVERED 
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0647T 
Insertion of gastrostomy tube, percutaneous, with magnetic 
gastropexy, under ultrasound guidance, image documentation and 
report 

NON-COVERED 

0648T 

Quantitative magnetic resonance for analysis of tissue composition 
(eg, fat, iron, water content), including multiparametric data 
acquisition, data preparation and transmission, interpretation and 
report, obtained without diagnostic MRI examination of the same 
anatomy (eg, organ, gland, tissue, target structure) during the same 
session 

NON-COVERED 
This analyzes body 
composition to determine if 
more invasive procedures 
(i.e., biopsies) are needed, 
it does not “treat or 
diagnosis” an illness or 
injury. 

0649T 

Quantitative magnetic resonance for analysis of tissue composition 
(eg, fat, iron, water content), including multiparametric data 
acquisition, data preparation and transmission, interpretation and 
report, obtained with diagnostic MRI examination of the same 
anatomy (eg, organ, gland, tissue, target structure) (List separately 
in addition to code for primary procedure) 

0651T 
Magnetically controlled capsule endoscopy, esophagus through 
stomach, including intraprocedural positioning of capsule, with 
interpretation and report 

NON-COVERED 

0652T 
Esophagogastroduodenoscopy, flexible, transnasal; diagnostic, 
including collection of specimen(s) by brushing or washing, when 
performed (separate procedure) 

NON-COVERED 

0653T 
Esophagogastroduodenoscopy, flexible, transnasal; with biopsy, 
single or multiple 

NON-COVERED 

0654T 
Esophagogastroduodenoscopy, flexible, transnasal; with insertion of 
intraluminal tube or catheter 

NON-COVERED 

0655T 
Transperineal focal laser ablation of malignant prostate tissue, 
including transrectal imaging guidance, with MR-fused images or 
other enhanced ultrasound imaging 

NON-COVERED 

0656T Vertebral body tethering, anterior; up to 7 vertebral segments NON-COVERED 

0657T Vertebral body tethering, anterior; 8 or more vertebral segments NON-COVERED 

0658T 
Electrical impedance spectroscopy of 1 or more skin lesions for 
automated melanoma risk score 

NON-COVERED 

0659T 

Transcatheter intracoronary infusion of supersaturated oxygen in 
conjunction with percutaneous coronary revascularization during 
acute myocardial infarction, including catheter placement, imaging 
guidance (eg, fluoroscopy), angiography, and radiologic supervision 
and interpretation (The TherOx system is an example of SSO2 
therapy.) 

NON-COVERED 

0660T 
Implantation of anterior segment intraocular nonbiodegradable drug-
eluting system, internal approach 

PG0327  Glaucoma 
Treatment with Aqueous 
Drainage Device 

0661T 
Removal and reimplantation of anterior segment intraocular 
nonbiodegradable drug-eluting implant 

PG0327  Glaucoma 
Treatment with Aqueous 
Drainage Device 

0662T 
Scalp cooling, mechanical; initial measurement and calibration of 
cap 

NON-COVERED 

0663T 
Scalp cooling, mechanical; placement of device, monitoring, and 
removal of device (List separately in addition to code for primary 
procedure) 

NON-COVERED 

0664T 
Donor hysterectomy (including cold preservation); open, from 
cadaver donor 

PG0461 Transplant Prior 
Authorization and 
Notification 

0665T 
Donor hysterectomy (including cold preservation); open, from living 
donor 

PG0461 Transplant Prior 
Authorization and 
Notification 
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0666T 
Donor hysterectomy (including cold preservation); laparoscopic or 
robotic, from living donor 

PG0461 Transplant Prior 
Authorization and 
Notification 

0667T 
Donor hysterectomy (including cold preservation); recipient uterus 
allograft transplantation from cadaver or living donor 

PG0461 Transplant Prior 
Authorization and 
Notification 

0668T 

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

PG0461 Transplant Prior 
Authorization and 
Notification 

0669T 
Backbench reconstruction of cadaver or living donor uterus allograft 
prior to transplantation; venous anastomosis, each 

PG0461 Transplant Prior 
Authorization and 
Notification 

0670T 
Backbench reconstruction of cadaver or living donor uterus allograft 
prior to transplantation; arterial anastomosis, each 

PG0461 Transplant Prior 
Authorization and 
Notification 

0671T 
Insertion of anterior segment aqueous drainage device into the 
trabecular meshwork, without external reservoir, and without 
concomitant cataract removal, one of more   

PG0327  Glaucoma 
Treatment with Aqueous 
Drainage Device 

0672T 
Endovaginal cryogen-cooled, monopolar radiofrequency remodeling 
of the tissues surrounding the female bladder neck and proximal 
urethra for urinary incontinence 

NON-COVERED 

0673T 
Ablation, benign thyroid nodule(s), percutaneous, laser, including 
imaging guidance 

NON-COVERED 

0674T 

Laparoscopic insertion of new or replacement of permanent 
implantable synchronized diaphragmatic stimulation system for 
augmentation of cardiac function, including an implantable pulse 
generator and diaphragmatic lead(s) 

NON-COVERED 

0675T 

Laparoscopic insertion of new or replacement of diaphragmatic 
lead(s), permanent implantable synchronized diaphragmatic 
stimulation system for augmentation of cardiac function, including 
connection to an existing pulse generator; first lead 

NON-COVERED 

0676T 

Laparoscopic insertion of new or replacement of diaphragmatic 
lead(s), permanent implantable synchronized diaphragmatic 
stimulation system for augmentation of cardiac function, including 
connection to an existing pulse generator; each additional lead (List 
separately in addition to code for primary procedure 

NON-COVERED 

0677T 

Laparoscopic repositioning of diaphragmatic lead(s), permanent 
implantable synchronized diaphragmatic stimulation system for 
augmentation of cardiac function, including connection to an existing 
pulse generator; first repositioned lead 

NON-COVERED 

0678T 

Laparoscopic repositioning of diaphragmatic lead(s), permanent 
implantable synchronized diaphragmatic stimulation system for 
augmentation of cardiac function, including connection to an existing 
pulse generator; each additional repositioned lead (List separately in 
addition to code for primary procedure) 

NON-COVERED 

0679T 
Laparoscopic removal of diaphragmatic lead(s), permanent 
implantable synchronized diaphragmatic stimulation system for 
augmentation of cardiac function 

NON-COVERED 

0680T 
Insertion or replacement of pulse generator only, permanent 
implantable synchronized diaphragmatic stimulation system for 
augmentation of cardiac function, with connection to existing lead(s) 

NON-COVERED 

0681T 
Relocation of pulse generator only, permanent implantable 
synchronized diaphragmatic stimulation system for augmentation of 
cardiac function, with connection to existing dual leads 

NON-COVERED 
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0682T 
Removal of pulse generator only, permanent implantable 
synchronized diaphragmatic stimulation system for augmentation of 
cardiac function 

NON-COVERED 

0683T 

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, 
permanent implantable synchronized diaphragmatic stimulation 
system for augmentation of cardiac function 

NON-COVERED 

0684T 

Peri-procedural device evaluation (in-person) and programming of 
device system parameters before or after a surgery, procedure, or 
test with analysis, review, and report by a physician or other 
qualified health care professional, permanent implantable 
synchronized diaphragmatic stimulation system for augmentation of 
cardiac function 

NON-COVERED 

0685T 

Interrogation device evaluation (in-person) with analysis, review and 
report by a physician or other qualified health care professional, 
including connection, recording and disconnection per patient 
encounter, permanent implantable synchronized diaphragmatic 
stimulation system for augmentation of cardiac function 

NON-COVERED 

0686T 
Histotripsy (ie, non-thermal ablation via acoustic energy delivery) of 
malignant hepatocellular tissue, including image guidance 

NON-COVERED 

0687T 
Treatment of amblyopia using an online digital program; device 
supply, educational set-up, and initial session 

PG0318 Vision Therapy 

0688T 
Treatment of amblyopia using an online digital program; assessment 
of patient performance and program data by physician or other 
qualified health care professional, with report, per calendar month 

PG0318 Vision Therapy 

0689T 

Quantitative ultrasound tissue characterization (nonelastography) 
including interpretation and report; obtained with diagnostic 
ultrasound examination of the same anatomy (organ, gland, tissue 
target structure) 

NON-COVERED 

0690T 

Quantitative ultrasound tissue characterization (nonelastographic), 
including interpretation and report, obtained with diagnostic 
ultrasound examination of the same anatomy (eg, organ, gland, 
tissue, target structure) (List separately in addition to code for 
primary procedure) 

NON-COVERED 

0691T 
Automated analysis of an existing computed tomography study for 
vertebral fracture(s), including assessment of bone density when 
performed, data preparation, interpretation, and report 

PG0320 Bone Density 
Measurements 

0692T Therapeutic ultrafiltration NON-COVERED 

0693T 
Comprehensive full body computer-based markerless 3D kinematic 
and kinetic motion analysis and report 

NON-COVERED 

0694T 

3-dimensional volumetric imaging and reconstruction of breast or 
axillary lymph node tissue, each excised specimen, 3-dimensional 
automatic specimen reorientation, interpretation and report, real-time 
intraoperative 

NON-COVERED 

0695T 

Body surface–activation mapping of pacemaker or pacing 
cardioverter-defibrillator lead(s) to optimize electrical synchrony, 
cardiac resynchronization therapy device, including connection, 
recording, disconnection, review, and report; at time of implant or 
replacement 

PG0224 Cardioverter 
Defibrillators 

0696T 
Body surface–activation mapping of pacemaker or pacing 
cardioverter-defibrillator lead(s) to optimize electrical synchrony, 
cardiac resynchronization therapy device, including connection, 

PG0224 Cardioverter 
Defibrillators 
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recording, disconnection, review, and report; at time of follow-up 
interrogation or programming device evaluation 

0697T 

Quantitative magnetic resonance for analysis of tissue composition 
(eg, fat, iron, water content), including multiparametric data 
acquisition, data preparation and transmission, interpretation and 
report, obtained without diagnostic MRI examination of the same 
anatomy (eg, organ, gland, tissue, target structure) during the same 
session; multiple organs 

NON-COVERED 
 

0698T 

Quantitative magnetic resonance for analysis of tissue composition 
(eg, fat, iron, water content), including multiparametric data 
acquisition, data preparation and transmission, interpretation and 
report, obtained with diagnostic MRI examination of the same 
anatomy (eg, organ, gland, tissue, target structure); multiple organs 
(List separately in addition to code for primary procedure) 

NON-COVERED 
 

0700T Molecular fluorescent imaging of suspicious nevus; first lesion NON-COVERED 

0701T 
Molecular fluorescent imaging of suspicious nevus; each additional 
lesion 

NON-COVERED 

0702T 

Remote therapeutic monitoring of a standardized online digital 
cognitive behavioral therapy program ordered by a physician or 
other qualified health care professional; supply and technical 
support, per 30 days 

PG0402 Cognitive 
Rehabilitation 

0703T 

Remote therapeutic monitoring of a standardized online digital 
cognitive behavioral therapy program ordered by a physician or 
other qualified health care professional; management services by 
physician or other qualified health care professional, per calendar 
month 

PG0402 Cognitive 
Rehabilitation 

0704T 
Remote treatment of amblyopia using an eye tracking device; device 
supply with initial setup and patient education on use of equipment 

PG0318 Vision Therapy 

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 

PG0318 Vision Therapy 

0706T 
Remote treatment of amblyopia using an eye tracking device; 
interpretation and report by physician or other qualified health care 
professional, per calendar month 

PG0318 Vision Therapy 

0707T 

Injection(s), bone-substitute material (eg, calcium phosphate) into 
subchondral bone defect (ie, bone marrow lesion, bone bruise, 
stress injury, microtrabecular fracture), including imaging guidance 
and arthroscopic assistance for joint visualization 

NON-COVERED 

0708T Intradermal cancer immunotherapy; preparation and initial injection NON-COVERED 

0709T Intradermal cancer immunotherapy; each additional injection NON-COVERED 

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 assessment for 
lipid-rich necrotic core plaque to assess atherosclerotic plaque 
stability, data review, interpretation and report 

NON-COVERED 

0711T 
Noninvasive arterial plaque analysis using software processing of 
data from non-coronary computerized tomography angiography; 
data preparation and transmission 

NON-COVERED 

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 plaque to assess 
atherosclerotic plaque stability 

NON-COVERED 
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0713T 
Noninvasive arterial plaque analysis using software processing of 
data from non-coronary computerized tomography angiography; 
data review, interpretation and report 

NON-COVERED 

0715T 
Percutaneous transluminal coronary lithotripsy (List separately in 
addition to code for primary procedure) 

NON-COVERED 

0716T 
Cardiac acoustic waveform recording with automated analysis and 
generation of coronary artery disease risk score 

NON-COVERED 

0719T 
Posterior vertebral joint replacement, including bilateral facetectomy, 
laminectomy, and radical discectomy, including imaging guidance, 
lumbar spine, single segment 

NON-COVERED 

0720T 
Percutaneous electrical nerve field stimulation, cranial nerves, 
without implantation 

NON-COVERED 

0721T 

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

NON-COVERED 

0722T 

Quantitative computed tomography (CT) tissue characterization, 
including interpretation and report, obtained with concurrent CT 
examination of any structure contained in the concurrently acquired 
diagnostic imaging dataset (List separately in addition to code for 
primary procedure) 

NON-COVERED 

0723T 

Quantitative magnetic resonance cholangiopancreatography 
(QMRCP) including data preparation and transmission, interpretation 
and report, obtained without diagnostic magnetic resonance imaging 
(MRI) examination of the same anatomy (eg, organ, gland, tissue, 
target structure) during the same session 

NON-COVERED 

0724T 

Quantitative magnetic resonance cholangiopancreatography 
(QMRCP) including data preparation and transmission, interpretation 
and report, obtained with diagnostic magnetic resonance imaging 
(MRI) examination of the same anatomy (eg, organ, gland, tissue, 
target structure) (List separately in addition to code for primary 
procedure) 

NON-COVERED 

0730T 
Trabeculotomy by laser, including optical coherence tomography 
(OCT) guidance 

NON-COVERED 

0731T Augmentative AI-based facial phenotype analysis with report NON-COVERED 

0732T Immunotherapy administration with electroporation, intramuscular NON-COVERED 

0735T 
Preparation of tumor cavity, with placement of a radiation 
therapy applicator for intraoperative radiation therapy (IORT) 
concurrent with primary craniotomy  

NON-COVERED 

0736T 
Colonic lavage, 35 or more liters of water, gravity-fed, with induced 
defecation, including insertion of 
rectal catheter 

NON-COVERED 

0737T Xenograft implantation into the articular surface NON-COVERED 

0738T 
Treatment planning for magnetic field induction ablation of 
malignant prostate tissue, using data from previously 
performed magnetic resonance imaging (MRI) examination 

NON-COVERED 

0739T 

Ablation of malignant prostate tissue by magnetic field 
induction, including all intraprocedural, transperineal 
needle/catheter placement for nanoparticle installation and 
intraprocedural temperature monitoring, thermal dosimetry, 
bladder irrigation, and magnetic field nanoparticle activation 

NON-COVERED 

0744T 

Insertion of bioprosthetic valve, open, femoral vein, including duplex 
ultrasound imaging guidance, when performed, including 
autogenous or nonautogenous patch graft (eg, polyester, ePTFE, 
bovine pericardium), when performed 

NON-COVERED 
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0745T 

Cardiac focal ablation utilizing radiation therapy for arrhythmia; 
noninvasive arrhythmia localization and mapping of arrhythmia 
site (nidus), derived from anatomical image data (eg, CT, MRI, 
or myocardial perfusion scan) and electrical data (eg, 12-lead 
ECG data), and identification of areas of avoidance 

NON-COVERED 

0746T 

Cardiac focal ablation utilizing radiation therapy for arrhythmia; 
conversion of arrhythmia localization and mapping of 
arrhythmia site (nidus) into a multidimensional radiation 
treatment plan 

NON-COVERED 

0747T 
Cardiac focal ablation utilizing radiation therapy for arrhythmia; 
delivery of radiation therapy, arrhythmia 

NON-COVERED 

0748T 
Injections of stem cell product into perianal perifistular soft tissue, 
including fistula preparation (eg, removal of setons, fistula curettage, 
closure of internal openings) 

NON-COVERED 

0751T 
Digitization of glass microscope slides for level II, surgical pathology, 
gross and microscopic examination (List separately in addition to 
code for primary procedure) 

NON-COVERED 

0752T 
Digitization of glass microscope slides for level III, surgical 
pathology, gross and microscopic examination (List separately in 
addition to code for primary procedure) 

NON-COVERED 

0753T 
Digitization of glass microscope slides for level IV, surgical 
pathology, gross and microscopic examination (List separately in 
addition to code for primary procedure) 

NON-COVERED 

0754T 
Digitization of glass microscope slides for level V, surgical 
pathology, gross and microscopic examination (List separately in 
addition to code for primary procedure) 

NON-COVERED 

0755T 
Digitization of glass microscope slide for level VI, surgical pathology, 
gross and microscopic examination (List separately in addition to 
code for primary procedure) 

NON-COVERED 

0756T 

Digitization of glass microscope slides for special stain, including 
interpretation and report, group I, for microorganisms (eg, acid fast, 
methenamine silver) (List separately in addition to code for primary 
procedure) 

NON-COVERED 

0757T 

Digitization of glass microscope slides for special stain, including 
interpretation and report, group II, all other (eg, iron, trichrome), 
except stain for microorganisms, stains for enzyme constituents, or 
immunocytochemistry and immunohistochemistry (List separately in 
addition to code for primary procedure) 

NON-COVERED 

0758T 
Digitization of glass microscope slides for special stain, including 
interpretation and report, histochemical stain on frozen tissue block  
(List separately in addition to code for primary procedure) 

NON-COVERED 

0759T 
Digitization of glass microscope slides for special stain, including 
interpretation and report, group III, for enzyme constituents  
(List separately in addition to code for primary procedure) 

NON-COVERED 

0760T 
Digitization of glass microscope slides for immunohistochemistry or 
immunocytochemistry, per specimen, initial single antibody stain 
procedure  (List separately in addition to code for primary procedure) 

NON-COVERED 

0761T 

Digitization of glass microscope slides for immunohistochemistry or 
immunocytochemistry, per specimen, each additional single 
antibody stain procedure (List separately in addition to code for 
primary procedure) 

NON-COVERED 

0762T 
Digitization of glass microscope slides for immunohistochemistry or 
immunocytochemistry per specimen, each multiplex antibody stain 
procedure (List separately in addition to code for primary procedure) 

NON-COVERED 
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0763T 

Digitization of glass microscope slides for morphometric analysis, 
tumor immunohistochemistry (eg, Her-2/neu, estrogen 
receptor/progesterone receptor), quantitative or semiquantitative, 
per specimen, each single antibody stain procedure, manual (List 
separately in addition to code for primary procedure) 

NON-COVERED 

0764T 

Assistive algorithmic electrocardiogram risk-based assessment for 
cardiac 
dysfunction (eg, low-ejection fraction, pulmonary hypertension, 
hypertrophic cardiomyopathy); related to concurrently performed 
electrocardiogram (List separately in addition to code for primary 
procedure) 

NON-COVERED 

0765T related to previously performed electrocardiogram NON-COVERED 

0766T 

Transcutaneous magnetic stimulation by focused low-frequency 
electromagnetic pulse, peripheral nerve, initial treatment, with 
identification and marking of the treatment location, including 
noninvasive electroneurographic localization (nerve conduction 
localization), when performed; first nerve 

NON-COVERED 

0767T 
each additional nerve (List separately in addition to code for primary 
procedure) 

NON-COVERED 

0768T 

Transcutaneous magnetic stimulation by focused low-frequency 
electromagnetic pulse, peripheral nerve, subsequent treatment, 
including noninvasive electroneurographic localization (nerve 
conduction localization), when performed; first nerve 

NON-COVERED 

0769T 
each additional nerve (List separately in addition to code for primary 
procedure) 

NON-COVERED 

0776T 

Therapeutic induction of intra-brain hypothermia, including 
placement of a mechanical temperature-controlled cooling device to 
the neck over carotids and head, including monitoring (eg, vital signs 
and sport concussion assessment tool 5 [SCAT5]), 30 minutes of 
treatment 

NON-COVERED 

0777T 
Real-time pressure-sensing epidural guidance system (List 
separately in addition to code for primary procedure) 

NON-COVERED 

0778T 
Surface mechanomyography (sMMG) with concurrent application of 
inertial measurement unit (IMU) sensors for measurement of multi-
joint range of motion, posture, gait, and muscle function 

NON-COVERED 

0779T 
Gastrointestinal myoelectrical activity study, stomach through colon, 
with interpretation and report 

NON-COVERED 

0781T 

Bronchoscopy, rigid or flexible, with insertion of esophageal 
protection device and circumferential radiofrequency destruction of 
the pulmonary nerves, including fluoroscopic guidance when 
performed; bilateral mainstem bronchi 

PG0316 Bronchial 
Thermoplasty 

0782T 

Bronchoscopy, rigid or flexible, with insertion of esophageal 
protection device and circumferential radiofrequency destruction of 
the pulmonary nerves, including fluoroscopic guidance when 
performed; unilateral mainstem bronchus 

PG0316 Bronchial 
Thermoplasty 

0783T 
Transcutaneous auricular neurostimulation, set-up, calibration, and 
patient education on use of equipment 

NON-COVERED 

CPT CODE 
The following Multianalyte Assays with Algorithmic Analyses 
procedure codes are denied as experimental/investigational based 
on the guidelines of this policy: not all-inclusive 

MEDICAL POLICY/ 
COVERAGE 

0002M 

Liver disease, ten biochemical assays (ALT, A2-macroglobulin, 
apolipoprotein A-1, total bilirubin, GGT, haptoglobin, AST, glucose, 
total cholesterol and triglycerides) utilizing serum, prognostic 
algorithm reported as quantitative scores for fibrosis, steatosis and 
alcoholic steatohepatitis (ASH) 

PG0252 Elastography 
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0003M 

Liver disease, ten biochemical assays (ALT, A2-macroglobulin, 
apolipoprotein A-1, total bilirubin, GGT, haptoglobin, AST, glucose, 
total cholesterol and triglycerides) utilizing serum, prognostic 
algorithm reported as quantitative scores for fibrosis, steatosis and 
nonalcoholic steatohepatitis (NASH) 

PG0252 Elastography 

0004M 
Scoliosis, DNA analysis of 53 single nucleotide polymorphisms 
(SNPs), using saliva, prognostic algorithm reported as a risk score 

NON-COVERED 

0014M  

Liver disease, analysis of 3 biomarkers (hyaluronic acid [HA], 
procollagen III amino terminal peptide [PIIINP], tissue inhibitor of 
metalloproteinase 1 [TIMP-1]), using immunoassays, utilizing serum, 
prognostic algorithm reported as a risk score and risk of liver fibrosis 
and liver-related clinical events within 5 years 

NON-COVERED 

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 
malignancy 

NON-COVERED 

0018M   

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

NON-COVERED 

CPT CODE 
The following Proprietary Laboratory Analyses procedure codes are 
denied as experimental/investigational based on the guidelines of 
this policy: not all-inclusive 

MEDICAL POLICY/ 
COVERAGE 

0002U 

Oncology (colorectal), quantitative assessment of three urine 
metabolites (ascorbic acid, succinic acid and carnitine) by liquid 
chromatography with tandem mass spectrometry (LC-MS/MS) using 
multiple reaction monitoring acquisition, algorithm reported as 
likelihood of adenomatous polyps 

PG0065 Colorectal Cancer 
Screening 

0003U 

Oncology (ovarian) biochemical assays of five proteins 
(apolipoprotein A-1, CA 125 II, follicle stimulating hormone, human 
epididymis protein 4, transferrin), utilizing serum, algorithm reported 
as a likelihood score 

NON-COVERED 

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 

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 

0021U 

Oncology (prostate), detection of 8 autoantibodies (ARF 6, NKX3-1, 
5GÇÖUTR-BMI1, CEP 164, 3GÇÖ-UTRRopporin, Desmocollin, 
AURKAIP-1, CSNK2A2), multiplexed immunoassay and flow 
cytometry serum, algorithm reported as risk score 

NON-COVERED 

0024U 
Glycosylated acute phase proteins (GlycA), nuclear magnetic 
resonance spectroscopy, quantitative 

PG0392 Cardiovascular 
Disease (CVD) Risk 
Testing 

0025U 
Tenofovir, by liquid chromatography with tandem mass spectrometry 
(LC-MS/MS), urine, quantitative 

NON-COVERED 

0038U 
Vitamin D, 25 hydroxy D2 and D3, by LCMS/MS, serum 
microsample, quantitative 

NON-COVERED 

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 
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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 

PG0392 Cardiovascular 
Disease (CVD) Risk 
Testing 

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 range for the prescribed 
dose when detected, per date of service 

NON-COVERED 

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 

PG0392 Cardiovascular 
Disease (CVD) Risk 
Testing 
PG0041 Genetic Testing 

0058U 
Oncology (Merkel cell carcinoma), detection of antibodies to the 
Merkel cell polyoma virus oncoprotein (small T antigen), serum, 
quantitative 

NON-COVERED 

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 

0061U 

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

NON-COVERED 

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 
 

0064U 
Antibody, Treponema pallidum, total and rapid plasma reagin (RPR), 
immunoassay, qualitative (BioPlex 2200 Syphilis Total & RPR 
Assay, Bio-Rad Laboratories, Bio-Rad Laboratories) 

NON-COVERED 
 

0066U 
Placental alpha-micro globulin-1 (PAMG-1), immunoassay with 
direct optical observation, cervico-vaginal fluid, each specimen 

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

0067U 

Oncology (breast), immunohistochemistry, protein expression 
profiling of 4 biomarkers (matrix metalloproteinase-1 [MMP-1], 
carcinoembryonic antigen-related cell adhesion molecule 6 
[CEACAM6], hyaluronoglucosaminidase [HYAL1], highly expressed 
in cancer protein [HEC1]), formalin-fixed paraffin-embedded 
precancerous breast tissue, algorithm reported as carcinoma risk 
score 

NON-COVERED 

0077U 

Immunoglobulin paraprotein (Mprotein), qualitative, 
immunoprecipitation and mass spectrometry, blood or urine, 
including isotype (M-Protein Detection and Isotyping by MALDI-TOF 
Mass Spectrometry, Mayo Clinic, Laboratory Developed Test) 

NON-COVERED 

0080U 

Oncology (lung), mass spectrometric analysis of galectin-3-binding 
protein and scavenger receptor cysteine-rich type 1 protein M130, 
with five clinical risk factors (age, smoking status, nodule diameter, 
nodulespiculation status and nodule location), utilizing plasma, 
algorithm reported as a categorical probability of malignancy 

PG0476 Proteomic Testing 
in the Management of 
Pulmonary Nodules 
 
Exception: covered with a 
Prior Authorization for the 
Elite/ProMedica Medicare 
Plan 
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0082U 

Drug test(s), definitive, 90 or more drugs or substances, definitive 
chromatography with mass spectrometry, and presumptive, any 
number of drug classes, by instrument chemistry analyzer (utilizing 
immunoassay), urine, report of presence or absence of each drug, 
drug metabolite or substance with description and severity of 
significant interactions per date of service 

NON-COVERED 

0083U 
Oncology, response to chemotherapy drugs using motility contrast 
tomography, fresh or frozen tissue, reported as likelihood of 
sensitivity or resistance to drugs or drug combinations 

NON-COVERED 

0086U 

Infectious disease (bacterial and fungal), organism identification, 
blood culture, using rRNA FISH, 6 or more organism targets, 
reported as positive or negative with phenotypic minimum inhibitory 
concentration (MIC)-based antimicrobial susceptibility 

NON-COVERED 
 

0092U 
Oncology (lung), three protein biomarkers, immunoassay using 
magnetic nanosensor technology, plasma, algorithm reported as risk 
score for likelihood of malignancy 

NON-COVERED 
 

0093U 
Prescription drug monitoring, evaluation of 65 common drugs by LC-
MS/MS, urine, each drug reported detected or not detected 

NON-COVERED 
 

0095U 

Inflammation (eosinophilic esophagitis), ELISA analysis of eotaxin-3 
(CCL26 [C-C motif chemokine ligand 26]) and major basic protein 
(PRG2 [proteoglycan 2, pro eosinophil major basic protein]), 
specimen obtained by swallowed nylon string, algorithm reported as 
predictive probability index for active eosinophilic esophagitis 

NON-COVERED 
 

0096U 
Human papillomavirus (HPV), high-risk types (ie, 16, 18, 31, 33, 35, 
39, 45, 51, 52, 56, 58, 59, 66, 68), male urine 

NON-COVERED 
 

0105U 

Nephrology (chronic kidney disease), multiplex 
electrochemiluminescent immunoassay (ECLIA) of tumor necrosis 
factor receptor 1A, receptor superfamily 2 (TNFR1, TNFR2), and 
kidney injury molecule-1 (KIM-1) combined with longitudinal clinical 
data, including APOL1 genotype if available, and plasma (isolated 
fresh or frozen), algorithm reported as probability score for rapid 
kidney function decline (RKFD) 

NON-COVERED 
 

0106U 

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

NON-COVERED 
 

0107U 
Clostridium difficile toxin(s) antigen detection by immunoassay 
technique, stool, qualitative, multiple-step method 

NON-COVERED 
 

0108U 

Gastroenterology (Barrett's esophagus), whole slide-digital imaging, 
including morphometric analysis, computer-assisted quantitative 
immunolabeling of 9 protein biomarkers (p16, AMACR, p53, CD68, 
COX-2, CD45RO, HIF1a, HER-2, K20) and morphology, formalin-
fixed paraffin-embedded tissue, algorithm reported as risk of 
progression to high-grade dysplasia or cancer 

NON-COVERED 
 

0110U 

Prescription drug monitoring, one or more oral oncology drug(s) and 
substances, definitive tandem mass spectrometry with 
chromatography, serum or plasma from capillary blood or venous 
blood, quantitative report with steady-state range for the prescribed 
drug(s) when detected 

NON-COVERED 
 

0112U 
Infectious agent detection and identification, targeted sequence 
analysis (16S and 18S rRNA genes) with drug-resistance gene 

NON-COVERED 
 

0114U 
Gastroenterology (Barrett's esophagus), VIM and CCNA1 
methylation analysis, esophageal cells, algorithm reported as 
likelihood for Barrett's esophagus 

NON-COVERED 
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0115U 

Respiratory infectious agent detection by nucleic acid (DNA and 
RNA), 18 viral types and subtypes and 2 bacterial targets, amplified 
probe technique, including multiplex reverse transcription for RNA 
targets, each analyte reported as detected or not detected 

NON-COVERED 
 

0116U 

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

NON-COVERED 
 

0117U 

Pain management, analysis of 11 endogenous analytes 
(methylmalonic acid, xanthurenic acid, homocysteine, pyroglutamic 
acid, vanilmandelate, 5- hydroxyindoleacetic acid, 
hydroxymethylglutarate, ethylmalonate, 3- hydroxypropyl 
mercapturic acid (3-HPMA), quinolinic acid, kynurenic acid), 
LCMS/MS, urine, algorithm reported as a pain-index score with 
likelihood of atypical biochemical function associated with pain 

NON-COVERED 
 

0119U 
Cardiology, ceramides by liquid chromatography-tandem mass 
spectrometry, plasma, quantitative report with risk score for major 
cardiovascular events MI-HEART Ceramides, Plasma 

PG0392 Cardiovascular 
Disease (CVD) Risk 
Testing 

0121U 
Sickle cell disease, microfluidic flow adhesion (VCAM-1), whole 
blood 

NON-COVERED 

0122U 
Sickle cell disease, microfluidic flow adhesion (P-Selectin), whole 
blood 

NON-COVERED 

0123U 
Mechanical fragility, RBC, shear stress and spectral analysis 
profiling 

NON-COVERED 

0140U 
Infectious disease (fungi), fungal pathogen identification, DNA (15 
fungal targets), blood culture, amplified probe technique, each target 
reported as detected or not detected 

NON-COVERED 

0141U 

Infectious disease (bacteria and fungi), gram-positive organism 
identification and drug resistance element detection, DNA (20 gram-
positive bacterial targets, 4 resistance genes, 1 pan gram-negative 
bacterial target, 1 pan Candida target), blood culture, amplified 
probe technique, each target reported as detected or not detected 

NON-COVERED 

0142U 

Infectious disease (bacteria and fungi), gram-negative bacterial 
identification and drug resistance element detection, DNA (21 gram-
negative bacterial targets, 6 resistance genes, 1 pan gram-positive 
bacterial target, 1 pan Candida target), amplified probe technique, 
each target reported as detected or not detected 

NON-COVERED 

0143U 

Drug assay, definitive, 120 or more drugs or metabolites, urine, 
quantitative liquid chromatography with tandem mass spectrometry 
(LC-MS/MS) using multiple reaction monitoring (MRM), with drug or 
metabolite description, comments including sample validation, per 
date of service 

NON-COVERED 

0144U 

Drug assay, definitive, 160 or more drugs or metabolites, urine, 
quantitative liquid chromatography with tandem mass spectrometry 
(LC-MS/MS) using multiple reaction monitoring (MRM), with drug or 
metabolite description, comments including sample validation, per 
date of service 

NON-COVERED 

0145U 

Drug assay, definitive, 65 or more drugs or metabolites, urine, 
quantitative liquid chromatography with tandem mass spectrometry 
(LC-MS/MS) using multiple reaction monitoring (MRM), with drug or 
metabolite description, comments including sample validation, per 
date of service 

NON-COVERED 

0146U 
Drug assay, definitive, 80 or more drugs or metabolites, urine, by 
quantitative liquid chromatography with tandem mass spectrometry 
(LC-MS/MS) using multiple reaction monitoring (MRM), with drug or 

NON-COVERED 
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metabolite description, comments including sample validation, per 
date of service 

0147U 

Drug assay, definitive, 85 or more drugs or metabolites, urine, 
quantitative liquid chromatography with tandem mass spectrometry 
(LC-MS/MS) using multiple reaction monitoring (MRM), with drug or 
metabolite description, comments including sample validation, per 
date of service 

NON-COVERED 

0148U 

Drug assay, definitive, 100 or more drugs or metabolites, urine, 
quantitative liquid chromatography with tandem mass spectrometry 
(LC-MS/MS) using multiple reaction monitoring (MRM), with drug or 
metabolite description, comments including sample validation, per 
date of service 

NON-COVERED 

0149U 

Drug assay, definitive, 60 or more drugs or metabolites, urine, 
quantitative liquid chromatography with tandem mass spectrometry 
(LC-MS/MS) using multiple reaction monitoring (MRM), with drug or 
metabolite description, comments including sample validation, per 
date of service 

NON-COVERED 

0150U 

Drug assay, definitive, 120 or more drugs or metabolites, urine, 
quantitative liquid chromatography with tandem mass spectrometry 
(LC-MS/MS) using multiple reaction monitoring (MRM), with drug or 
metabolite description, comments including sample validation, per 
date of service 

NON-COVERED 

0151U 

Infectious disease (bacterial or viral respiratory tract infection), 
pathogen specific nucleic acid (DNA or RNA), 33 targets, real-time 
semi-quantitative PCR, bronchoalveolar lavage, sputum, or 
endotracheal aspirate, detection of 33 organismal and antibiotic 
resistance genes with limited semi-quantitative results (Deletion 
effective April 1, 2022) 

NON-COVERED 

0152U 
Infectious disease (bacteria, fungi, parasites, and DNA viruses),  
microbial cell-free DNS, plasma, untargeted next-generation 
sequencing, report for significant positive pathogens 

NON-COVERED 

0163U 

Oncology (colorectal) screening, biochemical enzyme-linked 
immunosorbent assay (ELISA) of 3 plasma or serum proteins 
(teratocarcinoma derived growth factor-1 [TDGF-1, Cripto-1], 
carcinoembryonic antigen [CEA], extracellular matrix protein [ECM]), 
with demographic data (age, gender, CRC-screening compliance) 
using a proprietary algorithm and reported as likelihood of CRC or 
advanced adenomas (BeScreened™-CRC) 

PG0065 Colorectal Cancer 
Screening 

0164U 
Gastroenterology (irritable bowel syndrome [IBS]), immunoassay for 
antiCdtB and anti-vinculin antibodies, utilizing plasma, algorithm for 
elevated or not elevated qualitative results 

NON-COVERED 

0165U 
Peanut allergen-specific IgE and quantitative assessment of 64 
epitopes using enzyme-linked immunosorbent assay (ELISA), blood, 
individual epitope results and interpretation 

NON-COVERED 

0166U 

Liver disease, 10 biochemical assays (α2-macroglobulin, 
haptoglobin, apolipoprotein A1, bilirubin, GGT, ALT, AST, 
triglycerides, cholesterol, fasting glucose) and biometric and 
demographic data, utilizing serum, algorithm reported as scores for 
fibrosis, necroinflammatory activity, and steatosis with a summary 
interpretation LiverFASt™, Fibronostics, Fibronostics 

NON-COVERED 

0167U 
Gonadotropin, chorionic (hCG), immunoassay with direct optical 
observation, blood 

NON-COVERED 

0176U 
Cytolethal distending toxin B (CdtB) and vinculin IgG antibodies by 
immunoassay (ie, ELISA) 

NON-COVERED 
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0178U 
Peanut allergen-specific quantitative assessment of multiple 
epitopes using enzyme-linked immunosorbent assay (ELISA), blood, 
report of minimum eliciting exposure for a clinical reaction 

NON-COVERED 

0206U 

Neurology (Alzheimer disease); cell aggregation using morphometric 
imaging and protein kinase C-epsilon (PKCe) concentration in 
response to amylospheroid treatment by ELISA, cultured skin 
fibroblasts, each reported as positive or negative for Alzheimer 
disease 

NON-COVERED 

0207U 

Neurology (Alzheimer disease); quantitative imaging of 
phosphorylated ERK1 and ERK2 in response to bradykinin 
treatment by in situ immunofluorescence, using cultured skin 
fibroblasts, reported as a probability index for Alzheimer disease 
(List separately in addition to code for primary procedure) 

NON-COVERED 

0210U 
Syphilis test, non-treponemal antibody, immunoassay, quantitative 
(RPR) 

NON-COVERED 

0219U 

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

NON-COVERED 

0223U 

Infectious disease (bacterial or viral respiratory tract infection), 
pathogen-specific nucleic acid (DNA or RNA), 22 targets including 
severe acute respiratory syndrome coronavirus 2 (SARS-CoV-2), 
qualitative RT-PCR, nasopharyngeal swab, each pathogen reported 
as detected or not detected 

NON-COVERED 
Exception: Covered for 
Advantage without a prior 
authorization 

0225U 

Infectious disease (bacterial or viral respiratory tract infection) 
pathogen specific DNA and RNA, 21 targets, including severe acute 
respiratory syndrome coronavirus 2 (SARSCoV-2), amplified probe 
technique, including multiplex reverse transcription for RNA targets, 
each analyte reported as detected or not detected 

NON-COVERED 
Exception: Covered for 
Advantage without a prior 
authorization 

0227U 

Drug assay, presumptive, 30 or more drugs or metabolites, urine, 
liquid chromatography with tandem mass spectrometry (LC-MS/MS) 
using multiple reaction monitoring (MRM), with drug or metabolite 
description, includes sample validation 

NON-COVERED 

0228U 

Oncology (prostate), multianalyte molecular profile by photometric 
detection of macromolecules adsorbed on nanosponge array slides 
with machine learning, utilizing first morning voided urine, algorithm 
reported as likelihood of prostate cancer 

NON-COVERED 

0242U 

Targeted genomic sequence analysis panel, solid organ neoplasm, 
cell-free circulating DNA analysis of 55-74 genes, interrogation for 
sequence variants, gene copy number amplifications, and gene 
rearrangements 

NON-COVERED 

0243U 
Obstetrics (preeclampsia), biochemical assay of placental-growth 
factor, time-resolved fluorescence immunoassay, maternal serum, 
predictive algorithm reported as a risk score for preeclampsia 

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

0245U 

Oncology (thyroid), mutation analysis of 10 genes and 37 RNA 
fusions and expression of 4 mRNA markers using next-generation 
sequencing, fine needle aspirate, report includes associated risk of 
malignancy expressed as a percentage 

NON-COVERED 

0247U 

Obstetrics (preterm birth), insulin-like growth factor-binding protein 4 
(IBP4), sex hormone-binding globulin (SHBG), quantitative 
measurement by LC-MS/MS, utilizing maternal serum, combined 
with clinical data, reported as predictive-risk stratification for 
spontaneous preterm birth 

PG0048   Tests for the 
Evaluation of Preterm 
Labor and  
Premature Rupture of 
Membranes    
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 0248U 
Oncology (brain), spheroid cell culture in a 3D microenvironment, 12 
drug panel, tumor-response prediction for each drug 

NON-COVERED 

0250U 

Oncology (solid organ neoplasm), targeted genomic sequence DNA 
analysis of 505 genes, interrogation for somatic alterations (SNVs 
[single nucleotide variant], small insertions and deletions, one 
amplification, and four translocations), microsatellite instability and 
tumor-mutation burden 

NON-COVERED 

0251U 
Hepcidin-25, enzyme-linked immunosorbent assay (ELISA), serum 
or plasma 

NON-COVERED 

0252U 

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

NON-COVERED 

0253U 

Reproductive medicine (endometrial receptivity analysis), RNA gene 
expression profile, 238 genes by next generation sequencing, 
endometrial tissue, predictive algorithm reported as endometrial 
window of implantation (eg, pre-receptive, receptive, post-receptive) 

NON-COVERED 

0254U 

Reproductive medicine (preimplantation genetic assessment), 
analysis of 24 chromosomes using embryonic DNA genomic 
sequence analysis for aneuploidy, and a mitochondrial DNA score in 
euploid embryos, results reported as normal (euploidy), monosomy, 
trisomy, or partial deletion/duplications, mosaicism, and segmental 
aneuploidy, per embryo tested 

NON-COVERED 

0255U 

Andrology (infertility), sperm-capacitation assessment of ganglioside 
GM1 distribution patterns, fluorescence microscopy, fresh or frozen 
specimen, reported as percentage of capacitated sperm and 
probability of generating a pregnancy score 

NON-COVERED 

0256U 
Trimethylamine/trimethylamine N-oxide (TMA/TMAO) profile, 
tandem mass spectrometry (MS/MS), urine, with algorithmic analysis 
and interpretive report 

NON-COVERED 

0257U 
Very long chain acyl- coenzyme A (CoA) dehydrogenase (VLCAD), 
leukocyte enzyme activity, whole blood 

NON-COVERED 

0258U 

Autoimmune (psoriasis), mRNA, next-generation sequencing, gene 
expression profiling of 50-100 genes, skin- surface collection using 
adhesive patch, algorithm reported as likelihood of response to 
psoriasis biologics 

NON-COVERED 

0259U 

Nephrology (chronic kidney disease), nuclear magnetic resonance 
spectroscopy measurement of myo-inositol, valine, and creatinine, 
algorithmically combined with cystatin C (by immunoassay) and 
demographic data to determine estimated glomerular filtration rate 
(GFR), serum, quantitative 

NON-COVERED 

0260U 
Rare diseases (constitutional/heritable disorders), identification of 
copy number variations, inversions, insertions, translocations, and 
other structural variants by optical genome mapping 

NON-COVERED 

0261U 

Oncology (colorectal cancer), image analysis with artificial 
intelligence assessment of 4 histologic and immunohistochemical 
features (CD3 and CD8 within tumor-stroma border and tumor core), 
tissue, reported as immune response and recurrence-risk score 

NON-COVERED 

 0262U 

Oncology (solid tumor), gene expression profiling by real-time RT-
PCR of 7 gene pathways (ER, AR, PI3K, MAPK, HH, TGFB, Notch), 
formalin-fixed paraffin embedded (FFPE), algorithm reported as 
gene pathway activity score 

NON-COVERED 

0263U 
Neurology (autism spectrum disorder [ASD]), quantitative 
measurements of 16 central carbon metabolites (ie, αketoglutarate, 
alanine, lactate, phenylalanine, pyruvate, succinate, carnitine, 

NON-COVERED 
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citrate, fumarate, hypoxanthine, inosine, malate, S-sulfocysteine, 
taurine, urate, and xanthine), liquid chromatography tandem mass 
spectrometry (LC-MS/MS), plasma, algorithmic analysis with result 
reported as negative or positive (with metabolic subtypes of ASD) 

0264U 
Rare diseases (constitutional/heritable disorders), identification of 
copy number variations, inversions, insertions, translocations, and 
other structural variants by optical genome mapping 

NON-COVERED 

0266U 

Unexplained constitutional or other heritable disorders or 
syndromes, tissue specific gene expression by whole transcriptome 
and next-generation sequencing, blood, formalin-fixed paraffin 
embedded (FFPE) tissue or fresh frozen tissue, reported as 
presence or absence of splicing or expression changes 

NON-COVERED 

0267U 

Rare constitutional and other heritable disorders, identification of 
copy number variations, inversions, insertions, translocations, and 
other structural variants by optical genome mapping and whole 
genome sequencing 

NON-COVERED 

0301U 
Infectious agent detection by nucleic acid (DNA or RNA), Bartonella 
henselae and Bartonella quintana, droplet digital PCR (ddPCR); 

NON-COVERED 

0302U 
Infectious agent detection by nucleic acid (DNA or RNA), Bartonella 
henselae and Bartonella quintana, droplet digital PCR (ddPCR); 
following liquid enrichment 

NON-COVERED 

0303U 

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

NON-COVERED 

0304U 

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

NON-COVERED 

0305U 
Hematology, red blood cell (RBC) functionality and deformity as a 
function of shear stress, whole blood, reported as a maximum 
elongation index 

NON-COVERED 

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 

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 major adverse cardiac event 

NON-COVERED 

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 

0311U 
Infectious disease (bacterial), quantitative antimicrobial susceptibility 
reported as phenotypic minimum inhibitory concentration (MIC)–
based antimicrobial susceptibility for each organisms identified 

NON-COVERED 

0312U 

Autoimmune diseases (eg, systemic lupus erythematosus [SLE]), 
analysis of 8 IgG autoantibodies and 2 cell-bound complement 
activation products using enzyme-linked immunosorbent 
immunoassay (ELISA), flow cytometry and indirect 
immunofluorescence, serum, or plasma and whole blood, individual 
components reported along with an algorithmic SLE-likelihood 
assessment 

NON-COVERED 

0316U Borrelia burgdorferi (Lyme disease), OspA protein evaluation, urine NON-COVERED 
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0321U 

Infectious agent detection by nucleic acid (DNA or RNA), 
genitourinary pathogens, identification of 20 bacterial and fungal 
organisms and identification of 16 associated antibiotic-resistance 
genes, multiplex amplified probe technique 

NON-COVERED 

0322U 

Neurology (autism spectrum disorder [ASD]), quantitative 
measurements of 14 acyl carnitines and microbiome-derived 
metabolites, liquid chromatography with tandem mass spectrometry 
(LC-MS/MS), plasma, results reported as negative or positive for risk 
of metabolic subtypes associated with ASD 

NON-COVERED 

0342U 

Oncology (pancreatic cancer), multiplex immunoassay of C5, C4, 
cystatin C, factor B, osteoprotegerin (OPG), gelsolin, IGFBP3, 
CA125 and multiplex electrochemiluminescent immunoassay 
(ECLIA) for CA19-9, serum, diagnostic algorithm reported 
qualitatively as positive, negative, or borderline (IMMray ® PanCan-
d Test) 

NON-COVERED 

0346U 

Beta amyloid, Aβ40 and Aβ42 by liquid chromatography with tandem 
mass spectrometry (LC-MS/MS), ratio, plasma 
[Not Covered] [CPT code that represents Quest Ad-Detect™. Per 
the manufacturer, this test measures plasma levels of Amyloid Beta 
(Abeta) 42 and 40 and utilizes the ratio of the two to assess the 
patient's risk of developing Alzheimer’s Disease. • 0346U: Beta 
amyloid, Aβ40 and Aβ42 by liquid chromatography with tandem 
mass spectrometry (LC-MS/MS), ratio, plasma] 

PG0441 Genetic and 
Biomarker Testing for 
Alzheimer Disease 

0358U 

Neurology (mild cognitive impairment), analysis of β-amyloid 1- 42 
and 1-40, chemiluminescence enzyme immunoassay, cerebral 
spinal fluid, reported as positive, likely positive, or negative 
[Not Covered] 

PG0441 Genetic and 
Biomarker Testing for 
Alzheimer Disease 

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 assay that 
can determine if cognitive decline may be related to a 
neurodegenerative condition. It is a non-specific biomarker for 
several neurodegenerative conditions, including Alzheimer’s 
disease, multiple sclerosis, and amyotrophic lateral sclerosis.] 

PG0441 Genetic and 
Biomarker Testing for 
Alzheimer Disease 

Experimental/Investigational medical, surgical, diagnostic, psychiatric, substance use disorders treatment or other 
health care services, technologies, equipment, supplies, treatments, procedures, therapies, biologics, drugs, or 
device that may not have a CPT/HCPCS Code, not an all-inclusive listing 

 • Abbott Vascular Absorb GT1 cardiac bio absorbable stent NON-COVERED 

 

• 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 

 • Annulus fibrosus repair following spinal surgery NON-COVERED 

 • Arup IBD NON-COVERED 

 

• Left Atrial Appendage (LAA) Closure devices: to Reduce the 
Risk of Stroke 

o LARIAT Snare Device 
o Tiger Paw 

NON-COVERED 
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  • Autologous fat grafting for any foot or thyroid procedures NON-COVERED 

 
• Autologous fat transplant with the use of adipose-derived 

stems cell 
NON-COVERED 

  • Bioimpedance spectroscopy (BIS) NON-COVERED 

 
• Bone Marrow Aspiration and Platelet Rich Plasma with ankle 

joint procedures 
NON-COVERED 

 
• Bone Marrow Aspiration then injection of concentrate 

(BMAC) 
NON-COVERED 

 • Bronchial thermoplasty NON-COVERED 

 • C-11 Choline PET scan NON-COVERED 

 • CardioMEMS HF System 

PG0377 Pulmonary Artery 
Pressure Monitoring 
(CardioMEMS) 

 • Cartiform NON-COVERED 

 
• Catheter, balloon dilatation, non-vascular [Relieva Stratus™ 

MicroFlow spacer] 

PG0384 Drug Eluting 
Devices for Use Following 
Endoscopic Sinus Surgery 

 • Ceribell EEG System (Ceribell Inc.) NON-COVERED 

 

• Chiropractic or diagnostic procedures 
o Active release technique 
o Active therapeutic movement (ATM2) 
o Applied spinal biomechanical engineering 
o Atlas orthogonal technique 
o BioEnergetic synchronization technique 
o Biogeometric integration 
o Blair technique 
o Chiropractic biophysics technique 
o Coccygeal meningeal stress fixation technique 
o Cranial manipulation 
o Directional non-force technique 
o Koren specific technique 
o Manipulation for infant colic 
o Manipulation for internal (non-neuromusculoskeletal) 

disorders (applied kinesiology) 
o Manipulation under anesthesia 
o Moire contourographic analysis 
o Network technique 
o Neural organizational technique 
o Neuro emotional technique 
o Para-spinal electromyography (EMG)/surface 

scanning EMG - Spinoscopy 
o Upledger technique and cranial sacral therapy 
o Whitcomb technique 

PG0150 Chiropractic 
Services & Spinal 
Manipulation 

 • CyPass Micro-Stent (FDA removed from the market) NON-COVERED 

 
• Dry Needling 

o Trigger Point Injections with the dry needling technique 

PG0465 Dry Needling 
PG0382 Acupuncture 

 

• Electrical Nerve Stimulators – experimental/investigational, 
not an all-inclusive listing: 
o All auricular electroacupuncture devices (e.g. P-STIM™ 

device,) and all other electrical acupuncture, for any 
indication, including but not limited to, pain and 
substance use or addiction. Auricular electric stimulation 
is considered investigational for all indications because 
the evidence is insufficient to determine the effects of the 
technology on net health outcomes 

PG0244 Electrical Nerve 
Stimulators 
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o Percutaneous electrical stimulators (PENS) 
(Percutaneous Electrical Nerve Stimulation (PENS) is a 
similar concept to TENS but different in that needles are 
inserted around or adjacent to the nerve serving the 
painful stimuli and then stimulated. PENS is generally 
reserved for patients who fail to get pain relief from 
TENS.)  

o Percutaneous neuromodulation therapy (PNT) 
(Percutaneous neuromodulation therapy (PNT) is a 
variant of PENS in which the needles are inserted at 
specific anatomical landmarks on the back.) (e.g., Vertis 
PNT Unit [Vertis Neuroscience], Deepwave 
Percutaneous Neuromodulation Pain Therapy System 
[Biowave]) 

o The use of a Percutaneous Electrical Nerve Field 
Stimulator (PENFS) device (IB-Stem Stimulator, Morph 
Device) is considered experimental/investigational and 
therefore non-covered; because the safety and/or 
effectiveness of this service cannot be established by the 
available published peer-reviewed literature. 

o Interferential Stimulation (e.g., RS 4i Sequential 
Stimulator, Empi IF 3Wave) (Interferential stimulation is 
an anti-inflammatory based treatment modality. The 
interferential stimulator crosses two medium frequency 
alternating currents, which penetrate deep into soft 
tissue. It is used in the treatment of circulation disorders, 
range of motion issues, edema and muscle spasms. It is 
reported to stimulate bone healing, inhibit pain and 
promote soft tissue healing.) 

o TENS devices capable of delivering three separate 
modalities such as interferential stimulation, electrical 
stimulation and neuromuscular electrical stimulation (e.g., 
TruWave Plus, NexWave, Empi Continuum). 

o Transcutaneous Electrical Joint Stimulation is not 
considered medically necessary 

o Trigeminal Nerve Stimulators (e.g., Cefaly, Monarch) 
(The Trigeminal nerve stimulation for treatment of 
attention deficit hyperactivity disorder (ADHD). The 
Monarch, an external trigeminal nerve stimulator (eTNS), 
was approved by the FDA on April 19, 2019. It is 
designed to generate and deliver electrical pulses to the 
trigeminal nerve, which directs signals to the parts of the 
brain that are believed to be associated with ADHD. The 
device is connected to a small patch that adheres to a 
patient’s forehead. It is meant for at-home use during 
sleep and requires caregiver supervision.) 

o Remote Electrical Neuromodulation (REN) devices (e.g., 
Nerivio) (REN is a wireless stimulation device applied to 
the lateral upper arm in 45-minute sessions and triggers 
weak electrical impulses to start conditioned pain 
modulation, a proprietary electrical signal to stimulate 
noxious sensory fibers and relieve acute migraine. It is 
controlled by a mobile app that includes a migraine diary 
to track migraine headaches and treatment sessions. 
Each device functions for 12 treatments after which, it is 
disposed and a new device is required.) 
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o External Upper Limb Tremor Stimulator (e.g., Cala One, 
Cala Trio) (An external upper limb tremor stimulator is a 
hand specific device indicated to relieve tremors in adults 
with essential tremor. The device is worn like a 
wristwatch. Electrodes embedded into a disposable cloth 
band deliver stimulation to the median and radial nerves 
of the wrist after being calibrated to the specific motion of 
the user. The digital display provides prompts, time, 
offers the ability to adjust intensity and notifies the user 
when the band requires changing. The contained 
accelerometer measures the tremor and adjusts 
simulation. Sessions are 40-minutes and the device is 
recommended to be used twice daily prior to activities 
requiring use of that hand.) 

o Cranial Electrical Stimulation (e.g., Alpha Stim-AID, 
Carvella, CES Ultra) (A cranial electrotherapy stimulation 
(CES) device (e.g., Alpha StimAID) is a handheld 
prescription device that delivers an electronic 
microcurrent through small clips worn on the earlobes. 
The current travels through the brain to stimulate specific 
groups of nerve cells. It is reportedly able to provide 
significant anxiety relief, mood normalization, pain relief, 
and better sleep. The user can select the level of 
stimulation and increase or reduce as needed, typically 
for 20- minute sessions.) 

o The BioniCare Stimulator Model BIO-1000 has not been 
proven to facilitate the repair of cartilage in patients with 
arthritis. Pulsed electrical stimulation for the treatment of 
osteoarthritis of the knee is considered to be 
experimental and investigational because the short-term 
and long-term effectiveness of the treatment have not 
been established. 

o Cefaly transcutaneous electrical stimulator headband is 
considered experimental and investigational for migraine 
headache prevention and treatment and all other 
indications. 

o The Quell device is considered experimental and 
investigational for all indications. 

o The stellate ganglion blockade using TENS is considered 
experimental and investigational for all indications. 

o Intramuscular stimulation is considered experimental and 
investigational for the management of members with soft-
tissue or neuropathic pain and all other indications 
because its effectiveness has not been established. 

o Sympathetic therapy (DynatronicsCorporation, Salt Lake 
City, UT) is considered experimental and investigational 
since its effectiveness has not been established. 

o Electroceutical therapy (also known as bioelectric nerve 
block) is considered experimental and investigational for 
the treatment of acute pain or chronic pain (e.g., back 
pain, diabetic pain, joint pain, fibromyalgia, headache, 
and reflex sympathetic dystrophy) or other indications 
because there is a lack of scientific evidence regarding 
the effectiveness of this technology. 

o Electro-Acuscope MyopulseTherapy System is 
considered experimental and investigational for the 
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treatment of pain and tissue damage and all other 
indications because its effectiveness has not been 
demonstrated in the peer-reviewed scientific literature. 

o Electrical stimulation for wound healing or skin ulcers in 
the home setting 

o Microcurrent electrical nerve stimulation (MENS) is the 
application of microcurrent stimulation to an injured area 
is proposed to realign the body’s electrical current and 
increase the production of adenosine triphosphate, 
resulting in increased healing and recovery and blocking 
of perceived pain. MENS therapy (including, but not 
limited to, Algonix, Alpha-Stim 100, Electro-Myopulse 
75L, electro-Lyoscope 85P, KFH Energy, MENS 2000-D, 
MICROCURRENT or Myopulse 75C) is considered 
experimental and investigational for the treatment of 
chronic back pain and all other indications because its 
effectiveness has not been established. 

o The Scrambler therapy/the Calmare therapy device (also 
known as transcutaneous electrical modulation pain 
reprocessing (TEMPR)) is proposed to send a very low 
current of electrical stimulation through the nerve fibers, 
which carries a “no pain” signal to the brain that overrides 
the previous pain signal. The Scrambler therapy/the 
Calmare therapy device is considered experimental and 
investigational for the treatment of cancer pain, chronic 
pain, Dejerine-Roussy syndrome, neuropathic pain 
associated with chemotherapy-induced peripheral 
neuropathy, post-mastectomy pain, and other indications 
because of insufficient evidence regarding its 
effectiveness. 

o Electro-therapeutic point stimulation (also known as 
microcurrent point stimulation) is considered 
experimental and investigational for the treatment of 
chronic pain and other indications because of insufficient 
evidence regarding its effectiveness. 

 • Dual x-ray for preventive screen of vertebral fracture NON-COVERED 

 
• Extracorporeal Magnetic Stimulation for Treatment of Urinary 

Incontinence 

PG0094 Biofeedback and 
Neurofeedback 
PG0497 Urinary 
Incontinence/ Voiding 
Dysfunction Treatments 
and Devices 

 

• Eustachian tube dilation procedure 
o Sinus stents or drug-eluting implants 

▪ The use of implantable sinus stents or drug-eluting 
implants (C9122, J7401, J7402, S1090, S1091) for 
maintaining sinus ostial patency following endoscopic 
sinus surgery or for the treatment of recurrent nasal 
polyps are non-covered including but not limited to: 
• Propel family of sinus implants (Propel Steroid-

Releasing Sinus Implant, Mometasone furoate 
sinus implant, 370 micrograms) 

• Relieva Stratus™ MicroFlow Spacer 
• Sinu-Foam™ Spacer 
• Sinuva™ (mometasone furoate) Sinus Implant 

PG0423 Eustachian Tube 
Dysfunction Treatment 
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• 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 
o Fecal analysis of the following components is 

considered investigational/experimental in the 
diagnosis or evaluation of intestinal dysbiosis, irritable 
bowel syndrome (IBS), malabsorption or small 
intestine overgrowth of bacteria: 

▪ Beta-glucuronidase; 
▪ Cholesterol; 
▪ Chymotrypsin; 
▪ Fecal Secretory IgA; 
▪ Iso-butyrate, N-butyrate; 
▪ Iso-valerate and N-valerate; 
▪ Levels of Lactobacilli, bifidobacteria and E. 

coli and other “potential pathogens”, including 
Aeromona Bacillus ceresus, Campylobacter, 
Citrobacter, Klebsiella, Proteus, 
Pseudomonas, Salmonella, Shigella, S. 
aureus, Vibrio Identification and quantitation of 
fecal years (including C. albicans, C. 
tropicalis, Rhodotorula and Geotrichum; 

▪ Long chain fatty acids; 
▪ Meats and vegetable fibers; 
▪ pH; 
▪ Short chain fatty acid distribution (adequate 

amount and proportions of the different short 
chain fatty acids reflect the basic status of 
intestinal metabolism); 

▪ Total short chain fatty acides; 
▪ Triglycerides. 

o Panel stool testing, which includes above items, such 
as the Genova Diagnostics Comprehensive Digestive 
Stool Analysis (CDSA) 2.0, Comprehensive Digestive 
Stool Analysis without Parasitology, Comprehensive 
Digestive Stool Analysis/Parasitology, should also be 
considered investigational/experimental, and 
therefore not covered. 

NON-COVERED 

 • Glenoid resurfacing NON-COVERED 

 • High speed laryngoscopy NON-COVERED 

 • iCAST stent NON-COVERED 

 

• Ketamine for Treatment of Psychiatric Disorders and Pain 
Management 
o Ketamine (J3490) to treat any psychiatric disorders, 

chronic pain, or migraine headaches is non-covered 

PG0409 Ketamine for 
Treatment of Psychiatric 
Disorders and Pain 
Management 

 • miraDry 

PG0466  Hyperhidrosis 
Treatment (excluding 
botox) 

 • Ketostrips/Ketogenic diet NON-COVERED 

 • Night Balance Sleep Position trainer (used with sleep Apnea) 
PG0247 Management of 
Obstructive Sleep Apnea 

 • Obstructive Sleep Apnea Devices: not all-inclusive 
PG0247  Management of 
Obstructive Sleep Apnea 
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o Oral Pressure Therapy (OPT) (e.g., Winx® Sleep 
Therapy System) is considered experimental and 
investigational for the treatment of OSA because of 
insufficient evidence.  

o Oral appliances are considered experimental and 
investigational for treatment of upper airway resistance 
syndrome (UARS). 

o 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, CA]) is 
considered experimental, investigational or unproven.  

o Nasal Expiratory Airway Pressure (EPAP) also known as 
PROVENT® is considered experimental and 
investigational for the treatment of OSA because its 
effectiveness has not been established. 

o The use of a sleep positioning trainer with vibration is 
considered investigational for the treatment of positional 
OSA. 

o The Zzoma positional device is considered not medically 
necessary because it has not been proven to be superior 
to other interventions to keep a person in a non-supine 
position. 

o The use of daytime electrical stimulation of the tongue is 
considered investigational for the treatment of OSA. 

o The use of remotely controlled mandibular positioner as a 
predictive screening tool for oral appliances that protrude 
the mandible are considered experimental and 
investigational because of insufficient evidence. 

o Transcutaneous electrical nerve stimulation (TENS) is 
considered experimental and investigational for the 
treatment of OSA because its effectiveness has not been 
established. 

o Cardiac (atrial) pacing for treatment of OSA experimental 
and investigational because the effectiveness of this 
procedure for OSA has not been established. 

o Nasal dilators are considered experimental and 
investigational for the treatment of OSA because their 
effectiveness has not been established. 

o Injection snoreplasty, injection of a sclerosing agent into 
the soft palate, is considered experimental and 
investigational for the treatment of OSA because its 
effectiveness for this indication has not been established. 

o Palate and mandible expansion devices (mRNA) are 
considered investigational for the treatment of OSA. 

o Cautery-assisted palatal stiffening operation (CAPSO) is 
considered experimental and investigational for the 
treatment of OSA because its effectiveness for this 
indication has not been established. 

o Epiglottidectomy/partial epiglottidectomy is considered 
experimental and investigational for the treatment of adult 
OSA because of insufficient evidence. 

o The Advance System (an adjustable tongue-
advancement device) is considered experimental and 
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investigational for the treatment of OSA because its 
effectiveness has not been established. 

o Respiratory muscle therapy (i.e., breathing exercises, 
oropharyngeal exercises, and wind musical instruments) 
is considered experimental and investigational for the 
treatment of OSA. 

 
• Percutaneous discectomy and decompression procedures 

for treating discogenic pain 

PG0026 Discogenic Pain 
Treatment 

 • Peristeen Anal Irrigation System (A4459) 

PG0413  Peristeen Anal 
Irrigation System 
Effective 4/1/2022 covered 
for HMO, PPO, Individual 
Marketplace. 
Maintain noncoverage 
experimental/investigational 
for Elite/ProMedica 
Medicare Plan 

 
• Permanently implantable aortic counter-pulsation ventricular 

assist systems 

PG0070 Ventricular Assist 
Devices 

 • Per-Oral Endoscopic Myotomy (POEM) 

PG0379 Peroral 
Endoscopic Myotomy 
(POEM) for Treatment of 
Esophageal Achalasia 

 • Pro2cool NON-COVERED 

 
• Progenitor Cell Therapy for the Treatment of Damaged 

Myocardium (CardiAMP) 

PG0513  Progenitor Cell 
Therapy for the Treatment 
of Damaged Myocardium 

 
• Prometheus Anser ADA - Serum adalimumab levels and 

antibodies (Serum adalimumab (ADA) levels and antibodies 
to adalimumab (ATA)) 

PG0341 Measurement of 
Serum Antibodies to 
Infliximab, Adalimumab, & 
Vedolizumab 

 
• Prometheus Anser IFX - Serum infliximab levels and 

antibodies (Serum infliximab (IFX) levels and antibodies to 
infliximab (ATI)) 

PG0341 Measurement of 
Serum Antibodies to 
Infliximab, Adalimumab, & 
Vedolizumab 

 
• Prometheus Anser UST - Serum ustekinumab levels and 

antibodies (Serum ustekinumab (UST) and antibodies to 
ustekinumab (ATU) levels) 

NON-COVERED 

 
• Prometheus Anser VDZ - Serum vedolizumab levels and 

antibodies (Serum drug concentration and antibodies to 
vedolizumab levels) 

PG0341 Measurement of 
Serum Antibodies to 
Infliximab, Adalimumab, & 
Vedolizumab 

 

• Pulse Radiofrequency Ablation 
o Noncovered - pulsed radiofrequency denervation, laser 

denervation, chemodenervation, water-cooled 
radiofrequency denervation, and cryodenervation 

PG0361 Alternative 
Radiofrequency Methods of 
Denervation 

 • Prometheus Celiac PLUS panel (serology plus genetics) NON-COVERED 

 
• Prometheus FIBROSpect HCV is considered E/I for 

everything except Hepatitis C 
NON-COVERED 

 • Prometheus IBD NON-COVERED 

 • Prometheus Monitr Crohn’s Disease NON-COVERED 

 • Quantitative Pupillography 
PG0319  Quantitative 
Pupillometry/Pupillography   
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REVISION HISTORY EXPLANATION 
ORIGINAL EFFECTIVE DATE: 07/05/2005 

Date Explanation & Changes 

02/15/06 • Updated codes 

03/30/06 • Updated codes  

01/30/06 • Updated codes  

01/01/07 • Updated codes 

01/30/08 • Updated codes 

01/01/09 • Updated codes 

12/01/09 • Updated codes 

 

• Radiofrequency ablation with genicular nerve block for pain – 
Coolief. 
o Noncovered - pulsed radiofrequency denervation, laser 

denervation, chemodenervation, water-cooled 
radiofrequency denervation, and cryodenervation 

PG0361 Alternative 
Radiofrequency Methods of 
Denervation 

 
• Radiofrequency ablation of microcystic lymphatic 

malformation in the oral cavity 
NON-COVERED 

 • Rebuilder Medical NON-COVERED 

 • Scrambler therapy NON-COVERED 

 

• Serum antibodies to and measurement of serum levels using 
Anser™ or DoseAssure™ Tests are considered 
experimental/investigational. 
o Monoclonal antibody drugs, including but not limited to 

tumor necrosis factor antagonist drugs; or 
o Antibodies to monoclonal antibody drugs, including but 

not limited to tumor necrosis factor antagonist drugs. 

NON-COVERED 

 • Somatic therapy NON-COVERED 

 
• Spaceoar gel is considered experimental/investigational for 

everything except members undergoing radiotherapy for 
prostate cancer. 

NON-COVERED 

 • Sphenopalatine Ganglion Block NON-COVERED 

 • Spinal Lysis of Adhesion NON-COVERED 

 
• Subacromial Spacers – saline-filled balloon for the shoulder 

to treat irreparably torn rotator cuff tendons 
NON-COVERED 

 • Thread trigger finger release (TTFR) NON-COVERED 

 • Topaz Coblation NON-COVERED 

 
• Transoral Incisionless Fundoplication (TIF) – EsophyX TIF 

2.0 device 

PG0166 Endoscopic 
Therapies for 
Gastroesophageal Reflux 
Disease (GERD) 

 
• Transrectal Ultrasound is considered experimental when 

using for a screening test 
NON-COVERED 

 
• TYRX antibacterial envelope for neurological and cardiac 

implants 
NON-COVERED 

 • Vibrant Capsule System 

The Vibrant Capsule 
System is now managed 
under the pharmacy benefit 
with prior authorization 

 • Woven EndoBridge (WEB) Aneurysm Embolization System NON-COVERED 
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02/23/11 • Verbiage revision 

03/25/16 

• Added codes to policy - 0019T, 0042T, 0051T, 0052T, 0053T, 0054T, 0055T, 0058T, 
0071T, 0072T, 0075T, 0076T, 0085T, 0095T, 0098T, 0099T, 0100T, 0101T, 0102T, 0103T, 
0106T, 0107T, 0108T, 0109T, 0110T, 0111T, 0123T, 0126T, 0159T, 0163T, 0164T, 0165T, 
0169T, 0171T, 0172T, 0174T, 0175T, 0178T, 0179T, 0180T, 0182T, 0184T, 0188T, 0189T, 
0190T, 0191T, 0195T, 0196T, 0198T, 0200T, 0201T, 0202T, 0205T, 0206T, 0207T, 0208T, 
0209T, 0210T, 0211T, 0212T, 0213T, 0214T, 0215T, 0216T, 0217T, 0218T, 0219T, 0220T, 
0221T, 0222T, 0223T, 0224T, 0225T, 0228T, 0229T, 0230T, 0231T, 0232T, 0233T, 0234T, 
0235T, 0236T, 0237T, 0238T, 0240T, 0241T, 0243T, 0244T, 0249T, 0253T, 0254T, 0255T, 
0262T, 0263T, 0264T, 0265T, 0266T, 0267T, 0268T, 0269T, 0270T, 0271T, 0272T, 0273T, 
0274T, 0275T, 0278T, 0281T, 0282T, 0283T, 0284T, 0285T, 0286T, 0287T, 0288T, 0289T, 
0290T, 0291T, 0292T, 0293T, 0294T, 0295T, 0296T, 0297T, 0298T, 0299T, 0300T, 0301T, 
0302T, 0303T, 0304T, 0305T, 0306T, 0307T, 0308T, 0309T, 0310T, 0311T, 0312T, 0313T, 
0314T, 0315T, 0316T, 0317T, 0329T, 0330T, 0331T, 0332T, 0333T, 0335T, 0336T, 0337T, 
0338T, 0339T, 0340T, 0341T, 0342T, 0345T, 0346T, 0347T, 0348T, 0349T, 0350T, 0351T, 
0352T, 0353T, 0354T, 0355T, 0356T, 0357T, 0358T, 0359T, 0360T, 0361T, 0362T, 0363T, 
0364T, 0365T, 0366T, 0367T, 0368T, 0369T, 0370T, 0371T, 0372T, 0373T, 0374T, 0375T, 
0376T, 0377T, 0378T, 0379T, 0380T, 0381T, 0382T, 0383T, 0384T, 0385T, 0386T, 0387T, 
0388T, 0389T, 0390T, 0391T, 0392T, 0393T, 0394T, 0395T, 0396T, 0397T, 0398T, 0399T, 
0400T, 0401T, 0402T, 0403T, 0404T, 0405T, 0406T, 0407T, 0408T, 0409T, 0410T, 0411T, 
0412T, 0413T, 0414T, 0415T, 0416T, 0417T, 0418T, 0419T, 0420T, 0421T, 0422T, 0423T, 
0424T, 0425T, 0426T, 0427T, 0428T, 0429T, 0430T, 0431T, 0432T, 0433T, 0434T, 0435T, 
0436T 

• Policy reviewed and updated to reflect most current clinical evidence per The Technology 
Assessment Working Group (TAWG) 

04/22/16 • Added new PG0366 Percutaneous Left Atrial Appendage Closure (LAAC) to policy (0281T). 

11/18/16 
• Added effective 07/01/2016 new codes 0437T-0445T as non-covered 

• Policy reviewed and updated to reflect most current clinical evidence per The Technology 
Assessment Working Group (TAWG) 

01/27/17 

• Removed effective 12/31/16 deleted codes 0019T, 0169T, 0171T, 0172T, 0281T, 0282T, 
0283T, 0284T, 0285T, 0286T, 0287T, 0288T, 0289T, 0291T, 0292T 

• Added effective 01/01/2017 new codes 0446T-0463T as non-covered 

• Policy reviewed and updated to reflect most current clinical evidence per The Technology 
Assessment Working Group (TAWG) 

03/24/17 

• PG0070 Ventricular Assist Devices effective 01/01/2017 new codes 0451T-0463T 

• PG0213 Interspinous Process Decompression Devices effective 12/31/16 deleted codes 
0171T & 0172T 

• PG0366 Percutaneous Left Atrial Appendage Closure (LAAC) effective 12/31/16 deleted 
code 0281T 

• PG0057 Transanal Radiofrequency Therapy - Deleted effective 12/31/16 code 0288T 

• PG0177 Continuous Blood Glucose Monitoring Services effective 01/01/2017 new codes 
0446T-0448T 

• PG0004 Extracorporeal Shock Wave Therapy (ESWT) effective 12/31/16 deleted code 
0019T 

• PG0395 Leadless Cardiac Pacemakers new policy with codes 0387T-0391T 

• PG0327 Glaucoma Treatment with Aqueous Drainage Device added code 0356T; effective 
07/01/2016 new codes 0444T, 0445T; effective 01/01/2017 new codes 0449T, 0450T 

• PG0344 Radiofrequency Ablation of Uterine Fibroids effective 12/31/16 deleted code 0336T 

• PG0166 Endoscopic Therapies for Gastroesophageal Reflux Disease (GERD) effective 
12/31/16 deleted codes 0392T & 0393T 

• Effective 12/31/16 deleted codes: 0169T, 0282T, 0283T, 0284T, 0285T, 0286T, 0287T, 
0289T, 0291T, 0292T 

• Effective 01/01/2017 new codes 0464T-0468T added as non-covered for all product lines 
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• Policy reviewed and updated to reflect most current clinical evidence per The Technology 
Assessment Working Group (TAWG) 

09/22/17 

• Added new codes 0469T-0473T, 0475T-0478T effective 07-01-17 as non-covered for all 
product lines 

• PG0327 Glaucoma Treatment with Aqueous Drainage Device effective 07-01-17 added 
new code 0474T 

• Policy reviewed and updated to reflect most current clinical evidence per The Technology 
Assessment Working Group (TAWG) 

01/25/18 

• Effective 12/31/17 deleted codes 0051T, 0052T, 0053T, 0178T, 0179T, 0180T, 0255T, 
0293T, 0294T, 0299T, 0300T, 0301T, 0302T, 0303T, 0304T, 0305T, 0306T, 0307T, 0309T, 
0310T, 0340T, & 0438T 

• Effective 01/01/18 revised codes 0254T & 0333T 

• Added effective 01/01/18 new codes 0479T-0504T as non-covered for all product lines 

• Policy reviewed and updated to reflect most current clinical evidence per The Technology 
Assessment Working Group (TAWG) 

07/26/18 

• Added effective 07/01/18 new codes 0505T-0509T as non-covered for all product lines 

• Removed deleted codes effective 12/31/15 0099T, 0103T, 0123T, 0182T, 0223T, 0224T, 
0225T, 0233T, 0240T, 0241T, 0243T, 0244T, 0262T, & 0311T 

• Refer to PG0440 Magnetic Resonance Image Guided High Intensity Focused Ultrasound 
(MRgFUS) for Essential Tremor for coverage determination for code 0398T 

• Refer to PG0344 Uterine Fibroid Surgical Treatments for coverage determination for codes 
0071T, 0072T, 0336T in addition to 0404T 

• Refer to PG0026 Minimally Invasive Treatment of Back and Neck Pain for coverage 
determination for codes 0274T & 0275T 

• Refer to PG0386 Fractional Flow Reserve from Computed Tomography (FFRCT) for 
coverage determination for codes 0501T-0504T 

• Refer to PG0418 Retinal Prosthesis for coverage determination for codes 0100T, 0472T, & 
0473T 

• Policy reviewed and updated to reflect most current clinical evidence per The Technology 
Assessment Working Group (TAWG) 

12/14/2020 • Medical policy placed on the new Paramount Medical Policy Format 

01/01/2022 

• Policy reviewed and updated to reflect most current clinical evidence 

• Changed the title from New/Experimental Technology Procedure/Services to 
Experimental/Investigational Procedure/Services 

• Removed deleted codes, 0019T, 0051T, 0052T, 0053T, 0058T, 0085T, 0099T, 0103T, 
0111T, 0123T, 0126T, 0159T, 0169T, 0171T, 0172T, 0178T, 0179T, 0180T, 0182T, 0188T, 
0189T, 0190T, 0191T, 0195T, 0196T, 0205T, 0206T, 0223T, 0224T, 0225T, 0228T, 0229T, 
0230T, 0231T, 0233T, 0240T, 0241T, 0243T, 0244T, 0249T, 0253T, 0254T, 0255T, 0262T, 
0281T, 0282T, 0283T, 0284T, 0285T, 0286T, 0287T, 0288T, 0289T, 0290T, 0291T, 0292T, 
0293T, 0294T, 0295T, 0296T, 0297T, 0298T, 0299T, 0300T, 0301T, 0302T, 0303T, 0304T, 
0305T, 0306T, 0307T, 0309T, 0310T, 0311T,  0336T, 0337T, 0340T, 0341T, 0346T, 
0355T, 0356T, 0357T, 0359T, 0360T, 0361T, 0363T, 0364T, 0365T, 0366T, 0367T, 0368T, 
0369T, 0370T, 0371T, 0372T, 0374T, 0375T, 0376T, 0377T, 0379T, 0380T, 0381T, 0382T, 
0383T, 0384T, 0385T, 0386T, 0387T, 0388T, 0389T, 0390T, 0391T, 0392T, 0393T, 0396T, 
0399T, 0400T, 0401T, 0405T, 0406T, 0407T, 0423T, 0438T, 0449T, 0481T, 0452T, 0453T, 
0454T, 0455T, 0456T, 0457T, 0458T, 0459T, 0460T, 0461T, 0462T, 0463T, 0466T, 0467T, 
0468T, 0482T 

• Added codes  22526, 22527, 30468, 33274, 33275, 33289, 41512, 41530, 43252, 53451, 
53452, 53453, 53454, 55880, 62287, 68841, 75571, 78351, 81490, 91132, 91133, 92145, 
92517, 92518, 92519, 93025, 93264, 93590, 93591, 93592, 93702, 95803, 96931, 96932, 
96933, 96934, 96935, 96936, 0002M, 0003M, 0004M, 0014M, 0015M, 0018M, 0253T, 
0511T, 0512T, 0513T, 0514T, 0515T, 0516T, 0517T, 0518T, 0519T, 0520T, 0521T, 0522T, 
0523T, 0T25T, 0526T, 0527T, 0528T, 0529T, 0530T, 0531T, 0532T, 0533T, 0534T, 0535T, 
0536T, 0537T, 0538T, 0539T, 0540T, 0541T, 0542T, T546T, 0547T, 0552T, 0553T, 0559T, 
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0560T, 0561T, 0562T, 0563T, 0564T, 0565T, 0566T, 0567T, T568T, 0571T, 0572T, 0573T, 
0574T, 0575T, 0576T, 0577T, 0578T, 0579T, 0580T, 0581T, 0582T, 0583T, 0584T, 0585T, 
0586T, 0587T, 0588T, 0589T, 0590T, 0591T, 0592T, 0593T, 0594T, 0596T, 0597T, 0598T, 
0599T, 0600T, 0601T, 0602T, 0603T, 0604T, 0605T, 0606T, 0607T, 0608T, 0609T, 0610T, 
0611T, 0612T, 0613T, 0614T, 0615T, 0616T, 0617T, 0618T, 0619T, 0621T, 0622T, 0623T, 
0624T, 0625T, 0626T, 0627T, 0628T, 0629T, 0630T, 0931T, 0632T, 0633T, 0634T, 0635T, 
0636T, 0637T, 0638T, 0639T, 0640T, 0641T, 0642T, 0643T, 0644T, 0645T, 0646T, 0647T, 
0648T, 0649T, 0651T, 0652T, 0653T, 0654T, 0655T, 0656T, 0657T, 0658T, 0659T, 0660T, 
0661T, 0662T, 0663T, 0664T, 0665T, 0666T, 0667T, 0668T, 0669T, 0670T, 0671T, 0672T, 
0673T 0674T, 0675T, 0676T, 0677T, 0678T, 0679T, 0680T, 0681T, 0682T, 0683T, 0684T, 
0685T, 0686T, 0687T, 0688T, 0689T, 0690T, 0691T, 0692T, 0693T, 0694T, 0695T, 0696T, 
0697T, 0698T, 0700T, 0701T, 0702T, 0703T, 0704T, 0705T, 0706T, 0707T, 0708T, 0709T, 
0710T, 0711T, 0712T, 0713T, 0002U, 0003U, 0007U, 0011U, 0021U, 0024U, 0025U, 
0025U, 0038U, 0051U, 0052U, 0054U, 0055U, 0058U, 0059U, 0061U, 0062U, 0064U, 
0066U, 0067U, 0077U, 0080U, 0082U, 0083U, 0086U, 0092U, 0093U, 0095U, 0096U, 
0105U, 0106U, 0107U, 0108U, 0110U, 0112U, 0114U, 0115U, 0116U, 0117U, 0119U, 
0121U, 0122U, 0123U, 0140U, 0141U, 0142U, 0143U, 0144U, 0145U, 0146U, 0147U, 
0148U, 0149U, 0150U, 0151U, 0152U, 0163U, 0164U, 0165U, 0166U, 0167U, 0176U, 
0178U, 0206U, 0207U, 0210U, 0219U, 0223U, 0225U, 0227U, 0228U, 0242U, 0244U, 
0243U, 0245U, 0247U, 0248U, 0250U, 0251U, 0252U, 0253U, 0254U, 0255U, 0256U, 
0257U, 0258U, 0259U, 0260U, 0261U, 0262U, 0263U, 0264U, 0266U, 0267U,  0301U, 
0302U, 0303U, 0304U, 0305U, 0308U, 0309U, 0310U, 0311U, 0312U, 0316U, 0321, 
0322U, A4563, A4575, C1052, C1761, C1839, C1841, C1842, C2624, C9122, C9759, 
C9764, C9765, C9766, C9767, C9772, C9773, C9774, C9775, C9777, E0740, G2171, 
G0460, K1002,  K1004, K1009, K1016, K1017, K1018, K1019, K1023, K1026, K1027, 
M0076, P2031, S1090, S1091, S2107, S2300, S2348, S8080, S9055 

• Added medical, surgical, diagnostic, psychiatric, substance use disorders treatment or other 
health care services, technologies, equipment, supplies, treatments, procedures, therapies, 
biologics, drugs, or device that may not have a CPT/HCPCS Code 

03/29/2022 
• Added documentation related to noncoverage for Amniotic Fluid and/or Placental Tissue 

Biological Injections 

• Added coverage/noncoverage for Peristeen Anal Irrigation System (A4459) 

05/02/2022 

• Updated noncoverage criteria for procedure G0460 effective 1/1/2022 

• Added noncoverage and PA requirement for procedure G0465 

• Added medical policy PG0318 Vision Therapy documentation to procedures 0687T, 0688T, 
0704T, 0705T, 0706T 

• Added PG0320 Bone Density Measurements documentation, procedures 77089, 77090, 
77091, 77092, 78350, 78351, 0508T, 0554T, 0555T, 0556T, 0557T and 0691T as they are 
considered experimental/investigational/unproven 

• Added age coverage documentation for procedure 0511T 

• Added medical policy PG0402 Cognitive Rehabilitation to procedures 0702T and 0703T 

• Added J7401 for noncoverage per medical policy PG0384 Drug Eluting Devices for Use 
Following Endoscopic Sinus Surgery  

05/19/2022 
• Corrected a typo mistake, procedure S4130 corrected to S8130 

• Removed procedure 0244U, procedure 0244U is addressed in the genetic medical policy 
PG0041 

05/25/2022 
• Added miraDry to the list of noncovered services, PG0466 Hyperhidrosis Treatment 

(excluding botox) 

06/21/2022 
• Removed procedures 0424T-0436T, procedures now covered with prior authorization, 

PG0508 Phrenic Nerve Stimulation for Central Sleep Apnea 

06/22/2022 
• Added PG0510 Scintimammography and Gamma Imaging of the Breast and Axilla to 

HCPCS code S8080 listed as non-covered, new medical policy 

07/01/2022 
• Added PG0224 Cardioverter Defibrillators to procedure codes 0571T, 0572T, 0573T, 

0574T, 0575T, 0576T, 0577T, 0578T, 0579T, 0580T, 0695T, and 0696T 
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07/15/2022 

• Added PG0206 Laser Interstitial Thermal Therapy (LITT) procedure codes 61736 and 
61737 

• Added procedures 64628 and 64629, PG0361 Alternative Radiofrequency Methods of 
Denervation: Noncovered 

07/22/2022 • Added procedure C9781, subacromial spacer, as non-covered 

09/19/2022 
• Added that procedures 0446T, 0447T and 0448T are covered for the Elite/ProMedica 

Medicare Plan effective 01/01/2022. Noncovered for all other product lines. PG0177 
Continuous Blood Glucose Monitoring Services 

10/03/2022 
• Removed procedures 64628 and 64629, Refer to medical policy PG0512  Thermal 

Destruction of the Intraosseous Basivertebral Nerve (BVN) for Vertebrogenic Lower Back 
Pain 

10/31/2022 • Added procedure 0342U as noncovered - experimental/investigational, effective 10/1/2022 

11/01/2022 
• Added the Vibrant Capsule System as noncovered – experimental/investigational, effective 

immediately 

11/14/2022 
• Added procedure code S3652 as noncovered – experimental/investigational, effective 

immediately 

12/12/2022 

• Paramount has added the following non-covered procedure codes – 0715T, 0716T, 0719T, 
0720T, 0721T, 0722T, 0723T, 0724T, 0730T, 0731T, 0732T, 0735T, 0736T, 0737T, 0738T, 
0739T, 0744T, 0745T, 0746T, 0747T, 0748T, 0751T, 0752T, 0753T, 0754T, 0755T, 0756T, 
0757T, 0758T, 0759T, 0760T, 0761T, 0762T, 0763T, 0764T, 0765T, 0766T, 0767T, 0768T, 
0769T, 0776T, 0777T, 0778T, 0779T, 0781T, 0782T, 0783T as 
experimental/investigational, effective 01/01/2023 

01/01/2023 
• Paramount has added the noncoverage for progenitor cell therapy for the treatment of 

damaged myocardium (CardiAMP) 

01/18/2023 

• Paramount removed the noncoverage documentation for the Vibrant Capsule System from 
the Experimental/Investigational Procedures/Services medical policy.  

• The Vibrant Capsule System is now managed under the pharmacy benefit with prior 
authorization 

• Paramount added documentation related to the coverage and noncoverage for Quantitative 
Pupillometry/Pupillography, medical policy PG0319 

02/01/2023 • Medical Policy updated to reflect Medicaid coverage to Anthem as of 02/01/2023 

03/03/2023 • Added Pro2cool to the listing of noncovered services 

04/13/2023 

• Added codes 0346U, 0358U, 0361U 

• Added codes 31660, 31661 

• Added PG0316 to reference 0781T, 0782T 

• Added code S9001  

• Added code 93701 

05/11/2023 
• Codes 0394T and 0395T covered with prior authorization for Medicare Advantage Plans. 

• Code 64625 non-covered effective 08/01/2023. 

 

Paramount reserves the right to review and revise our policies periodically when necessary. When there is an update, we will 
publish the most current policy to https://www.paramounthealthcare.com/services/providers/medical-policies/ . 

 
REFERENCES/RESOURCES   

Centers for Medicare and Medicaid Services, CMS Manual System and other CMS publications and 
services  
 

Ohio Department of Medicaid  
 

American Medical Association, Current Procedural Terminology (CPT®) and associated publications and 
services 
 

Centers for Medicare and Medicaid Services, Healthcare Common Procedure Coding System, HCPCS 
Release and Code Sets 

https://www.paramounthealthcare.com/services/providers/medical-policies/
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U.S. Preventive Services Task Force, http://www.uspreventiveservicestaskforce.org/ 

Industry Standard Review 
 

Hayes, Inc. 
 
Industry Standard Review 

 
 


