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00100  Anesth salivary gland Covered N N

00102  Anesth re�air o� �le� li� Covered N N

00103  Anesth ble�haro�lasty Covered N N

00104  Anesth ele�trosho�k Covered N N

00120  Anesth ear surgery Covered N N

00124  Anesth ear exam Covered N N

00126  Anesth tym�anotomy Covered N N

00140  Anesth �ro�edures on eye Covered N N

00142  Anesth lens surgery Covered N N

00144  Anesth �orneal trans�lant Covered N N

00145  Anesth vitreore#nal surg Covered N N

00147  Anesth iride�tomy Covered N N

00148  Anesth eye exam Covered N N

00160  Anesth nose/sinus surgery Covered N N

00162  Anesth nose/sinus surgery Covered N N

00164  Anesth bio�sy o� nose Covered N N

00170  Anesth �ro�edure on mouth Covered N N

00172  Anesth �le� �alate re�air Covered N N

00174  Anesth �haryngeal surgery Covered N N

00176  Anesth �haryngeal surgery Covered N C 105.00

00190  Anesth �a�e/skull bone surg Covered N N

00192  Anesth �a�ial bone surgery Covered N C 105.00

00210  Anesth �ranial surg nos Not Covered N

00211  Anesth �ran surg hemotoma Covered N C 10.00

00212  Anesth skull drainage Covered N N

00214  Anesth skull drainage Covered N C 135.00

00215  Anesth skull re�air/�ra�t Covered N C 135.00

00216  Anesth head vessel surgery Covered N N

00218  Anesth s�e�ial head surgery Covered N N

00220  Anesth intr�rn nerve Covered N N

00222  Anesth head nerve surgery Covered N N

00300  Anesth head/ne�k/�trunk Covered N N

00320  Anesth ne�k organ 1yr/> Covered N N

00322  Anesth bio�sy o� thyroid Covered N N

00326  Anesth larynx/tra�h < 1 yr Covered N N

00350  Anesth ne�k vessel surgery Covered N N

Anesthesia Conversion Factor
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00352  Anesth ne�k vessel surgery Covered N N

00400  Anesth skin ext/�er/atrunk Covered N N

00402  Anesth surgery o� breast Covered N N

00404  Anesth surgery o� breast Covered N N

00406  Anesth surgery o� breast Covered N N

00410  Anesth �orre�t heart rhythm Covered N N

00450  Anesth surgery o� shoulder Covered N N

00454  Anesth �ollar bone bio�sy Covered N N

00470  Anesth removal o� rib Covered N N

00472  Anesth �hest wall re�air Covered N N

00474  Anesth surgery o� rib Covered N C 195.00

00500  Anesth eso�hageal surgery Covered N N

00520  Anesth �hest �ro�edure Covered N N

00522  Anesth �hest lining bio�sy Covered N N

00524  Anesth �hest drainage Covered N C 60.00

00528  Anes medias��y & dx thors��y Covered N N

00529  Anes meds��y&thors��y 1 lung Covered N N

00530  Anesth �a�emaker inser#on Covered N N

00532  Anesth vas�ular a��ess Covered N N

00534  Anesth �ardioverter/defib Covered N N

00537  Anesth �ardia� ele�tro�hys Covered N N

00539  Anesth tra�h-bron�h re�onst Covered N N

00540  Anesth �hest surgery Covered N C 180.00

00541  Anesth one lung ven#la#on Covered N N

00542  Anesthesia removal �leura Covered N C 225.00

00546  Anesth lung �hest wall surg Covered N C 225.00

00548  Anesth tra�hea bron�hi surg Covered N N

00550  Anesth sternal debridement Covered N N

00560  Anesth heart surg w/o �um� Covered N C 225.00

00561  Anesth heart surg <1 yr Covered N C 375.00

00562  Anesth hrt surg w/�m� age 1+ Covered N C 300.00

00563  Anesth heart surg w/arrest Covered N N

00566  Anesth �abg w/o �um� Covered N N

00567  Anesth �abg w/�um� Covered N C 270.00

00580  Anesth heart/lung trans�lnt Covered N C 300.00

00600  Anesth s�ine �ord surgery Covered N N

00604  Anesth si0ng �ro�edure Covered N C 195.00

00620  Anesth s�ine �ord surgery Covered N N

00625  Anes s�ine tranthor w/o vent Covered N N

00626  Anes s�ine transthor w/vent Covered N N

00630  Anesth s�ine �ord surgery Covered N N

00632  Anesth removal o� nerves Covered N C 105.00
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00635  Anesth lumbar �un�ture Covered N N

00640  Anesth s�ine mani�ula#on Covered N 1 N

00670  Anesth s�ine �ord surgery Covered N C 195.00

00700  Anesth abdominal wall surg Covered N N

00702  Anesth �or liver bio�sy Covered N N

00730  Anesth abdominal wall surg Covered N N

00740  Anesth u��er gi visualize Covered N N

00750  Anesth re�air o� hernia Covered N N

00752  Anesth re�air o� hernia Covered N N

00754  Anesth re�air o� hernia Covered N N

00756  Anesth re�air o� hernia Covered N N

00770  Anesth blood vessel re�air Covered N N

00790  Anesth surg u��er abdomen Covered N N

00792  Anesth hemorr/ex�ise liver Covered N C 195.00

00794  Anesth �an�reas removal Covered N C 120.00

00796  Anesth �or liver trans�lant Not Covered C

00797  Anesth surgery �or obesity Covered N N

00800  Anesth abdominal wall surg Covered N N

00802  Anesth �at layer removal Covered N C 75.00

00810  Anesth low intes#ne s�o�e Covered N N

00820  Anesth abdominal wall surg Covered N N

00830  Anesth re�air o� hernia Covered N N

00832  Anesth re�air o� hernia Covered N N

00834  Anesth hernia re�air < 1 yr Covered N N

00836  Anesth hernia re�air �reemie Covered N N

00840  Anesth surg lower abdomen Covered N N

00842  Anesth amnio�entesis Covered N N

00844  Anesth �elvis surgery Covered N C 105.00

00846  Anesth hystere�tomy Covered N C 120.00

00848  Anesth �elvi� organ surg Covered N C 120.00

00851  Anesth tubal liga#on Covered N N

00860  Anesth surgery o� abdomen Covered N N

00862  Anesth kidney/ureter surg Covered N N

00864  Anesth removal o� bladder Covered N C 120.00

00865  Anesth removal o� �rostate Covered N C 105.00

00866  Anesth removal o� adrenal Covered N C 150.00

00868  Anesth kidney trans�lant Covered N C 150.00

00870  Anesth bladder stone surg Covered N N

00872  Anesth kidney stone destru�t Covered N N

00873  Anesth kidney stone destru�t Covered N N

00880  Anesth abdomen vessel surg Covered N N

00882  Anesth ma2or vein liga#on Covered N C 150.00
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00902  Anesth anore�tal surgery Covered N N

00904  Anesth �erineal surgery Covered N C 105.00

00906  Anesth removal o� vulva Covered N N

00908  Anesth removal o� �rostate Covered N C 90.00

00910  Anesth bladder surgery Covered N N

00912  Anesth bladder tumor surg Covered N N

00914  Anesth removal o� �rostate Covered N N

00916  Anesth bleeding �ontrol Covered N N

00918  Anesth stone removal Covered N N

00920  Anesth genitalia surgery Covered N N

00921  Anesth vase�tomy Covered N N

00922  Anesth s�erm du�t surgery Covered N N

00924  Anesth tes#s ex�lora#on Covered N N

00926  Anesth removal o� tes#s Covered N N

00928  Anesth removal o� tes#s Covered N N

00930  Anesth tes#s sus�ension Covered N N

00932  Anesth am�uta#on o� �enis Covered N C 60.00

00934  Anesth �enis nodes removal Covered N C 90.00

00936  Anesth �enis nodes removal Covered N C 120.00

00938  Anesth insert �enis devi�e Not Covered N

00940  Anesth vaginal �ro�edures Covered N N

00942  Anesth surg on vag/urethral Covered N N

00944  Anesth vaginal hystere�tomy Covered N C 90.00

00948  Anesth re�air o� �ervix Covered N N

00950  Anesth vaginal endos�o�y Covered N N

00952  Anesth hysteros�o�e/gra�h Covered N N

01112  Anesth bone as�irate/bx Covered N N

01120  Anesth �elvis surgery Covered N N

01130  Anesth body �ast �ro�edure Covered N N

01140  Anesth am�uta#on at �elvis Covered N C 225.00

01150  Anesth �elvi� tumor surgery Covered N C 120.00

01160  Anesth �elvis �ro�edure Covered N N

01170  Anesth �elvis surgery Covered N N

01173  Anesth �x re�air �elvis Covered N N

01180  Anesth �elvis nerve removal Covered N N

01190  Anesth �elvis nerve removal Covered N N

01200  Anesth hi� 2oint �ro�edure Covered N N

01202  Anesth arthros�o�y o� hi� Covered N N

01210  Anesth hi� 2oint surgery Covered N N

01212  Anesth hi� disar#�ula#on Covered N C 150.00

01214  Anesth hi� arthro�lasty Covered N C 120.00

01215  Anesth revise hi� re�air Covered N N
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01220  Anesth �ro�edure on �emur Covered N N

01230  Anesth surgery o� �emur Covered N N

01232  Anesth am�uta#on o� �emur Covered N C 75.00

01234  Anesth radi�al �emur surg Covered N C 120.00

01250  Anesth u��er leg surgery Covered N N

01260  Anesth u��er leg veins surg Covered N N

01270  Anesth thigh arteries surg Covered N N

01272  Anesth �emoral artery surg Covered N C 60.00

01274  Anesth �emoral embole�tomy Covered N C 90.00

01320  Anesth knee area surgery Covered N N

01340  Anesth knee area �ro�edure Covered N N

01360  Anesth knee area surgery Covered N N

01380  Anesth knee 2oint �ro�edure Covered N N

01382  Anesth dx knee arthros�o�y Covered N N

01390  Anesth knee area �ro�edure Covered N N

01392  Anesth knee area surgery Covered N N

01400  Anesth knee 2oint surgery Covered N N

01402  Anesth knee arthro�lasty Covered N C 105.00

01404  Anesth am�uta#on at knee Covered N C 75.00

01420  Anesth knee 2oint �as#ng Covered N N

01430  Anesth knee veins surgery Covered N N

01432  Anesth knee vessel surg Covered N N

01440  Anesth knee arteries surg Covered N N

01442  Anesth knee artery surg Covered N C 120.00

01444  Anesth knee artery re�air Covered N C 120.00

01462  Anesth lower leg �ro�edure Covered N N

01464  Anesth ankle/� arthros�o�y Covered N N

01470  Anesth lower leg surgery Covered N N

01472  Anesth a�hilles tendon surg Covered N N

01474  Anesth lower leg surgery Covered N N

01480  Anesth lower leg bone surg Covered N N

01482  Anesth radi�al leg surgery Covered N N

01484  Anesth lower leg revision Covered N N

01486  Anesth ankle re�la�ement Covered N C 105.00

01490  Anesth lower leg �as#ng Covered N N

01500  Anesth leg arteries surg Covered N N

01502  Anesth lwr leg embole�tomy Covered N C 90.00

01520  Anesth lower leg vein surg Covered N N

01522  Anesth lower leg vein surg Covered N N

01610  Anesth surgery o� shoulder Covered N N

01620  Anesth shoulder �ro�edure Covered N N

01622  Anes dx shoulder arthros�o�y Covered N N
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01630  Anesth surgery o� shoulder Covered N N

01634  Anesth shoulder 2oint am�ut Covered N C 135.00

01636  Anesth �orequarter am�ut Covered N C 225.00

01638  Anesth shoulder re�la�ement Covered N C 150.00

01650  Anesth shoulder artery surg Covered N N

01652  Anesth shoulder vessel surg Covered N C 150.00

01654  Anesth shoulder vessel surg Covered N C 120.00

01656  Anesth arm-leg vessel surg Covered N C 150.00

01670  Anesth shoulder vein surg Covered N N

01680  Anesth shoulder �as#ng Covered N N

01682  Anesth air�lane �ast Covered N N

01710  Anesth elbow area surgery Covered N N

01712  Anesth u��r arm tendon surg Covered N N

01714  Anesth u��r arm tendon surg Covered N N

01716  Anesth bi�e�s tendon re�air Covered N N

01730  Anesth u��r arm �ro�edure Covered N N

01732  Anesth dx elbow arthros�o�y Covered N N

01740  Anesth u��er arm surgery Covered N N

01742  Anesth humerus surgery Covered N N

01744  Anesth humerus re�air Covered N N

01756  Anesth radi�al humerus surg Covered N C 90.00

01758  Anesth humeral lesion surg Covered N N

01760  Anesth elbow re�la�ement Covered N N

01770  Anesth u��r arm artery surg Covered N N

01772  Anesth u��r arm embole�tomy Covered N N

01780  Anesth u��er arm vein surg Covered N N

01782  Anesth u��r arm vein re�air Covered N N

01810  Anesth lower arm surgery Covered N N

01820  Anesth lower arm �ro�edure Covered N N

01829  Anesth dx wrist arthros�o�y Covered N N

01830  Anesth lower arm surgery Covered N N

01832  Anesth wrist re�la�ement Covered N N

01840  Anesth lwr arm artery surg Covered N N

01842  Anesth lwr arm embole�tomy Covered N N

01844  Anesth vas�ular shunt surg Covered N N

01850  Anesth lower arm vein surg Covered N N

01852  Anesth lwr arm vein re�air Covered N N

01860  Anesth lower arm �as#ng Covered N N

01916  Anesth dx arteriogra�hy Covered N N

01920  Anesth �atheterize heart Covered N N

01922  Anesth �at or mri s�an Covered N N

01924  Anes ther interven rad artrl Covered N N
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01925  Anes ther interven rad �ard Covered N N

01926  Anes tx interv rad hrt/�ran Covered N N

01930  Anes ther interven rad vein Covered N N

01931  Anes ther interven rad #�s Covered N N

01932  Anes tx interv rad th vein Covered N N

01933  Anes tx interv rad �ran vein Covered N N

01935  Anesth �er� img dx s� �ro� Covered N N

01936  Anesth �er� img tx s� �ro� Covered N N

01951  Anesth burn less 4 �er�ent Covered N N

01952  Anesth burn 4-9 �er�ent Covered N N

01953  Anesth burn ea�h 9 �er�ent Covered N N

01958  Anesth ante�artum mani�ul Covered N N

01960  Anesth vaginal delivery Covered N N

01961  Anesth �s delivery Covered N N

01962  Anesth emer hystere�tomy Covered N N

01963  Anesth �s hystere�tomy Covered N N

01965  Anesth in�/missed ab �ro� Covered N N

01966  Anesth indu�ed ab �ro�edure Covered N N

01967  Anesth/analg vag delivery Not Covered N

01968  Anes/analg �s deliver add-on Covered N N

01969  Anesth/analg �s hyst add-on Not Covered N

01990  Su��ort �or organ donor Not Covered C

01991  Anesth nerve blo�k/in2 Covered N N

01992  Anesth n blo�k/in2 �rone Covered N N

01996  Hos� manage �ont drug admin Not Covered N

01999  Unlisted anesth �ro�edure Covered N N

10021  Fna w/o image Covered N 1 T 0016 3.8173

10022  Fna w/image Covered N 1 T 0004 6.5703

10030  Guide �athet fluid drainage Covered N 1 T 0007 11.6749

10040  A�ne surgery Covered N 2 Q1 0012 1.3279

10060  Drainage o� skin abs�ess Covered N 1 T 0006 2.1836

10061  Drainage o� skin abs�ess Covered N 2 T 0006 2.1836

10080  Drainage o� �ilonidal �yst Covered N 1 T 0006 2.1836

10081  Drainage o� �ilonidal �yst Covered N 1 T 0007 11.6749

10120  Remove �oreign body Covered N 2 T 0016 3.8173

10121  Remove �oreign body Covered N 2 T 0021 18.0849

10140  Drainage o� hematoma/fluid Covered N 1 T 0007 11.6749

10160  Pun�ture drainage o� lesion Covered N 2 T 0006 2.1836

10180  Com�lex drainage wound Covered N 1 T 0008 22.0535

11000  Debride in�e�ted skin Covered N 1 T 0016 3.8173

11001  Debride in�e�ted skin add-on Covered N 1 N

11004  Debride genitalia & �erineum Covered N 1 C $533.09
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11005  Debride abdom wall Covered N 1 C $724.26

11006  Debride genit/�er/abdom wall Covered N 1 C $664.91

11008  Remove mesh �rom abd wall Covered N 1 C $269.12

11010  Debride skin at �x site Covered N 1 T 0020 11.1440

11011  Debride skin mus� at �x site Covered N 1 T 0019 5.1037

11012  Deb skin bone at �x site Covered N 1 T 0020 11.1440

11042  Deb subq #ssue 20 sq �m/< Covered N 1 T 0016 3.8173

11043  Deb mus�/�as�ia 20 sq �m/< Covered N 1 T 0016 3.8173

11044  Deb bone 20 sq �m/< Covered N 1 T 0020 11.1440

11045  Deb subq #ssue add-on Covered N 1 N

11046  Deb mus�/�as�ia add-on Covered N 1 N

11047  Deb bone add-on Covered N 1 N

11055  Trim skin lesion Covered N 1 Q1 0012 1.3279

11056  Trim skin lesions 2 to 4 Covered N 1 T 0015 1.9702

11057  Trim skin lesions over 4 Covered N 1 T 0015 1.9702

11100  Bio�sy skin lesion Covered N 1 T 0015 1.9702

11101  Bio�sy skin add-on Covered N 1 N

11200  Removal o� skin tags <w/15 Covered N 1 Q1 0012 1.3279

11201  Remove skin tags add-on Covered N 1 N

11300  Shave skin lesion 0.5 �m/< Covered N 8 T 0015 1.9702

11301  Shave skin lesion 0.6-1.0 �m Covered N 8 T 0015 1.9702

11302  Shave skin lesion 1.1-2.0 �m Covered N 8 T 0015 1.9702

11303  Shave skin lesion >2.0 �m Covered N 5 T 0015 1.9702

11305  Shave skin lesion 0.5 �m/< Covered N 8 Q1 0012 1.3279

11306  Shave skin lesion 0.6-1.0 �m Covered N 8 T 0015 1.9702

11307  Shave skin lesion 1.1-2.0 �m Covered N 8 T 0015 1.9702

11308  Shave skin lesion >2.0 �m Covered N 5 T 0015 1.9702

11310  Shave skin lesion 0.5 �m/< Covered N 8 T 0015 1.9702

11311  Shave skin lesion 0.6-1.0 �m Covered N 8 T 0015 1.9702

11312  Shave skin lesion 1.1-2.0 �m Covered N 8 T 0015 1.9702

11313  Shave skin lesion >2.0 �m Covered N 5 T 0015 1.9702

11400  Ex� tr-ext b9+marg 0.5 �m< Covered N 15 T 0019 5.1037

11401  Ex� tr-ext b9+marg 0.6-1 �m Covered N 15 T 0019 5.1037

11402  Ex� tr-ext b9+marg 1.1-2 �m Covered N 15 T 0019 5.1037

11403  Ex� tr-ext b9+marg 2.1-3�m/< Covered N 15 T 0020 11.1440

11404  Ex� tr-ext b9+marg 3.1-4 �m Covered N 15 T 0021 18.0849

11406  Ex� tr-ext b9+marg >4.0 �m Covered N 1 T 0021 18.0849

11420  Ex� h-�-nk-s� b9+marg 0.5/< Covered N 15 T 0020 11.1440

11421  Ex� h-�-nk-s� b9+marg 0.6-1 Covered N 15 T 0020 11.1440

11422  Ex� h-�-nk-s� b9+marg 1.1-2 Covered N 15 T 0020 11.1440

11423  Ex� h-�-nk-s� b9+marg 2.1-3 Covered N 15 T 0021 18.0849

11424  Ex� h-�-nk-s� b9+marg 3.1-4 Covered N 15 T 0021 18.0849
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11426  Ex� h-�-nk-s� b9+marg >4 �m Covered N 15 T 0022 24.5953

11440  Ex� �a�e-mm b9+marg 0.5 �m/< Covered N 15 T 0019 5.1037

11441  Ex� �a�e-mm b9+marg 0.6-1 �m Covered N 15 T 0019 5.1037

11442  Ex� �a�e-mm b9+marg 1.1-2 �m Covered N 15 T 0020 11.1440

11443  Ex� �a�e-mm b9+marg 2.1-3 �m Covered N 15 T 0020 11.1440

11444  Ex� �a�e-mm b9+marg 3.1-4 �m Covered N 15 T 0020 11.1440

11446  Ex� �a�e-mm b9+marg >4 �m Covered N 15 T 0022 24.5953

11450  Removal sweat gland lesion Covered N 1 T 0022 24.5953

11451  Removal sweat gland lesion Covered N 2 T 0022 24.5953

11462  Removal sweat gland lesion Covered N 1 T 0022 24.5953

11463  Removal sweat gland lesion Covered N 1 T 0022 24.5953

11470  Removal sweat gland lesion Covered N 1 T 0022 24.5953

11471  Removal sweat gland lesion Covered N 1 T 0022 24.5953

11600  Ex� tr-ext mal+marg 0.5 �m/< Covered N 4 T 0020 11.1440

11601  Ex� tr-ext mal+marg 0.6-1 �m Covered N 4 T 0019 5.1037

11602  Ex� tr-ext mal+marg 1.1-2 �m Covered N 4 T 0019 5.1037

11603  Ex� tr-ext mal+marg 2.1-3 �m Covered N 4 T 0020 11.1440

11604  Ex� tr-ext mal+marg 3.1-4 �m Covered N 4 T 0020 11.1440

11606  Ex� tr-ext mal+marg >4 �m Covered N 1 T 0021 18.0849

11620  Ex� h-�-nk-s� mal+marg 0.5/< Covered N 4 T 0020 11.1440

11621  Ex� s/n/h/�/g mal+mrg 0.6-1 Covered N 4 T 0020 11.1440

11622  Ex� s/n/h/�/g mal+mrg 1.1-2 Covered N 4 T 0020 11.1440

11623  Ex� s/n/h/�/g mal+mrg 2.1-3 Covered N 4 T 0020 11.1440

11624  Ex� s/n/h/�/g mal+mrg 3.1-4 Covered N 4 T 0021 18.0849

11626  Ex� s/n/h/�/g mal+mrg >4 �m Covered N 1 T 0022 24.5953

11640  Ex� �/e/e/n/l mal+mrg 0.5�m< Covered N 4 T 0020 11.1440

11641  Ex� �/e/e/n/l mal+mrg 0.6-1 Covered N 4 T 0020 11.1440

11642  Ex� �/e/e/n/l mal+mrg 1.1-2 Covered N 1 T 0020 11.1440

11643  Ex� �/e/e/n/l mal+mrg 2.1-3 Covered N 1 T 0020 11.1440

11644  Ex� �/e/e/n/l mal+mrg 3.1-4 Covered N 1 T 0021 18.0849

11646  Ex� �/e/e/n/l mal+mrg >4 �m Covered N 1 T 0022 24.5953

11719  Trim nail(s) any number Covered N 1 Q1 0340 0.7061

11720  Debride nail 1-5 Covered N 1 Q1 0340 0.7061

11721  Debride nail 6 or more Covered N 1 Q1 0340 0.7061

11730  Removal o� nail �late Covered N 1 T 0015 1.9702

11732  Remove nail �late add-on Covered N 8 N

11740  Drain blood �rom under nail Covered N 1 Q1 0340 0.7061

11750  Removal o� nail bed Covered N 1 T 0019 5.1037

11752  Remove nail bed/#� Covered N 1 T 0022 24.5953

11755  Bio�sy nail unit Covered N 2 T 0019 5.1037

11760  Re�air o� nail bed Covered N 1 T 0326 2.9651

11762  Re�onstru�#on o� nail bed Covered N 1 T 0328 18.9748
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11765  Ex�ision o� nail �old toe Covered N 5 T 0015 1.9702

11770  Remove �ilonidal �yst sim�le Covered N 1 T 0022 24.5953

11771  Remove �ilonidal �yst exten Covered N 1 T 0022 24.5953

11772  Remove �ilonidal �yst �om�l Covered N 1 T 0022 24.5953

11900  In2e�t skin lesions </w 7 Covered N 1 Q1 0012 1.3279

11901  In2e�t skin lesions >7 Covered N 1 Q1 0012 1.3279

11920  Corre�t skin �olor 6.0 �m/< Not Covered T 0327 5.7989

11921 Corre�t skn �olor  6.1-20.0�m Covered N 1 T 0327 5.7989

11922  Corre�t skin �olor ea 20.0�m Not Covered N

11950  Tx �ontour de�e�ts 1 ��/< Covered N 1 T 0327 5.7989

11951  Tx �ontour de�e�ts 1.1-5.0�� Covered N 1 T 0327 5.7989

11952  Tx �ontour de�e�ts 5.1-10�� Covered N 1 T 0327 5.7989

11954  Tx �ontour de�e�ts >10.0 �� Covered N 1 T 0326 2.9651

11960  Insert #ssue ex�ander(s) Covered N 2 T 0329 31.0293

11970  Re�la�e #ssue ex�ander Covered N 1 T 0051 50.7327

11971  Remove #ssue ex�ander(s) Covered N 2 Q2 0022 24.5953

11976  Remove �ontra�e�#ve �a�sule Covered N 1 Q2 0019 5.1037

11980  Im�lant hormone �ellet(s) Covered N 1 Q1 0420 1.7762

11981  Insert drug im�lant devi�e Covered N 1 Q1 0420 1.7762

11982  Remove drug im�lant devi�e Covered N 1 Q1 0420 1.7762

11983  Remove/insert drug im�lant Covered N 1 Q1 0420 1.7762

12001  R�r s/n/ax/gen/trnk 2.5�m/< Covered N 1 Q1 0012 1.3279

12002  R�r s/n/ax/gen/trnk2.6-7.5�m Covered N 1 Q1 0012 1.3279

12004  R�r s/n/ax/gen/trk7.6-12.5�m Covered N 1 Q1 0012 1.3279

12005  R�r s/n/a/gen/trk12.6-20.0�m Covered N 1 T 0015 1.9702

12006  R�r s/n/a/gen/trk20.1-30.0�m Covered N 1 T 0326 2.9651

12007  R�r s/n/ax/gen/trnk >30.0 �m Covered N 1 T 0015 1.9702

12011  R�r �/e/e/n/l/m 2.5 �m/< Covered N 1 Q1 0012 1.3279

12013  R�r �/e/e/n/l/m 2.6-5.0 �m Covered N 1 Q1 0012 1.3279

12014  R�r �/e/e/n/l/m 5.1-7.5 �m Covered N 1 Q1 0012 1.3279

12015  R�r �/e/e/n/l/m 7.6-12.5 �m Covered N 1 T 0015 1.9702

12016  R�r �e/e/en/l/m 12.6-20.0 �m Covered N 1 T 0015 1.9702

12017  R�r �e/e/en/l/m 20.1-30.0 �m Covered N 1 T 0015 1.9702

12018  R�r �/e/e/n/l/m >30.0 �m Covered N 1 T 0015 1.9702

12020  Closure o� s�lit wound Covered N 1 T 0327 5.7989

12021  Closure o� s�lit wound Covered N 1 T 0326 2.9651

12031  Intmd r�r s/a/t/ext 2.5 �m/< Covered N 1 T 0326 2.9651

12032  Intmd r�r s/a/t/ext 2.6-7.5 Covered N 1 T 0326 2.9651

12034  Intmd r�r s/tr/ext 7.6-12.5 Covered N 1 T 0326 2.9651

12035  Intmd r�r s/a/t/ext 12.6-20 Covered N 1 T 0327 5.7989

12036  Intmd r�r s/a/t/ext 20.1-30 Covered N 1 T 0327 5.7989

12037  Intmd r�r s/tr/ext >30.0 �m Covered N 1 T 0327 5.7989
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12041  Intmd r�r n-h�/genit 2.5�m/< Covered N 1 T 0326 2.9651

12042  Intmd r�r n-h�/genit2.6-7.5 Covered N 1 T 0326 2.9651

12044  Intmd r�r n-h�/genit7.6-12.5 Covered N 1 T 0326 2.9651

12045  Intmd r�r n-h�/genit12.6-20 Covered N 1 T 0326 2.9651

12046  Intmd r�r n-h�/genit20.1-30 Covered N 1 T 0326 2.9651

12047  Intmd r�r n-h�/genit >30.0�m Covered N 1 T 0327 5.7989

12051  Intmd r�r �a�e/mm 2.5 �m/< Covered N 1 T 0326 2.9651

12052  Intmd r�r �a�e/mm 2.6-5.0 �m Covered N 1 T 0326 2.9651

12053  Intmd r�r �a�e/mm 5.1-7.5 �m Covered N 1 T 0326 2.9651

12054  Intmd r�r �a�e/mm 7.6-12.5�m Covered N 1 T 0326 2.9651

12055  Intmd r�r �a�e/mm 12.6-20 �m Covered N 1 T 0326 2.9651

12056  Intmd r�r �a�e/mm 20.1-30.0 Covered N 1 T 0326 2.9651

12057  Intmd r�r �a�e/mm >30.0 �m Covered N 1 T 0326 2.9651

13100  Cm�lx r�r trunk 1.1-2.5 �m Covered N 1 T 0327 5.7989

13101  Cm�lx r�r trunk 2.6-7.5 �m Covered N 1 T 0327 5.7989

13102  Cm�lx r�r trunk addl 5�m/< Covered N 1 N

13120  Cm�lx r�r s/a/l 1.1-2.5 �m Covered N 1 T 0326 2.9651

13121  Cm�lx r�r s/a/l 2.6-7.5 �m Covered N 1 T 0327 5.7989

13122  Cm�lx r�r s/a/l addl 5 �m/> Covered N 1 N

13131  Cm�lx r�r �/�/�/m/n/ax/g/h/� Covered N 1 T 0326 2.9651

13132  Cm�lx r�r �/�/�/m/n/ax/g/h/� Covered N 1 T 0327 5.7989

13133  Cm�lx r�r �/�/�/m/n/ax/g/h/� Covered N 1 N

13151  Cm�lx r�r e/n/e/l 1.1-2.5 �m Covered N 1 T 0327 5.7989

13152  Cm�lx r�r e/n/e/l 2.6-7.5 �m Covered N 1 T 0327 5.7989

13153  Cm�lx r�r e/n/e/l addl 5�m/< Covered N 1 N

13160  Late �losure o� wound Covered N 1 T 0328 18.9748

14000  Tis trn�r trunk 10 sq �m/< Covered N 1 T 0328 18.9748

14001  Tis trn�r trunk 10.1-30sq�m Covered N 1 T 0328 18.9748

14020  Tis trn�r s/a/l 10 sq �m/< Covered N 1 T 0328 18.9748

14021  Tis trn�r s/a/l 10.1-30 sq�m Covered N 1 T 0328 18.9748

14040  Tis trn�r �/�/�/m/n/a/g/h/� Covered N 1 T 0328 18.9748

14041  Tis trn�r �/�/�/m/n/a/g/h/� Covered N 1 T 0328 18.9748

14060  Tis trn�r e/n/e/l 10 sq �m/< Covered N 1 T 0328 18.9748

14061  Tis trn�r e/n/e/l10.1-30sq�m Covered N 1 T 0328 18.9748

14301  Tis trn�r any 30.1-60 sq �m Covered N 1 T 0329 31.0293

14302  Tis trn�r addl 30 sq �m/< Covered N 1 N

14350  Filleted finger/toe fla� Covered N 1 T 0328 18.9748

15002  Wound �re� trk/arm/leg Covered N 1 T 0327 5.7989

15003  Wound �re� addl 100 �m Covered N 1 N

15004  Wound �re� �/n/h�/g Covered N 1 T 0327 5.7989

15005  Wnd �re� �/n/h�/g addl �m Covered N 1 N

15040  Harvest �ultured skin gra� Covered N 1 T 0327 5.7989
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15050  Skin �in�h gra� Covered N 1 T 0327 5.7989

15100  Skin s�lt gr� trnk/arm/leg Covered N 1 T 0329 31.0293

15101  Skin s�lt gr� t/a/l add-on Covered N 8 N

15110  E�idrm autogr� trnk/arm/leg Covered N 1 T 0327 5.7989

15111  E�idrm autogr� t/a/l add-on Covered N 1 N

15115  E�idrm a-gr� �a�e/n�k/h�/g Covered N 1 T 0328 18.9748

15116  E�idrm a-gr� �/n/h�/g addl Covered N 1 N

15120  Skn s�lt a-gr� �a�/n�k/h�/g Covered N 1 T 0329 31.0293

15121  Skn s�lt a-gr� �/n/h�/g add Covered N 4 N

15130  Derm autogra� trnk/arm/leg Covered N 1 T 0329 31.0293

15131  Derm autogra� t/a/l add-on Covered N 1 N

15135  Derm autogra� �a�e/n�k/h�/g Covered N 1 T 0328 18.9748

15136  Derm autogra� �/n/h�/g add Covered N 1 N

15150  Cult skin gr� t/arm/leg Covered N 1 T 0328 18.9748

15151  Cult skin gr� t/a/l addl Covered N 1 N

15152  Cult skin gra� t/a/l +G Covered N 1 N

15155  Cult skin gra� �/n/h�/g Covered N 1 T 0329 31.0293

15156  Cult skin gr� �/n/h�g add Covered N 1 N

15157  Cult e�iderm gr� �/n/h�g +G Covered N 1 N

15200  Skin �ull gra� trunk Covered N 1 T 0329 31.0293

15201  Skin �ull gra� trunk add-on Covered N 1 N

15220  Skin �ull gra� s�l�/arm/leg Covered N 1 T 0328 18.9748

15221  Skin �ull gra� add-on Covered N 1 N

15240  Skin �ull gr� �a�e/genit/h� Covered N 1 T 0328 18.9748

15241  Skin �ull gra� add-on Covered N 5 N

15260  Skin �ull gra� een & li�s Covered N 1 T 0328 18.9748

15261  Skin �ull gra� add-on Covered N 5 N

15271  Skin sub gra� trnk/arm/leg Covered N 1 T 0328 18.9748

15272  Skin sub gra� t/a/l add-on Covered N 5 N

15273  Skin sub gr� t/arm/lg �hild Covered N 1 T 0329 31.0293

15274  Skn sub gr� t/a/l �hild add Covered N 5 N

15275  Skin sub gra� �a�e/nk/h�/g Covered N 1 T 0328 18.9748

15276  Skin sub gra� �/n/h�/g addl Covered N 5 N

15277  Skn sub gr� �/n/h�/g �hild Covered N 1 T 0328 18.9748

15278  Skn sub gr� �/n/h�/g �h add Covered N 5 N

15570  Skin �edi�le fla� trunk Covered N 1 T 0328 18.9748

15572  Skin �edi�le fla� arms/legs Covered N 1 T 0328 18.9748

15574  Ped�le H/�h/�h/m/n/ax/g/h/� Covered N 1 T 0328 18.9748

15576  Pedi�le e/n/e/l/ntroral Covered N 1 T 0328 18.9748

15600  Delay fla� trunk Covered N 1 T 0329 31.0293

15610  Delay fla� arms/legs Covered N 1 T 0329 31.0293

15620  Delay fla� �/�/�/n/ax/g/h/� Covered N 1 T 0328 18.9748
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15630  Delay fla� eye/nos/ear/li� Covered N 1 T 0328 18.9748

15650  Trans�er skin �edi�le fla� Covered N 1 T 0328 18.9748

15731  Forehead fla� w/vas� �edi�le Covered N 1 T 0329 31.0293

15732  Ius�le-skin gra� head/ne�k Covered N 1 T 0328 18.9748

15734  Ius�le-skin gra� trunk Covered N 1 T 0329 31.0293

15736  Ius�le-skin gra� arm Covered N 1 T 0328 18.9748

15738  Ius�le-skin gra� leg Covered N 1 T 0329 31.0293

15740  Island �edi�le fla� gra� Covered N 1 T 0328 18.9748

15750  Neurovas�ular �edi�le fla� Covered N 1 T 0328 18.9748

15756  Free myo/skin fla� mi�rovas� Covered N 1 C $2,183.35

15757  Free skin fla� mi�rovas� Covered N 1 C $2,185.82

15758  Free �as�ial fla� mi�rovas� Covered N 1 C $2,179.07

15760  Com�osite skin gra� Covered N 1 T 0328 18.9748

15770  Derma-�at-�as�ia gra� Covered N 1 T 0329 31.0293

15775  Hair trns�l 1-15 �un�h gr�s Not Covered T 0326 2.9651

15776  Hair trns�l >15 �un�h gra�s Not Covered T 0326 2.9651

15777  A�ellular derm matrix im�lt Covered N 1 N

15780  Dermabrasion total �a�e Covered N 1 T 0022 24.5953

15781  Dermabrasion segmental �a�e Covered N 1 T 0020 11.1440

15782  Dermabrasion other than �a�e Covered N 1 T 0019 5.1037

15783  Dermabrasion su�rfl any site Covered N 1 T 0016 3.8173

15786  Abrasion lesion single Covered N 1 Q1 0012 1.3279

15787  Abrasion lesions add-on Covered N 1 N

15788  Chemi�al �eel �a�e e�iderm Covered N 1 Q1 0012 1.3279

15789  Chemi�al �eel �a�e dermal Covered N 1 T 0015 1.9702

15792  Chemi�al �eel non�a�ial Covered N 1 Q1 0012 1.3279

15793  Chemi�al �eel non�a�ial Covered N 1 Q1 0012 1.3279

15819  Plas#� surgery ne�k Covered N 1 T 0328 18.9748

15820  Revision o� lower eyelid Covered N 1 T 0328 18.9748

15821  Revision o� lower eyelid Covered N 1 T 0328 18.9748

15822  Revision o� u��er eyelid Covered N 1 T 0328 18.9748

15823  Revision o� u��er eyelid Covered N 1 T 0328 18.9748

15824  Removal o� �orehead wrinkles Not Covered T 0328 18.9748

15825  Removal o� ne�k wrinkles Not Covered T 0328 18.9748

15826  Removal o� brow wrinkles Not Covered T 0329 31.0293

15828  Removal o� �a�e wrinkles Not Covered T 0329 31.0293

15829  Removal o� skin wrinkles Not Covered T 0329 31.0293

15830  Ex� skin abd Covered N 1 T 0030 55.9563

15832  Ex�ise ex�essive skin thigh Covered N 1 T 0022 24.5953

15833  Ex�ise ex�essive skin leg Covered N 1 T 0022 24.5953

15834  Ex�ise ex�essive skin hi� Covered N 1 T 0022 24.5953

15835  Ex�ise ex�essive skin buK�k Covered N 1 T 0022 24.5953
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15836  Ex�ise ex�essive skin arm Covered N 1 T 0021 18.0849

15837  Ex�ise ex�ess skin arm/hand Covered N 1 T 0021 18.0849

15838  Ex�ise ex�ess skin �at �ad Covered N 1 T 0021 18.0849

15839  Ex�ise ex�ess skin & #ssue Covered N 1 T 0021 18.0849

15840  Nerve �alsy �as�ial gra� Covered N 1 T 0329 31.0293

15841  Nerve �alsy mus�le gra� Covered N 1 T 0329 31.0293

15842  Nerve �alsy mi�rosurg gra� Covered N 1 T 0329 31.0293

15845  Skin and mus�le re�air �a�e Covered N 1 T 0329 31.0293

15847  Ex� skin abd add-on Covered N 1 N

15850  Remove sutures same surgeon Covered N 1 T 0017 17.3610

15851  Remove sutures diff surgeon Covered N 1 T 0017 17.3610

15852  Dressing �hange not �or burn Covered N 1 Q1 0420 1.7762

15860  Test �or blood flow in gra� Covered N 1 Q1 0420 1.7762

15876  Su�#on li�e�tomy head&ne�k Not Covered T 0329 31.0293

15877  Su�#on li�e�tomy trunk Not Covered T 0329 31.0293

15878  Su�#on li�e�tomy u�r extrem Not Covered T 0329 31.0293

15879  Su�#on li�e�tomy lwr extrem Not Covered T 0329 31.0293

15920  Removal o� tail bone ul�er Covered N 1 T 0020 11.1440

15922  Removal o� tail bone ul�er Covered N 1 T 0328 18.9748

15931  Remove sa�rum �ressure sore Covered N 1 T 0022 24.5953

15933  Remove sa�rum �ressure sore Covered N 1 T 0022 24.5953

15934  Remove sa�rum �ressure sore Covered N 1 T 0329 31.0293

15935  Remove sa�rum �ressure sore Covered N 1 T 0329 31.0293

15936  Remove sa�rum �ressure sore Covered N 1 T 0328 18.9748

15937  Remove sa�rum �ressure sore Covered N 1 T 0328 18.9748

15940  Remove hi� �ressure sore Covered N 1 T 0022 24.5953

15941  Remove hi� �ressure sore Covered N 1 T 0022 24.5953

15944  Remove hi� �ressure sore Covered N 1 T 0328 18.9748

15945  Remove hi� �ressure sore Covered N 1 T 0327 5.7989

15946  Remove hi� �ressure sore Covered N 1 T 0329 31.0293

15950  Remove thigh �ressure sore Covered N 1 T 0022 24.5953

15951  Remove thigh �ressure sore Covered N 1 T 0022 24.5953

15952  Remove thigh �ressure sore Covered N 1 T 0329 31.0293

15953  Remove thigh �ressure sore Covered N 1 T 0329 31.0293

15956  Remove thigh �ressure sore Covered N 1 T 0328 18.9748

15958  Remove thigh �ressure sore Covered N 1 T 0329 31.0293

15999  Removal o� �ressure sore Covered N 1 T 0019 5.1037

16000  Ini#al treatment o� burn(s) Covered N 1 Q1 0012 1.3279

16020  Dress/debrid �-thi�k burn s Covered N 1 T 0015 1.9702

16025  Dress/debrid �-thi�k burn m Covered N 1 T 0015 1.9702

16030  Dress/debrid �-thi�k burn l Covered N 1 T 0016 3.8173

16035  In�ision o� burn s�ab ini# Covered N 1 T 0016 3.8173
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16036  Es�harotomy addl in�ision Covered N 5 C $80.61

17000  Destru�t �remalg lesion Covered N 1 T 0015 1.9702

17003  Destru�t �remalg les 2-14 Covered N 13 N

17004  Destroy �remal lesions 15/> Covered N 1 T 0016 3.8173

17106  Destru�#on o� skin lesions Covered N 1 T 0016 3.8173

17107  Destru�#on o� skin lesions Covered N 1 T 0016 3.8173

17108  Destru�#on o� skin lesions Covered N 1 T 0016 3.8173

17110  Destru�t b9 lesion 1-14 Covered N 1 Q1 0012 1.3279

17111  Destru�t lesion 15 or more Covered N T 0015 1.9702

17250  Chemi�al �autery #ssue Covered N 1 T 0015 1.9702

17260  Destru�#on o� skin lesions Covered N 4 T 0015 1.9702

17261  Destru�#on o� skin lesions Covered N 4 T 0015 1.9702

17262  Destru�#on o� skin lesions Covered N 4 T 0015 1.9702

17263  Destru�#on o� skin lesions Covered N 4 T 0015 1.9702

17264  Destru�#on o� skin lesions Covered N 4 T 0015 1.9702

17266  Destru�#on o� skin lesions Covered N 4 T 0016 3.8173

17270  Destru�#on o� skin lesions Covered N 4 T 0015 1.9702

17271  Destru�#on o� skin lesions Covered N 4 T 0015 1.9702

17272  Destru�#on o� skin lesions Covered N 4 T 0015 1.9702

17273  Destru�#on o� skin lesions Covered N 4 T 0016 3.8173

17274  Destru�#on o� skin lesions Covered N 4 T 0016 3.8173

17276  Destru�#on o� skin lesions Covered N 3 T 0016 3.8173

17280  Destru�#on o� skin lesions Covered N 4 T 0015 1.9702

17281  Destru�#on o� skin lesions Covered N 4 T 0015 1.9702

17282  Destru�#on o� skin lesions Covered N 4 T 0016 3.8173

17283  Destru�#on o� skin lesions Covered N 4 T 0016 3.8173

17284  Destru�#on o� skin lesions Covered N 4 T 0016 3.8173

17286  Destru�#on o� skin lesions Covered N 4 T 0016 3.8173

17311  Iohs 1 stage h/n/h�/g Covered N 1 T 0327 5.7989

17312  Iohs addl stage Covered N 1 N

17313  Iohs 1 stage t/a/l Covered N 1 T 0327 5.7989

17314  Iohs addl stage t/a/l Covered N 1 N

17315  Iohs surg addl blo�k Covered N 1 N

17340  Cryothera�y o� skin Covered N 1 Q1 0340 0.7061

17360  Skin �eel thera�y Not Covered T 0015 1.9702

17380  Hair removal by ele�trolysis Not Covered T 0016 3.8173

17999  Skin #ssue �ro�edure Covered N 1 Q1 0012 1.3279

19000  Drainage o� breast lesion Covered N 1 T 0004 6.5703

19001  Drain breast lesion add-on Covered N 2 N

19020  In�ision o� breast lesion Covered N 1 T 0008 22.0535

19030  In2e�#on �or breast x-ray Covered N 2 N

19081  Bx breast 1st lesion strt�t� Covered N 1 T 0005 14.1916
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19082  Bx breast add lesion strt�t� Covered N 1 N

19083  Bx breast 1st lesion us imag Covered N 1 T 0005 14.1916

19084  Bx breast add lesion us imag Covered N 1 N

19085  Bx breast 1st lesion mr imag Covered N 1 T 0005 14.1916

19086  Bx breast add lesion mr imag Covered N 1 N

19100  Bx breast �er�ut w/o image Covered N 2 T 0004 6.5703

19101  Bio�sy o� breast o�en Covered N 1 T 0028 29.2241

19105  Cryosurg ablate �a ea�h Covered N 1 T 0029 40.6181

19110  Ni��le ex�lora#on Covered N 1 T 0028 29.2241

19112  Ex�ise breast du�t fistula Covered N 1 T 0028 29.2241

19120  Removal o� breast lesion Covered N 1 T 0028 29.2241

19125  Ex�ision breast lesion Covered N 1 T 0028 29.2241

19126  Ex�ision addl breast lesion Covered N 2 N

19260  Removal o� �hest wall lesion Covered N 1 T 0021 18.0849

19271  Revision o� �hest wall Covered N 1 C $1,176.57

19272  Extensive �hest wall surgery Covered N 1 C $1,263.67

19281  Perq devi�e breast 1st imag Covered N 1 Q1 0420 1.7762

19282  Perq devi�e breast ea imag Covered N 1 N

19283  Perq dev breast 1st strt�t� Covered N 1 Q1 0420 1.7762

19284  Perq dev breast add strt�t� Covered N 1 N

19285  Perq dev breast 1st us imag Covered N 1 Q1 0420 1.7762

19286  Perq dev breast add us imag Covered N 1 N

19287  Perq dev breast 1st mr guide Covered N 1 Q1 0420 1.7762

19288  Perq dev breast add mr guide Covered N 1 N

19296  Pla�e �o breast �ath �or rad Covered N 1 J1 0648 100.6339

19297  Pla�e breast �ath �or rad Covered N 1 N

19298  Pla�e breast rad tube/�aths Covered N 1 J1 0648 100.6339

19300  Removal o� breast #ssue Covered N 1 T 0028 29.2241

19301  Par#al maste�tomy Covered N 1 T 0028 29.2241

19302  P-maste�tomy w/ln removal Covered N 1 T 0030 55.9563

19303  Iast sim�le �om�lete Covered N 1 T 0029 40.6181

19304  Iast subq Covered N 1 T 0029 40.6181

19305  Iast radi�al Covered N 1 C $865.93

19306  Iast rad urban ty�e Covered N 1 C $899.54

19307  Iast mod rad Covered N 1 T 0030 55.9563

19316  Sus�ension o� breast Covered N 1 T 0029 40.6181

19318  Redu�#on o� large breast Covered N 1 T 0030 55.9563

19324  Enlarge breast Not Covered T 0030 55.9563

19325  Enlarge breast with im�lant Not Covered J1 0648 100.6339

19328  Removal o� breast im�lant Covered N 1 Q2 0029 40.6181

19330  Removal o� im�lant material Covered N 1 Q2 0029 40.6181

19340  Immediate breast �rosthesis Covered N 1 T 0030 55.9563
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19342  Delayed breast �rosthesis Covered N 1 J1 0648 100.6339

19350  Breast re�onstru�#on Covered N 1 T 0028 29.2241

19355  Corre�t inverted ni��le(s) Not Covered T 0029 40.6181

19357  Breast re�onstru�#on Covered N 1 J1 0648 100.6339

19361  Breast re�onstr w/lat fla� Covered N 1 C $1,255.95

19364  Breast re�onstru�#on Covered N 1 C $2,209.38

19366  Breast re�onstru�#on Covered N 1 T 0029 40.6181

19367  Breast re�onstru�#on Covered N 1 C $1,553.11

19368  Breast re�onstru�#on Covered N 1 C $1,849.38

19369  Breast re�onstru�#on Covered N 1 C $1,751.26

19370  Surgery o� breast �a�sule Covered N 1 T 0029 40.6181

19371  Removal o� breast �a�sule Covered N 1 T 0029 40.6181

19380  Revise breast re�onstru�#on Covered N 1 T 0030 55.9563

19396  Design �ustom breast im�lant Not Covered T 0029 40.6181

19499  Breast surgery �ro�edure Covered N 1 T 0028 29.2241

20005  I&d abs�ess sub�as�ial Covered N 1 T 0020 11.1440

20100  Ex�lore wound ne�k Covered N 1 T 0252 8.7183

20101  Ex�lore wound �hest Covered N 1 T 0328 18.9748

20102  Ex�lore wound abdomen Covered N 1 T 0328 18.9748

20103  Ex�lore wound extremity Covered N 1 T 0007 11.6749

20150  Ex�ise e�i�hyseal bar Covered N 1 T 0051 50.7327

20200  Ius�le bio�sy Covered N 2 T 0021 18.0849

20205  Dee� mus�le bio�sy Covered N 2 T 0021 18.0849

20206  Needle bio�sy mus�le Covered N 1 T 0005 14.1916

20220  Bone bio�sy tro�ar/needle Covered N 2 T 0020 11.1440

20225  Bone bio�sy tro�ar/needle Covered N 1 T 0021 18.0849

20240  Bone bio�sy ex�isional Covered N 1 T 0022 24.5953

20245  Bone bio�sy ex�isional Covered N 1 T 0022 24.5953

20250  O�en bone bio�sy Covered N 1 T 0050 35.0819

20251  O�en bone bio�sy Covered N 1 T 0050 35.0819

20500  In2e�#on o� sinus tra�t Covered N 2 T 0252 8.7183

20501  In2e�t sinus tra�t �or x-ray Covered N 1 N

20520  Removal o� �oreign body Covered N 1 T 0020 11.1440

20525  Removal o� �oreign body Covered N 1 T 0022 24.5953

20526  Ther in2e�#on �ar� tunnel Covered N 1 T 0204 2.8475

20527  In2 du�uytren �ord w/enzyme Covered N 1 T 0204 2.8475

20550  In2 tendon sheath/ligament Covered N 4 T 0204 2.8475

20551  In2 tendon origin/inser#on Covered N 3 T 0204 2.8475

20552  In2 trigger �oint 1/2 mus�l Covered N 1 T 0204 2.8475

20553  In2e�t trigger �oints 3/> Covered N 2 T 0204 2.8475

20555  Pla�e ndl mus�/#s �or rt Covered N 1 T 0050 35.0819

20600  Drain/in2 2oint/bursa w/o us Covered N 5 T 0204 2.8475
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20604  Drain/in2 2oint/bursa w/us Covered N 1 T 0204 2.8475

20605  Drain/in2 2oint/bursa w/o us Covered N 2 T 0204 2.8475

20606  Drain/in2 2oint/bursa w/us Covered N 1 T 0204 2.8475

20610  Drain/in2 2oint/bursa w/o us Covered N 3 T 0204 2.8475

20611  Drain/in2 2oint/bursa w/us Covered N 1 T 0204 2.8475

20612  As�irate/in2 ganglion �yst Covered N 5 T 0204 2.8475

20615  Treatment o� bone �yst Covered N 1 T 0004 6.5703

20650  Insert and remove bone �in Covered N 1 T 0050 35.0819

20660  A��ly rem fixa#on devi�e Covered N 2 Q2 0139 9.6161

20661  A��li�a#on o� head bra�e Covered N 1 C $354.93

20662  A��li�a#on o� �elvis bra�e Covered N 1 T 0049 22.3913

20663  A��li�a#on o� thigh bra�e Covered N 2 T 0050 35.0819

20664  A��li�a#on o� halo Covered N 1 C $505.88

20665  Removal o� fixa#on devi�e Covered N 1 Q1 0420 1.7762

20670  Removal o� su��ort im�lant Covered N 2 Q2 0021 18.0849

20680  Removal o� su��ort im�lant Covered N 1 Q2 0022 24.5953

20690  A��ly bone fixa#on devi�e Covered N 1 T 0050 35.0819

20692  A��ly bone fixa#on devi�e Covered N 1 T 0050 35.0819

20693  Ad2ust bone fixa#on devi�e Covered N 1 T 0050 35.0819

20694  Remove bone fixa#on devi�e Covered N 1 Q2 0049 22.3913

20696  Com� mul#�lane ext fixa#on Covered N 1 T 0050 35.0819

20697  Com� ext fixate strut �hange Covered N 1 T 0139 9.6161

20802  Re�lanta#on arm �om�lete Not Covered C

20805  Re�lant �orearm �om�lete Covered N 1 C $3,267.97

20808  Re�lanta#on hand �om�lete Not Covered C

20816  Re�lanta#on digit �om�lete Covered N 1 C $2,298.39

20822  Re�lanta#on digit �om�lete Covered N 1 T 0054 29.7967

20824  Re�lanta#on thumb �om�lete Covered N 1 C $2,273.40

20827  Re�lanta#on thumb �om�lete Covered N 1 C $1,982.99

20838  Re�lanta#on �oot �om�lete Covered N 1 C $2,622.60

20900  Removal o� bone �or gra� Covered N 1 T 0050 35.0819

20902  Removal o� bone �or gra� Covered N 1 T 0050 35.0819

20910  Remove �ar#lage �or gra� Covered N 1 T 0327 5.7989

20912  Remove �ar#lage �or gra� Covered N 1 T 0329 31.0293

20920  Removal o� �as�ia �or gra� Covered N 1 T 0329 31.0293

20922  Removal o� �as�ia �or gra� Covered N 1 T 0329 31.0293

20924  Removal o� tendon �or gra� Covered N 2 T 0050 35.0819

20926  Removal o� #ssue �or gra� Covered N 1 T 0329 31.0293

20930  S� bone algr� morsel add-on Covered N 1 N

20931  S� bone algr� stru�t add-on Covered N 1 N

20936  S� bone agr� lo�al add-on Covered N 1 C $165.28

20937  S� bone agr� morsel add-on Covered N 1 C $176.16
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20938  S� bone agr� stru�t add-on Covered N 1 C $192.37

20950  Fluid �ressure mus�le Covered N 1 T 0006 2.1836

20955  Fibula bone gra� mi�rovas� Covered N 1 C $2,514.56

20956  Ilia� bone gra� mi�rovas� Covered N 1 C $2,387.11

20957  It bone gra� mi�rovas� Covered N 1 C $2,321.30

20962  Other bone gra� mi�rovas� Covered N 2 C $2,357.69

20969  Bone/skin gra� mi�rovas� Covered N 1 C $2,806.40

20970  Bone/skin gra� ilia� �rest Covered N 1 C $2,752.87

20972  Bone/skin gra� metatarsal Covered N 1 T 0056 70.3645

20973  Bone/skin gra� great toe Covered N 1 T 0056 70.3645

20974  Ele�tri�al bone s#mula#on Covered N 1 A $88.32

20975  Ele�tri�al bone s#mula#on Covered N 1 N

20979  Us bone s#mula#on Covered N 1 Q1 0340 0.7061

20982  Ablate bone tumor(s) �erq Covered N 2 T 0051 50.7327

20983  Ablate bone tumor(s) �erq Covered N 1 T 0051 50.7327

20985  C�tr-asst dir ms �x Covered N 1 N

20999  Ius�uloskeletal surgery Covered N 1 T 0049 22.3913

21010  In�ision o� 2aw 2oint Covered N 1 T 0256 50.2882

21011  Ex� �a�e les s� <2 �m Covered N 1 T 0020 11.1440

21012  Ex� �a�e les sbq 2 �m/> Covered N 1 T 0020 11.1440

21013  Ex� �a�e tum dee� < 2 �m Covered N 1 T 0020 11.1440

21014  Ex� �a�e tum dee� 2 �m/> Covered N 1 T 0020 11.1440

21015  Rese�t �a�e/s�al� tum < 2 �m Covered N 1 T 0021 18.0849

21016  Rese�t �a�e/s�al� tum 2 �m/> Covered N 1 T 0022 24.5953

21025  Ex�ision o� bone lower 2aw Covered N 1 T 0256 50.2882

21026  Ex�ision o� �a�ial bone(s) Covered N 1 T 0254 26.2386

21029  Contour o� �a�e bone lesion Covered N 1 T 0254 26.2386

21030  Ex�ise max/zygoma b9 tumor Covered N 2 T 0254 26.2386

21031  Remove exostosis mandible Covered N 1 T 0254 26.2386

21032  Remove exostosis maxilla Covered N 1 T 0254 26.2386

21034  Ex�ise max/zygoma mal tumor Covered N 1 T 0256 50.2882

21040  Ex�ise mandible lesion Covered N 1 T 0254 26.2386

21044  Removal o� 2aw bone lesion Covered N 1 T 0256 50.2882

21045  Extensive 2aw surgery Covered N 1 C $995.51

21046  Remove mandible �yst �om�lex Covered N 1 T 0256 50.2882

21047  Ex�ise lwr 2aw �yst w/re�air Covered N 1 T 0256 50.2882

21048  Remove maxilla �yst �om�lex Covered N 1 T 0256 50.2882

21049  Ex�is u��r 2aw �yst w/re�air Covered N 1 T 0256 50.2882

21050  Removal o� 2aw 2oint Covered N 2 T 0256 50.2882

21060  Remove 2aw 2oint �ar#lage Covered N 2 T 0256 50.2882

21070  Remove �oronoid �ro�ess Covered N 1 T 0256 50.2882

21073  In�2 o� tm2 w/anesth Covered N 1 T 0254 26.2386
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21076  Pre�are �a�e/oral �rosthesis Covered N 1 T 0254 26.2386

21077  Pre�are �a�e/oral �rosthesis Covered N 1 T 0256 50.2882

21079  Pre�are �a�e/oral �rosthesis Covered N 1 T 0256 50.2882

21080  Pre�are �a�e/oral �rosthesis Covered N 1 T 0256 50.2882

21081  Pre�are �a�e/oral �rosthesis Covered N 1 T 0256 50.2882

21082  Pre�are �a�e/oral �rosthesis Covered N 1 T 0256 50.2882

21083  Pre�are �a�e/oral �rosthesis Covered N 1 T 0256 50.2882

21084  Pre�are �a�e/oral �rosthesis Covered N 1 T 0256 50.2882

21085  Pre�are �a�e/oral �rosthesis Covered N 1 T 0252 8.7183

21086  Pre�are �a�e/oral �rosthesis Covered N 1 T 0256 50.2882

21087  Pre�are �a�e/oral �rosthesis Covered N 1 T 0256 50.2882

21088  Pre�are �a�e/oral �rosthesis Covered N 1 T 0256 50.2882

21089  Pre�are �a�e/oral �rosthesis Covered N 1 T 0250 1.7489

21100  Iaxillo�a�ial fixa#on Covered N 1 T 0256 50.2882

21110  Interdental fixa#on Covered N 1 Q2 0252 8.7183

21116  In2e�#on 2aw 2oint x-ray Covered N 2 N

21120  Re�onstru�#on o� �hin Covered N 1 T 0256 50.2882

21121  Re�onstru�#on o� �hin Covered N 1 T 0254 26.2386

21122  Re�onstru�#on o� �hin Covered N 1 T 0254 26.2386

21123  Re�onstru�#on o� �hin Covered N 1 T 0254 26.2386

21125  Augmenta#on lower 2aw bone Covered N 1 T 0254 26.2386

21127  Augmenta#on lower 2aw bone Covered N 1 T 0256 50.2882

21137  Redu�#on o� �orehead Covered N 1 T 0254 26.2386

21138  Redu�#on o� �orehead Covered N 1 T 0256 50.2882

21139  Redu�#on o� �orehead Covered N 1 T 0256 50.2882

21141  Le�ort i-1 �ie�e w/o gra� Covered N 1 C $1,090.54

21142  Le�ort i-2 �ie�e w/o gra� Covered N 1 C $1,154.58

21143  Le�ort i-3/> �ie�e w/o gra� Covered N 1 C $1,149.60

21145  Le�ort i-1 �ie�e w/ gra� Covered N 1 C $1,150.38

21146  Le�ort i-2 �ie�e w/ gra� Covered N 1 C $1,193.11

21147  Le�ort i-3/> �ie�e w/ gra� Not Covered C

21150  Le�ort ii anterior intrusion Covered N 1 T 0256 50.2882

21151  Le�ort ii w/bone gra�s Covered N 1 C $1,707.71

21154  Le�ort iii w/o le�ort i Covered N 1 C $1,787.93

21155  Le�ort iii w/ le�ort i Covered N 1 C $1,997.34

21159  Le�ort iii w/Hdw/o le�ort i Covered N 1 C $2,502.06

21160  Le�ort iii w/Hd w/ le�ort i Covered N 1 C $2,660.47

21172  Re�onstru�t orbit/�orehead Covered N 1 T 0256 50.2882

21175  Re�onstru�t orbit/�orehead Covered N 1 T 0256 50.2882

21179  Re�onstru�t en#re �orehead Covered N 1 C $1,376.72

21180  Re�onstru�t en#re �orehead Covered N 1 C $1,540.82

21181  Contour �ranial bone lesion Covered N 1 T 0256 50.2882
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21182  Re�onstru�t �ranial bone Covered N 1 C $1,946.76

21183  Re�onstru�t �ranial bone Covered N 1 C $2,098.46

21184  Re�onstru�t �ranial bone Covered N 1 C $2,355.97

21188  Re�onstru�#on o� mid�a�e Covered N 1 C $1,353.87

21193  Re�onst lwr 2aw w/o gra� Covered N 1 T 0256 50.2882

21194  Re�onst lwr 2aw w/gra� Covered N 1 C $1,167.90

21195  Re�onst lwr 2aw w/o fixa#on Covered N 1 T 0256 50.2882

21196  Re�onst lwr 2aw w/fixa#on Covered N 1 C $1,133.02

21198  Re�onstr lwr 2aw segment Covered N 1 T 0254 26.2386

21199  Re�onstr lwr 2aw w/advan�e Covered N T 0256 50.2882

21206  Re�onstru�t u��er 2aw bone Covered N 1 T 0256 50.2882

21208  Augmenta#on o� �a�ial bones Covered N 1 T 0256 50.2882

21209  Redu�#on o� �a�ial bones Covered N 1 T 0256 50.2882

21210  Fa�e bone gra� Covered N 1 T 0256 50.2882

21215  Lower 2aw bone gra� Covered N 1 T 0256 50.2882

21230  Rib �ar#lage gra� Covered N 1 T 0256 50.2882

21235  Ear �ar#lage gra� Covered N 1 T 0253 17.0798

21240  Re�onstru�#on o� 2aw 2oint Covered N 1 T 0256 50.2882

21242  Re�onstru�#on o� 2aw 2oint Covered N 1 T 0256 50.2882

21243  Re�onstru�#on o� 2aw 2oint Covered N 1 T 0256 50.2882

21244  Re�onstru�#on o� lower 2aw Covered N 1 T 0256 50.2882

21245  Re�onstru�#on o� 2aw Covered N 1 T 0256 50.2882

21246  Re�onstru�#on o� 2aw Covered N 1 T 0256 50.2882

21247  Re�onstru�t lower 2aw bone Covered N 1 C $1,515.25

21248  Re�onstru�#on o� 2aw Covered N 1 T 0256 50.2882

21249  Re�onstru�#on o� 2aw Covered N 1 T 0256 50.2882

21255  Re�onstru�t lower 2aw bone Covered N 1 C $1,099.82

21256  Re�onstru�#on o� orbit Covered N 1 T 0256 50.2882

21260  Revise eye so�kets Covered N 1 T 0256 50.2882

21261  Revise eye so�kets Covered N 1 T 0256 50.2882

21263  Revise eye so�kets Covered N 1 T 0256 50.2882

21267  Revise eye so�kets Covered N 1 T 0256 50.2882

21268  Revise eye so�kets Covered N 1 C $1,458.80

21270  Augmenta#on �heek bone Covered N 1 T 0256 50.2882

21275  Revision orbito�a�ial bones Covered N 1 T 0256 50.2882

21280  Revision o� eyelid Covered N 1 T 0256 50.2882

21282  Revision o� eyelid Covered N 1 T 0253 17.0798

21295  Revision o� 2aw mus�le/bone Covered N 1 T 0252 8.7183

21296  Revision o� 2aw mus�le/bone Covered N 1 T 0254 26.2386

21299  Cranio/maxillo�a�ial surgery Covered N 1 T 0250 1.7489

21310  Closed tx nose �x w/o man2 Covered N 1 T 0250 1.7489

21315  Closed tx nose �x w/o stabl2 Covered N 1 T 0253 17.0798
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21320  Closed tx nose �x w/ stabl2 Covered N 1 T 0253 17.0798

21325  O�en tx nose �x un�om�li�atd Covered N 1 T 0254 26.2386

21330  O�en tx nose �x w/skele fix2 Covered N 1 T 0254 26.2386

21335  O�en tx nose & se�tal �x Covered N 1 T 0254 26.2386

21336  O�en tx se�tal �x w/wo stab2 Covered N 1 T 0062 27.5390

21337  Closed tx se�tal&nose �x Covered N 1 T 0253 17.0798

21338  O�en nasoethmoid �x w/o fix2 Covered N 1 T 0256 50.2882

21339  O�en nasoethmoid �x w/ fix2 Covered N 1 T 0254 26.2386

21340  Perq tx nasoethmoid �x Covered N 1 T 0256 50.2882

21343  O�en tx d�rsd �ront sinus �x Covered N 1 C $789.26

21344  O�en tx �om�l �ront sinus �x Covered N 1 C $1,100.68

21345  Closed tx nose/2aw �x Covered N 1 T 0254 26.2386

21346  O�n tx nasomax �x w/fix2 Covered N 1 T 0256 50.2882

21347  O�n tx nasomax �x mult�le Covered N 1 C $792.78

21348  O�n tx nasomax �x w/gra� Covered N 1 C $975.36

21355  Perq tx malar �ra�ture Covered N 2 T 0256 50.2882

21356  O�n tx d�rsd zygoma#� ar�h Covered N 1 T 0254 26.2386

21360  O�n tx d�rsd malar �ra�ture Covered N 2 T 0256 50.2882

21365  O�n tx �om�lx malar �x Covered N 1 T 0256 50.2882

21366  O�n tx �om�lx malar w/gr� Covered N 1 C $1,051.11

21385  O�n tx orbit �x transantral Covered N 1 T 0256 50.2882

21386  O�n tx orbit �x �eriorbital Covered N 1 T 0256 50.2882

21387  O�n tx orbit �x �ombined Covered N 1 T 0256 50.2882

21390  O�n tx orbit �eriorbtl im�lt Covered N 1 T 0256 50.2882

21395  O�n tx orbit �eriorbt w/gr� Covered N 1 T 0256 50.2882

21400  Closed tx orbit w/o mani�ul2 Covered N 1 T 0252 8.7183

21401  Closed tx orbit w/mani�ul2 Covered N 1 T 0252 8.7183

21406  O�n tx orbit �x w/o im�lant Covered N 1 T 0256 50.2882

21407  O�n tx orbit �x w/im�lant Covered N 1 T 0256 50.2882

21408  O�n tx orbit �x w/bone gr� Covered N 1 T 0256 50.2882

21421  Treat mouth roo� �ra�ture Covered N 1 T 0256 50.2882

21422  Treat mouth roo� �ra�ture Covered N 1 C $574.33

21423  Treat mouth roo� �ra�ture Covered N 1 C $673.04

21431  Treat �ranio�a�ial �ra�ture Covered N 1 C $452.93

21432  Treat �ranio�a�ial �ra�ture Covered N 1 C $560.43

21433  Treat �ranio�a�ial �ra�ture Covered N 1 C $1,502.19

21435  Treat �ranio�a�ial �ra�ture Covered N 1 C $1,063.91

21436  Treat �ranio�a�ial �ra�ture Covered N 1 C $1,558.32

21440  Treat dental ridge �ra�ture Covered N 1 T 0254 26.2386

21445  Treat dental ridge �ra�ture Covered N 1 T 0256 50.2882

21450  Treat lower 2aw �ra�ture Covered N 1 T 0251 4.8979

21451  Treat lower 2aw �ra�ture Covered N 1 T 0253 17.0798
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21452  Treat lower 2aw �ra�ture Covered N 1 T 0253 17.0798

21453  Treat lower 2aw �ra�ture Covered N 1 T 0256 50.2882

21454  Treat lower 2aw �ra�ture Covered N 1 T 0256 50.2882

21461  Treat lower 2aw �ra�ture Covered N 1 T 0256 50.2882

21462  Treat lower 2aw �ra�ture Covered N 1 T 0256 50.2882

21465  Treat lower 2aw �ra�ture Covered N 1 T 0256 50.2882

21470  Treat lower 2aw �ra�ture Covered N 1 T 0256 50.2882

21480  Reset dislo�ated 2aw Covered N 1 T 0250 1.7489

21485  Reset dislo�ated 2aw Covered N 1 T 0254 26.2386

21490  Re�air dislo�ated 2aw Covered N 1 T 0256 50.2882

21495  Treat hyoid bone �ra�ture Covered N 1 T 0253 17.0798

21497  Interdental wiring Covered N 1 T 0252 8.7183

21499  Head surgery �ro�edure Covered N 1 T 0250 1.7489

21501  Drain ne�k/�hest lesion Covered N 1 T 0008 22.0535

21502  Drain �hest lesion Covered N 1 T 0049 22.3913

21510  Drainage o� bone lesion Covered N 1 C $402.80

21550  Bio�sy o� ne�k/�hest Covered N 1 T 0021 18.0849

21552  Ex� ne�k les s� 3 �m/> Covered N 1 T 0022 24.5953

21554  Ex� ne�k tum dee� 5 �m/> Covered N 1 T 0022 24.5953

21555  Ex� ne�k les s� < 3 �m Covered N 1 T 0021 18.0849

21556  Ex� ne�k tum dee� < 5 �m Covered N 1 T 0022 24.5953

21557  Rese�t ne�k thorax tumor<5�m Covered N 1 T 0021 18.0849

21558  Rese�t ne�k tumor 5 �m/> Covered N 1 T 0022 24.5953

21600  Par#al removal o� rib Covered N 1 T 0050 35.0819

21610  Par#al removal o� rib Covered N 1 T 0050 35.0819

21615  Removal o� rib Covered N 1 C $702.58

21616  Removal o� rib and nerves Covered N 1 C $783.97

21620  Par#al removal o� sternum Covered N 1 C $516.50

21627  Sternal debridement Covered N 1 C $591.41

21630  Extensive sternum surgery Covered N 1 C $1,096.26

21632  Extensive sternum surgery Covered N 1 C $1,138.79

21685  Hyoid myotomy & sus�ension Covered N T 0254 26.2386

21700  Revision o� ne�k mus�le Covered N 1 T 0049 22.3913

21705  Revision o� ne�k mus�le/rib Covered N 1 C $561.98

21720  Revision o� ne�k mus�le Covered N 1 T 0049 22.3913

21725  Revision o� ne�k mus�le Covered N 1 T 0006 2.1836

21740  Re�onstru�#on o� sternum Covered N 1 C $1,045.38

21742  Re�air stern/nuss w/o s�o�e Covered N 1 T 0051 50.7327

21743  Re�air sternum/nuss w/s�o�e Covered N 1 T 0051 50.7327

21750  Re�air o� sternum se�ara#on Covered N 1 C $756.81

21805  Treatment o� rib �ra�ture Covered N 1 T 0062 27.5390

21811  O�tx o� rib �x w/fix2 s�o�e Covered N 1 T 0062 27.5390
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21812  Treatment o� rib �ra�ture Covered N 1 T 0062 27.5390

21813  Treatment o� rib �ra�ture Covered N 1 T 0062 27.5390

21820  Treat sternum �ra�ture Covered N 1 T 0129 2.2797

21825  Treat sternum �ra�ture Covered N 1 C $605.33

21899  Ne�k/�hest surgery �ro�edure Covered N 1 T 0250 1.7489

21920  Bio�sy so� #ssue o� ba�k Covered N 1 T 0020 11.1440

21925  Bio�sy so� #ssue o� ba�k Covered N 1 T 0022 24.5953

21930  Ex� ba�k les s� < 3 �m Covered N 1 T 0021 18.0849

21931  Ex� ba�k les s� 3 �m/> Covered N 1 T 0022 24.5953

21932  Ex� ba�k tum dee� < 5 �m Covered N 1 T 0021 18.0849

21933  Ex� ba�k tum dee� 5 �m/> Covered N 1 T 0022 24.5953

21935  Rese�t ba�k tum < 5 �m Covered N 1 T 0021 18.0849

21936  Rese�t ba�k tum 5 �m/> Covered N 1 T 0022 24.5953

22010  I&d �-s�ine �/t/�erv-thor Covered N 1 C $402.80

22015  I&d abs�ess �-s�ine l/s/ls Covered N 1 C $402.80

22100  Remove �art o� ne�k vertebra Covered N 1 T 0208 55.4537

22101  Remove �art thorax vertebra Covered N 1 T 0208 55.4537

22102  Remove �art lumbar vertebra Covered N 1 T 0208 55.4537

22103  Remove extra s�ine segment Covered N 3 N

22110  Remove �art o� ne�k vertebra Covered N 1 C $827.31

22112  Remove �art thorax vertebra Covered N 1 C $819.85

22114  Remove �art lumbar vertebra Covered N 1 C $800.94

22116  Remove extra s�ine segment Covered N 3 C $146.69

22206  In�is s�ine 3 �olumn thora� Covered N 1 C $1,708.71

22207  In�is s�ine 3 �olumn lumbar Covered N 1 C $1,687.63

22208  In�is s�ine 3 �olumn adl seg Covered N 1 C $428.48

22210  In�is 1 vertebral seg �erv Covered N 1 C $1,421.35

22212  In�is 1 vertebral seg thora� Covered N 1 C $1,258.09

22214  In�is 1 vertebral seg lumbar Covered N 1 C $1,239.01

22216  In�is addl s�ine segment Covered N 3 C $370.21

22220  In�is w/dis�e�tomy �ervi�al Covered N 1 C $1,350.85

22222  In�is w/dis�e�tomy thora�i� Covered N 1 C $1,225.28

22224  In�is w/dis�e�tomy lumbar Covered N 1 C $1,305.59

22226  Revise extra s�ine segment Covered N 1 C $368.00

22305  Closed tx s�ine �ro�ess �x Covered N 1 T 0129 2.2797

22310  Closed tx vert �x w/o man2 Covered N 1 T 0138 2.8828

22315  Closed tx vert �x w/man2 Covered N 1 T 0431 17.6908

22318  Treat odontoid �x w/o gra� Covered N 1 C $1,311.10

22319  Treat odontoid �x w/gra� Covered N C $1,480.69

22325  Treat s�ine �ra�ture Covered N 1 C $1,060.81

22326  Treat ne�k s�ine �ra�ture Covered N 1 C $1,278.66

22327  Treat thorax s�ine �ra�ture Covered N 1 C $1,245.81
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22328  Treat ea�h add s�ine �x Covered N 1 C $293.28

22505  Iani�ula#on o� s�ine Covered N 1 T 0045 15.5135

22510  Perq �ervi�othora�i� in2e�t Covered N 1 T 0050 35.0819

22511  Perq lumbosa�ral in2e�#on Covered N 1 T 0050 35.0819

22512  Vertebro�lasty addl in2e�t Covered N 1 N

22513  Perq vertebral augmenta#on Covered N 1 T 0052 85.2438

22514  Perq vertebral augmenta#on Covered N 1 T 0052 85.2438

22515  Perq vertebral augmenta#on Covered N 1 N

22526  Idet single level Not Covered E

22527  Idet 1 or more levels Not Covered E

22532  Lat thorax s�ine �usion Covered N 1 C $1,353.79

22533  Lat lumbar s�ine �usion Covered N 1 C $1,269.08

22534  Lat thor/lumb addl seg Covered N C $319.44

22548  Ne�k s�ine �usion Covered N 1 C $1,694.25

22551  Ne�k s�ine �use&remov bel �2 Covered N 1 J1 0425 137.8399

22552  Addl ne�k s�ine �usion Covered N 1 C $348.44

22554  Ne�k s�ine �usion Covered N 1 J1 0425 137.8399

22556  Thorax s�ine �usion Covered N 1 C $1,541.42

22558  Lumbar s�ine �usion Covered N 1 C $1,434.90

22585  Addi#onal s�inal �usion Covered N 1 C $354.61

22586  Pres�rl �use w/ instr l5-s1 Covered N 1 C $1,318.88

22590  S�ine & skull s�inal �usion Covered N 1 C $1,415.10

22595  Ne�k s�inal �usion Covered N 1 C $1,352.73

22600  Ne�k s�ine �usion Covered N 1 C $1,133.28

22610  Thorax s�ine �usion Covered N 1 C $1,118.85

22612  Lumbar s�ine �usion Covered N 1 J1 0425 137.8399

22614  S�ine �usion extra segment Covered N 1 N

22630  Lumbar s�ine �usion Covered N 1 C $1,373.76

22632  S�ine �usion extra segment Covered N 1 C $331.69

22633  Lumbar s�ine �usion �ombined Covered N 1 C $1,586.14

22634  S�ine �usion extra segment Covered N 1 C $426.60

22800  Post �usion </6 vert seg Covered N 1 C $1,249.49

22802  Post �usion 7-12 vert seg Covered N 1 C $1,983.65

22804  Post �usion 13/> vert seg Covered N 1 C $2,227.68

22808  Ant �usion 2-3 vert seg Covered N 1 C $1,619.22

22810  Ant �usion 4-7 vert seg Covered N 1 C $1,778.28

22812  Ant �usion 8/> vert seg Covered N 1 C $2,018.05

22818  Ky�he�tomy 1-2 segments Covered N 1 C $2,028.25

22819  Ky�he�tomy 3 or more Covered N 1 C $2,231.23

22830  Ex�lora#on o� s�inal �usion Covered N 1 C $769.61

22840  Insert s�ine fixa#on devi�e Covered N 1 C $711.21

22841  Insert s�ine fixa#on devi�e Covered N 1 C By Re�ort
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22842  Insert s�ine fixa#on devi�e Covered N 1 C $705.98

22843  Insert s�ine fixa#on devi�e Covered N 1 C $775.64

22844  Insert s�ine fixa#on devi�e Covered N 1 C $965.49

22845  Insert s�ine fixa#on devi�e Covered N 1 C $689.95

22846  Insert s�ine fixa#on devi�e Covered N 1 C $750.04

22847  Insert s�ine fixa#on devi�e Covered N 1 C $812.42

22848  Insert �elv fixa#on devi�e Covered N 1 C $398.29

22849  Reinsert s�inal fixa#on Covered N 1 C $1,120.03

22850  Remove s�ine fixa#on devi�e Covered N 1 C $654.55

22851  A��ly s�ine �rosth devi�e Covered N 1 N

22852  Remove s�ine fixa#on devi�e Covered N 1 C $641.12

22855  Remove s�ine fixa#on devi�e Covered N 1 C $895.00

22856  Cerv ar#fi� diske�tomy Covered N 1 J1 0425 137.8399

22857  Lumbar ar#� diske�tomy Not Covered C

22858  Se�ond level �er diske�tomy Not Covered C

22861  Revise �erv ar#fi� dis� Not Covered C

22862  Revise lumbar ar#� dis� Not Covered C

22864  Remove �erv ar#� dis� Not Covered C

22865  Remove lumb ar#� dis� Covered N 1 C $1,741.74

22899  S�ine surgery �ro�edure Covered N 4 T 0050 35.0819

22900  Ex� abdl tum dee� < 5 �m Covered N 1 T 0022 24.5953

22901  Ex� abdl tum dee� 5 �m/> Covered N 1 T 0022 24.5953

22902  Ex� abd les s� < 3 �m Covered N 1 T 0021 18.0849

22903  Ex� abd les s� 3 �m/> Covered N 1 T 0022 24.5953

22904  Radi�al rese�t abd tumor<5�m Covered N 1 T 0021 18.0849

22905  Rad rese�t abd tumor 5 �m/> Covered N 1 T 0022 24.5953

22999  Abdomen surgery �ro�edure Covered N 1 T 0049 22.3913

23000  Removal o� �al�ium de�osits Covered N 1 T 0021 18.0849

23020  Release shoulder 2oint Covered N 1 T 0050 35.0819

23030  Drain shoulder lesion Covered N 1 T 0008 22.0535

23031  Drain shoulder bursa Covered N 1 T 0008 22.0535

23035  Drain shoulder bone lesion Covered N 1 T 0049 22.3913

23040  Ex�loratory shoulder surgery Covered N 1 T 0050 35.0819

23044  Ex�loratory shoulder surgery Covered N 1 T 0050 35.0819

23065  Bio�sy shoulder #ssues Covered N 1 T 0020 11.1440

23066  Bio�sy shoulder #ssues Covered N 1 T 0022 24.5953

23071  Ex� shoulder les s� 3 �m/> Covered N 1 T 0022 24.5953

23073  Ex� shoulder tum dee� 5 �m/> Covered N 1 T 0022 24.5953

23075  Ex� shoulder les s� < 3 �m Covered N 1 T 0021 18.0849

23076  Ex� shoulder tum dee� < 5 �m Covered N 1 T 0021 18.0849

23077  Rese�t shoulder tumor < 5 �m Covered N 1 T 0021 18.0849

23078  Rese�t shoulder tumor 5 �m/> Covered N 1 T 0022 24.5953
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23100  Bio�sy o� shoulder 2oint Covered N 1 T 0049 22.3913

23101  Shoulder 2oint surgery Covered N 1 T 0050 35.0819

23105  Remove shoulder 2oint lining Covered N 1 T 0050 35.0819

23106  In�ision o� �ollarbone 2oint Covered N 1 T 0050 35.0819

23107  Ex�lore treat shoulder 2oint Covered N 1 T 0050 35.0819

23120  Par#al removal �ollar bone Covered N 1 T 0050 35.0819

23125  Removal o� �ollar bone Covered N 1 T 0050 35.0819

23130  Remove shoulder bone �art Covered N 1 T 0051 50.7327

23140  Removal o� bone lesion Covered N 1 T 0049 22.3913

23145  Removal o� bone lesion Covered N 1 T 0050 35.0819

23146  Removal o� bone lesion Covered N 1 T 0050 35.0819

23150  Removal o� humerus lesion Covered N 1 T 0050 35.0819

23155  Removal o� humerus lesion Covered N 1 T 0050 35.0819

23156  Removal o� humerus lesion Covered N 1 T 0050 35.0819

23170  Remove �ollar bone lesion Covered N 1 T 0050 35.0819

23172  Remove shoulder blade lesion Covered N 1 T 0050 35.0819

23174  Remove humerus lesion Covered N 1 T 0050 35.0819

23180  Remove �ollar bone lesion Covered N 1 T 0050 35.0819

23182  Remove shoulder blade lesion Covered N 1 T 0050 35.0819

23184  Remove humerus lesion Covered N 1 T 0050 35.0819

23190  Par#al removal o� s�a�ula Covered N 1 T 0050 35.0819

23195  Removal o� head o� humerus Covered N 1 T 0050 35.0819

23200  Rese�t �lavi�le tumor Covered N 1 C $824.68

23210  Rese�t s�a�ula tumor Covered N 1 C $825.57

23220  Rese�t �rox humerus tumor Covered N 1 C $984.32

23330  Remove shoulder �oreign body Covered N 1 T 0020 11.1440

23333  Remove shoulder Q dee� Covered N 1 T 0020 11.1440

23334  Shoulder �rosthesis removal Covered N 1 T 0022 24.5953

23335  Shoulder �rosthesis removal Covered N 1 C $1,142.40

23350  In2e�#on �or shoulder x-ray Covered N 2 N

23395  Ius�le trans�er shoulder/arm Covered N 1 T 0051 50.7327

23397  Ius�le trans�ers Covered N 1 T 0051 50.7327

23400  Fixa#on o� shoulder blade Covered N 1 T 0050 35.0819

23405  In�ision o� tendon & mus�le Covered N 1 T 0050 35.0819

23406  In�ise tendon(s) & mus�le(s) Covered N 1 T 0050 35.0819

23410  Re�air rotator �uff a�ute Covered N 1 T 0051 50.7327

23412  Re�air rotator �uff �hroni� Covered N 1 T 0051 50.7327

23415  Release o� shoulder ligament Covered N 1 T 0051 50.7327

23420  Re�air o� shoulder Covered N 1 T 0051 50.7327

23430  Re�air bi�e�s tendon Covered N 1 T 0051 50.7327

23440  Remove/trans�lant tendon Covered N 1 T 0050 35.0819

23450  Re�air shoulder �a�sule Covered N 1 T 0052 85.2438



Procedure 

Code Procedure Code Description

Iowa 

Medicaid 

Coverage

Prior 

Authorization 

Indicator

Procedure 

Max Units APC Status Indicator APC

APC 

Weight

Anesthesia 

Code Base 

Unit

Iowa Medicaid Fee 

Schedule Amount

23455  Re�air shoulder �a�sule Covered N 1 T 0052 85.2438

23460  Re�air shoulder �a�sule Covered N 1 T 0052 85.2438

23462  Re�air shoulder �a�sule Covered N 1 T 0051 50.7327

23465  Re�air shoulder �a�sule Covered N 1 T 0051 50.7327

23466  Re�air shoulder �a�sule Covered N 1 T 0051 50.7327

23470  Re�onstru�t shoulder 2oint Covered N 1 J1 0425 137.8399

23472  Re�onstru�t shoulder 2oint Covered N 1 C $1,181.49

23473  Revis re�onst shoulder 2oint Covered N 1 T 0047 45.3575

23474  Revis re�onst shoulder 2oint Covered N 1 C $1,535.02

23480  Revision o� �ollar bone Covered N 1 T 0051 50.7327

23485  Revision o� �ollar bone Covered N 1 T 0052 85.2438

23490  Rein�or�e �lavi�le Covered N 1 T 0052 85.2438

23491  Rein�or�e shoulder bones Covered N 1 T 0052 85.2438

23500  Treat �lavi�le �ra�ture Covered N 1 T 0129 2.2797

23505  Treat �lavi�le �ra�ture Covered N 1 T 0139 9.6161

23515  Treat �lavi�le �ra�ture Covered N 1 T 0064 75.0875

23520  Treat �lavi�le dislo�a#on Covered N 1 T 0431 17.6908

23525  Treat �lavi�le dislo�a#on Covered N 1 T 0138 2.8828

23530  Treat �lavi�le dislo�a#on Covered N 1 T 0063 57.0073

23532  Treat �lavi�le dislo�a#on Covered N 1 T 0062 27.5390

23540  Treat �lavi�le dislo�a#on Covered N 1 T 0138 2.8828

23545  Treat �lavi�le dislo�a#on Covered N 1 T 0138 2.8828

23550  Treat �lavi�le dislo�a#on Covered N 1 T 0063 57.0073

23552  Treat �lavi�le dislo�a#on Covered N 1 T 0063 57.0073

23570  Treat shoulder blade �x Covered N 1 T 0129 2.2797

23575  Treat shoulder blade �x Covered N 1 T 0138 2.8828

23585  Treat s�a�ula �ra�ture Covered N 1 T 0064 75.0875

23600  Treat humerus �ra�ture Covered N 1 T 0138 2.8828

23605  Treat humerus �ra�ture Covered N 1 T 0049 22.3913

23615  Treat humerus �ra�ture Covered N 1 T 0064 75.0875

23616  Treat humerus �ra�ture Covered N 1 T 0064 75.0875

23620  Treat humerus �ra�ture Covered N 1 T 0138 2.8828

23625  Treat humerus �ra�ture Covered N 1 T 0431 17.6908

23630  Treat humerus �ra�ture Covered N 1 T 0064 75.0875

23650  Treat shoulder dislo�a#on Covered N 1 T 0138 2.8828

23655  Treat shoulder dislo�a#on Covered N 1 T 0045 15.5135

23660  Treat shoulder dislo�a#on Covered N 1 T 0063 57.0073

23665  Treat dislo�a#on/�ra�ture Covered N 1 T 0139 9.6161

23670  Treat dislo�a#on/�ra�ture Covered N 1 T 0064 75.0875

23675  Treat dislo�a#on/�ra�ture Covered N 1 T 0138 2.8828

23680  Treat dislo�a#on/�ra�ture Covered N 1 T 0063 57.0073

23700  Fixa#on o� shoulder Covered N 2 T 0045 15.5135



Procedure 

Code Procedure Code Description

Iowa 

Medicaid 

Coverage

Prior 

Authorization 

Indicator

Procedure 

Max Units APC Status Indicator APC

APC 

Weight

Anesthesia 

Code Base 

Unit

Iowa Medicaid Fee 

Schedule Amount

23800  Fusion o� shoulder 2oint Covered N 1 T 0052 85.2438

23802  Fusion o� shoulder 2oint Covered N 1 T 0052 85.2438

23900  Am�uta#on o� arm & girdle Covered N 1 C $1,181.15

23920  Am�uta#on at shoulder 2oint Covered N 1 C $979.20

23921  Am�uta#on �ollow-u� surgery Covered N 1 T 0329 31.0293

23929  Shoulder surgery �ro�edure Covered N 1 T 0129 2.2797

23930  Drainage o� arm lesion Covered N 1 T 0008 22.0535

23931  Drainage o� arm bursa Covered N 1 T 0007 11.6749

23935  Drain arm/elbow bone lesion Covered N 1 T 0049 22.3913

24000  Ex�loratory elbow surgery Covered N 1 T 0050 35.0819

24006  Release elbow 2oint Covered N 1 T 0050 35.0819

24065  Bio�sy arm/elbow so� #ssue Covered N 1 T 0021 18.0849

24066  Bio�sy arm/elbow so� #ssue Covered N 1 T 0021 18.0849

24071  Ex� arm/elbow les s� 3 �m/> Covered N 1 T 0022 24.5953

24073  Ex arm/elbow tum dee� 5 �m/> Covered N 1 T 0022 24.5953

24075  Ex� arm/elbow les s� < 3 �m Covered N 2 T 0021 18.0849

24076  Ex arm/elbow tum dee� < 5 �m Covered N 1 T 0021 18.0849

24077  Rese�t arm/elbow tum < 5 �m Covered N 1 T 0021 18.0849

24079  Rese�t arm/elbow tum 5 �m/> Covered N 1 T 0022 24.5953

24100  Bio�sy elbow 2oint lining Covered N 1 T 0049 22.3913

24101  Ex�lore/treat elbow 2oint Covered N 1 T 0050 35.0819

24102  Remove elbow 2oint lining Covered N 1 T 0050 35.0819

24105  Removal o� elbow bursa Covered N 2 T 0049 22.3913

24110  Remove humerus lesion Covered N 1 T 0049 22.3913

24115  Remove/gra� bone lesion Covered N 1 T 0050 35.0819

24116  Remove/gra� bone lesion Covered N 1 T 0050 35.0819

24120  Remove elbow lesion Covered N 1 T 0049 22.3913

24125  Remove/gra� bone lesion Covered N 1 T 0050 35.0819

24126  Remove/gra� bone lesion Covered N 1 T 0050 35.0819

24130  Removal o� head o� radius Covered N 1 T 0050 35.0819

24134  Removal o� arm bone lesion Covered N 1 T 0050 35.0819

24136  Remove radius bone lesion Covered N 1 T 0050 35.0819

24138  Remove elbow bone lesion Covered N 1 T 0050 35.0819

24140  Par#al removal o� arm bone Covered N 1 T 0050 35.0819

24145  Par#al removal o� radius Covered N 1 T 0050 35.0819

24147  Par#al removal o� elbow Covered N 1 T 0050 35.0819

24149  Radi�al rese�#on o� elbow Covered N 1 T 0050 35.0819

24150  Rese�t distal humerus tumor Covered N 1 T 0051 50.7327

24152  Rese�t radius tumor Covered N 1 T 0051 50.7327

24155  Removal o� elbow 2oint Covered N 1 T 0050 35.0819

24160  Remove elbow 2oint im�lant Covered N 2 Q2 0050 35.0819

24164  Remove radius head im�lant Covered N 1 Q2 0050 35.0819
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24200  Removal o� arm �oreign body Covered N 1 T 0020 11.1440

24201  Removal o� arm �oreign body Covered N 1 T 0021 18.0849

24220  In2e�#on �or elbow x-ray Covered N 2 N

24300  Iani�ulate elbow w/anesth Covered N T 0045 15.5135

24301  Ius�le/tendon trans�er Covered N 1 T 0050 35.0819

24305  Arm tendon lengthening Covered N 1 T 0050 35.0819

24310  Revision o� arm tendon Covered N 1 T 0049 22.3913

24320  Re�air o� arm tendon Covered N 1 T 0050 35.0819

24330  Revision o� arm mus�les Covered N 1 T 0052 85.2438

24331  Revision o� arm mus�les Covered N 1 T 0051 50.7327

24332  Tenolysis tri�e�s Covered N 1 T 0050 35.0819

24340  Re�air o� bi�e�s tendon Covered N 1 T 0051 50.7327

24341  Re�air arm tendon/mus�le Covered N 1 T 0051 50.7327

24342  Re�air o� ru�tured tendon Covered N 1 T 0051 50.7327

24343  Re�r elbow lat ligmnt w/#ss Covered N 1 T 0050 35.0819

24344  Re�onstru�t elbow lat ligmnt Covered N 1 T 0051 50.7327

24345  Re�r elbw med ligmnt w/#ssu Covered N 1 T 0050 35.0819

24346  Re�onstru�t elbow med ligmnt Covered N 1 T 0051 50.7327

24357  Re�air elbow �er� Covered N 1 T 0050 35.0819

24358  Re�air elbow w/deb o�en Covered N 1 T 0050 35.0819

24359  Re�air elbow deb/aK�h o�en Covered N 1 T 0050 35.0819

24360  Re�onstru�t elbow 2oint Covered N 1 T 0047 45.3575

24361  Re�onstru�t elbow 2oint Covered N 1 J1 0425 137.8399

24362  Re�onstru�t elbow 2oint Covered N 1 T 0047 45.3575

24363  Re�la�e elbow 2oint Covered N 1 J1 0425 137.8399

24365  Re�onstru�t head o� radius Covered N 1 J1 0425 137.8399

24366  Re�onstru�t head o� radius Covered N 1 J1 0425 137.8399

24370  Revise re�onst elbow 2oint Covered N 1 J1 0425 137.8399

24371  Revise re�onst elbow 2oint Covered N 1 J1 0425 137.8399

24400  Revision o� humerus Covered N 1 T 0051 50.7327

24410  Revision o� humerus Covered N 1 T 0051 50.7327

24420  Revision o� humerus Covered N 1 T 0051 50.7327

24430  Re�air o� humerus Covered N 1 T 0052 85.2438

24435  Re�air humerus with gra� Covered N 1 J1 0425 137.8399

24470  Revision o� elbow 2oint Covered N 1 T 0051 50.7327

24495  De�om�ression o� �orearm Covered N 1 T 0050 35.0819

24498  Rein�or�e humerus Covered N 1 J1 0425 137.8399

24500  Treat humerus �ra�ture Covered N 1 T 0138 2.8828

24505  Treat humerus �ra�ture Covered N 1 T 0138 2.8828

24515  Treat humerus �ra�ture Covered N 1 T 0064 75.0875

24516  Treat humerus �ra�ture Covered N 1 T 0064 75.0875

24530  Treat humerus �ra�ture Covered N 1 T 0138 2.8828
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24535  Treat humerus �ra�ture Covered N 1 T 0138 2.8828

24538  Treat humerus �ra�ture Covered N 1 T 0062 27.5390

24545  Treat humerus �ra�ture Covered N 1 T 0064 75.0875

24546  Treat humerus �ra�ture Covered N 1 T 0064 75.0875

24560  Treat humerus �ra�ture Covered N 1 T 0129 2.2797

24565  Treat humerus �ra�ture Covered N 1 T 0138 2.8828

24566  Treat humerus �ra�ture Covered N 1 T 0062 27.5390

24575  Treat humerus �ra�ture Covered N 1 T 0064 75.0875

24576  Treat humerus �ra�ture Covered N 1 T 0138 2.8828

24577  Treat humerus �ra�ture Covered N 1 T 0138 2.8828

24579  Treat humerus �ra�ture Covered N 1 T 0064 75.0875

24582  Treat humerus �ra�ture Covered N 1 T 0062 27.5390

24586  Treat elbow �ra�ture Covered N 1 T 0064 75.0875

24587  Treat elbow �ra�ture Covered N 1 T 0064 75.0875

24600  Treat elbow dislo�a#on Covered N 1 T 0138 2.8828

24605  Treat elbow dislo�a#on Covered N 1 T 0045 15.5135

24615  Treat elbow dislo�a#on Covered N 1 T 0064 75.0875

24620  Treat elbow �ra�ture Covered N 1 T 0431 17.6908

24635  Treat elbow �ra�ture Covered N 1 T 0064 75.0875

24640  Treat elbow dislo�a#on Covered N 1 T 0138 2.8828

24650  Treat radius �ra�ture Covered N 1 T 0138 2.8828

24655  Treat radius �ra�ture Covered N 1 T 0138 2.8828

24665  Treat radius �ra�ture Covered N 1 T 0063 57.0073

24666  Treat radius �ra�ture Covered N 1 T 0064 75.0875

24670  Treat ulnar �ra�ture Covered N 1 T 0129 2.2797

24675  Treat ulnar �ra�ture Covered N 1 T 0138 2.8828

24685  Treat ulnar �ra�ture Covered N 1 T 0063 57.0073

24800  Fusion o� elbow 2oint Covered N 1 T 0051 50.7327

24802  Fusion/gra� o� elbow 2oint Covered N 1 T 0052 85.2438

24900  Am�uta#on o� u��er arm Covered N 1 C $646.41

24920  Am�uta#on o� u��er arm Covered N 1 C $640.87

24925  Am�uta#on �ollow-u� surgery Covered N 1 T 0049 22.3913

24930  Am�uta#on �ollow-u� surgery Covered N 1 C $698.86

24931  Am�utate u��er arm & im�lant Covered N 1 C $802.03

24935  Revision o� am�uta#on Covered N 1 T 0052 85.2438

24940  Revision o� u��er arm Covered N 1 C $773.11

24999  U��er arm/elbow surgery Covered N 1 T 0129 2.2797

25000  In�ision o� tendon sheath Covered N 2 T 0049 22.3913

25001  In�ise flexor �ar�i radialis Covered N 2 T 0049 22.3913

25020  De�om�ress �orearm 1 s�a�e Covered N 1 T 0050 35.0819

25023  De�om�ress �orearm 1 s�a�e Covered N 1 T 0050 35.0819

25024  De�om�ress �orearm 2 s�a�es Covered N 1 T 0050 35.0819
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25025  De�om�ress �orearm 2 s�a�es Covered N 1 T 0050 35.0819

25028  Drainage o� �orearm lesion Covered N 1 T 0049 22.3913

25031  Drainage o� �orearm bursa Covered N 1 T 0049 22.3913

25035  Treat �orearm bone lesion Covered N 1 T 0049 22.3913

25040  Ex�lore/treat wrist 2oint Covered N 1 T 0050 35.0819

25065  Bio�sy �orearm so� #ssues Covered N 1 T 0020 11.1440

25066  Bio�sy �orearm so� #ssues Covered N 1 T 0022 24.5953

25071  Ex� �orearm les s� 3 �m/> Covered N 1 T 0022 24.5953

25073  Ex� �orearm tum dee� 3 �m/> Covered N 1 T 0022 24.5953

25075  Ex� �orearm les s� < 3 �m Covered N 2 T 0021 18.0849

25076  Ex� �orearm tum dee� < 3 �m Covered N 1 T 0021 18.0849

25077  Rese�t �orearm/wrist tum<3�m Covered N 1 T 0021 18.0849

25078  Rese�t �orarm/wrist tum 3�m> Covered N 1 T 0022 24.5953

25085  In�ision o� wrist �a�sule Covered N 1 T 0049 22.3913

25100  Bio�sy o� wrist 2oint Covered N 1 T 0049 22.3913

25101  Ex�lore/treat wrist 2oint Covered N 1 T 0050 35.0819

25105  Remove wrist 2oint lining Covered N 1 T 0050 35.0819

25107  Remove wrist 2oint �ar#lage Covered N 1 T 0050 35.0819

25109  Ex�ise tendon �orearm/wrist Covered N 1 T 0049 22.3913

25110  Remove wrist tendon lesion Covered N 1 T 0049 22.3913

25111  Remove wrist tendon lesion Covered N 1 T 0049 22.3913

25112  Reremove wrist tendon lesion Covered N 1 T 0049 22.3913

25115  Remove wrist/�orearm lesion Covered N 1 T 0049 22.3913

25116  Remove wrist/�orearm lesion Covered N 1 T 0049 22.3913

25118  Ex�ise wrist tendon sheath Covered N 1 T 0050 35.0819

25119  Par#al removal o� ulna Covered N 1 T 0050 35.0819

25120  Removal o� �orearm lesion Covered N 1 T 0050 35.0819

25125  Remove/gra� �orearm lesion Covered N 1 T 0050 35.0819

25126  Remove/gra� �orearm lesion Covered N 1 T 0050 35.0819

25130  Removal o� wrist lesion Covered N 1 T 0050 35.0819

25135  Remove & gra� wrist lesion Covered N 1 T 0050 35.0819

25136  Remove & gra� wrist lesion Covered N 1 T 0050 35.0819

25145  Remove �orearm bone lesion Covered N 1 T 0050 35.0819

25150  Par#al removal o� ulna Covered N 1 T 0050 35.0819

25151  Par#al removal o� radius Covered N 1 T 0050 35.0819

25170  Rese�t radius/ulnar tumor Covered N 1 T 0050 35.0819

25210  Removal o� wrist bone Covered N 1 T 0050 35.0819

25215  Removal o� wrist bones Covered N 1 T 0050 35.0819

25230  Par#al removal o� radius Covered N 1 T 0050 35.0819

25240  Par#al removal o� ulna Covered N 1 T 0050 35.0819

25246  In2e�#on �or wrist x-ray Covered N 2 N

25248  Remove �orearm �oreign body Covered N 1 T 0049 22.3913
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25250  Removal o� wrist �rosthesis Covered N 1 Q2 0050 35.0819

25251  Removal o� wrist �rosthesis Covered N 1 Q2 0050 35.0819

25259  Iani�ulate wrist w/anesthes Covered N 1 T 0431 17.6908

25260  Re�air �orearm tendon/mus�le Covered N 1 T 0050 35.0819

25263  Re�air �orearm tendon/mus�le Covered N 1 T 0050 35.0819

25265  Re�air �orearm tendon/mus�le Not Covered T 0050 35.0819

25270  Re�air �orearm tendon/mus�le Covered N 3 T 0050 35.0819

25272  Re�air �orearm tendon/mus�le Covered N 5 T 0050 35.0819

25274  Re�air �orearm tendon/mus�le Covered N 1 T 0050 35.0819

25275  Re�air �orearm tendon sheath Covered N 1 T 0050 35.0819

25280  Revise wrist/�orearm tendon Covered N 1 T 0050 35.0819

25290  In�ise wrist/�orearm tendon Covered N 1 T 0050 35.0819

25295  Release wrist/�orearm tendon Covered N 1 T 0049 22.3913

25300  Fusion o� tendons at wrist Covered N 1 T 0050 35.0819

25301  Fusion o� tendons at wrist Covered N 1 T 0050 35.0819

25310  Trans�lant �orearm tendon Covered N 1 T 0050 35.0819

25312  Trans�lant �orearm tendon Covered N 1 T 0051 50.7327

25315  Revise �alsy hand tendon(s) Covered N 1 T 0050 35.0819

25316  Revise �alsy hand tendon(s) Not Covered T 0052 85.2438

25320  Re�air/revise wrist 2oint Covered N 1 T 0051 50.7327

25332  Revise wrist 2oint Covered N 1 T 0047 45.3575

25335  Realignment o� hand Covered N 1 T 0051 50.7327

25337  Re�onstru�t ulna/radioulnar Covered N 1 T 0051 50.7327

25350  Revision o� radius Covered N 1 T 0051 50.7327

25355  Revision o� radius Covered N 1 T 0051 50.7327

25360  Revision o� ulna Covered N 1 T 0051 50.7327

25365  Revise radius & ulna Covered N 1 T 0051 50.7327

25370  Revise radius or ulna Covered N 1 T 0051 50.7327

25375  Revise radius & ulna Covered N 1 T 0051 50.7327

25390  Shorten radius or ulna Covered N 1 T 0051 50.7327

25391  Lengthen radius or ulna Covered N 1 T 0051 50.7327

25392  Shorten radius & ulna Covered N 1 T 0050 35.0819

25393  Lengthen radius & ulna Covered N 1 T 0051 50.7327

25394  Re�air �ar�al bone shorten Covered N 1 T 0051 50.7327

25400  Re�air radius or ulna Covered N 1 T 0052 85.2438

25405  Re�air/gra� radius or ulna Covered N 1 T 0052 85.2438

25415  Re�air radius & ulna Covered N 1 T 0052 85.2438

25420  Re�air/gra� radius & ulna Covered N 1 T 0052 85.2438

25425  Re�air/gra� radius or ulna Covered N 1 T 0051 50.7327

25426  Re�air/gra� radius & ulna Covered N 1 T 0051 50.7327

25430  Vas� gra� into �ar�al bone Covered N 1 T 0051 50.7327

25431  Re�air nonunion �ar�al bone Covered N 1 T 0051 50.7327
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25440  Re�air/gra� wrist bone Covered N 1 T 0051 50.7327

25441  Re�onstru�t wrist 2oint Covered N 1 J1 0425 137.8399

25442  Re�onstru�t wrist 2oint Covered N 1 J1 0425 137.8399

25443  Re�onstru�t wrist 2oint Covered N 1 T 0047 45.3575

25444  Re�onstru�t wrist 2oint Covered N 1 J1 0425 137.8399

25445  Re�onstru�t wrist 2oint Covered N 1 T 0047 45.3575

25446  Wrist re�la�ement Covered N 1 J1 0425 137.8399

25447  Re�air wrist 2oints Covered N 1 T 0047 45.3575

25449  Remove wrist 2oint im�lant Covered N 1 T 0047 45.3575

25450  Revision o� wrist 2oint Covered N 1 T 0051 50.7327

25455  Revision o� wrist 2oint Covered N 1 T 0051 50.7327

25490  Rein�or�e radius Covered N 1 T 0051 50.7327

25491  Rein�or�e ulna Covered N 1 T 0051 50.7327

25492  Rein�or�e radius and ulna Covered N 1 T 0051 50.7327

25500  Treat �ra�ture o� radius Covered N 2 T 0129 2.2797

25505  Treat �ra�ture o� radius Covered N 2 T 0139 9.6161

25515  Treat �ra�ture o� radius Covered N 1 T 0063 57.0073

25520  Treat �ra�ture o� radius Covered N 1 T 0138 2.8828

25525  Treat �ra�ture o� radius Covered N 1 T 0063 57.0073

25526  Treat �ra�ture o� radius Covered N 1 T 0063 57.0073

25530  Treat �ra�ture o� ulna Covered N 1 T 0129 2.2797

25535  Treat �ra�ture o� ulna Covered N 1 T 0138 2.8828

25545  Treat �ra�ture o� ulna Covered N 1 T 0063 57.0073

25560  Treat �ra�ture radius & ulna Covered N 2 T 0129 2.2797

25565  Treat �ra�ture radius & ulna Covered N 1 T 0138 2.8828

25574  Treat �ra�ture radius & ulna Covered N 1 T 0064 75.0875

25575  Treat �ra�ture radius/ulna Covered N 1 T 0064 75.0875

25600  Treat �ra�ture radius/ulna Covered N 1 T 0138 2.8828

25605  Treat �ra�ture radius/ulna Covered N 1 T 0139 9.6161

25606  Treat �x distal radial Covered N 1 T 0062 27.5390

25607  Treat �x rad extra-ar#�ul Covered N 1 T 0064 75.0875

25608  Treat �x rad intra-ar#�ul Covered N 1 T 0064 75.0875

25609  Treat �x radial 3+ �rag Covered N 1 T 0064 75.0875

25622  Treat wrist bone �ra�ture Covered N 1 T 0138 2.8828

25624  Treat wrist bone �ra�ture Covered N 1 T 0139 9.6161

25628  Treat wrist bone �ra�ture Covered N 1 T 0063 57.0073

25630  Treat wrist bone �ra�ture Covered N 2 T 0138 2.8828

25635  Treat wrist bone �ra�ture Covered N 1 T 0138 2.8828

25645  Treat wrist bone �ra�ture Covered N 1 T 0063 57.0073

25650  Treat wrist bone �ra�ture Covered N 1 T 0138 2.8828

25651  Pin ulnar styloid �ra�ture Covered N 1 T 0062 27.5390

25652  Treat �ra�ture ulnar styloid Covered N 1 T 0063 57.0073
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25660  Treat wrist dislo�a#on Covered N 1 T 0138 2.8828

25670  Treat wrist dislo�a#on Covered N 1 T 0062 27.5390

25671  Pin radioulnar dislo�a#on Covered N 1 T 0062 27.5390

25675  Treat wrist dislo�a#on Covered N 1 T 0138 2.8828

25676  Treat wrist dislo�a#on Covered N 1 T 0062 27.5390

25680  Treat wrist �ra�ture Covered N 1 T 0129 2.2797

25685  Treat wrist �ra�ture Covered N 1 T 0062 27.5390

25690  Treat wrist dislo�a#on Covered N 1 T 0431 17.6908

25695  Treat wrist dislo�a#on Covered N 1 T 0062 27.5390

25800  Fusion o� wrist 2oint Covered N 1 T 0052 85.2438

25805  Fusion/gra� o� wrist 2oint Covered N 1 T 0052 85.2438

25810  Fusion/gra� o� wrist 2oint Covered N 1 T 0052 85.2438

25820  Fusion o� hand bones Covered N 1 T 0051 50.7327

25825  Fuse hand bones with gra� Covered N 1 T 0052 85.2438

25830  Fusion radioulnar 2nt/ulna Covered N 1 T 0051 50.7327

25900  Am�uta#on o� �orearm Covered N 1 C $654.54

25905  Am�uta#on o� �orearm Covered N 1 C $675.78

25907  Am�uta#on �ollow-u� surgery Covered N 1 T 0049 22.3913

25909  Am�uta#on �ollow-u� surgery Covered N 1 T 0049 22.3913

25915  Am�uta#on o� �orearm Covered N 1 C $1,146.69

25920  Am�utate hand at wrist Covered N 1 C $580.46

25922  Am�utate hand at wrist Covered N 1 T 0049 22.3913

25924  Am�uta#on �ollow-u� surgery Covered N 1 C $580.24

25927  Am�uta#on o� hand Covered N 1 C $624.17

25929  Am�uta#on �ollow-u� surgery Covered N 1 T 0328 18.9748

25931  Am�uta#on �ollow-u� surgery Covered N 1 T 0049 22.3913

25999  Forearm or wrist surgery Covered N 1 T 0129 2.2797

26010  Drainage o� finger abs�ess Covered N 1 T 0006 2.1836

26011  Drainage o� finger abs�ess Covered N 1 T 0007 11.6749

26020  Drain hand tendon sheath Covered N 1 T 0053 16.5603

26025  Drainage o� �alm bursa Covered N 1 T 0053 16.5603

26030  Drainage o� �alm bursas Covered N 1 T 0053 16.5603

26034  Treat hand bone lesion Covered N 1 T 0053 16.5603

26035  De�om�ress fingers/hand Covered N 1 T 0053 16.5603

26037  De�om�ress fingers/hand Covered N 2 T 0053 16.5603

26040  Release �alm �ontra�ture Covered N 2 T 0053 16.5603

26045  Release �alm �ontra�ture Covered N 2 T 0054 29.7967

26055  In�ise finger tendon sheath Covered N 1 T 0053 16.5603

26060  In�ision o� finger tendon Covered N 1 T 0053 16.5603

26070  Ex�lore/treat hand 2oint Covered N 1 T 0053 16.5603

26075  Ex�lore/treat finger 2oint Covered N 1 T 0053 16.5603

26080  Ex�lore/treat finger 2oint Covered N 1 T 0053 16.5603
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26100  Bio�sy hand 2oint lining Covered N 1 T 0053 16.5603

26105  Bio�sy finger 2oint lining Covered N 1 T 0053 16.5603

26110  Bio�sy finger 2oint lining Covered N 2 T 0053 16.5603

26111  Ex� hand les s� 1.5 �m/> Covered N 1 T 0022 24.5953

26113  Ex� hand tum dee� 1.5 �m/> Covered N 1 T 0022 24.5953

26115  Ex� hand les s� < 1.5 �m Covered N 1 T 0021 18.0849

26116  Ex� hand tum dee� < 1.5 �m Covered N 1 T 0021 18.0849

26117  Rad rese�t hand tumor < 3 �m Covered N 1 T 0021 18.0849

26118  Rad rese�t hand tumor 3 �m/> Covered N 1 T 0022 24.5953

26121  Release �alm �ontra�ture Covered N 1 T 0054 29.7967

26123  Release �alm �ontra�ture Covered N 1 T 0054 29.7967

26125  Release �alm �ontra�ture Covered N 1 N

26130  Remove wrist 2oint lining Covered N 1 T 0053 16.5603

26135  Revise finger 2oint ea�h Covered N 5 T 0054 29.7967

26140  Revise finger 2oint ea�h Covered N 5 T 0053 16.5603

26145  Tendon ex�ision �alm/finger Covered N 5 T 0053 16.5603

26160  Remove tendon sheath lesion Covered N 4 T 0053 16.5603

26170  Removal o� �alm tendon ea�h Covered N 1 T 0053 16.5603

26180  Removal o� finger tendon Covered N 1 T 0053 16.5603

26185  Remove finger bone Covered N 1 T 0053 16.5603

26200  Remove hand bone lesion Covered N 1 T 0053 16.5603

26205  Remove/gra� bone lesion Covered N 1 T 0054 29.7967

26210  Removal o� finger lesion Covered N 1 T 0053 16.5603

26215  Remove/gra� finger lesion Covered N 1 T 0053 16.5603

26230  Par#al removal o� hand bone Covered N 1 T 0053 16.5603

26235  Par#al removal finger bone Covered N 1 T 0053 16.5603

26236  Par#al removal finger bone Covered N 1 T 0053 16.5603

26250  Extensive hand surgery Covered N 1 T 0053 16.5603

26260  Rese�t �rox finger tumor Covered N 1 T 0053 16.5603

26262  Rese�t distal finger tumor Covered N 1 T 0053 16.5603

26320  Removal o� im�lant �rom hand Covered N 1 Q2 0021 18.0849

26340  Iani�ulate finger w/anesth Covered N 1 T 0138 2.8828

26341  Iani�ulat �alm �ord �ost in2 Covered N 2 T 0138 2.8828

26350  Re�air finger/hand tendon Covered N 6 T 0054 29.7967

26352  Re�air/gra� hand tendon Covered N 1 T 0054 29.7967

26356  Re�air finger/hand tendon Covered N 1 T 0054 29.7967

26357  Re�air finger/hand tendon Covered N 2 T 0054 29.7967

26358  Re�air/gra� hand tendon Covered N 2 T 0054 29.7967

26370  Re�air finger/hand tendon Covered N 1 T 0054 29.7967

26372  Re�air/gra� hand tendon Covered N 1 T 0054 29.7967

26373  Re�air finger/hand tendon Covered N 1 T 0054 29.7967

26390  Revise hand/finger tendon Covered N 1 T 0054 29.7967
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26392  Re�air/gra� hand tendon Covered N 1 T 0054 29.7967

26410  Re�air hand tendon Covered N 1 T 0053 16.5603

26412  Re�air/gra� hand tendon Covered N 1 T 0054 29.7967

26415  Ex�ision hand/finger tendon Covered N 1 T 0054 29.7967

26416  Gra� hand or finger tendon Covered N 1 T 0054 29.7967

26418  Re�air finger tendon Covered N 1 T 0053 16.5603

26420  Re�air/gra� finger tendon Covered N 1 T 0054 29.7967

26426  Re�air finger/hand tendon Covered N 1 T 0054 29.7967

26428  Re�air/gra� finger tendon Covered N 1 T 0054 29.7967

26432  Re�air finger tendon Covered N 1 T 0053 16.5603

26433  Re�air finger tendon Covered N 1 T 0053 16.5603

26434  Re�air/gra� finger tendon Covered N 1 T 0054 29.7967

26437  Realignment o� tendons Covered N 1 T 0053 16.5603

26440  Release �alm/finger tendon Covered N 1 T 0053 16.5603

26442  Release �alm & finger tendon Covered N 1 T 0054 29.7967

26445  Release hand/finger tendon Covered N 1 T 0053 16.5603

26449  Release �orearm/hand tendon Covered N 1 T 0054 29.7967

26450  In�ision o� �alm tendon Covered N 1 T 0053 16.5603

26455  In�ision o� finger tendon Covered N 1 T 0053 16.5603

26460  In�ise hand/finger tendon Covered N 1 T 0053 16.5603

26471  Fusion o� finger tendons Covered N 1 T 0053 16.5603

26474  Fusion o� finger tendons Covered N 1 T 0053 16.5603

26476  Tendon lengthening Covered N 1 T 0053 16.5603

26477  Tendon shortening Covered N 1 T 0053 16.5603

26478  Lengthening o� hand tendon Covered N 1 T 0053 16.5603

26479  Shortening o� hand tendon Covered N 1 T 0053 16.5603

26480  Trans�lant hand tendon Covered N 1 T 0054 29.7967

26483  Trans�lant/gra� hand tendon Covered N 1 T 0054 29.7967

26485  Trans�lant �alm tendon Covered N 1 T 0054 29.7967

26489  Trans�lant/gra� �alm tendon Covered N 1 T 0054 29.7967

26490  Revise thumb tendon Covered N 1 T 0054 29.7967

26492  Tendon trans�er with gra� Covered N 1 T 0054 29.7967

26494  Hand tendon/mus�le trans�er Covered N 1 T 0054 29.7967

26496  Revise thumb tendon Covered N 1 T 0054 29.7967

26497  Finger tendon trans�er Covered N 1 T 0054 29.7967

26498  Finger tendon trans�er Covered N 1 T 0054 29.7967

26499  Revision o� finger Covered N 4 T 0054 29.7967

26500  Hand tendon re�onstru�#on Covered N 1 T 0053 16.5603

26502  Hand tendon re�onstru�#on Covered N 1 T 0054 29.7967

26508  Release thumb �ontra�ture Covered N 1 T 0053 16.5603

26510  Thumb tendon trans�er Covered N 1 T 0054 29.7967

26516  Fusion o� knu�kle 2oint Covered N 1 T 0054 29.7967
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26517  Fusion o� knu�kle 2oints Covered N 1 T 0054 29.7967

26518  Fusion o� knu�kle 2oints Covered N 1 T 0054 29.7967

26520  Release knu�kle �ontra�ture Covered N 8 T 0053 16.5603

26525  Release finger �ontra�ture Covered N 8 T 0053 16.5603

26530  Revise knu�kle 2oint Covered N 8 T 0047 45.3575

26531  Revise knu�kle with im�lant Covered N 8 T 0047 45.3575

26535  Revise finger 2oint Covered N 8 T 0047 45.3575

26536  Revise/im�lant finger 2oint Covered N 1 T 0047 45.3575

26540  Re�air hand 2oint Covered N 8 T 0053 16.5603

26541  Re�air hand 2oint with gra� Covered N 8 T 0054 29.7967

26542  Re�air hand 2oint with gra� Covered N 8 T 0053 16.5603

26545  Re�onstru�t finger 2oint Covered N 8 T 0054 29.7967

26546  Re�air nonunion hand Covered N 1 T 0054 29.7967

26548  Re�onstru�t finger 2oint Covered N 8 T 0054 29.7967

26550  Constru�t thumb re�la�ement Covered N 1 T 0054 29.7967

26551  Great toe-hand trans�er Covered N 1 C $2,941.60

26553  Single trans�er toe-hand Covered N 1 C $2,916.94

26554  Double trans�er toe-hand Covered N 1 C $3,434.73

26555  Posi#onal �hange o� finger Covered N 1 T 0054 29.7967

26556  Toe 2oint trans�er Covered N 1 C $3,019.55

26560  Re�air o� web finger Covered N 1 T 0053 16.5603

26561  Re�air o� web finger Covered N 1 T 0054 29.7967

26562  Re�air o� web finger Covered N 1 T 0054 29.7967

26565  Corre�t meta�ar�al flaw Covered N 1 T 0054 29.7967

26567  Corre�t finger de�ormity Covered N 1 T 0054 29.7967

26568  Lengthen meta�ar�al/finger Covered N 1 T 0054 29.7967

26580  Re�air hand de�ormity Covered N 1 T 0053 16.5603

26587  Re�onstru�t extra finger Covered N 1 T 0053 16.5603

26590  Re�air finger de�ormity Covered N 1 T 0053 16.5603

26591  Re�air mus�les o� hand Covered N 2 T 0054 29.7967

26593  Release mus�les o� hand Covered N 2 T 0053 16.5603

26596  Ex�ision �onstri�#ng #ssue Covered N 1 T 0053 16.5603

26600  Treat meta�ar�al �ra�ture Covered N 4 T 0138 2.8828

26605  Treat meta�ar�al �ra�ture Covered N 2 T 0138 2.8828

26607  Treat meta�ar�al �ra�ture Covered N 2 T 0431 17.6908

26608  Treat meta�ar�al �ra�ture Covered N 3 T 0062 27.5390

26615  Treat meta�ar�al �ra�ture Covered N 1 T 0063 57.0073

26641  Treat thumb dislo�a#on Covered N 1 T 0138 2.8828

26645  Treat thumb �ra�ture Covered N 2 T 0138 2.8828

26650  Treat thumb �ra�ture Covered N 1 T 0062 27.5390

26665  Treat thumb �ra�ture Covered N 1 T 0063 57.0073

26670  Treat hand dislo�a#on Covered N 1 T 0129 2.2797
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26675  Treat hand dislo�a#on Covered N 2 T 0138 2.8828

26676  Pin hand dislo�a#on Covered N 1 T 0062 27.5390

26685  Treat hand dislo�a#on Covered N 1 T 0062 27.5390

26686  Treat hand dislo�a#on Covered N 1 T 0064 75.0875

26700  Treat knu�kle dislo�a#on Covered N 1 T 0138 2.8828

26705  Treat knu�kle dislo�a#on Covered N 1 T 0138 2.8828

26706  Pin knu�kle dislo�a#on Covered N 1 T 0431 17.6908

26715  Treat knu�kle dislo�a#on Covered N 1 T 0062 27.5390

26720  Treat finger �ra�ture ea�h Covered N 5 T 0129 2.2797

26725  Treat finger �ra�ture ea�h Covered N 5 T 0138 2.8828

26727  Treat finger �ra�ture ea�h Covered N 5 T 0062 27.5390

26735  Treat finger �ra�ture ea�h Covered N 1 T 0062 27.5390

26740  Treat finger �ra�ture ea�h Covered N 3 T 0138 2.8828

26742  Treat finger �ra�ture ea�h Covered N 4 T 0138 2.8828

26746  Treat finger �ra�ture ea�h Covered N 1 T 0062 27.5390

26750  Treat finger �ra�ture ea�h Covered N 5 T 0129 2.2797

26755  Treat finger �ra�ture ea�h Covered N 5 T 0138 2.8828

26756  Pin finger �ra�ture ea�h Covered N 5 T 0062 27.5390

26765  Treat finger �ra�ture ea�h Covered N 1 T 0062 27.5390

26770  Treat finger dislo�a#on Covered N 1 T 0129 2.2797

26775  Treat finger dislo�a#on Covered N 1 S 0058 3.0104

26776  Pin finger dislo�a#on Covered N 1 T 0062 27.5390

26785  Treat finger dislo�a#on Covered N 1 T 0062 27.5390

26820  Thumb �usion with gra� Covered N 1 T 0054 29.7967

26841  Fusion o� thumb Covered N 1 T 0054 29.7967

26842  Thumb �usion with gra� Covered N 1 T 0054 29.7967

26843  Fusion o� hand 2oint Covered N 1 T 0054 29.7967

26844  Fusion/gra� o� hand 2oint Covered N 1 T 0054 29.7967

26850  Fusion o� knu�kle Covered N 1 T 0054 29.7967

26852  Fusion o� knu�kle with gra� Covered N 1 T 0054 29.7967

26860  Fusion o� finger 2oint Covered N 1 T 0054 29.7967

26861  Fusion o� finger 2nt add-on Covered N 1 N

26862  Fusion/gra� o� finger 2oint Covered N 1 T 0054 29.7967

26863  Fuse/gra� added 2oint Covered N 1 N

26910  Am�utate meta�ar�al bone Covered N 1 T 0054 29.7967

26951  Am�uta#on o� finger/thumb Covered N 1 T 0053 16.5603

26952  Am�uta#on o� finger/thumb Covered N 1 T 0053 16.5603

26989  Hand/finger surgery Covered N 1 T 0129 2.2797

26990  Drainage o� �elvis lesion Covered N 1 T 0049 22.3913

26991  Drainage o� �elvis bursa Covered N 1 T 0049 22.3913

26992  Drainage o� bone lesion Covered N 1 C $863.14

27000  In�ision o� hi� tendon Covered N 1 T 0049 22.3913
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27001  In�ision o� hi� tendon Covered N 1 T 0050 35.0819

27003  In�ision o� hi� tendon Covered N 1 T 0050 35.0819

27005  In�ision o� hi� tendon Covered N 1 C $564.96

27006  In�ision o� hi� tendons Covered N 1 T 0050 35.0819

27025  In�ision o� hi�/thigh �as�ia Covered N 1 C $676.98

27027  BuKo�k �as�iotomy Covered N 1 T 0050 35.0819

27030  Drainage o� hi� 2oint Covered N 1 C $864.87

27033  Ex�lora#on o� hi� 2oint Covered N 1 T 0051 50.7327

27035  Denerva#on o� hi� 2oint Covered N 1 T 0050 35.0819

27036  Ex�ision o� hi� 2oint/mus�le Covered N 1 C $884.90

27040  Bio�sy o� so� #ssues Covered N 1 T 0020 11.1440

27041  Bio�sy o� so� #ssues Covered N 1 T 0020 11.1440

27043  Ex� hi� �elvis les s� 3 �m/> Covered N 1 T 0022 24.5953

27045  Ex� hi�/�elv tum dee� 5 �m/> Covered N 1 T 0022 24.5953

27047  Ex� hi�/�elvis les s� < 3 �m Covered N 1 T 0021 18.0849

27048  Ex� hi�/�elv tum dee� < 5 �m Covered N 1 T 0021 18.0849

27049  Rese�t hi�/�elv tum < 5 �m Covered N 1 T 0021 18.0849

27050  Bio�sy o� sa�roilia� 2oint Covered N 1 T 0049 22.3913

27052  Bio�sy o� hi� 2oint Covered N 1 T 0049 22.3913

27054  Removal o� hi� 2oint lining Covered N 1 C $633.63

27057  BuKo�k �as�iotomy w/dbrdmt Covered N 1 T 0049 22.3913

27059  Rese�t hi�/�elv tum 5 �m/> Covered N 1 T 0022 24.5953

27060  Removal o� is�hial bursa Covered N 1 T 0049 22.3913

27062  Remove �emur lesion/bursa Covered N 1 T 0049 22.3913

27065  Remove hi� bone les su�er Covered N 1 T 0049 22.3913

27066  Remove hi� bone les dee� Covered N 1 T 0050 35.0819

27067  Remove/gra� hi� bone lesion Covered N 1 T 0050 35.0819

27070  Part remove hi� bone su�er Covered N 1 C $781.68

27071  Part removal hi� bone dee� Covered N 1 C $835.61

27075  Rese�t hi� tumor Covered N 1 C $1,120.02

27076  Rese�t hi� tum in�l a�etabul Covered N 1 C $1,403.23

27077  Rese�t hi� tum w/innom bone Covered N 1 C $1,489.51

27078  Rse�t hi� tum in�l �emur Covered N 1 C $877.25

27080  Removal o� tail bone Covered N 1 T 0050 35.0819

27086  Remove hi� �oreign body Covered N 1 T 0020 11.1440

27087  Remove hi� �oreign body Covered N 1 T 0049 22.3913

27090  Removal o� hi� �rosthesis Covered N 1 C $738.97

27091  Removal o� hi� �rosthesis Covered N 1 C $1,432.23

27093  In2e�#on �or hi� x-ray Covered N 1 N

27095  In2e�#on �or hi� x-ray Covered N 2 N

27096  In2e�t sa�roilia� 2oint Not Covered B

27097  Revision o� hi� tendon Covered N 1 T 0050 35.0819
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27098  Trans�er tendon to �elvis Covered N 1 T 0050 35.0819

27100  Trans�er o� abdominal mus�le Covered N 1 T 0051 50.7327

27105  Trans�er o� s�inal mus�le Covered N 1 T 0051 50.7327

27110  Trans�er o� ilio�soas mus�le Covered N 1 T 0051 50.7327

27111  Trans�er o� ilio�soas mus�le Covered N 1 T 0051 50.7327

27120  Re�onstru�#on o� hi� so�ket Covered N 1 C $1,207.80

27122  Re�onstru�#on o� hi� so�ket Covered N 1 C $1,057.35

27125  Par#al hi� re�la�ement Covered N 1 C $1,031.79

27130  Total hi� arthro�lasty Covered N 1 C $1,394.47

27132  Total hi� arthro�lasty Covered N 1 C $1,602.08

27134  Revise hi� 2oint re�la�ement Covered N 1 C $1,939.47

27137  Revise hi� 2oint re�la�ement Covered N 1 C $1,464.32

27138  Revise hi� 2oint re�la�ement Covered N 1 C $1,524.44

27140  Trans�lant �emur ridge Covered N 1 C $822.53

27146  In�ision o� hi� bone Covered N 1 C $1,080.93

27147  Revision o� hi� bone Covered N 1 C $1,315.94

27151  In�ision o� hi� bones Covered N 1 C $1,309.90

27156  Revision o� hi� bones Covered N 1 C $1,522.65

27158  Revision o� �elvis Covered N 1 C $1,199.46

27161  In�ision o� ne�k o� �emur Covered N 1 C $1,087.75

27165  In�ision/fixa#on o� �emur Covered N 1 C $1,184.51

27170  Re�air/gra� �emur head/ne�k Covered N 1 C $1,094.23

27175  Treat sli��ed e�i�hysis Covered N 1 C $441.28

27176  Treat sli��ed e�i�hysis Covered N 1 C $773.01

27177  Treat sli��ed e�i�hysis Covered N 1 C $948.54

27178  Treat sli��ed e�i�hysis Covered N 1 C $770.99

27179  Revise head/ne�k o� �emur Covered N 1 T 0052 85.2438

27181  Treat sli��ed e�i�hysis Covered N 1 C $912.08

27185  Revision o� �emur e�i�hysis Covered N 1 C $513.31

27187  Rein�or�e hi� bones Covered N 1 C $962.95

27193  Treat �elvi� ring �ra�ture Covered N 1 T 0138 2.8828

27194  Treat �elvi� ring �ra�ture Covered N 1 T 0139 9.6161

27200  Treat tail bone �ra�ture Covered N 1 T 0129 2.2797

27202  Treat tail bone �ra�ture Covered N 1 T 0063 57.0073

27215  Treat �elvi� �ra�ture(s) Covered N 1 E $717.88

27216  Treat �elvi� ring �ra�ture Covered N 1 E $822.68

27217  Treat �elvi� ring �ra�ture Covered N 1 E $967.23

27218  Treat �elvi� ring �ra�ture Covered N 1 E $1,188.55

27220  Treat hi� so�ket �ra�ture Covered N 1 T 0129 2.2797

27222  Treat hi� so�ket �ra�ture Covered N 1 C $736.01

27226  Treat hi� wall �ra�ture Covered N 1 C $1,019.93

27227  Treat hi� �ra�ture(s) Covered N 1 C $1,483.02
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27228  Treat hi� �ra�ture(s) Covered N 1 C $1,657.92

27230  Treat thigh �ra�ture Covered N 1 T 0138 2.8828

27232  Treat thigh �ra�ture Covered N 1 C $690.33

27235  Treat thigh �ra�ture Covered N 1 T 0050 35.0819

27236  Treat thigh �ra�ture Covered N 1 C $1,069.61

27238  Treat thigh �ra�ture Covered N 1 T 0138 2.8828

27240  Treat thigh �ra�ture Covered N 1 C $786.85

27244  Treat thigh �ra�ture Covered N 1 C $1,074.39

27245  Treat thigh �ra�ture Covered N 1 C $1,276.46

27246  Treat thigh �ra�ture Covered N 1 T 0138 2.8828

27248  Treat thigh �ra�ture Covered N 1 C $737.47

27250  Treat hi� dislo�a#on Covered N 1 T 0138 2.8828

27252  Treat hi� dislo�a#on Covered N 1 T 0139 9.6161

27253  Treat hi� dislo�a#on Covered N 1 C $875.02

27254  Treat hi� dislo�a#on Covered N 1 C $1,116.48

27256  Treat hi� dislo�a#on Covered N 1 T 0129 2.2797

27257  Treat hi� dislo�a#on Covered N 1 T 0139 9.6161

27258  Treat hi� dislo�a#on Covered N 1 C $1,021.23

27259  Treat hi� dislo�a#on Covered N 1 C $1,360.95

27265  Treat hi� dislo�a#on Covered N 1 T 0138 2.8828

27266  Treat hi� dislo�a#on Covered N 1 T 0045 15.5135

27267  Cltx thigh �x Covered N 1 T 0431 17.6908

27268  Cltx thigh �x w/mn�2 Covered N 1 C $373.17

27269  O�tx thigh �x Covered N 1 C $888.45

27275  Iani�ula#on o� hi� 2oint Covered N 1 T 0045 15.5135

27279  Arthrodesis sa�roilia� 2oint Covered N 1 J1 0425 137.8399

27280  Fusion o� sa�roilia� 2oint Covered N 1 C $888.46

27282  Fusion o� �ubi� bones Covered N 1 C $748.90

27284  Fusion o� hi� 2oint Covered N 1 C $1,082.93

27286  Fusion o� hi� 2oint Covered N 1 C $1,131.68

27290  Am�uta#on o� leg at hi� Covered N 1 C $1,562.30

27295  Am�uta#on o� leg at hi� Covered N 1 C $1,201.71

27299  Pelvis/hi� 2oint surgery Covered N 1 T 0129 2.2797

27301  Drain thigh/knee lesion Covered N 1 T 0008 22.0535

27303  Drainage o� bone lesion Covered N 1 C $616.02

27305  In�ise thigh tendon & �as�ia Covered N 1 T 0049 22.3913

27306  In�ision o� thigh tendon Covered N 1 T 0049 22.3913

27307  In�ision o� thigh tendons Covered N 1 T 0050 35.0819

27310  Ex�lora#on o� knee 2oint Covered N 1 T 0050 35.0819

27323  Bio�sy thigh so� #ssues Covered N 1 T 0020 11.1440

27324  Bio�sy thigh so� #ssues Covered N 1 T 0022 24.5953

27325  Neure�tomy hamstring Covered N 1 T 0220 18.6600
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27326  Neure�tomy �o�liteal Covered N 1 T 0220 18.6600

27327  Ex� thigh/knee les s� < 3 �m Covered N 1 T 0022 24.5953

27328  Ex� thigh/knee tum dee� <5�m Covered N 1 T 0021 18.0849

27329  Rese�t thigh/knee tum < 5 �m Covered N 1 T 0021 18.0849

27330  Bio�sy knee 2oint lining Covered N 1 T 0050 35.0819

27331  Ex�lore/treat knee 2oint Covered N 1 T 0050 35.0819

27332  Removal o� knee �ar#lage Covered N 1 T 0050 35.0819

27333  Removal o� knee �ar#lage Covered N 1 T 0050 35.0819

27334  Remove knee 2oint lining Covered N 1 T 0050 35.0819

27335  Remove knee 2oint lining Covered N 1 T 0050 35.0819

27337  Ex� thigh/knee les s� 3 �m/> Covered N 1 T 0022 24.5953

27339  Ex� thigh/knee tum de� 5�m/> Covered N 1 T 0022 24.5953

27340  Removal o� knee�a� bursa Covered N 1 T 0049 22.3913

27345  Removal o� knee �yst Covered N 1 T 0049 22.3913

27347  Remove knee �yst Covered N 1 T 0049 22.3913

27350  Removal o� knee�a� Covered N 1 T 0050 35.0819

27355  Remove �emur lesion Covered N 1 T 0050 35.0819

27356  Remove �emur lesion/gra� Covered N 1 T 0050 35.0819

27357  Remove �emur lesion/gra� Covered N 1 T 0050 35.0819

27358  Remove �emur lesion/fixa#on Covered N 1 N

27360  Par#al removal leg bone(s) Covered N 1 T 0050 35.0819

27364  Rese�t thigh/knee tum 5 �m/> Covered N 1 T 0022 24.5953

27365  Rese�t �emur/knee tumor Covered N 1 C $1,071.03

27370  In2e�#on �or knee x-ray Covered N 1 N

27372  Removal o� �oreign body Covered N 1 T 0022 24.5953

27380  Re�air o� knee�a� tendon Covered N 1 T 0050 35.0819

27381  Re�air/gra� knee�a� tendon Covered N 1 T 0050 35.0819

27385  Re�air o� thigh mus�le Covered N 1 T 0050 35.0819

27386  Re�air/gra� o� thigh mus�le Covered N 1 T 0050 35.0819

27390  In�ision o� thigh tendon Covered N 1 T 0049 22.3913

27391  In�ision o� thigh tendons Covered N 1 T 0049 22.3913

27392  In�ision o� thigh tendons Covered N 1 T 0050 35.0819

27393  Lengthening o� thigh tendon Covered N 1 T 0050 35.0819

27394  Lengthening o� thigh tendons Covered N 1 T 0050 35.0819

27395  Lengthening o� thigh tendons Covered N 1 T 0051 50.7327

27396  Trans�lant o� thigh tendon Covered N 1 T 0050 35.0819

27397  Trans�lants o� thigh tendons Covered N 1 T 0051 50.7327

27400  Revise thigh mus�les/tendons Covered N 1 T 0051 50.7327

27403  Re�air o� knee �ar#lage Covered N 1 T 0050 35.0819

27405  Re�air o� knee ligament Covered N 1 T 0051 50.7327

27407  Re�air o� knee ligament Covered N 1 T 0052 85.2438

27409  Re�air o� knee ligaments Covered N 1 T 0051 50.7327
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27412  Auto�hondro�yte im�lant knee Covered N 1 J1 0425 137.8399

27415  Osteo�hondral knee allogra� Covered N 1 J1 0425 137.8399

27416  Osteo�hondral knee autogra� Covered R 1 T 0051 50.7327

27418  Re�air degenerated knee�a� Covered N 1 T 0051 50.7327

27420  Revision o� unstable knee�a� Covered N 1 T 0051 50.7327

27422  Revision o� unstable knee�a� Covered N 1 T 0051 50.7327

27424  Revision/removal o� knee�a� Covered N 1 T 0051 50.7327

27425  Lat re#na�ular release o�en Covered N 1 T 0050 35.0819

27427  Re�onstru�#on knee Covered N 1 T 0052 85.2438

27428  Re�onstru�#on knee Covered N 1 J1 0425 137.8399

27429  Re�onstru�#on knee Covered N 1 T 0052 85.2438

27430  Revision o� thigh mus�les Covered N 1 T 0051 50.7327

27435  In�ision o� knee 2oint Covered N 1 T 0050 35.0819

27437  Revise knee�a� Covered N 1 T 0047 45.3575

27438  Revise knee�a� with im�lant Covered N 1 J1 0425 137.8399

27440  Revision o� knee 2oint Covered N 1 J1 0425 137.8399

27441  Revision o� knee 2oint Covered N 1 T 0047 45.3575

27442  Revision o� knee 2oint Covered N 1 J1 0425 137.8399

27443  Revision o� knee 2oint Covered N 1 J1 0425 137.8399

27445  Revision o� knee 2oint Covered N 1 C $1,217.94

27446  Revision o� knee 2oint Covered N 1 J1 0425 137.8399

27447  Total knee arthro�lasty Covered N 1 C $1,475.63

27448  In�ision o� thigh Covered N 1 C $796.45

27450  In�ision o� thigh Covered N 1 C $986.28

27454  Realignment o� thigh bone Covered N 1 C $1,148.96

27455  Realignment o� knee Covered N 1 C $871.73

27457  Realignment o� knee Covered N 1 C $910.29

27465  Shortening o� thigh bone Covered N 1 C $943.14

27466  Lengthening o� thigh bone Covered N 1 C $1,085.76

27468  Shorten/lengthen thighs Covered N 1 C $1,217.03

27470  Re�air o� thigh Covered N 1 C $1,129.41

27472  Re�air/gra� o� thigh Covered N 1 C $1,252.49

27475  Surgery to sto� leg growth Covered N 1 T 0050 35.0819

27477  Surgery to sto� leg growth Covered N 1 C $705.74

27479  Surgery to sto� leg growth Covered N 1 T 0050 35.0819

27485  Surgery to sto� leg growth Covered N 1 C $600.15

27486  Revise/re�la�e knee 2oint Covered N 1 C $1,332.57

27487  Revise/re�la�e knee 2oint Covered N 1 C $1,723.14

27488  Removal o� knee �rosthesis Covered N 1 C $1,082.38

27495  Rein�or�e thigh Covered N 1 C $1,110.68

27496  De�om�ression o� thigh/knee Covered N 1 T 0050 35.0819

27497  De�om�ression o� thigh/knee Covered N 1 T 0049 22.3913
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27498  De�om�ression o� thigh/knee Covered N 1 T 0050 35.0819

27499  De�om�ression o� thigh/knee Covered N 1 T 0050 35.0819

27500  Treatment o� thigh �ra�ture Covered N 1 T 0138 2.8828

27501  Treatment o� thigh �ra�ture Covered N 1 T 0138 2.8828

27502  Treatment o� thigh �ra�ture Covered N 1 T 0431 17.6908

27503  Treatment o� thigh �ra�ture Covered N 1 T 0138 2.8828

27506  Treatment o� thigh �ra�ture Covered N 1 C $1,146.77

27507  Treatment o� thigh �ra�ture Covered N 1 C $976.00

27508  Treatment o� thigh �ra�ture Covered N 1 T 0138 2.8828

27509  Treatment o� thigh �ra�ture Covered N 1 T 0062 27.5390

27510  Treatment o� thigh �ra�ture Covered N 1 T 0138 2.8828

27511  Treatment o� thigh �ra�ture Covered N 1 C $963.69

27513  Treatment o� thigh �ra�ture Covered N 1 C $1,177.69

27514  Treatment o� thigh �ra�ture Covered N 1 C $1,136.47

27516  Treat thigh �x growth �late Covered N 1 T 0129 2.2797

27517  Treat thigh �x growth �late Covered N 1 T 0138 2.8828

27519  Treat thigh �x growth �late Covered N 1 C $988.16

27520  Treat knee�a� �ra�ture Covered N 1 T 0138 2.8828

27524  Treat knee�a� �ra�ture Covered N 1 T 0063 57.0073

27530  Treat knee �ra�ture Covered N 1 T 0138 2.8828

27532  Treat knee �ra�ture Covered N 1 T 0431 17.6908

27535  Treat knee �ra�ture Covered N 1 C $808.60

27536  Treat knee �ra�ture Covered N 1 C $967.81

27538  Treat knee �ra�ture(s) Covered N 1 T 0138 2.8828

27540  Treat knee �ra�ture Covered N 1 C $834.29

27550  Treat knee dislo�a#on Covered N 1 T 0138 2.8828

27552  Treat knee dislo�a#on Covered N 1 T 0045 15.5135

27556  Treat knee dislo�a#on Covered N 1 C $966.83

27557  Treat knee dislo�a#on Covered N 1 C $1,114.57

27558  Treat knee dislo�a#on Covered N 1 C $1,152.60

27560  Treat knee�a� dislo�a#on Covered N 1 T 0129 2.2797

27562  Treat knee�a� dislo�a#on Covered N 1 T 0139 9.6161

27566  Treat knee�a� dislo�a#on Covered N 1 T 0063 57.0073

27570  Fixa#on o� knee 2oint Covered N 1 T 0045 15.5135

27580  Fusion o� knee Covered N 1 C $1,240.34

27590  Am�utate leg at thigh Covered N 1 C $797.46

27591  Am�utate leg at thigh Covered N 1 C $888.75

27592  Am�utate leg at thigh Covered N 1 C $685.63

27594  Am�uta#on �ollow-u� surgery Covered N 1 T 0049 22.3913

27596  Am�uta#on �ollow-u� surgery Covered N 1 C $701.04

27598  Am�utate lower leg at knee Covered N 1 C $734.13

27599  Leg surgery �ro�edure Covered N 1 T 0129 2.2797
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27600  De�om�ression o� lower leg Covered N 1 T 0049 22.3913

27601  De�om�ression o� lower leg Covered N 1 T 0049 22.3913

27602  De�om�ression o� lower leg Covered N 1 T 0050 35.0819

27603  Drain lower leg lesion Covered N 1 T 0008 22.0535

27604  Drain lower leg bursa Covered N 1 T 0050 35.0819

27605  In�ision o� a�hilles tendon Covered N 2 T 0055 23.5061

27606  In�ision o� a�hilles tendon Covered N 1 T 0049 22.3913

27607  Treat lower leg bone lesion Covered N 1 T 0049 22.3913

27610  Ex�lore/treat ankle 2oint Covered N 1 T 0050 35.0819

27612  Ex�lora#on o� ankle 2oint Covered N 1 T 0050 35.0819

27613  Bio�sy lower leg so� #ssue Covered N 1 T 0020 11.1440

27614  Bio�sy lower leg so� #ssue Covered N 1 T 0022 24.5953

27615  Rese�t leg/ankle tum < 5 �m Covered N 1 T 0021 18.0849

27616  Rese�t leg/ankle tum 5 �m/> Covered N 1 T 0022 24.5953

27618  Ex� leg/ankle tum < 3 �m Covered N 1 T 0021 18.0849

27619  Ex� leg/ankle tum dee� <5 �m Covered N 1 T 0021 18.0849

27620  Ex�lore/treat ankle 2oint Covered N 1 T 0050 35.0819

27625  Remove ankle 2oint lining Covered N 1 T 0050 35.0819

27626  Remove ankle 2oint lining Covered N 1 T 0050 35.0819

27630  Removal o� tendon lesion Covered N 1 T 0049 22.3913

27632  Ex� leg/ankle les s� 3 �m/> Covered N 1 T 0022 24.5953

27634  Ex� leg/ankle tum de� 5 �m/> Covered N 1 T 0022 24.5953

27635  Remove lower leg bone lesion Covered N 1 T 0050 35.0819

27637  Remove/gra� leg bone lesion Covered N 1 T 0050 35.0819

27638  Remove/gra� leg bone lesion Covered N 1 T 0050 35.0819

27640  Par#al removal o� #bia Covered N 1 T 0050 35.0819

27641  Par#al removal o� fibula Covered N 1 T 0050 35.0819

27645  Rese�t #bia tumor Covered N 1 C $979.80

27646  Rese�t fibula tumor Covered N 1 C $911.78

27647  Rese�t talus/�al�aneus tum Covered N 1 T 0050 35.0819

27648  In2e�#on �or ankle x-ray Covered N 1 N

27650  Re�air a�hilles tendon Covered N 1 T 0051 50.7327

27652  Re�air/gra� a�hilles tendon Covered N 1 T 0051 50.7327

27654  Re�air o� a�hilles tendon Covered N 1 T 0051 50.7327

27656  Re�air leg �as�ia de�e�t Covered N 1 T 0049 22.3913

27658  Re�air o� leg tendon ea�h Covered N 1 T 0049 22.3913

27659  Re�air o� leg tendon ea�h Covered N 1 T 0049 22.3913

27664  Re�air o� leg tendon ea�h Covered N 1 T 0050 35.0819

27665  Re�air o� leg tendon ea�h Covered N 1 T 0050 35.0819

27675  Re�air lower leg tendons Covered N 1 T 0049 22.3913

27676  Re�air lower leg tendons Covered N 1 T 0050 35.0819

27680  Release o� lower leg tendon Covered N 1 T 0050 35.0819
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27681  Release o� lower leg tendons Covered N 1 T 0050 35.0819

27685  Revision o� lower leg tendon Covered N 1 T 0050 35.0819

27686  Revise lower leg tendons Covered N 1 T 0050 35.0819

27687  Revision o� �al� tendon Covered N 1 T 0050 35.0819

27690  Revise lower leg tendon Covered N 1 T 0051 50.7327

27691  Revise lower leg tendon Covered N 1 T 0051 50.7327

27692  Revise addi#onal leg tendon Covered N 1 N

27695  Re�air o� ankle ligament Covered N 1 T 0050 35.0819

27696  Re�air o� ankle ligaments Covered N 1 T 0050 35.0819

27698  Re�air o� ankle ligament Covered N 1 T 0050 35.0819

27700  Revision o� ankle 2oint Covered N 1 T 0047 45.3575

27702  Re�onstru�t ankle 2oint Covered N 1 C $961.13

27703  Re�onstru�#on ankle 2oint Covered N 1 C $1,011.47

27704  Removal o� ankle im�lant Covered N 1 Q2 0049 22.3913

27705  In�ision o� #bia Covered N 1 T 0051 50.7327

27707  In�ision o� fibula Covered N 1 T 0050 35.0819

27709  In�ision o� #bia & fibula Covered N 1 T 0050 35.0819

27712  Realignment o� lower leg Covered N 1 C $925.27

27715  Revision o� lower leg Covered N 1 C $968.08

27720  Re�air o� #bia Covered N 1 T 0063 57.0073

27722  Re�air/gra� o� #bia Covered N 1 T 0064 75.0875

27724  Re�air/gra� o� #bia Covered N 1 C $1,054.80

27725  Re�air o� lower leg Covered N 1 C $990.12

27726  Re�air fibula nonunion Covered N 1 T 0063 57.0073

27727  Re�air o� lower leg Covered N 1 C $887.02

27730  Re�air o� #bia e�i�hysis Covered N 1 T 0050 35.0819

27732  Re�air o� fibula e�i�hysis Covered N 1 T 0050 35.0819

27734  Re�air lower leg e�i�hyses Covered N 1 T 0050 35.0819

27740  Re�air o� leg e�i�hyses Covered N 1 T 0050 35.0819

27742  Re�air o� leg e�i�hyses Covered N 1 T 0051 50.7327

27745  Rein�or�e #bia Covered N 1 J1 0425 137.8399

27750  Treatment o� #bia �ra�ture Covered N 1 T 0138 2.8828

27752  Treatment o� #bia �ra�ture Covered N 1 T 0431 17.6908

27756  Treatment o� #bia �ra�ture Covered N 1 T 0062 27.5390

27758  Treatment o� #bia �ra�ture Covered N 1 T 0063 57.0073

27759  Treatment o� #bia �ra�ture Covered N 1 T 0064 75.0875

27760  Cltx medial ankle �x Covered N 1 T 0138 2.8828

27762  Cltx med ankle �x w/mn�2 Covered N 1 T 0431 17.6908

27766  O�tx medial ankle �x Covered N 1 T 0063 57.0073

27767  Cltx �ost ankle �x Covered N 1 T 0129 2.2797

27768  Cltx �ost ankle �x w/mn�2 Covered N 1 T 0129 2.2797

27769  O�tx �ost ankle �x Covered N 1 T 0063 57.0073
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27780  Treatment o� fibula �ra�ture Covered N 1 T 0138 2.8828

27781  Treatment o� fibula �ra�ture Covered N 1 T 0139 9.6161

27784  Treatment o� fibula �ra�ture Covered N 1 T 0063 57.0073

27786  Treatment o� ankle �ra�ture Covered N 1 T 0138 2.8828

27788  Treatment o� ankle �ra�ture Covered N 1 T 0138 2.8828

27792  Treatment o� ankle �ra�ture Covered N 1 T 0063 57.0073

27808  Treatment o� ankle �ra�ture Covered N 1 T 0138 2.8828

27810  Treatment o� ankle �ra�ture Covered N 1 T 0139 9.6161

27814  Treatment o� ankle �ra�ture Covered N 1 T 0063 57.0073

27816  Treatment o� ankle �ra�ture Covered N 1 T 0138 2.8828

27818  Treatment o� ankle �ra�ture Covered N 1 T 0139 9.6161

27822  Treatment o� ankle �ra�ture Covered N 1 T 0063 57.0073

27823  Treatment o� ankle �ra�ture Covered N 1 T 0064 75.0875

27824  Treat lower leg �ra�ture Covered N 1 T 0138 2.8828

27825  Treat lower leg �ra�ture Covered N 1 T 0431 17.6908

27826  Treat lower leg �ra�ture Covered N 1 T 0063 57.0073

27827  Treat lower leg �ra�ture Covered N 1 T 0064 75.0875

27828  Treat lower leg �ra�ture Covered N 1 T 0064 75.0875

27829  Treat lower leg 2oint Covered N 1 T 0063 57.0073

27830  Treat lower leg dislo�a#on Covered N 1 T 0129 2.2797

27831  Treat lower leg dislo�a#on Covered N 1 T 0139 9.6161

27832  Treat lower leg dislo�a#on Covered N 1 T 0063 57.0073

27840  Treat ankle dislo�a#on Covered N 1 T 0138 2.8828

27842  Treat ankle dislo�a#on Covered N 1 T 0045 15.5135

27846  Treat ankle dislo�a#on Covered N 1 T 0063 57.0073

27848  Treat ankle dislo�a#on Covered N 1 T 0063 57.0073

27860  Fixa#on o� ankle 2oint Covered N 1 T 0045 15.5135

27870  Fusion o� ankle 2oint o�en Covered N 1 T 0052 85.2438

27871  Fusion o� #biofibular 2oint Covered N 1 T 0052 85.2438

27880  Am�uta#on o� lower leg Covered N 1 C $765.00

27881  Am�uta#on o� lower leg Covered N 1 C $842.99

27882  Am�uta#on o� lower leg Covered N 1 C $641.21

27884  Am�uta#on �ollow-u� surgery Covered N 1 T 0049 22.3913

27886  Am�uta#on �ollow-u� surgery Covered N 1 C $628.15

27888  Am�uta#on o� �oot at ankle Covered N 1 C $684.85

27889  Am�uta#on o� �oot at ankle Covered N 1 T 0050 35.0819

27892  De�om�ression o� leg Covered N 1 T 0050 35.0819

27893  De�om�ression o� leg Covered N 1 T 0050 35.0819

27894  De�om�ression o� leg Covered N 1 T 0050 35.0819

27899  Leg/ankle surgery �ro�edure Covered N 1 T 0129 2.2797

28001  Drainage o� bursa o� �oot Covered N 1 T 0007 11.6749

28002  Treatment o� �oot in�e�#on Covered N 1 T 0049 22.3913
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28003  Treatment o� �oot in�e�#on Covered N 1 T 0049 22.3913

28005  Treat �oot bone lesion Covered N 1 T 0055 23.5061

28008  In�ision o� �oot �as�ia Covered N 1 T 0055 23.5061

28010  In�ision o� toe tendon Covered N 1 T 0055 23.5061

28011  In�ision o� toe tendons Covered N 1 T 0055 23.5061

28020  Ex�lora#on o� �oot 2oint Covered N 1 T 0055 23.5061

28022  Ex�lora#on o� �oot 2oint Covered N 1 T 0055 23.5061

28024  Ex�lora#on o� toe 2oint Covered N 1 T 0055 23.5061

28035  De�om�ression o� #bia nerve Covered N 1 T 0220 18.6600

28039  Ex� �oot/toe tum s� 1.5 �m/> Covered N 1 T 0022 24.5953

28041  Ex� �oot/toe tum de� 1.5�m/> Covered N 1 T 0022 24.5953

28043  Ex� �oot/toe tum s� < 1.5 �m Covered N 1 T 0021 18.0849

28045  Ex� �oot/toe tum dee� <1.5�m Covered N 1 T 0021 18.0849

28046  Rese�t �oot/toe tumor < 3 �m Covered N 1 T 0021 18.0849

28047  Rese�t �oot/toe tumor 3 �m/> Covered N 1 T 0022 24.5953

28050  Bio�sy o� �oot 2oint lining Covered N 1 T 0055 23.5061

28052  Bio�sy o� �oot 2oint lining Covered N 1 T 0055 23.5061

28054  Bio�sy o� toe 2oint lining Covered N 1 T 0055 23.5061

28055  Neure�tomy �oot Covered N 1 T 0220 18.6600

28060  Par#al removal �oot �as�ia Covered N 1 T 0055 23.5061

28062  Removal o� �oot �as�ia Covered N 1 T 0055 23.5061

28070  Removal o� �oot 2oint lining Covered N 1 T 0055 23.5061

28072  Removal o� �oot 2oint lining Covered N 1 T 0055 23.5061

28080  Removal o� �oot lesion Covered N 1 T 0055 23.5061

28086  Ex�ise �oot tendon sheath Covered N 1 T 0055 23.5061

28088  Ex�ise �oot tendon sheath Covered N 1 T 0055 23.5061

28090  Removal o� �oot lesion Covered N 1 T 0055 23.5061

28092  Removal o� toe lesions Covered N 1 T 0055 23.5061

28100  Removal o� ankle/heel lesion Covered N 1 T 0055 23.5061

28102  Remove/gra� �oot lesion Covered N 1 T 0056 70.3645

28103  Remove/gra� �oot lesion Covered N 1 T 0056 70.3645

28104  Removal o� �oot lesion Covered N 1 T 0055 23.5061

28106  Remove/gra� �oot lesion Covered N 1 T 0056 70.3645

28107  Remove/gra� �oot lesion Covered N 1 T 0056 70.3645

28108  Removal o� toe lesions Covered N 1 T 0055 23.5061

28110  Part removal o� metatarsal Covered N 2 T 0055 23.5061

28111  Part removal o� metatarsal Covered N 1 T 0055 23.5061

28112  Part removal o� metatarsal Covered N 1 T 0055 23.5061

28113  Part removal o� metatarsal Covered N 1 T 0055 23.5061

28114  Removal o� metatarsal heads Covered N 1 T 0055 23.5061

28116  Revision o� �oot Covered N 1 T 0055 23.5061

28118  Removal o� heel bone Covered N 1 T 0055 23.5061
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28119  Removal o� heel s�ur Covered N 1 T 0055 23.5061

28120  Part removal o� ankle/heel Covered N 1 T 0055 23.5061

28122  Par#al removal o� �oot bone Covered N 1 T 0055 23.5061

28124  Par#al removal o� toe Covered N 1 T 0055 23.5061

28126  Par#al removal o� toe Covered N 8 T 0055 23.5061

28130  Removal o� ankle bone Covered N 1 T 0055 23.5061

28140  Removal o� metatarsal Covered N 1 T 0055 23.5061

28150  Removal o� toe Covered N 8 T 0055 23.5061

28153  Par#al removal o� toe Covered N 1 T 0055 23.5061

28160  Par#al removal o� toe Covered N 8 T 0055 23.5061

28171  Rese�t tarsal tumor Covered N 1 T 0055 23.5061

28173  Rese�t metatarsal tumor Covered N 1 T 0055 23.5061

28175  Rese�t �halanx o� toe tumor Covered N 1 T 0055 23.5061

28190  Removal o� �oot �oreign body Covered N 1 T 0020 11.1440

28192  Removal o� �oot �oreign body Covered N 1 T 0021 18.0849

28193  Removal o� �oot �oreign body Covered N 1 T 0020 11.1440

28200  Re�air o� �oot tendon Covered N 1 T 0055 23.5061

28202  Re�air/gra� o� �oot tendon Covered N 1 T 0055 23.5061

28208  Re�air o� �oot tendon Covered N 4 T 0055 23.5061

28210  Re�air/gra� o� �oot tendon Covered N 1 T 0056 70.3645

28220  Release o� �oot tendon Covered N 1 T 0055 23.5061

28222  Release o� �oot tendons Covered N 1 T 0055 23.5061

28225  Release o� �oot tendon Covered N 1 T 0055 23.5061

28226  Release o� �oot tendons Covered N 1 T 0055 23.5061

28230  In�ision o� �oot tendon(s) Covered N 1 T 0055 23.5061

28232  In�ision o� toe tendon Covered N 1 T 0055 23.5061

28234  In�ision o� �oot tendon Covered N 1 T 0055 23.5061

28238  Revision o� �oot tendon Covered N 1 T 0056 70.3645

28240  Release o� big toe Covered N 2 T 0055 23.5061

28250  Revision o� �oot �as�ia Covered N 1 T 0055 23.5061

28260  Release o� mid�oot 2oint Covered N 1 T 0055 23.5061

28261  Revision o� �oot tendon Covered N 1 T 0055 23.5061

28262  Revision o� �oot and ankle Covered N 1 T 0055 23.5061

28264  Release o� mid�oot 2oint Covered N 1 T 0056 70.3645

28270  Release o� �oot �ontra�ture Covered N 5 T 0055 23.5061

28272  Release o� toe 2oint ea�h Covered N 1 T 0055 23.5061

28280  Fusion o� toes Covered N 1 T 0055 23.5061

28285  Re�air o� hammertoe Covered N 1 T 0055 23.5061

28286  Re�air o� hammertoe Covered N 1 T 0055 23.5061

28288  Par#al removal o� �oot bone Covered N 1 T 0055 23.5061

28289  Re�air hallux rigidus Covered N 2 T 0055 23.5061

28290  Corre�#on o� bunion Covered N 1 T 0057 36.0840
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28292  Corre�#on o� bunion Covered N 1 T 0057 36.0840

28293  Corre�#on o� bunion Covered N 1 T 0057 36.0840

28294  Corre�#on o� bunion Covered N 1 T 0057 36.0840

28296  Corre�#on o� bunion Covered N 1 T 0057 36.0840

28297  Corre�#on o� bunion Covered N 1 T 0057 36.0840

28298  Corre�#on o� bunion Covered N 1 T 0057 36.0840

28299  Corre�#on o� bunion Covered N 1 T 0057 36.0840

28300  In�ision o� heel bone Covered N 1 T 0056 70.3645

28302  In�ision o� ankle bone Covered N 1 T 0055 23.5061

28304  In�ision o� mid�oot bones Covered N 1 T 0056 70.3645

28305  In�ise/gra� mid�oot bones Covered N 1 T 0056 70.3645

28306  In�ision o� metatarsal Covered N 1 T 0055 23.5061

28307  In�ision o� metatarsal Covered N 1 T 0055 23.5061

28308  In�ision o� metatarsal Covered N 1 T 0055 23.5061

28309  In�ision o� metatarsals Covered N 1 T 0056 70.3645

28310  Revision o� big toe Covered N 1 T 0055 23.5061

28312  Revision o� toe Covered N 1 T 0055 23.5061

28313  Re�air de�ormity o� toe Covered N 1 T 0055 23.5061

28315  Removal o� sesamoid bone Covered N 1 T 0055 23.5061

28320  Re�air o� �oot bones Covered N 1 T 0056 70.3645

28322  Re�air o� metatarsals Covered N 1 T 0055 23.5061

28340  Rese�t enlarged toe #ssue Covered N 1 T 0055 23.5061

28341  Rese�t enlarged toe Covered N 1 T 0055 23.5061

28344  Re�air extra toe(s) Covered N 1 T 0055 23.5061

28345  Re�air webbed toe(s) Covered N 1 T 0055 23.5061

28360  Re�onstru�t �le� �oot Covered N 2 T 0056 70.3645

28400  Treatment o� heel �ra�ture Covered N 1 T 0138 2.8828

28405  Treatment o� heel �ra�ture Covered N 1 T 0139 9.6161

28406  Treatment o� heel �ra�ture Covered N 1 T 0062 27.5390

28415  Treat heel �ra�ture Covered N 1 T 0064 75.0875

28420  Treat/gra� heel �ra�ture Covered N 1 T 0063 57.0073

28430  Treatment o� ankle �ra�ture Covered N 1 T 0129 2.2797

28435  Treatment o� ankle �ra�ture Covered N 1 T 0431 17.6908

28436  Treatment o� ankle �ra�ture Covered N 1 T 0062 27.5390

28445  Treat ankle �ra�ture Covered N 1 T 0063 57.0073

28446  Osteo�hondral talus autogr� Covered R 1 T 0056 70.3645

28450  Treat mid�oot �ra�ture ea�h Covered N 2 T 0129 2.2797

28455  Treat mid�oot �ra�ture ea�h Covered N 1 T 0129 2.2797

28456  Treat mid�oot �ra�ture Covered N 1 T 0062 27.5390

28465  Treat mid�oot �ra�ture ea�h Covered N 1 T 0063 57.0073

28470  Treat metatarsal �ra�ture Covered N 5 T 0138 2.8828

28475  Treat metatarsal �ra�ture Covered N 5 T 0138 2.8828
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28476  Treat metatarsal �ra�ture Covered N 1 T 0062 27.5390

28485  Treat metatarsal �ra�ture Covered N 1 T 0063 57.0073

28490  Treat big toe �ra�ture Covered N 1 T 0129 2.2797

28495  Treat big toe �ra�ture Covered N 1 T 0138 2.8828

28496  Treat big toe �ra�ture Covered N 1 T 0062 27.5390

28505  Treat big toe �ra�ture Covered N 1 T 0062 27.5390

28510  Treatment o� toe �ra�ture Covered N 2 T 0129 2.2797

28515  Treatment o� toe �ra�ture Covered N 1 T 0138 2.8828

28525  Treat toe �ra�ture Covered N 2 T 0062 27.5390

28530  Treat sesamoid bone �ra�ture Covered N 1 T 0129 2.2797

28531  Treat sesamoid bone �ra�ture Covered N 2 T 0062 27.5390

28540  Treat �oot dislo�a#on Covered N 1 T 0129 2.2797

28545  Treat �oot dislo�a#on Covered N 1 T 0062 27.5390

28546  Treat �oot dislo�a#on Covered N 1 T 0062 27.5390

28555  Re�air �oot dislo�a#on Covered N 1 T 0063 57.0073

28570  Treat �oot dislo�a#on Covered N 1 T 0138 2.8828

28575  Treat �oot dislo�a#on Covered N 1 T 0431 17.6908

28576  Treat �oot dislo�a#on Covered N 3 T 0062 27.5390

28585  Re�air �oot dislo�a#on Covered N 1 T 0062 27.5390

28600  Treat �oot dislo�a#on Covered N 1 T 0129 2.2797

28605  Treat �oot dislo�a#on Covered N 1 T 0129 2.2797

28606  Treat �oot dislo�a#on Covered N 1 T 0062 27.5390

28615  Re�air �oot dislo�a#on Covered N 1 T 0063 57.0073

28630  Treat toe dislo�a#on Covered N 1 T 0138 2.8828

28635  Treat toe dislo�a#on Covered N 1 T 0431 17.6908

28636  Treat toe dislo�a#on Covered N 3 T 0062 27.5390

28645  Re�air toe dislo�a#on Covered N 1 T 0062 27.5390

28660  Treat toe dislo�a#on Covered N 1 T 0129 2.2797

28665  Treat toe dislo�a#on Covered N 1 S 0058 3.0104

28666  Treat toe dislo�a#on Covered N 3 T 0062 27.5390

28675  Re�air o� toe dislo�a#on Covered N 1 T 0062 27.5390

28705  Fusion o� �oot bones Covered N 1 T 0056 70.3645

28715  Fusion o� �oot bones Covered N 1 J1 0425 137.8399

28725  Fusion o� �oot bones Covered N 1 T 0056 70.3645

28730  Fusion o� �oot bones Covered N 1 T 0056 70.3645

28735  Fusion o� �oot bones Covered N 1 T 0056 70.3645

28737  Revision o� �oot bones Covered N 1 T 0056 70.3645

28740  Fusion o� �oot bones Covered N 1 T 0056 70.3645

28750  Fusion o� big toe 2oint Covered N 1 T 0056 70.3645

28755  Fusion o� big toe 2oint Covered N 1 T 0055 23.5061

28760  Fusion o� big toe 2oint Covered N 1 T 0056 70.3645

28800  Am�uta#on o� mid�oot Covered N 1 C $551.02
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28805  Am�uta#on thru metatarsal Covered N 1 T 0055 23.5061

28810  Am�uta#on toe & metatarsal Covered N 1 T 0055 23.5061

28820  Am�uta#on o� toe Covered N 1 T 0055 23.5061

28825  Par#al am�uta#on o� toe Covered N 1 T 0055 23.5061

28890  Hi enrgy eswt �lantar �as�ia Covered N 1 T 0050 35.0819

28899  Foot/toes surgery �ro�edure Covered N 1 T 0129 2.2797

29000  A��li�a#on o� body �ast Covered N 1 S 0058 3.0104

29010  A��li�a#on o� body �ast Covered N 1 S 0058 3.0104

29015  A��li�a#on o� body �ast Covered N 1 S 0058 3.0104

29035  A��li�a#on o� body �ast Covered N 1 S 0058 3.0104

29040  A��li�a#on o� body �ast Covered N 1 S 0058 3.0104

29044  A��li�a#on o� body �ast Covered N 1 S 0059 1.7240

29046  A��li�a#on o� body �ast Covered N 1 S 0058 3.0104

29049  A��li�a#on o� figure eight Covered N 1 S 0058 3.0104

29055  A��li�a#on o� shoulder �ast Covered N 1 S 0058 3.0104

29058  A��li�a#on o� shoulder �ast Covered N 1 S 0058 3.0104

29065  A��li�a#on o� long arm �ast Covered N 1 S 0058 3.0104

29075  A��li�a#on o� �orearm �ast Covered N 2 S 0058 3.0104

29085  A��ly hand/wrist �ast Covered N 1 S 0058 3.0104

29086  A��ly finger �ast Covered N 1 S 0059 1.7240

29105  A��ly long arm s�lint Covered N 2 S 0059 1.7240

29125  A��ly �orearm s�lint Covered N 2 Q1 0420 1.7762

29126  A��ly �orearm s�lint Covered N 2 Q1 0340 0.7061

29130  A��li�a#on o� finger s�lint Covered N 1 Q1 0340 0.7061

29131  A��li�a#on o� finger s�lint Covered N 2 Q1 0340 0.7061

29200  Stra��ing o� �hest Covered N 1 S 0059 1.7240

29240  Stra��ing o� shoulder Covered N 1 Q1 0340 0.7061

29260  Stra��ing o� elbow or wrist Covered N 1 Q1 0340 0.7061

29280  Stra��ing o� hand or finger Covered N 1 Q1 0340 0.7061

29305  A��li�a#on o� hi� �ast Covered N 1 S 0058 3.0104

29325  A��li�a#on o� hi� �asts Covered N 1 S 0058 3.0104

29345  A��li�a#on o� long leg �ast Covered N 2 S 0058 3.0104

29355  A��li�a#on o� long leg �ast Covered N 1 S 0058 3.0104

29358  A��ly long leg �ast bra�e Covered N 1 S 0058 3.0104

29365  A��li�a#on o� long leg �ast Covered N 2 S 0058 3.0104

29405  A��ly short leg �ast Covered N 2 S 0058 3.0104

29425  A��ly short leg �ast Covered N 2 S 0058 3.0104

29435  A��ly short leg �ast Covered N 1 S 0058 3.0104

29440  Addi#on o� walker to �ast Covered N 1 S 0059 1.7240

29445  A��ly rigid leg �ast Covered N 1 S 0058 3.0104

29450  A��li�a#on o� leg �ast Covered N 2 S 0058 3.0104

29505  A��li�a#on long leg s�lint Covered N 1 S 0059 1.7240
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29515  A��li�a#on lower leg s�lint Covered N 2 S 0059 1.7240

29520  Stra��ing o� hi� Covered N 1 Q1 0340 0.7061

29530  Stra��ing o� knee Covered N 2 Q1 0340 0.7061

29540  Stra��ing o� ankle and/or � Covered N 2 S 0059 1.7240

29550  Stra��ing o� toes Covered N 2 Q1 0340 0.7061

29580  A��li�a#on o� �aste boot Covered N 2 S 0059 1.7240

29581  A��ly multlay �om�rs lwr leg Covered N 1 S 0059 1.7240

29582  A��ly multlay �om�rs u�r leg Covered N 2 S 0059 1.7240

29583  A��ly multlay �om�rs u�r arm Covered N 2 S 0059 1.7240

29584  A��l multlay �om�rs arm/hand Covered N 2 S 0059 1.7240

29700  Removal/revision o� �ast Covered N 1 S 0059 1.7240

29705  Removal/revision o� �ast Covered N 2 S 0058 3.0104

29710  Removal/revision o� �ast Covered N 1 S 0058 3.0104

29720  Re�air o� body �ast Covered N 1 S 0059 1.7240

29730  Windowing o� �ast Covered N 1 S 0059 1.7240

29740  Wedging o� �ast Covered N 1 S 0059 1.7240

29750  Wedging o� �lub�oot �ast Covered N 1 S 0058 3.0104

29799  Cas#ng/stra��ing �ro�edure Covered N 1 S 0059 1.7240

29800  Jaw arthros�o�y/surgery Covered N 1 T 0041 29.0075

29804  Jaw arthros�o�y/surgery Covered N 1 T 0041 29.0075

29805  Shoulder arthros�o�y dx Covered N 1 T 0041 29.0075

29806  Shoulder arthros�o�y/surgery Covered N 1 T 0042 58.5867

29807  Shoulder arthros�o�y/surgery Covered N 1 T 0042 58.5867

29819  Shoulder arthros�o�y/surgery Covered N 1 T 0042 58.5867

29820  Shoulder arthros�o�y/surgery Covered N 1 T 0042 58.5867

29821  Shoulder arthros�o�y/surgery Covered N 1 T 0042 58.5867

29822  Shoulder arthros�o�y/surgery Covered N 1 T 0041 29.0075

29823  Shoulder arthros�o�y/surgery Covered N 1 T 0042 58.5867

29824  Shoulder arthros�o�y/surgery Covered N 1 T 0042 58.5867

29825  Shoulder arthros�o�y/surgery Covered N 1 T 0042 58.5867

29826  Shoulder arthros�o�y/surgery Covered N 1 N

29827  Arthros�o� rotator �uff re�r Covered N 1 T 0042 58.5867

29828  Arthros�o�y bi�e�s tenodesis Covered N 1 T 0042 58.5867

29830  Elbow arthros�o�y Covered N 1 T 0042 58.5867

29834  Elbow arthros�o�y/surgery Covered N 1 T 0041 29.0075

29835  Elbow arthros�o�y/surgery Covered N 1 T 0042 58.5867

29836  Elbow arthros�o�y/surgery Covered N 1 T 0042 58.5867

29837  Elbow arthros�o�y/surgery Covered N 1 T 0041 29.0075

29838  Elbow arthros�o�y/surgery Covered N 1 T 0041 29.0075

29840  Wrist arthros�o�y Covered N 1 T 0041 29.0075

29843  Wrist arthros�o�y/surgery Covered N 1 T 0041 29.0075

29844  Wrist arthros�o�y/surgery Covered N 1 T 0041 29.0075
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29845  Wrist arthros�o�y/surgery Covered N 1 T 0041 29.0075

29846  Wrist arthros�o�y/surgery Covered N 1 T 0041 29.0075

29847  Wrist arthros�o�y/surgery Covered N 1 T 0042 58.5867

29848  Wrist endos�o�y/surgery Covered N 1 T 0041 29.0075

29850  Knee arthros�o�y/surgery Covered N 1 T 0041 29.0075

29851  Knee arthros�o�y/surgery Covered N 1 T 0042 58.5867

29855  Tibial arthros�o�y/surgery Covered N 1 T 0042 58.5867

29856  Tibial arthros�o�y/surgery Covered N 1 T 0042 58.5867

29860  Hi� arthros�o�y dx Covered N 1 T 0042 58.5867

29861  Hi� arthro w/Q removal Covered N 1 T 0042 58.5867

29862  Hi� arthr0 w/debridement Covered N 1 T 0042 58.5867

29863  Hi� arthr0 w/synove�tomy Covered N 1 T 0042 58.5867

29866  Autgr� im�lnt knee w/s�o�e Covered N 1 T 0042 58.5867

29867  Allgr� im�lnt knee w/s�o�e Covered N 1 T 0042 58.5867

29868  Ienis�al trns�l knee w/s��e Covered N 1 T 0042 58.5867

29870  Knee arthros�o�y dx Covered N 1 T 0041 29.0075

29871  Knee arthros�o�y/drainage Covered N 1 T 0041 29.0075

29873  Knee arthros�o�y/surgery Covered N 1 T 0041 29.0075

29874  Knee arthros�o�y/surgery Covered N 1 T 0041 29.0075

29875  Knee arthros�o�y/surgery Covered N 1 T 0041 29.0075

29876  Knee arthros�o�y/surgery Covered N 1 T 0041 29.0075

29877  Knee arthros�o�y/surgery Covered N 1 T 0041 29.0075

29879  Knee arthros�o�y/surgery Covered N 1 T 0041 29.0075

29880  Knee arthros�o�y/surgery Covered N 1 T 0041 29.0075

29881  Knee arthros�o�y/surgery Covered N 1 T 0041 29.0075

29882  Knee arthros�o�y/surgery Covered N 1 T 0041 29.0075

29883  Knee arthros�o�y/surgery Covered N 1 T 0041 29.0075

29884  Knee arthros�o�y/surgery Covered N 1 T 0041 29.0075

29885  Knee arthros�o�y/surgery Covered N 1 T 0042 58.5867

29886  Knee arthros�o�y/surgery Covered N 1 T 0041 29.0075

29887  Knee arthros�o�y/surgery Covered N 1 T 0041 29.0075

29888  Knee arthros�o�y/surgery Covered N 1 T 0052 85.2438

29889  Knee arthros�o�y/surgery Covered N 1 T 0052 85.2438

29891  Ankle arthros�o�y/surgery Covered N 1 T 0042 58.5867

29892  Ankle arthros�o�y/surgery Covered N 1 T 0051 50.7327

29893  S�o�e �lantar �as�iotomy Covered N 1 T 0055 23.5061

29894  Ankle arthros�o�y/surgery Covered N 1 T 0041 29.0075

29895  Ankle arthros�o�y/surgery Covered N 1 T 0041 29.0075

29897  Ankle arthros�o�y/surgery Covered N 1 T 0041 29.0075

29898  Ankle arthros�o�y/surgery Covered N 1 T 0041 29.0075

29899  Ankle arthros�o�y/surgery Covered N 1 T 0042 58.5867

29900  I�� 2oint arthros�o�y dx Covered N 1 T 0041 29.0075



Procedure 

Code Procedure Code Description

Iowa 

Medicaid 

Coverage

Prior 

Authorization 

Indicator

Procedure 

Max Units APC Status Indicator APC

APC 

Weight

Anesthesia 

Code Base 

Unit

Iowa Medicaid Fee 

Schedule Amount

29901  I�� 2oint arthros�o�y surg Covered N 1 T 0042 58.5867

29902  I�� 2oint arthros�o�y surg Covered N 1 T 0041 29.0075

29904  Subtalar arthro w/Q rmvl Covered N 1 T 0041 29.0075

29905  Subtalar arthro w/ex� Covered N 1 T 0041 29.0075

29906  Subtalar arthro w/deb Covered N 1 T 0041 29.0075

29907  Subtalar arthro w/�usion Covered N 1 T 0042 58.5867

29914  Hi� arthro w/�emoro�lasty Covered N 1 T 0042 58.5867

29915  Hi� arthro a�etabulo�lasty Covered N 1 T 0042 58.5867

29916  Hi� arthro w/labral re�air Covered N 1 T 0042 58.5867

29999  Arthros�o�y o� 2oint Covered N T 0041 29.0075

30000  Drainage o� nose lesion Covered N 1 T 0250 1.7489

30020  Drainage o� nose lesion Covered N 1 T 0251 4.8979

30100  Intranasal bio�sy Covered N 1 T 0252 8.7183

30110  Removal o� nose �oly�(s) Covered N 1 T 0252 8.7183

30115  Removal o� nose �oly�(s) Covered N 1 T 0254 26.2386

30117  Removal o� intranasal lesion Covered N 1 T 0253 17.0798

30118  Removal o� intranasal lesion Covered N 1 T 0254 26.2386

30120  Revision o� nose Covered N 1 T 0254 26.2386

30124  Removal o� nose lesion Covered N 1 T 0254 26.2386

30125  Removal o� nose lesion Covered N 1 T 0256 50.2882

30130  Ex�ise in�erior turbinate Covered N 2 T 0254 26.2386

30140  Rese�t in�erior turbinate Covered N 2 T 0254 26.2386

30150  Par#al removal o� nose Covered N 1 T 0256 50.2882

30160  Removal o� nose Covered N 1 T 0256 50.2882

30200  In2e�#on treatment o� nose Covered N 1 T 0252 8.7183

30210  Nasal sinus thera�y Covered N 1 T 0252 8.7183

30220  Insert nasal se�tal buKon Covered N 1 T 0253 17.0798

30300  Remove nasal �oreign body Covered N 1 Q1 0420 1.7762

30310  Remove nasal �oreign body Covered N 1 T 0253 17.0798

30320  Remove nasal �oreign body Covered N 1 T 0254 26.2386

30400  Re�onstru�#on o� nose Covered N 1 T 0254 26.2386

30410  Re�onstru�#on o� nose Covered N 1 T 0256 50.2882

30420  Re�onstru�#on o� nose Covered N 1 T 0256 50.2882

30430  Revision o� nose Covered N 1 T 0254 26.2386

30435  Revision o� nose Covered N 1 T 0256 50.2882

30450  Revision o� nose Covered N 1 T 0256 50.2882

30460  Revision o� nose Covered N 1 T 0256 50.2882

30462  Revision o� nose Covered N 1 T 0256 50.2882

30465  Re�air nasal stenosis Covered N T 0256 50.2882

30520  Re�air o� nasal se�tum Covered N 1 T 0254 26.2386

30540  Re�air nasal de�e�t Covered N 1 T 0256 50.2882

30545  Re�air nasal de�e�t Covered N 1 T 0256 50.2882
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30560  Release o� nasal adhesions Covered N 1 T 0251 4.8979

30580  Re�air u��er 2aw fistula Covered N 1 T 0256 50.2882

30600  Re�air mouth/nose fistula Covered N 1 T 0256 50.2882

30620  Intranasal re�onstru�#on Covered N 1 T 0256 50.2882

30630  Re�air nasal se�tum de�e�t Covered N 1 T 0254 26.2386

30801  Ablate in� turbinate su�er� Covered N 1 T 0252 8.7183

30802  Ablate in� turbinate submu� Covered N 1 T 0253 17.0798

30901  Control o� nosebleed Covered N 1 Q1 0420 1.7762

30903  Control o� nosebleed Covered N 1 T 0250 1.7489

30905  Control o� nosebleed Covered N 2 T 0250 1.7489

30906  Re�eat �ontrol o� nosebleed Covered N 2 T 0250 1.7489

30915  Liga#on nasal sinus artery Covered N 1 T 0219 29.2791

30920  Liga#on u��er 2aw artery Covered N 1 T 0219 29.2791

30930  Ther �x nasal in� turbinate Covered N 1 T 0254 26.2386

30999  Nasal surgery �ro�edure Covered N 1 T 0250 1.7489

31000  Irriga#on maxillary sinus Covered N 2 T 0251 4.8979

31002  Irriga#on s�henoid sinus Covered N 1 T 0252 8.7183

31020  Ex�lora#on maxillary sinus Covered N 2 T 0254 26.2386

31030  Ex�lora#on maxillary sinus Covered N 1 T 0256 50.2882

31032  Ex�lore sinus remove �oly�s Covered N 1 T 0256 50.2882

31040  Ex�lora#on behind u��er 2aw Covered N 1 T 0254 26.2386

31050  Ex�lora#on s�henoid sinus Covered N 1 T 0256 50.2882

31051  S�henoid sinus surgery Covered N 1 T 0256 50.2882

31070  Ex�lora#on o� �rontal sinus Covered N 1 T 0256 50.2882

31075  Ex�lora#on o� �rontal sinus Covered N 1 T 0256 50.2882

31080  Removal o� �rontal sinus Covered N 1 T 0256 50.2882

31081  Removal o� �rontal sinus Covered N 1 T 0256 50.2882

31084  Removal o� �rontal sinus Covered N 1 T 0256 50.2882

31085  Removal o� �rontal sinus Covered N 1 T 0256 50.2882

31086  Removal o� �rontal sinus Covered N 1 T 0256 50.2882

31087  Removal o� �rontal sinus Covered N 1 T 0256 50.2882

31090  Ex�lora#on o� sinuses Covered N 1 T 0256 50.2882

31200  Removal o� ethmoid sinus Covered N 1 T 0256 50.2882

31201  Removal o� ethmoid sinus Covered N 1 T 0254 26.2386

31205  Removal o� ethmoid sinus Covered N 1 T 0254 26.2386

31225  Removal o� u��er 2aw Covered N 1 C $1,273.16

31230  Removal o� u��er 2aw Covered N 1 C $1,443.02

31231  Nasal endos�o�y dx Covered N 1 T 0071 2.0314

31233  Nasal/sinus endos�o�y dx Covered N 1 T 0072 5.2094

31235  Nasal/sinus endos�o�y dx Covered N 1 T 0073 16.9813

31237  Nasal/sinus endos�o�y surg Covered N 1 T 0073 16.9813

31238  Nasal/sinus endos�o�y surg Covered N 1 T 0073 16.9813
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31239  Nasal/sinus endos�o�y surg Covered N 1 T 0074 27.1023

31240  Nasal/sinus endos�o�y surg Covered N 1 T 0074 27.1023

31254  Revision o� ethmoid sinus Covered N 1 T 0074 27.1023

31255  Removal o� ethmoid sinus Covered N 1 T 0075 41.4000

31256  Ex�lora#on maxillary sinus Covered N 1 T 0074 27.1023

31267  Endos�o�y maxillary sinus Covered N 1 T 0074 27.1023

31276  Sinus endos�o�y surgi�al Covered N 1 T 0075 41.4000

31287  Nasal/sinus endos�o�y surg Covered N 1 T 0075 41.4000

31288  Nasal/sinus endos�o�y surg Covered N 1 T 0075 41.4000

31290  Nasal/sinus endos�o�y surg Covered N 1 C $1,106.76

31291  Nasal/sinus endos�o�y surg Covered N 1 C $1,170.92

31292  Nasal/sinus endos�o�y surg Covered N 1 T 0075 41.4000

31293  Nasal/sinus endos�o�y surg Covered N 1 T 0075 41.4000

31294  Nasal/sinus endos�o�y surg Covered N 1 T 0075 41.4000

31295  Sinus endo w/balloon dil Covered N 1 T 0075 41.4000

31296  Sinus endo w/balloon dil Covered N 1 T 0075 41.4000

31297  Sinus endo w/balloon dil Covered N 1 T 0074 27.1023

31299  Sinus surgery �ro�edure Covered N 1 T 0250 1.7489

31300  Removal o� larynx lesion Covered N 1 T 0254 26.2386

31320  Diagnos#� in�ision larynx Covered N 1 T 0256 50.2882

31360  Removal o� larynx Covered N 1 C $1,229.68

31365  Removal o� larynx Covered N 1 C $1,690.19

31367  Par#al removal o� larynx Covered N 1 C $1,447.35

31368  Par#al removal o� larynx Covered N 1 C $1,872.05

31370  Par#al removal o� larynx Covered N 1 C $1,429.50

31375  Par#al removal o� larynx Covered N 1 C $1,303.26

31380  Par#al removal o� larynx Covered N 1 C $1,348.41

31382  Par#al removal o� larynx Covered N 1 C $1,377.98

31390  Removal o� larynx & �harynx Covered N 1 C $1,898.62

31395  Re�onstru�t larynx & �harynx Covered N 1 C $2,216.73

31400  Revision o� larynx Covered N 1 T 0256 50.2882

31420  Removal o� e�iglo0s Covered N 1 T 0256 50.2882

31500  Insert emergen�y airway Covered N 1 T 0250 1.7489

31502  Change o� wind�i�e airway Covered N 1 T 0250 1.7489

31505  Diagnos#� laryngos�o�y Covered N 1 T 0071 2.0314

31510  Laryngos�o�y with bio�sy Covered N 1 T 0073 16.9813

31511  Remove �oreign body larynx Covered N 1 T 0071 2.0314

31512  Removal o� larynx lesion Covered N 1 T 0074 27.1023

31513  In2e�#on into vo�al �ord Covered N 1 T 0072 5.2094

31515  Laryngos�o�y �or as�ira#on Covered N 1 T 0073 16.9813

31520  Dx laryngos�o�y newborn Covered N 1 T 0072 5.2094

31525  Dx laryngos�o�y ex�l nb Covered N 1 T 0073 16.9813
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31526  Dx laryngos�o�y w/o�er s�o�e Covered N 1 T 0073 16.9813

31527  Laryngos�o�y �or treatment Covered N 1 T 0074 27.1023

31528  Laryngos�o�y and dila#on Covered N 1 T 0074 27.1023

31529  Laryngos�o�y and dila#on Covered N 1 T 0074 27.1023

31530  Laryngos�o�y w/Q removal Covered N 1 T 0073 16.9813

31531  Laryngos�o�y w/Q & o� s�o�e Covered N 1 T 0073 16.9813

31535  Laryngos�o�y w/bio�sy Covered N 1 T 0074 27.1023

31536  Laryngos�o�y w/bx & o� s�o�e Covered N 1 T 0074 27.1023

31540  Laryngos�o�y w/ex� o� tumor Covered N 1 T 0074 27.1023

31541  Laryns�o� w/tumr ex� + s�o�e Covered N 1 T 0074 27.1023

31545  Remove v� lesion w/s�o�e Covered N 1 T 0074 27.1023

31546  Remove v� lesion s�o�e/gra� Covered N 1 T 0075 41.4000

31560  Laryngos�o� w/arytenoide�tom Covered N 1 T 0075 41.4000

31561  Laryns�o� remve �art + s�o� Covered N 1 T 0074 27.1023

31570  Laryngos�o�e w/v� in2 Covered N 1 T 0073 16.9813

31571  Laryngos�o� w/v� in2 + s�o�e Covered N 1 T 0074 27.1023

31575  Diagnos#� laryngos�o�y Covered N 1 T 0071 2.0314

31576  Laryngos�o�y with bio�sy Covered N 1 T 0073 16.9813

31577  Remove �oreign body larynx Covered N 1 T 0072 5.2094

31578  Removal o� larynx lesion Covered N 1 T 0073 16.9813

31579  Diagnos#� laryngos�o�y Covered N 1 T 0072 5.2094

31580  Revision o� larynx Covered N 1 T 0256 50.2882

31582  Revision o� larynx Covered N 1 T 0256 50.2882

31584  Treat larynx �ra�ture Covered N 1 C $1,223.90

31587  Revision o� larynx Covered N 1 C $767.43

31588  Revision o� larynx Covered N 1 T 0256 50.2882

31590  Reinnervate larynx Covered N 1 T 0256 50.2882

31595  Larynx nerve surgery Covered N 1 T 0256 50.2882

31599  Larynx surgery �ro�edure Covered N 1 T 0250 1.7489

31600  In�ision o� wind�i�e Covered N 1 T 0254 26.2386

31601  In�ision o� wind�i�e Covered N 1 T 0254 26.2386

31603  In�ision o� wind�i�e Covered N 1 T 0252 8.7183

31605  In�ision o� wind�i�e Covered N 1 T 0252 8.7183

31610  In�ision o� wind�i�e Covered N 1 T 0256 50.2882

31611  Surgery/s�ee�h �rosthesis Covered N 1 T 0254 26.2386

31612  Pun�ture/�lear wind�i�e Covered N 1 T 0256 50.2882

31613  Re�air wind�i�e o�ening Covered N 1 T 0254 26.2386

31614  Re�air wind�i�e o�ening Covered N 1 T 0256 50.2882

31615  Visualiza#on o� wind�i�e Covered N 1 T 0252 8.7183

31620  Endobron�hial us add-on Covered N 1 N

31622  Dx bron�hos�o�e/wash Covered N 1 T 0076 14.2251

31623  Dx bron�hos�o�e/brush Covered N 1 T 0076 14.2251
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31624  Dx bron�hos�o�e/lavage Covered N 1 T 0076 14.2251

31625  Bron�hos�o�y w/bio�sy(s) Covered N 1 T 0076 14.2251

31626  Bron�hos�o�y w/markers Covered N 1 T 0415 30.4203

31627  Naviga#onal bron�hos�o�y Covered N 1 N

31628  Bron�hos�o�y/lung bx ea�h Covered N 1 T 0076 14.2251

31629  Bron�hos�o�y/needle bx ea�h Covered N 1 T 0415 30.4203

31630  Bron�hos�o�y dilate/�x re�r Covered N 1 T 0415 30.4203

31631  Bron�hos�o�y dilate w/stent Covered N 1 T 0415 30.4203

31632  Bron�hos�o�y/lung bx addl Covered N N

31633  Bron�hos�o�y/needle bx addl Covered N N

31634  Bron�h w/balloon o��lusion Covered N 1 T 0415 30.4203

31635  Bron�hos�o�y w/Q removal Covered N 1 T 0076 14.2251

31636  Bron�hos�o�y bron�h stents Covered N 1 T 0415 30.4203

31637  Bron�hos�o�y stent add-on Covered N 1 N

31638  Bron�hos�o�y revise stent Covered N 1 T 0415 30.4203

31640  Bron�hos�o�y w/tumor ex�ise Covered N 1 T 0415 30.4203

31641  Bron�hos�o�y treat blo�kage Covered N 1 T 0415 30.4203

31643  Diag bron�hos�o�e/�atheter Covered N 1 T 0076 14.2251

31645  Bron�hos�o�y �lear airways Covered N 1 T 0076 14.2251

31646  Bron�hos�o�y re�lear airway Covered N 1 T 0076 14.2251

31647  Bron�hial valve init insert Covered N 1 T 0415 30.4203

31648  Bron�hial valve remov init Covered N 1 T 0415 30.4203

31649  Bron�hial valve remov addl Covered N 1 Q2 0076 14.2251

31651  Bron�hial valve addl insert Covered N 1 N

31660  Bron�h thermo�lsty 1 lobe Covered N 1 T 0415 30.4203

31661  Bron�h thermo�lsty 2/> lobes Covered N 1 T 0415 30.4203

31717  Bron�hial brush bio�sy Covered N 1 T 0072 5.2094

31720  Clearan�e o� airways Covered N 1 Q1 0077 2.2195

31725  Clearan�e o� airways Covered N 1 C $105.55

31730  Intro wind�i�e wire/tube Covered N 1 T 0072 5.2094

31750  Re�air o� wind�i�e Covered N 1 T 0256 50.2882

31755  Re�air o� wind�i�e Covered N 1 T 0256 50.2882

31760  Re�air o� wind�i�e Covered N 1 C $1,250.25

31766  Re�onstru�#on o� wind�i�e Covered N 1 C $1,746.88

31770  Re�air/gra� o� bron�hus Covered N 1 C $1,373.64

31775  Re�onstru�t bron�hus Covered N 1 C $1,485.80

31780  Re�onstru�t wind�i�e Covered N 1 C $1,188.55

31781  Re�onstru�t wind�i�e Covered N 1 C $1,458.14

31785  Remove wind�i�e lesion Covered N 1 T 0254 26.2386

31786  Remove wind�i�e lesion Covered N 1 C $1,415.03

31800  Re�air o� wind�i�e in2ury Covered N 1 C $474.18

31805  Re�air o� wind�i�e in2ury Covered N 1 C $881.62
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31820  Closure o� wind�i�e lesion Covered N 1 T 0254 26.2386

31825  Re�air o� wind�i�e de�e�t Covered N 1 T 0254 26.2386

31830  Revise wind�i�e s�ar Covered N 1 T 0254 26.2386

31899  Airways surgi�al �ro�edure Covered N 1 T 0076 14.2251

32035  Thora�ostomy w/rib rese�#on Covered N 1 C $616.05

32036  Thora�ostomy w/fla� drainage Covered N 1 C $681.07

32096  O�en wedge/bx lung infiltr Covered N 1 C $707.90

32097  O�en wedge/bx lung nodule Covered N 1 C $765.47

32098  O�en bio�sy o� lung �leura Covered N 1 C $665.47

32100  Ex�lora#on o� �hest Covered N 1 C $840.09

32110  Ex�lore/re�air �hest Covered N 1 C $918.82

32120  Re-ex�lora#on o� �hest Covered N 1 C $808.02

32124  Ex�lore �hest �ree adhesions Covered N 1 C $859.21

32140  Removal o� lung lesion(s) Covered N 1 C $964.36

32141  Remove/treat lung lesions Covered N 1 C $951.17

32150  Removal o� lung lesion(s) Covered N 1 C $921.88

32151  Remove lung �oreign body Covered N 1 C $925.50

32160  O�en �hest heart massage Covered N 1 C $632.75

32200  Drain o�en lung lesion Covered N 1 C $860.39

32215  Treat �hest lining Covered N 1 C $769.46

32220  Release o� lung Covered N 1 C $1,263.58

32225  Par#al release o� lung Covered N 1 C $951.69

32310  Removal o� �hest lining Covered N 1 C $916.58

32320  Free/remove �hest lining Covered N 1 C $1,343.48

32400  Needle bio�sy �hest lining Covered N 1 T 0005 14.1916

32405  Per�ut bx lung/medias#num Covered N 1 T 0005 14.1916

32440  Remove lung �neumone�tomy Covered N 1 C $1,380.68

32442  Sleeve �neumone�tomy Covered N 1 C $1,576.47

32445  Removal o� lung extra�leural Covered N 1 C $1,574.88

32480  Par#al removal o� lung Covered N 1 C $1,218.70

32482  Bilobe�tomy Covered N 1 C $1,288.75

32484  Segmente�tomy Covered N 1 C $1,331.97

32486  Sleeve lobe�tomy Covered N 1 C $1,485.12

32488  Com�le#on �neumone�tomy Covered N 1 C $1,577.05

32491  Lung volume redu�#on Covered N C $1,340.29

32501  Re�air bron�hus add-on Covered N 1 C $282.23

32503  Rese�t a�i�al lung tumor Covered N 1 C $1,218.70

32504  Rese�t a�i�al lung tum/�hest Covered N 1 C $1,218.70

32505  Wedge rese�t o� lung ini#al Covered N 1 C $817.56

32506  Wedge rese�t o� lung add-on Covered N 1 C $137.81

32507  Wedge rese�t o� lung diag Covered N 1 C $137.81

32540  Removal o� lung lesion Covered N 1 C $982.61
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32550  Insert �leural �ath Covered N 1 T 0652 30.8500

32551  Inser#on o� �hest tube Covered N 1 T 0070 6.5974

32552  Remove lung �atheter Covered N 1 Q2 0070 6.5974

32553  Ins mark thor �or rt �erq Covered N 1 S 0310 14.0014

32554  As�irate �leura w/o imaging Covered N 1 T 0070 6.5974

32555  As�irate �leura w/ imaging Covered N 1 T 0070 6.5974

32556  Insert �ath �leura w/o image Covered N 1 T 0070 6.5974

32557  Insert �ath �leura w/ image Covered N 1 T 0070 6.5974

32560  Treat �leurodesis w/agent Covered N 1 T 0070 6.5974

32561  Lyse �hest fibrin init day Covered N 1 T 0070 6.5974

32562  Lyse �hest fibrin subq day Covered N 1 T 0070 6.5974

32601  Thora�os�o�y diagnos#� Covered N 1 T 0069 41.4417

32604  Thora�os�o�y wbx sa� Covered N 1 T 0069 41.4417

32606  Thora�os�o�y w/bx med s�a�e Covered N 1 T 0069 41.4417

32607  Thora�os�o�y w/bx infiltrate Covered N 1 T 0069 41.4417

32608  Thora�os�o�y w/bx nodule Covered N 1 T 0069 41.4417

32609  Thora�os�o�y w/bx �leura Covered N 1 T 0069 41.4417

32650  Thora�os�o�y w/�leurodesis Covered N 1 C $719.53

32651  Thora�os�o�y remove �ortex Covered N 1 C $876.02

32652  Thora�os�o�y rem totl �ortex Covered N 1 C $1,214.06

32653  Thora�os�o�y remov Q/fibrin Covered N 1 C $860.13

32654  Thora�os�o�y �ontrl bleeding Covered N 1 C $823.78

32655  Thora�os�o�y rese�t bullae Covered N 1 C $910.77

32656  Thora�os�o�y w/�leure�tomy Covered N 1 C $916.72

32658  Thora�os�o�y w/sa� Q remove Covered N 1 C $855.93

32659  Thora�os�o�y w/sa� drainage Covered N 1 C $855.09

32661  Thora�os�o�y w/�eri�ard ex� Covered N 1 C $875.45

32662  Thora�os�o�y w/mediast ex� Not Covered C

32663  Thora�os�o�y w/lobe�tomy Covered N 1 C $1,229.41

32664  Thora�os�o�y w/ th nrv ex� Covered N 1 C $901.36

32665  Thora�os�o� w/eso�h mus� ex� Covered N 1 C $1,022.88

32666  Thora�os�o�y w/wedge rese�t Covered N 1 C $763.60

32667  Thora�os�o�y w/w rese�t addl Covered N 1 C $137.81

32668  Thora�os�o�y w/w rese�t diag Covered N 1 C $138.40

32669  Thora�os�o�y remove segment Covered N 1 C $1,177.13

32670  Thora�os�o�y bilobe�tomy Covered N 1 C $1,405.73

32671  Thora�os�o�y �neumone�tomy Covered N 1 C $1,558.30

32672  Thora�os�o�y �or lvrs Covered N 1 C $1,333.12

32673  Thora�os�o�y w/thymus rese�t Covered N 1 C $1,057.07

32674  Thora�os�o�y lym�h node ex� Covered N 1 C $189.12

32701  Thorax stereo rad targetw/tx Not Covered B

32800  Re�air lung hernia Covered N 1 C $879.05
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32810  Close �hest a�er drainage Covered N 1 C $816.54

32815  Close bron�hial fistula Covered N 1 C $1,442.30

32820  Re�onstru�t in2ured �hest Covered N 1 C $1,391.71

32850  Donor �neumone�tomy Covered N 1 C By Re�ort

32851  Lung trans�lant single Covered N 1 C $2,331.52

32852  Lung trans�lant with by�ass Covered N 1 C $2,510.38

32853  Lung trans�lant double Covered N 1 C $2,849.63

32854  Lung trans�lant with by�ass Covered N 1 C $3,039.57

32855  Pre�are donor lung single Not Covered C

32856  Pre�are donor lung double Not Covered C

32900  Removal o� rib(s) Covered N 1 C $1,157.11

32905  Revise & re�air �hest wall Covered N 1 C $1,251.52

32906  Revise & re�air �hest wall Covered N 1 C $1,582.57

32940  Revision o� lung Covered N 1 C $1,171.46

32960  Thera�eu#� �neumothorax Covered N 1 T 0070 6.5974

32997  Total lung lavage Covered N 1 C $297.04

32998  Perq r� ablate tx �ul tumor Covered N 1 T 0423 55.2208

32999  Chest surgery �ro�edure Covered N 1 T 0070 6.5974

33010  Drainage o� heart sa� Covered N 1 T 0070 6.5974

33011  Re�eat drainage o� heart sa� Covered N 1 T 0070 6.5974

33015  In�ision o� heart sa� Covered N 1 C $417.77

33020  In�ision o� heart sa� Covered N 1 C $883.51

33025  In�ision o� heart sa� Covered N 1 C $872.77

33030  Par#al removal o� heart sa� Covered N 1 C $1,338.53

33031  Par#al removal o� heart sa� Covered N 1 C $1,365.10

33050  Rese�t heart sa� lesion Covered N 1 C $920.65

33120  Removal o� heart lesion Covered N 1 C $1,766.45

33130  Removal o� heart lesion Covered N 1 C $1,307.55

33140  Heart revas�ularize (tmr) Covered N 1 C $1,183.66

33141  Heart tmr w/other �ro�edure Covered N C $230.93

33202  Insert e�i�ard eltrd o�en Covered N 1 C $669.34

33203  Insert e�i�ard eltrd endo Covered N 1 C $690.12

33206  Insert heart �m atrial Covered N 1 J1 0089 127.9907

33207  Insert heart �m ventri�ular Covered N 1 J1 0089 127.9907

33208  Insrt heart �m atrial & vent Covered N 1 J1 0089 127.9907

33210  Insert ele�trd/�m �ath sngl Covered N 1 J1 0090 88.2442

33211  Insert �ard ele�trodes dual Covered N 1 J1 0090 88.2442

33212  Insert �ulse gen sngl lead Covered N 1 J1 0090 88.2442

33213  Insert �ulse gen dual leads Covered N 1 J1 0089 127.9907

33214  U�grade o� �a�emaker system Covered N 1 J1 0089 127.9907

33215  Re�osi#on �a�ing-defib lead Covered N 1 T 0103 21.2483

33216  Insert 1 ele�trode �m-defib Covered N 1 J1 0090 88.2442
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33217  Insert 2 ele�trode �m-defib Covered N 1 J1 0090 88.2442

33218  Re�air lead �a�e-defib one Covered N 1 T 0105 31.6455

33220  Re�air lead �a�e-defib dual Covered N 1 T 0105 31.6455

33221  Insert �ulse gen mult leads Covered N 1 J1 0655 221.2044

33222  Relo�a#on �o�ket �a�emaker Covered N 1 T 0328 18.9748

33223  Relo�ate �o�ket �or defib Covered N 1 T 0328 18.9748

33224  Insert �a�ing lead & �onne�t Covered N 1 J1 0089 127.9907

33225  L ventri� �a�ing lead add-on Covered N 1 N

33226  Re�osi#on l ventri� lead Covered N 1 T 0103 21.2483

33227  Remove&re�la�e �m gen singl Covered N 1 J1 0090 88.2442

33228  Remv&re�l� �m gen dual lead Covered N 1 J1 0089 127.9907

33229  Remv&re�l� �m gen mult leads Covered N 1 J1 0655 221.2044

33230  Insrt �ulse gen w/dual leads Covered N 1 J1 0107 308.9615

33231  Insrt �ulse gen w/mult leads Covered N 1 J1 0108 415.4941

33233  Removal o� �m generator Covered N 1 J1 0090 88.2442

33234  Removal o� �a�emaker system Covered N 1 Q2 0105 31.6455

33235  Removal �a�emaker ele�trode Covered N 1 Q2 0105 31.6455

33236  Remove ele�trode/thora�otomy Covered N 1 C $733.73

33237  Remove ele�trode/thora�otomy Covered N 1 C $889.88

33238  Remove ele�trode/thora�otomy Covered N 1 C $933.87

33240  Insrt �ulse gen w/singl lead Covered N 1 J1 0107 308.9615

33241  Remove �ulse generator Covered N 1 Q2 0105 31.6455

33243  Remove eltrd/thora�otomy Covered N 1 C $1,244.63

33244  Remove el�trd transvenously Covered N 1 Q2 0105 31.6455

33249  Ins2/r�l�mt defib w/lead(s) Covered N 1 J1 0108 415.4941

33250  Ablate heart dysrhythm �o�us Covered N 1 C $1,270.32

33251  Ablate heart dysrhythm �o�us Covered N 1 C $1,557.09

33254  Ablate atria lmtd Covered N 1 C $1,167.44

33255  Ablate atria w/o by�ass ext Covered N 1 C $1,407.92

33256  Ablate atria w/by�ass exten Covered N 1 C $1,680.39

33257  Ablate atria lmtd add-on Covered N 1 C $455.04

33258  Ablate atria x10sv add-on Covered N 1 C $513.64

33259  Ablate atria w/by�ass add-on Covered N 1 C $671.18

33261  Ablate heart dysrhythm �o�us Covered N 1 C $1,502.81

33262  Rmvl& re�l� �ulse gen 1 lead Covered N 1 J1 0107 308.9615

33263  Rmvl & r�l�mt dQ gen 2 lead Covered N 1 J1 0107 308.9615

33264  Rmvl & r�l�mt dQ gen mlt ld Covered N 1 J1 0108 415.4941

33265  Ablate atria lmtd endo Covered N 1 C $1,167.44

33266  Ablate atria x10sv endo Covered N 1 C $1,597.68

33270  Ins/re� subq defibrillator Covered N 1 J1 0108 415.4941

33271  Ins2 subq im�ltbl dQ el�trd Covered N 1 J1 0090 88.2442

33272  Rmvl o� subq defibrillator Covered N 1 Q2 0105 31.6455
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33273  Re�os �rev im�ltbl subq dQ Covered N 1 T 0105 31.6455

33282  Im�lant �at-a�#ve ht re�ord Covered N J1 0090 88.2442

33284  Remove �at-a�#ve ht re�ord Covered N Q2 0020 11.1440

33300  Re�air o� heart wound Covered N 1 C $1,183.08

33305  Re�air o� heart wound Covered N 1 C $1,418.05

33310  Ex�loratory heart surgery Covered N 1 C $1,184.73

33315  Ex�loratory heart surgery Covered N 1 C $1,408.71

33320  Re�air ma2or blood vessel(s) Covered N 1 C $1,114.89

33321  Re�air ma2or vessel Not Covered C

33322  Re�air ma2or blood vessel(s) Covered N 1 C $1,450.20

33330  Insert ma2or vessel gra� Covered N 1 C $1,298.71

33335  Insert ma2or vessel gra� Covered N 1 C $1,759.29

33361  Re�la�e aor#� valve �erq Covered N 1 C $1,164.77

33362  Re�la�e aor#� valve o�en Covered N 1 C $1,274.43

33363  Re�la�e aor#� valve o�en Covered N 1 C $1,319.54

33364  Re�la�e aor#� valve o�en Covered N 1 C $1,403.68

33365  Re�la�e aor#� valve o�en Covered N 1 C $1,531.95

33366  Tr�ath re�la�e aor#� valve Covered N 1 C $1,722.96

33367  Re�la�e aor#� valve w/by� Covered N 1 C $538.10

33368  Re�la�e aor#� valve w/by� Covered N 1 C $651.99

33369  Re�la�e aor#� valve w/by� Covered N 1 C $860.85

33400  Re�air o� aor#� valve Covered N 1 C $1,798.89

33401  Valvulo�lasty o�en Covered N 1 C $1,669.95

33403  Valvulo�lasty w/�� by�ass Covered N 1 C $1,773.02

33404  Pre�are heart-aorta �onduit Covered N 1 C $2,022.26

33405  Re�la�ement o� aor#� valve Covered N 1 C $2,059.97

33406  Re�la�ement o� aor#� valve Covered N 1 C $2,221.96

33410  Re�la�ement o� aor#� valve Covered N C $1,984.47

33411  Re�la�ement o� aor#� valve Covered N 1 C $2,236.02

33412  Re�la�ement o� aor#� valve Covered N 1 C $2,412.44

33413  Re�la�ement o� aor#� valve Covered N 1 C $2,460.42

33414  Re�air o� aor#� valve Covered N 1 C $2,176.92

33415  Revision subvalvular #ssue Covered N 1 C $1,926.70

33416  Revise ventri�le mus�le Covered N 1 C $2,014.55

33417  Re�air o� aor#� valve Covered N 1 C $2,064.72

33418  Re�air t�at mitral valve Covered N 1 C $1,574.44

33419  Re�air t�at mitral valve Covered N 1 N

33420  Revision o� mitral valve Covered N 1 C $1,363.77

33422  Revision o� mitral valve Covered N 1 C $1,823.10

33425  Re�air o� mitral valve Covered N 1 C $1,881.93

33426  Re�air o� mitral valve Covered N 1 C $2,105.71

33427  Re�air o� mitral valve Covered N 1 C $2,270.86
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33430  Re�la�ement o� mitral valve Covered N 1 C $2,168.15

33460  Revision o� tri�us�id valve Covered N 1 C $1,661.37

33463  Valvulo�lasty tri�us�id Covered N 1 C $1,796.45

33464  Valvulo�lasty tri�us�id Covered N 1 C $1,909.69

33465  Re�la�e tri�us�id valve Covered N 1 C $1,999.35

33468  Revision o� tri�us�id valve Covered N 1 C $2,210.96

33470  Revision o� �ulmonary valve Covered N 1 C $1,316.87

33471  Valvotomy �ulmonary valve Covered N 1 C $1,458.66

33474  Revision o� �ulmonary valve Covered N 1 C $1,632.16

33475  Re�la�ement �ulmonary valve Covered N 1 C $1,998.59

33476  Revision o� heart �hamber Covered N 1 C $1,712.32

33478  Revision o� heart �hamber Covered N 1 C $1,904.52

33496  Re�air �rosth valve �lot Covered N 1 C $1,943.74

33500  Re�air heart vessel fistula Covered N 1 C $1,779.30

33501  Re�air heart vessel fistula Covered N 1 C $1,163.17

33502  Coronary artery �orre�#on Covered N 1 C $1,452.58

33503  Coronary artery gra� Covered N 1 C $1,488.53

33504  Coronary artery gra� Covered N 1 C $1,814.02

33505  Re�air artery w/tunnel Covered N 1 C $1,821.01

33506  Re�air artery translo�a#on Covered N 1 C $1,840.89

33507  Re�air art intramural Covered N 1 C $1,452.58

33508  Endos�o�i� vein harvest Covered N 1 N

33510  Cabg vein single Covered N 1 C $1,764.42

33511  Cabg vein two Covered N 1 C $1,909.00

33512  Cabg vein three Covered N 1 C $2,049.89

33513  Cabg vein �our Covered N 1 C $2,200.34

33514  Cabg vein five Covered N 1 C $2,399.12

33516  Cabg vein six or more Covered N 1 C $2,554.33

33517  Cabg artery-vein single Covered N 1 C $164.69

33518  Cabg artery-vein two Covered N 1 C $310.80

33519  Cabg artery-vein three Covered N 1 C $456.01

33521  Cabg artery-vein �our Covered N 1 C $601.87

33522  Cabg artery-vein five Covered N 1 C $747.16

33523  Cabg art-vein six or more Covered N 1 C $893.68

33530  Coronary artery by�ass/reo� Covered N 1 C $375.29

33533  Cabg arterial single Covered N 1 C $1,810.63

33534  Cabg arterial two Covered N 1 C $1,991.14

33535  Cabg arterial three Covered N 1 C $2,176.43

33536  Cabg arterial �our or more Covered N 1 C $2,359.76

33542  Removal o� heart lesion Covered N 1 C $2,019.22

33545  Re�air o� heart damage Covered N 1 C $2,439.72

33548  Restore/remodel ventri�le Covered N 1 C $2,439.72
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33572  O�en �oronary endartere�tomy Not Covered C

33600  Closure o� valve Covered N 1 C $1,994.72

33602  Closure o� valve Covered N 1 C $1,925.73

33606  Anastomosis/artery-aorta Covered N 1 C $2,123.45

33608  Re�air anomaly w/�onduit Covered N 1 C $2,201.74

33610  Re�air by enlargement Covered N 1 C $2,155.24

33611  Re�air double ventri�le Covered N 1 C $2,236.81

33612  Re�air double ventri�le Covered N 1 C $2,360.93

33615  Re�air modified �ontan Covered N 1 C $2,289.22

33617  Re�air single ventri�le Covered N 1 C $2,448.94

33619  Re�air single ventri�le Covered N 1 C $2,753.61

33620  A��ly r&l �ulm art bands Covered N 1 C $1,494.33

33621  Transthor �ath �or stent Covered N 1 C $806.79

33622  Redo �om�l �ardia� anomaly Covered N 1 C $3,161.41

33641  Re�air heart se�tum de�e�t Covered N 1 C $1,485.80

33645  Revision o� heart veins Covered N 1 C $1,761.87

33647  Re�air heart se�tum de�e�ts Covered N 1 C $2,046.47

33660  Re�air o� heart de�e�ts Covered N 1 C $1,832.81

33665  Re�air o� heart de�e�ts Covered N 1 C $2,021.61

33670  Re�air o� heart �hambers Covered N 1 C $2,126.21

33675  Close mult vsd Covered N 1 C $1,858.77

33676  Close mult vsd w/rese�#on Covered N 1 C $1,913.41

33677  Cl mult vsd w/rem �ul band Covered N 1 C $1,988.83

33681  Re�air heart se�tum de�e�t Covered N 1 C $1,990.56

33684  Re�air heart se�tum de�e�t Covered N 1 C $2,056.99

33688  Re�air heart se�tum de�e�t Covered N 1 C $1,957.63

33690  Rein�or�e �ulmonary artery Covered N 1 C $1,412.94

33692  Re�air o� heart de�e�ts Covered N 1 C $2,110.72

33694  Re�air o� heart de�e�ts Covered N 1 C $2,149.76

33697  Re�air o� heart de�e�ts Covered N 1 C $2,297.38

33702  Re�air o� heart de�e�ts Covered N 1 C $1,908.95

33710  Re�air o� heart de�e�ts Covered N 1 C $2,045.95

33720  Re�air o� heart de�e�t Covered N 1 C $1,878.65

33722  Re�air o� heart de�e�t Covered N 1 C $2,023.92

33724  Re�air venous anomaly Covered N 1 C $1,332.16

33726  Re�air �ul venous stenosis Covered N 1 C $1,759.88

33730  Re�air heart-vein de�e�t(s) Covered N 1 C $2,090.23

33732  Re�air heart-vein de�e�t Covered N 1 C $1,963.99

33735  Revision o� heart �hamber Covered N 1 C $1,530.93

33736  Revision o� heart �hamber Covered N 1 C $1,714.36

33737  Revision o� heart �hamber Covered N 1 C $1,500.01

33750  Ia2or vessel shunt Covered N 1 C $1,410.35
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33755  Ia2or vessel shunt Covered N 1 C $1,388.81

33762  Ia2or vessel shunt Covered N 1 C $1,426.21

33764  Ia2or vessel shunt & gra� Covered N 1 C $1,429.85

33766  Ia2or vessel shunt Covered N 1 C $1,587.82

33767  Ia2or vessel shunt Covered N 1 C $1,628.78

33768  Cavo�ulmonary shun#ng Covered N 1 C $1,628.78

33770  Re�air great vessels de�e�t Covered N 1 C $2,231.05

33771  Re�air great vessels de�e�t Covered N 1 C $2,211.99

33774  Re�air great vessels de�e�t Covered N 1 C $2,038.46

33775  Re�air great vessels de�e�t Covered N 1 C $2,009.16

33776  Re�air great vessels de�e�t Covered N 1 C $2,152.10

33777  Re�air great vessels de�e�t Covered N 1 C $2,063.32

33778  Re�air great vessels de�e�t Covered N 1 C $2,415.65

33779  Re�air great vessels de�e�t Covered N 1 C $2,344.45

33780  Re�air great vessels de�e�t Covered N 1 C $2,424.88

33781  Re�air great vessels de�e�t Covered N 1 C $2,312.63

33782  Nikaidoh �ro� Covered N 1 C $2,630.27

33783  Nikaidoh �ro� w/os#a im�lt Covered N 1 C $2,855.43

33786  Re�air arterial trunk Covered N 1 C $2,245.92

33788  Revision o� �ulmonary artery Covered N 1 C $1,729.33

33800  Aor#� sus�ension Covered N 1 C $1,160.09

33802  Re�air vessel de�e�t Covered N 1 C $1,310.56

33803  Re�air vessel de�e�t Covered N 1 C $1,312.53

33813  Re�air se�tal de�e�t Covered N 1 C $1,448.41

33814  Re�air se�tal de�e�t Covered N 1 C $1,845.02

33820  Revise ma2or vessel Covered N 1 C $1,212.50

33822  Revise ma2or vessel Covered N 1 C $1,170.70

33824  Revise ma2or vessel Covered N 1 C $1,412.25

33840  Remove aorta �onstri�#on Covered N 1 C $1,517.53

33845  Remove aorta �onstri�#on Covered N 1 C $1,592.98

33851  Remove aorta �onstri�#on Covered N 1 C $1,592.47

33852  Re�air se�tal de�e�t Covered N 1 C $1,731.30

33853  Re�air se�tal de�e�t Covered N 1 C $2,290.55

33860  As�ending aor#� gra� Covered N 1 C $2,284.09

33863  As�ending aor#� gra� Covered N 1 C $2,390.16

33864  As�ending aor#� gra� Covered N 1 C $2,437.58

33870  Transverse aor#� ar�h gra� Covered N 1 C $2,728.94

33875  Thora�i� aor#� gra� Covered N 1 C $2,160.49

33877  Thora�oabdominal gra� Covered N 1 C $2,828.79

33880  Endovas� taa re�r in�l sub�l Covered N 1 C $1,751.39

33881  Endovas� taa re�r w/o sub�l Covered N 1 C $1,503.20

33883  Insert endovas� �rosth taa Covered N 1 C $1,104.76
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33884  Endovas� �rosth taa add-on Covered N 1 C $413.70

33886  Endovas� �rosth delayed Covered N 1 C $952.98

33889  Artery trans�ose/endovas taa Covered N 1 C $820.23

33891  Car-�ar b� gr�/endovas taa Covered N 1 C $1,045.40

33910  Remove lung artery emboli Covered N 1 C $1,495.97

33915  Remove lung artery emboli Covered N 1 C $1,201.30

33916  Surgery o� great vessel Covered N 1 C $1,577.99

33917  Re�air �ulmonary artery Covered N 1 C $1,756.32

33920  Re�air �ulmonary atresia Covered N 1 C $2,232.68

33922  Transe�t �ulmonary artery Covered N 1 C $1,674.97

33924  Remove �ulmonary shunt Covered N 1 C $316.56

33925  R�r �ul art uni�o�al w/o ��b Covered N 1 C $1,183.08

33926  Re�r �ul art uni�o�al w/��b Covered N 1 C $1,183.08

33930  Removal o� donor heart/lung Not Covered C

33933  Pre�are donor heart/lung Not Covered C

33935  Trans�lanta#on heart/lung Covered N 1 C $3,104.02

33940  Removal o� donor heart Not Covered C

33944  Pre�are donor heart Not Covered C

33945  Trans�lanta#on o� heart Covered N 1 C $2,859.87

33946  E�mo/e�ls ini#a#on venous Covered N 1 C $285.20

33947  E�mo/e�ls ini#a#on artery Covered N 1 C $312.69

33948  E�mo/e�ls daily mgmt-venous Covered N 1 C $221.94

33949  E�mo/e�ls daily mgmt artery Covered N 1 C $216.24

33951  E�mo/e�ls ins2 �r�h �annula Covered N 1 C $371.62

33952  E�mo/e�ls ins2 �r�h �annula Covered N 1 C $362.70

33953  E�mo/e�ls ins2 �r�h �annula Covered N 1 C $414.46

33954  E�mo/e�ls ins2 �r�h �annula Covered N 1 C $404.61

33955  E�mo/e�ls ins2 �tr �annula Covered N 1 C $803.08

33956  E�mo/e�ls ins2 �tr �annula Covered N 1 C $759.68

33957  E�mo/e�ls re�os �er�h �nula Covered N 1 C $226.91

33958  E�mo/e�ls re�os �er�h �nula Covered N 1 C $221.07

33959  E�mo/e�ls re�os �er�h �nula Covered N 1 C $271.27

33962  E�mo/e�ls re�os �er�h �nula Covered N 1 C $257.42

33963  E�mo/e�ls re�os �er�h �nula Covered N 1 C $480.13

33964  E�mo/e�ls re�os �er�h �nula Covered N 1 C $488.07

33965  E�mo/e�ls rmvl �er�h �annula Covered N 1 C $224.14

33966  E�mo/e�ls rmvl �r�h �annula Covered N 1 C $255.68

33967  Insert i-aort �er�ut devi�e Covered N 1 C $244.61

33968  Remove aor#� assist devi�e Covered N C $36.82

33969  E�mo/e�ls rmvl �er�h �annula Covered N 1 C $287.87

33970  Aor#� �ir�ula#on assist Covered N 1 C $432.85

33971  Aor#� �ir�ula#on assist Covered N 1 C $621.97
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33973  Insert balloon devi�e Covered N 1 C $569.09

33974  Remove intra-aor#� balloon Covered N 1 C $856.87

33975  Im�lant ventri�ular devi�e Covered R 1 C $1,259.03

33976  Im�lant ventri�ular devi�e Covered R 1 C $1,528.25

33977  Remove ventri�ular devi�e Covered R 1 C $1,070.39

33978  Remove ventri�ular devi�e Covered R 1 C $1,259.87

33979  Insert intra�or�oreal devi�e Covered R 1 C $1,766.14

33980  Remove intra�or�oreal devi�e Covered R 1 C $1,612.78

33981  Re�la�e vad �um� ext Covered N 2 C By Re�ort

33982  Re�la�e vad intra w/o b� Covered N 1 C By Re�ort

33983  Re�la�e vad intra w/b� Covered N 1 C By Re�ort

33984  E�mo/e�ls rmvl �r�h �annula Covered N 1 C $282.26

33985  E�mo/e�ls rmvl �tr �annula Covered N 1 C $536.92

33986  E�mo/e�ls rmvl �tr �annula Covered N 1 C $510.84

33987  Artery ex�os/gra� artery Covered N 1 C $210.81

33988  Inser#on o� le� heart vent Covered N 1 C $684.87

33989  Removal o� le� heart vent Covered N 1 C $446.85

33990  Insert vad artery a��ess Covered N 1 C $378.85

33991  Insert vad art&vein a��ess Covered N 1 C $552.07

33992  Remove vad different session Covered N C $195.63

33993  Re�osi#on vad diff session Covered N 1 C $158.34

33999  Cardia� surgery �ro�edure Covered N 1 T 0070 6.5974

34001  Removal o� artery �lot Covered N 1 C $762.89

34051  Removal o� artery �lot Covered N 1 C $856.64

34101  Removal o� artery �lot Covered N 1 T 0088 43.4236

34111  Removal o� arm artery �lot Covered N 1 T 0088 43.4236

34151  Removal o� artery �lot Covered N 1 C $973.47

34201  Removal o� artery �lot Covered N 1 T 0088 43.4236

34203  Removal o� leg artery �lot Covered N 1 T 0088 43.4236

34401  Removal o� vein �lot Covered N 1 C $722.23

34421  Removal o� vein �lot Covered N 1 T 0088 43.4236

34451  Removal o� vein �lot Covered N 1 C $844.08

34471  Removal o� vein �lot Covered N 1 T 0088 43.4236

34490  Removal o� vein �lot Covered N 1 T 0088 43.4236

34501  Re�air valve �emoral vein Covered N 1 T 0088 43.4236

34502  Re�onstru�t vena �ava Covered N 1 C $1,545.34

34510  Trans�osi#on o� vein valve Covered N 1 T 0088 43.4236

34520  Cross-over vein gra� Covered N 1 T 0088 43.4236

34530  Leg vein �usion Covered N 1 T 0088 43.4236

34800  Endovas aaa re�r w/sm tube Covered N C $1,060.02

34802  Endovas aaa re�r w/2-� �art Covered N C $1,169.83

34803  Endovas aaa re�r w/3-� �art Covered N 1 C $1,287.85
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34804  Endovas aaa re�r w/1-� �art Covered N C $1,169.83

34805  Endovas aaa re�r w/long tube Covered N 1 C $1,064.19

34806  Aneurysm �ress sensor add-on Covered N 1 C $79.55

34808  Endovas ilia� a devi�e addon Covered N C $213.33

34812  X�ose �or endo�rosth �emorl Covered N 1 C $349.14

34813  Femoral endovas gra� add-on Covered N C $248.09

34820  X�ose �or endo�rosth ilia� Covered N C $504.14

34825  Endovas� extend �rosth init Covered N C $668.41

34826  Endovas� exten �rosth addl Covered N C $213.33

34830  O�en aor#� tube �rosth re�r Covered N C $1,744.67

34831  O�en aortoilia� �rosth re�r Covered N C $1,886.32

34832  O�en aorto�emor �rosth re�r Covered N C $1,886.32

34833  X�ose �or endo�rosth ilia� Covered N 1 C $579.25

34834  X�ose endo�rosth bra�hial Covered N 1 C $270.11

34839  Plnning �t s�e� �enest gra� Not Covered B

34841  Endovas� vis� aorta 1 gra� Covered N 1 C By Re�ort

34842  Endovas� vis� aorta 2 gra� Covered N 1 C By Re�ort

34843  Endovas� vis� aorta 3 gra� Covered N 1 C By Re�ort

34844  Endovas� vis� aorta 4 gra� Covered N 1 C By Re�ort

34845  Vis� & in�raren abd 1 �rosth Covered N 1 C By Re�ort

34846  Vis� & in�raren abd 2 �rosth Covered N 1 C By Re�ort

34847  Vis� & in�raren abd 3 �rosth Covered N 1 C By Re�ort

34848  Vis� & in�raren abd 4+ �rost Covered N 1 C By Re�ort

34900  Endovas� ilia� re�r w/gra� Covered N 1 C $846.95

35001  Re�air de�e�t o� artery Covered N 1 C $1,177.93

35002  Re�air artery ru�ture ne�k Covered N 1 C $1,170.16

35005  Re�air de�e�t o� artery Covered N 1 C $966.15

35011  Re�air de�e�t o� artery Covered N 1 T 0622 30.1495

35013  Re�air artery ru�ture arm Covered N 1 C $1,038.58

35021  Re�air de�e�t o� artery Covered N 1 C $1,230.59

35022  Re�air artery ru�ture �hest Covered N 1 C $1,279.73

35045  Re�air de�e�t o� arm artery Covered N 1 T 0093 33.7207

35081  Re�air de�e�t o� artery Covered N 1 C $1,641.75

35082  Re�air artery ru�ture aorta Covered N 1 C $2,013.27

35091  Re�air de�e�t o� artery Covered N 1 C $1,989.78

35092  Re�air artery ru�ture aorta Covered N 1 C $2,170.61

35102  Re�air de�e�t o� artery Covered N 1 C $1,771.03

35103  Re�air artery ru�ture aorta Covered N 1 C $1,954.01

35111  Re�air de�e�t o� artery Covered N 1 C $1,053.19

35112  Re�air artery ru�ture s�leen Covered N 1 C $1,022.59

35121  Re�air de�e�t o� artery Covered N 1 C $1,509.67

35122  Re�air artery ru�ture belly Covered N 1 C $1,804.56
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35131  Re�air de�e�t o� artery Covered N 1 C $1,126.69

35132  Re�air artery ru�ture groin Covered N 1 C $1,314.49

35141  Re�air de�e�t o� artery Covered N 1 C $926.12

35142  Re�air artery ru�ture thigh Covered N 1 C $1,007.61

35151  Re�air de�e�t o� artery Covered N 1 C $1,047.67

35152  Re�air ru�td �o�liteal art Covered N 1 C $928.98

35180  Re�air blood vessel lesion Covered N 1 T 0093 33.7207

35182  Re�air blood vessel lesion Covered N 1 C $1,015.03

35184  Re�air blood vessel lesion Covered N 1 T 0093 33.7207

35188  Re�air blood vessel lesion Covered N 1 T 0088 43.4236

35189  Re�air blood vessel lesion Covered N 1 C $1,042.86

35190  Re�air blood vessel lesion Covered N 1 T 0093 33.7207

35201  Re�air blood vessel lesion Covered N 1 T 0093 33.7207

35206  Re�air blood vessel lesion Covered N 1 T 0093 33.7207

35207  Re�air blood vessel lesion Covered N 1 T 0088 43.4236

35211  Re�air blood vessel lesion Covered N 1 C $1,378.18

35216  Re�air blood vessel lesion Covered N 1 C $1,126.58

35221  Re�air blood vessel lesion Covered N 1 C $939.90

35226  Re�air blood vessel lesion Covered N 1 T 0020 11.1440

35231  Re�air blood vessel lesion Covered N 1 T 0093 33.7207

35236  Re�air blood vessel lesion Covered N 1 T 0093 33.7207

35241  Re�air blood vessel lesion Covered N 1 C $1,449.84

35246  Re�air blood vessel lesion Covered N 1 C $1,279.41

35251  Re�air blood vessel lesion Covered N 1 C $954.57

35256  Re�air blood vessel lesion Covered N 1 T 0093 33.7207

35261  Re�air blood vessel lesion Covered N 1 T 0622 30.1495

35266  Re�air blood vessel lesion Covered N 1 T 0622 30.1495

35271  Re�air blood vessel lesion Covered N 1 C $1,363.68

35276  Re�air blood vessel lesion Covered N 1 C $1,158.49

35281  Re�air blood vessel lesion Covered N 1 C $1,051.87

35286  Re�air blood vessel lesion Covered N 1 T 0622 30.1495

35301  Re�hanneling o� artery Covered N 1 C $1,119.90

35302  Re�hanneling o� artery Covered N 1 C $993.81

35303  Re�hanneling o� artery Covered N 1 C $1,092.46

35304  Re�hanneling o� artery Covered N 1 C $1,136.68

35305  Re�hanneling o� artery Covered N 1 C $1,092.46

35306  Re�hanneling o� artery Covered N 1 C $410.01

35311  Re�hanneling o� artery Covered N 1 C $1,502.62

35321  Re�hanneling o� artery Covered N 1 T 0093 33.7207

35331  Re�hanneling o� artery Covered N 1 C $1,302.77

35341  Re�hanneling o� artery Covered N 1 C $1,440.17

35351  Re�hanneling o� artery Covered N 1 C $1,174.02



Procedure 

Code Procedure Code Description

Iowa 

Medicaid 

Coverage

Prior 

Authorization 

Indicator

Procedure 

Max Units APC Status Indicator APC

APC 

Weight

Anesthesia 

Code Base 

Unit

Iowa Medicaid Fee 

Schedule Amount

35355  Re�hanneling o� artery Covered N 1 C $1,006.50

35361  Re�hanneling o� artery Covered N 1 C $1,403.04

35363  Re�hanneling o� artery Covered N 1 C $1,512.97

35371  Re�hanneling o� artery Covered N 1 C $756.80

35372  Re�hanneling o� artery Covered N 1 C $817.90

35390  Reo�era#on �aro#d add-on Covered N 1 C $170.33

35400  Angios�o�y Covered N 1 C $169.61

35450  Re�air arterial blo�kage Covered N 1 C $645.30

35452  Re�air arterial blo�kage Covered N 1 C $391.13

35458  Re�air arterial blo�kage Covered N 1 J1 0083 61.1978

35460  Re�air venous blo�kage Covered N 1 J1 0083 61.1978

35471  Re�air arterial blo�kage Covered N 1 J1 0083 61.1978

35472  Re�air arterial blo�kage Covered N 1 J1 0083 61.1978

35475  Re�air arterial blo�kage Covered N 1 J1 0083 61.1978

35476  Re�air venous blo�kage Covered N 1 J1 0083 61.1978

35500  Harvest vein �or by�ass Covered N 1 N

35501  Art by� gr� i�silat �aro#d Covered N 1 C $1,181.27

35506  Art by� gr� sub�lav-�aro#d Covered N 1 C $1,234.91

35508  Art by� gr� �aro#d-vertbrl Covered N 1 C $1,175.95

35509  Art by� gr� �ontral �aro#d Covered N 1 C $1,150.38

35510  Art by� gr� �aro#d-br�hial Covered N 1 C $1,150.38

35511  Art by� gr� sub�lav-sub�lav Covered N 1 C $948.74

35512  Art by� gr� sub�lav-br�hial Covered N 1 C $948.74

35515  Art by� gr� sub�lav-vertbrl Covered N 1 C $1,046.43

35516  Art by� gr� sub�lav-axilary Covered N 1 C $1,046.21

35518  Art by� gr� axillary-axilry Covered N 1 C $989.25

35521  Art by� gr� axill-�emoral Covered N 1 C $1,048.10

35522  Art by� gr� axill-bra�hial Covered N 1 C $1,048.10

35523  Art by� gr� br�hl-ulnr-rdl Covered N 1 C $998.67

35525  Art by� gr� bra�hial-br�hl Covered N 1 C $1,048.10

35526  Art by� gr� aor/�arot/innom Covered N 1 C $1,151.83

35531  Art by� gr� aor�el/aormesen Covered N 1 C $1,509.13

35533  Art by� gr� axill/�em/�em Covered N 1 C $1,293.86

35535  Art by� gr� he�atorenal Covered N 1 C $1,802.43

35536  Art by� gr� s�lenorenal Covered N 1 C $1,420.93

35537  Art by� gr� aortoilia� Covered N 1 C $1,922.62

35538  Art by� gr� aortobi-ilia� Covered N 1 C $2,148.39

35539  Art by� gr� aorto�emoral Covered N 1 C $2,019.09

35540  Art by� gr� aortbi�emoral Covered N 1 C $2,250.80

35556  Art by� gr� �em-�o�liteal Covered N 1 C $1,315.34

35558  Art by� gr� �em-�emoral Covered N 1 C $917.61

35560  Art by� gr� aortorenal Covered N 1 C $1,430.76
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35563  Art by� gr� ilioilia� Covered N 1 C $843.48

35565  Art by� gr� ilio�emoral Covered N 1 C $986.83

35566  Art by� �em-ant-�ost #b/�rl Covered N 1 C $1,628.78

35570  Art by� #bial-#b/�eroneal Covered N 1 C $1,391.96

35571  Art by� �o�-#bl-�rl-other Covered N 1 C $1,212.57

35572  Harvest �emoro�o�liteal vein Covered N 1 N

35583  Vein by� gr� �em-�o�liteal Covered N 1 C $1,388.36

35585  Vein by� �em-#bial �eroneal Covered N 1 C $1,716.94

35587  Vein by� �o�-#bl �eroneal Covered N 1 C $1,276.92

35600  Harvest art �or �abg add-on Covered N C $260.34

35601  Art by� �ommon i�si �aro#d Covered N 1 C $1,124.43

35606  Art by� �aro#d-sub�lavian Covered N 1 C $1,159.05

35612  Art by� sub�lav-sub�lavian Covered N 1 C $1,014.89

35616  Art by� sub�lav-axillary Covered N 1 C $1,011.90

35621  Art by� axillary-�emoral Covered N 1 C $951.05

35623  Art by� axillary-�o�-#bial Covered N 1 C $902.10

35626  Art by� aorsub�l/�arot/innom Covered N 1 C $1,446.52

35631  Art by� aor-�elia�-msn-renal Covered N 1 C $1,426.81

35632  Art by� ilio-�elia� Covered N 1 C $1,710.94

35633  Art by� ilio-mesenteri� Covered N 1 C $1,847.77

35634  Art by� iliorenal Covered N 1 C $1,674.38

35636  Art by� s�enorenal Covered N 1 C $1,251.12

35637  Art by� aortoilia� Covered N 1 C $1,576.31

35638  Art by� aortobi-ilia� Covered N 1 C $1,601.18

35642  Art by� �aro#d-vertebral Covered N 1 C $981.48

35645  Art by� sub�lav-vertebrl Covered N 1 C $986.90

35646  Art by� aortobi�emoral Covered N 1 C $1,586.00

35647  Art by� aorto�emoral Covered N 1 C $1,455.69

35650  Art by� axillary-axillary Covered N 1 C $930.20

35654  Art by� axill-�em-�emoral Covered N 1 C $1,206.07

35656  Art by� �emoral-�o�liteal Covered N 1 C $1,197.73

35661  Art by� �emoral-�emoral Covered N 1 C $861.63

35663  Art by� ilioilia� Covered N 1 C $930.23

35665  Art by� ilio�emoral Covered N 1 C $1,002.49

35666  Art by� �em-ant-�ost #b/�rl Covered N 1 C $1,267.87

35671  Art by� �o�-#bl-�rl-other Covered N 1 C $988.73

35681  Com�osite by� gr� �ros&vein Covered N 1 C $256.91

35682  Com�osite by� gr� 2 veins Covered N 1 C $471.64

35683  Com�osite by� gr� 3/> segmt Covered N 1 C $528.95

35685  By�ass gra� �aten�y/�at�h Covered N 1 N

35686  By�ass gra�/av fist �aten�y Covered N 1 N

35691  Art trns�os2 vertbrl �aro#d Covered N 1 C $1,162.06
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35693  Art trns�os2 sub�lavian Covered N 1 C $860.47

35694  Art trns�os2 sub�lav �aro#d Covered N 1 C $1,023.56

35695  Art trns�os2 �aro#d sub�lav Covered N 1 C $1,023.72

35697  Reim�lant artery ea�h Covered N C $144.60

35700  Reo�era#on by�ass gra� Covered N 1 C $198.85

35701  Ex�lora#on �aro#d artery Covered N 1 C $371.26

35721  Ex�lora#on �emoral artery Covered N 1 C $375.54

35741  Ex�lora#on �o�liteal artery Covered N 1 C $374.81

35761  Ex�lora#on o� artery/vein Covered N 1 T 0093 33.7207

35800  Ex�lore ne�k vessels Covered N 1 C $427.28

35820  Ex�lore �hest vessels Covered N 1 C $717.16

35840  Ex�lore abdominal vessels Covered N 1 C $582.45

35860  Ex�lore limb vessels Covered N 1 T 0093 33.7207

35870  Re�air vessel gra� de�e�t Covered N 1 C $1,197.79

35875  Removal o� �lot in gra� Covered N 1 T 0088 43.4236

35876  Removal o� �lot in gra� Covered N 1 T 0088 43.4236

35879  Revise gra� w/vein Covered N T 0088 43.4236

35881  Revise gra� w/vein Covered N T 0088 43.4236

35883  Revise gra� w/nonauto gra� Covered N 1 T 0088 43.4236

35884  Revise gra� w/vein Covered N 1 T 0088 43.4236

35901  Ex�ision gra� ne�k Covered N 1 C $533.25

35903  Ex�ision gra� extremity Covered N 1 T 0093 33.7207

35905  Ex�ision gra� thorax Covered N 1 C $1,015.34

35907  Ex�ision gra� abdomen Covered N 1 C $1,011.25

36000  Pla�e needle in vein Covered N 2 N

36002  Pseudoaneurysm in2e�#on trt Covered N 1 S 0267 2.5565

36005  In2e�#on ext venogra�hy Covered N 1 N

36010  Pla�e �atheter in vein Covered N 1 N

36011  Pla�e �atheter in vein Covered N 1 N

36012  Pla�e �atheter in vein Covered N 1 N

36013  Pla�e �atheter in artery Covered N 1 N

36014  Pla�e �atheter in artery Covered N 2 N

36015  Pla�e �atheter in artery Covered N 1 N

36100  Establish a��ess to artery Covered N 1 N

36120  Establish a��ess to artery Covered N 1 N

36140  Establish a��ess to artery Covered N 1 N

36147  A��ess av dial gr� �or eval Covered N 1 T 0668 11.1566

36148  A��ess av dial gr� �or �ro� Covered N 1 N

36160  Establish a��ess to aorta Covered N 1 N

36200  Pla�e �atheter in aorta Covered N 1 N

36215  Pla�e �atheter in artery Covered N 2 N

36216  Pla�e �atheter in artery Covered N 2 N
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36217  Pla�e �atheter in artery Covered N 2 N

36218  Pla�e �atheter in artery Covered N 2 N

36221  Pla�e �ath thora�i� aorta Covered N 1 Q2 0279 34.5196

36222  Pla�e �ath �aro#d/inom art Covered N 1 Q2 0279 34.5196

36223  Pla�e �ath �aro#d/inom art Covered N 1 Q2 0279 34.5196

36224  Pla�e �ath �arotd art Covered N 1 Q2 0280 71.7863

36225  Pla�e �ath sub�lavian art Covered N 1 Q2 0279 34.5196

36226  Pla�e �ath vertebral art Covered N 1 Q2 0280 71.7863

36227  Pla�e �ath xtrnl �aro#d Covered N 1 N

36228  Pla�e �ath intra�ranial art Covered N 1 N

36245  Ins �ath abd/l-ext art 1st Covered N 1 N

36246  Ins �ath abd/l-ext art 2nd Covered N 1 N

36247  Ins �ath abd/l-ext art 3rd Covered N 1 N

36248  Ins �ath abd/l-ext art addl Covered N 3 N

36251  Ins �ath ren art 1st unilat Covered N 1 Q2 0279 34.5196

36252  Ins �ath ren art 1st bilat Covered N 1 Q2 0279 34.5196

36253  Ins �ath ren art 2nd+ unilat Covered N 1 Q2 0279 34.5196

36254  Ins �ath ren art 2nd+ bilat Covered N 1 Q2 0279 34.5196

36260  Inser#on o� in�usion �um� Covered N 1 T 0622 30.1495

36261  Revision o� in�usion �um� Covered N 1 T 0105 31.6455

36262  Removal o� in�usion �um� Covered N 1 Q2 0105 31.6455

36299  Vessel in2e�#on �ro�edure Covered N 1 N

36400  Bl draw < 3 yrs �em/2ugular Covered N 1 N

36405  Bl draw <3 yrs s�al� vein Covered N 1 N

36406  Bl draw <3 yrs other vein Covered N 1 N

36410  Non-rou#ne bl draw 3/> yrs Covered N 1 N

36415  Rou#ne veni�un�ture Covered N N

36416  Ca�illary blood draw Covered N 1 N

36420  Vein a��ess �utdown < 1 yr Covered N 1 Q1 0420 1.7762

36425  Vein a��ess �utdown > 1 yr Covered N 1 Q1 0420 1.7762

36430  Blood trans�usion servi�e Covered N 1 S 0110 4.0082

36440  Bl �ush trans�use 2 yr/< Covered N 1 S 0110 4.0082

36450  Bl ex�hange/trans�use nb Covered N 1 S 0110 4.0082

36455  Bl ex�hange/trans�use non-nb Covered N 1 S 0110 4.0082

36460  Trans�usion servi�e �etal Covered N 1 S 0110 4.0082

36468  In2e�#on(s) s�ider veins Not Covered T 0015 1.9702

36470  In2e�#on thera�y o� vein Covered N 1 T 0016 3.8173

36471  In2e�#on thera�y o� veins Covered N 2 T 0015 1.9702

36475  Endovenous r� 1st vein Covered N 1 T 0219 29.2791

36476  Endovenous r� vein add-on Covered N 1 N

36478  Endovenous laser 1st vein Covered N 1 T 0219 29.2791

36479  Endovenous laser vein addon Covered N 1 N
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36481  Inser#on o� �atheter vein Covered N 1 N

36500  Inser#on o� �atheter vein Covered N 2 N

36510  Inser#on o� �atheter vein Covered N 1 N

36511  A�heresis wb� Covered N 1 S 0111 14.2289

36512  A�heresis rb� Covered N 1 S 0111 14.2289

36513  A�heresis �latelets Covered N 1 S 0111 14.2289

36514  A�heresis �lasma Covered N 1 S 0111 14.2289

36515  A�heresis adsor�/rein�use Covered N 1 S 0112 38.3671

36516  A�heresis sele�#ve Covered N 1 S 0112 38.3671

36522  Photo�heresis Covered N 1 S 0112 38.3671

36555  Insert non-tunnel �v �ath Covered N 1 T 0621 11.3720

36556  Insert non-tunnel �v �ath Covered N 1 T 0621 11.3720

36557  Insert tunneled �v �ath Covered N 1 T 0622 30.1495

36558  Insert tunneled �v �ath Covered N 1 T 0622 30.1495

36560  Insert tunneled �v �ath Covered N 1 T 0622 30.1495

36561  Insert tunneled �v �ath Covered N 1 T 0622 30.1495

36563  Insert tunneled �v �ath Covered N 1 T 0622 30.1495

36565  Insert tunneled �v �ath Covered N 1 T 0622 30.1495

36566  Insert tunneled �v �ath Covered N 1 T 0622 30.1495

36568  Insert �i�� �ath Covered N 1 T 0621 11.3720

36569  Insert �i�� �ath Covered N 1 T 0621 11.3720

36570  Insert �i�vad �ath Covered N 1 T 0622 30.1495

36571  Insert �i�vad �ath Covered N 1 T 0622 30.1495

36575  Re�air tunneled �v �ath Covered N 1 T 0121 6.5800

36576  Re�air tunneled �v �ath Covered N 1 T 0621 11.3720

36578  Re�la�e tunneled �v �ath Covered N 1 T 0622 30.1495

36580  Re�la�e �vad �ath Covered N 1 T 0621 11.3720

36581  Re�la�e tunneled �v �ath Covered N 1 T 0622 30.1495

36582  Re�la�e tunneled �v �ath Covered N 1 T 0622 30.1495

36583  Re�la�e tunneled �v �ath Covered N 1 T 0622 30.1495

36584  Re�la�e �i�� �ath Covered N 1 T 0621 11.3720

36585  Re�la�e �i�vad �ath Covered N 1 T 0622 30.1495

36589  Removal tunneled �v �ath Covered N 1 Q2 0121 6.5800

36590  Removal tunneled �v �ath Covered N 1 Q2 0621 11.3720

36591  Draw blood off venous devi�e Covered N 1 Q1 0624 1.0626

36592  Colle�t blood �rom �i�� Covered N 1 Q1 0624 1.0626

36593  De�lot vas�ular devi�e Covered N 1 T 0676 2.6317

36595  Ie�h remov tunneled �v �ath Covered N 1 T 0622 30.1495

36596  Ie�h remov tunneled �v �ath Covered N 1 T 0621 11.3720

36597  Re�osi#on venous �atheter Covered N 1 T 0621 11.3720

36598  In2 w/fluor eval �v devi�e Covered N 1 T 0676 2.6317

36600  Withdrawal o� arterial blood Covered N 1 Q3 0420 1.7762
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36620  Inser#on �atheter artery Covered N 1 N

36625  Inser#on �atheter artery Covered N 1 N

36640  Inser#on �atheter artery Covered N 1 T 0622 30.1495

36660  Inser#on �atheter artery Covered N 1 C $66.41

36680  Insert needle bone �avity Covered N 1 Q1 0420 1.7762

36800  Inser#on o� �annula Covered N 1 T 0622 30.1495

36810  Inser#on o� �annula Covered N 1 T 0622 30.1495

36815  Inser#on o� �annula Covered N 1 T 0622 30.1495

36818  Av �use u��r arm �e�hali� Covered N 1 T 0088 43.4236

36819  Av �use u��r arm basili� Covered N T 0088 43.4236

36820  Av �usion/�orearm vein Covered N 1 T 0088 43.4236

36821  Av �usion dire�t any site Covered N 1 T 0088 43.4236

36823  Inser#on o� �annula(s) Covered N 1 C $1,122.08

36825  Artery-vein autogra� Covered N 1 T 0088 43.4236

36830  Artery-vein nonautogra� Covered N 1 T 0088 43.4236

36831  O�en thrombe�t av fistula Covered N 1 T 0088 43.4236

36832  Av fistula revision o�en Covered N 1 T 0088 43.4236

36833  Av fistula revision Covered N 1 T 0088 43.4236

36835  Artery to vein shunt Covered N 1 T 0622 30.1495

36838  Dist revas liga#on hemo Covered N 1 T 0088 43.4236

36860  External �annula de�lo0ng Covered N 1 T 0676 2.6317

36861  Cannula de�lo0ng Covered N 1 T 0622 30.1495

36870  Per�ut thrombe�t av fistula Covered N 1 J1 0083 61.1978

37140  Revision o� �ir�ula#on Covered N 1 C $1,275.70

37145  Revision o� �ir�ula#on Covered N 1 C $1,334.52

37160  Revision o� �ir�ula#on Covered N 1 C $1,270.93

37180  Revision o� �ir�ula#on Covered N 1 C $1,342.31

37181  S�li�e s�leen/kidney veins Covered N 1 C $1,459.52

37182  Insert he�a#� shunt (#�s) Covered N 1 C $809.85

37183  Remove he�a#� shunt (#�s) Covered N 1 J1 0083 61.1978

37184  Prim art me�h thrombe�tomy Covered N 1 T 0088 43.4236

37185  Prim art m-thrombe�t add-on Covered N 1 N

37186  Se� art m-thrombe�t add-on Covered N 1 N

37187  Venous me�h thrombe�tomy Covered N 1 T 0088 43.4236

37188  Venous m-thrombe�tomy add-on Covered N 1 T 0088 43.4236

37191  Ins endovas vena �ava filtr Covered N 1 T 0622 30.1495

37192  Redo endovas vena �ava filtr Covered N 1 T 0622 30.1495

37193  Rem endovas vena �ava filter Covered N 1 T 0622 30.1495

37195  Thromboly#� thera�y stroke Covered N 1 T 0676 2.6317

37197  Remove intrvas �oreign body Covered N 1 T 0622 30.1495

37200  Trans�atheter bio�sy Covered N 1 T 0622 30.1495

37202  Trans�atheter thera�y in�use Covered N 1 T 0103 21.2483
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37211  Thromboly#� art thera�y Covered N 1 T 0621 11.3720

37212  Thromboly#� venous thera�y Covered N 1 T 0621 11.3720

37213  Thrombly#� art/ven thera�y Covered N 1 T 0622 30.1495

37214  Cess2 thera�y �ath removal Covered N 1 T 0622 30.1495

37215  Trans�ath stent ��a w/e�s Covered N 1 C $1,030.67

37216  Trans�ath stent ��a w/o e�s Covered N 1 E $993.04

37217  Stent �la�emt retro �aro#d Covered N 1 C $1,012.61

37218  Stent �la�emt ante �aro#d Covered N 1 C $715.31

37220  Ilia� revas� Covered N 1 J1 0083 61.1978

37221  Ilia� revas� w/stent Covered N 1 J1 0229 129.8028

37222  Ilia� revas� add-on Covered N 1 N

37223  Ilia� revas� w/stent add-on Covered N 1 N

37224  Fem/�o�l revas w/tla Covered N 1 J1 0083 61.1978

37225  Fem/�o�l revas w/ather Covered N 1 J1 0229 129.8028

37226  Fem/�o�l revas� w/stent Covered N 1 J1 0229 129.8028

37227  Fem/�o�l revas� stnt & ather Covered N 1 J1 0319 200.1597

37228  Tib/�er revas� w/tla Covered N 1 J1 0229 129.8028

37229  Tib/�er revas� w/ather Covered N 1 J1 0319 200.1597

37230  Tib/�er revas� w/stent Covered N 1 J1 0319 200.1597

37231  Tib/�er revas� stent & ather Covered N 1 J1 0319 200.1597

37232  Tib/�er revas� add-on Covered N 1 N

37233  Tib�er revas� w/ather add-on Covered N 1 N

37234  Revs� o�n/�rq #b/�ero stent Covered N 1 N

37235  Tib/�er revas� stnt & ather Covered N 1 N

37236  O�en/�erq �la�e stent 1st Covered N 1 J1 0229 129.8028

37237  O�en/�erq �la�e stent ea add Covered N 1 N

37238  O�en/�erq �la�e stent same Covered N 1 J1 0229 129.8028

37239  O�en/�erq �la�e stent ea add Covered N 1 N

37241  Vas� embolize/o��lude venous Covered N 1 J1 0229 129.8028

37242  Vas� embolize/o��lude artery Covered N 1 J1 0229 129.8028

37243  Vas� embolize/o��lude organ Covered N 1 J1 0229 129.8028

37244  Vas� embolize/o��lude bleed Covered N 1 J1 0229 129.8028

37250  Iv us first vessel add-on Covered N 1 N

37251  Iv us ea�h add vessel add-on Covered N 1 N

37500  Endos�o�y ligate �er� veins Covered N 1 T 0219 29.2791

37501  Vas�ular endos�o�y �ro�edure Covered N 1 T 0219 29.2791

37565  Liga#on o� ne�k vein Covered N 1 T 0093 33.7207

37600  Liga#on o� ne�k artery Covered N 1 T 0093 33.7207

37605  Liga#on o� ne�k artery Covered N 1 T 0219 29.2791

37606  Liga#on o� ne�k artery Covered N 1 T 0219 29.2791

37607  Liga#on o� a-v fistula Covered N 1 T 0219 29.2791

37609  Tem�oral artery �ro�edure Covered N 1 T 0021 18.0849
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37615  Liga#on o� ne�k artery Covered N 1 T 0219 29.2791

37616  Liga#on o� �hest artery Covered N 1 C $905.93

37617  Liga#on o� abdomen artery Covered N 1 C $858.81

37618  Liga#on o� extremity artery Covered N 1 C $325.71

37619  Liga#on o� in� vena �ava Covered N 1 T 0219 29.2791

37650  Revision o� ma2or vein Covered N 1 T 0219 29.2791

37660  Revision o� ma2or vein Covered N 1 C $596.70

37700  Revise leg vein Covered N 1 T 0219 29.2791

37718  Ligate/stri� short leg vein Covered N 1 T 0219 29.2791

37722  Ligate/stri� long leg vein Covered N 1 T 0219 29.2791

37735  Removal o� leg veins/lesion Covered N 1 T 0219 29.2791

37760  Ligate leg veins radi�al Covered N 1 T 0219 29.2791

37761  Ligate leg veins o�en Covered N 1 T 0219 29.2791

37765  Stab �hleb veins xtr 10-20 Covered N 1 T 0219 29.2791

37766  Phleb veins - extrem 20+ Covered N 1 T 0219 29.2791

37780  Revision o� leg vein Covered N 1 T 0219 29.2791

37785  Ligate/divide/ex�ise vein Covered N 1 T 0219 29.2791

37788  Revas�ulariza#on �enis Not Covered C

37790  Penile venous o��lusion Covered N 1 T 0181 30.1349

37799  Vas�ular surgery �ro�edure Covered N 1 Q1 0624 1.0626

38100  Removal o� s�leen total Covered N 1 C $737.68

38101  Removal o� s�leen �ar#al Covered N 1 C $744.75

38102  Removal o� s�leen total Covered N 1 C $252.36

38115  Re�air o� ru�tured s�leen Covered N 1 C $773.67

38120  La�aros�o�y s�lene�tomy Covered N T 0131 50.9538

38129  La�aros�o�e �ro� s�leen Covered N T 0130 40.6743

38200  In2e�#on �or s�leen x-ray Covered N 1 N

38204  Bl donor sear�h management Not Covered N

38205  Harvest allogenei� stem �ell Not Covered B

38206  Harvest auto stem �ells Covered N 1 S 0111 14.2289

38207  Cryo�reserve stem �ells Not Covered S 0110 4.0082

38208  Thaw �reserved stem �ells Not Covered S 0110 4.0082

38209  Wash harvest stem �ells Not Covered S 0110 4.0082

38210  T-�ell de�le#on o� harvest Not Covered S 0393 8.4693

38211  Tumor �ell de�lete o� harvst Not Covered S 0393 8.4693

38212  Rb� de�le#on o� harvest Not Covered S 0393 8.4693

38213  Platelet de�lete o� harvest Not Covered S 0393 8.4693

38214  Volume de�lete o� harvest Not Covered S 0393 8.4693

38215  Harvest stem �ell �on�entrte Not Covered S 0393 8.4693

38220  Bone marrow as�ira#on Covered N 1 T 0020 11.1440

38221  Bone marrow bio�sy Covered N 1 T 0020 11.1440

38230  Bone marrow harvest allogen Covered N 1 S 0112 38.3671
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38232  Bone marrow harvest autolog Covered N 1 S 0112 38.3671

38240  Trans�lt allo h�t/donor Covered I 1 S 0112 38.3671

38241  Trans�lt autol h�t/donor Covered I 1 S 0112 38.3671

38242  Trans�lt allo lym�ho�ytes Covered I 1 S 0111 14.2289

38243  Trans�l2 hemato�oie#� boost Covered N 1 S 0111 14.2289

38300  Drainage lym�h node lesion Covered N 1 T 0007 11.6749

38305  Drainage lym�h node lesion Covered N 1 T 0008 22.0535

38308  In�ision o� lym�h �hannels Covered N 1 T 0113 31.6086

38380  Thora�i� du�t �ro�edure Covered N 1 C $475.47

38381  Thora�i� du�t �ro�edure Covered N 1 C $817.02

38382  Thora�i� du�t �ro�edure Covered N 1 C $603.12

38500  Bio�sy/removal lym�h nodes Covered N 1 T 0113 31.6086

38505  Needle bio�sy lym�h nodes Covered N 1 T 0005 14.1916

38510  Bio�sy/removal lym�h nodes Covered N 1 T 0113 31.6086

38520  Bio�sy/removal lym�h nodes Covered N 1 T 0113 31.6086

38525  Bio�sy/removal lym�h nodes Covered N 1 T 0113 31.6086

38530  Bio�sy/removal lym�h nodes Covered N 1 T 0113 31.6086

38542  Ex�lore dee� node(s) ne�k Covered N 1 T 0114 57.1584

38550  Removal ne�k/arm�it lesion Covered N 1 T 0113 31.6086

38555  Removal ne�k/arm�it lesion Covered N 1 T 0113 31.6086

38562  Removal �elvi� lym�h nodes Covered N 1 C $606.47

38564  Removal abdomen lym�h nodes Covered N 1 C $629.86

38570  La�aros�o�y lym�h node bio� Covered N T 0131 50.9538

38571  La�aros�o�y lym�hadene�tomy Covered N T 0132 73.8696

38572  La�aros�o�y lym�hadene�tomy Covered N 1 T 0131 50.9538

38589  La�aros�o�e �ro� lym�ha#� Covered N T 0130 40.6743

38700  Removal o� lym�h nodes ne�k Covered N 1 T 0113 31.6086

38720  Removal o� lym�h nodes ne�k Covered N 1 T 0113 31.6086

38724  Removal o� lym�h nodes ne�k Covered N 1 C $1,030.84

38740  Remove arm�it lym�h nodes Covered N 1 T 0114 57.1584

38745  Remove arm�it lym�h nodes Covered N 1 T 0114 57.1584

38746  Remove thora�i� lym�h nodes Covered N 1 C $235.73

38747  Remove abdominal lym�h nodes Covered N 1 C $256.09

38760  Remove groin lym�h nodes Covered N 1 T 0113 31.6086

38765  Remove groin lym�h nodes Covered N 1 C $971.89

38770  Remove �elvis lym�h nodes Covered N 1 C $842.95

38780  Remove abdomen lym�h nodes Covered N 1 C $1,028.80

38790  In2e�t �or lym�ha#� x-ray Covered N 1 N

38792  Ra tra�er id o� sen#nl node Covered N Q1 0392 3.7786

38794  A��ess thora�i� lym�h du�t Covered N 1 N

38900  Io ma� o� sent lym�h node Covered N 1 N

38999  Blood/lym�h system �ro�edure Covered N 1 S 0110 4.0082
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39000  Ex�lora#on o� �hest Covered N 1 C $496.81

39010  Ex�lora#on o� �hest Covered N 1 C $859.96

39200  Rese�t medias#nal �yst Covered N 1 C $937.99

39220  Rese�t medias#nal tumor Covered N 1 C $1,158.34

39400  Iedias#nos�o�y in�l bio�sy Covered N 1 T 0069 41.4417

39499  Chest �ro�edure Covered N 1 C By Re�ort

39501  Re�air dia�hragm la�era#on Covered N 1 C $817.63

39503  Re�air o� dia�hragm hernia Covered N 1 C $2,071.75

39540  Re�air o� dia�hragm hernia Covered N 1 C $854.69

39541  Re�air o� dia�hragm hernia Covered N 1 C $890.21

39545  Revision o� dia�hragm Covered N 1 C $830.25

39560  Rese�t dia�hragm sim�le Covered N C $731.70

39561  Rese�t dia�hragm �om�lex Covered N C $1,005.20

39599  Dia�hragm surgery �ro�edure Covered N 1 C By Re�ort

40490  Bio�sy o� li� Covered N 1 T 0251 4.8979

40500  Par#al ex�ision o� li� Covered N 1 T 0253 17.0798

40510  Par#al ex�ision o� li� Covered N 1 T 0254 26.2386

40520  Par#al ex�ision o� li� Covered N 1 T 0253 17.0798

40525  Re�onstru�t li� with fla� Covered N 1 T 0254 26.2386

40527  Re�onstru�t li� with fla� Covered N 1 T 0256 50.2882

40530  Par#al removal o� li� Covered N 1 T 0254 26.2386

40650  Re�air li� Covered N 1 T 0252 8.7183

40652  Re�air li� Covered N 1 T 0252 8.7183

40654  Re�air li� Covered N 1 T 0252 8.7183

40700  Re�air �le� li�/nasal Covered N 1 T 0256 50.2882

40701  Re�air �le� li�/nasal Covered N 1 T 0256 50.2882

40702  Re�air �le� li�/nasal Covered N 1 T 0256 50.2882

40720  Re�air �le� li�/nasal Covered N 1 T 0256 50.2882

40761  Re�air �le� li�/nasal Covered N 1 T 0256 50.2882

40799  Li� surgery �ro�edure Covered N 1 T 0250 1.7489

40800  Drainage o� mouth lesion Covered N 1 T 0006 2.1836

40801  Drainage o� mouth lesion Covered N 1 T 0252 8.7183

40804  Removal �oreign body mouth Covered N 1 Q1 0420 1.7762

40805  Removal �oreign body mouth Covered N 1 T 0254 26.2386

40806  In�ision o� li� �old Covered N 1 T 0251 4.8979

40808  Bio�sy o� mouth lesion Covered N 1 T 0251 4.8979

40810  Ex�ision o� mouth lesion Covered N 1 T 0253 17.0798

40812  Ex�ise/re�air mouth lesion Covered N 1 T 0253 17.0798

40814  Ex�ise/re�air mouth lesion Covered N 1 T 0254 26.2386

40816  Ex�ision o� mouth lesion Covered N 1 T 0254 26.2386

40818  Ex�ise oral mu�osa �or gra� Covered N 1 T 0251 4.8979

40819  Ex�ise li� or �heek �old Covered N 1 T 0253 17.0798
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40820  Treatment o� mouth lesion Covered N 1 T 0253 17.0798

40830  Re�air mouth la�era#on Covered N 1 T 0251 4.8979

40831  Re�air mouth la�era#on Covered N 1 T 0252 8.7183

40840  Re�onstru�#on o� mouth Covered N 1 T 0254 26.2386

40842  Re�onstru�#on o� mouth Covered N 1 T 0256 50.2882

40843  Re�onstru�#on o� mouth Covered N 1 T 0254 26.2386

40844  Re�onstru�#on o� mouth Covered N 1 T 0256 50.2882

40845  Re�onstru�#on o� mouth Covered N 1 T 0256 50.2882

40899  Iouth surgery �ro�edure Covered N 1 T 0250 1.7489

41000  Drainage o� mouth lesion Covered N 1 T 0252 8.7183

41005  Drainage o� mouth lesion Covered N 1 T 0251 4.8979

41006  Drainage o� mouth lesion Covered N 1 T 0254 26.2386

41007  Drainage o� mouth lesion Covered N 1 T 0254 26.2386

41008  Drainage o� mouth lesion Covered N 1 T 0253 17.0798

41009  Drainage o� mouth lesion Covered N 1 T 0251 4.8979

41010  In�ision o� tongue �old Covered N 1 T 0252 8.7183

41015  Drainage o� mouth lesion Covered N 1 T 0251 4.8979

41016  Drainage o� mouth lesion Covered N 1 T 0254 26.2386

41017  Drainage o� mouth lesion Covered N 1 T 0253 17.0798

41018  Drainage o� mouth lesion Covered N 1 T 0252 8.7183

41019  Pla�e needles h&n �or rt Covered N 1 T 0254 26.2386

41100  Bio�sy o� tongue Covered N 1 T 0252 8.7183

41105  Bio�sy o� tongue Covered N 1 T 0253 17.0798

41108  Bio�sy o� floor o� mouth Covered N 1 T 0020 11.1440

41110  Ex�ision o� tongue lesion Covered N 1 T 0253 17.0798

41112  Ex�ision o� tongue lesion Covered N 1 T 0253 17.0798

41113  Ex�ision o� tongue lesion Covered N 1 T 0253 17.0798

41114  Ex�ision o� tongue lesion Covered N 1 T 0254 26.2386

41115  Ex�ision o� tongue �old Covered N 1 T 0252 8.7183

41116  Ex�ision o� mouth lesion Covered N 1 T 0254 26.2386

41120  Par#al removal o� tongue Covered N 1 T 0256 50.2882

41130  Par#al removal o� tongue Covered N 1 C $709.90

41135  Tongue and ne�k surgery Covered N 1 C $1,417.53

41140  Removal o� tongue Covered N 1 C $1,522.11

41145  Tongue removal ne�k surgery Covered N 1 C $1,825.59

41150  Tongue mouth 2aw surgery Covered N 1 C $1,438.08

41153  Tongue mouth ne�k surgery Covered N 1 C $1,581.04

41155  Tongue 2aw & ne�k surgery Covered N 1 C $1,851.47

41250  Re�air tongue la�era#on Covered N 1 T 0250 1.7489

41251  Re�air tongue la�era#on Covered N 1 T 0251 4.8979

41252  Re�air tongue la�era#on Covered N 1 T 0252 8.7183

41500  Fixa#on o� tongue Covered N 1 T 0253 17.0798
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41510  Tongue to li� surgery Covered N 1 T 0253 17.0798

41512  Tongue sus�ension Covered N 1 T 0256 50.2882

41520  Re�onstru�#on tongue �old Covered N 1 T 0256 50.2882

41530  Tongue base vol redu�#on Covered N 1 T 0254 26.2386

41599  Tongue and mouth surgery Covered N 1 T 0250 1.7489

41800  Drainage o� gum lesion Covered N 1 T 0006 2.1836

41805  Removal �oreign body gum Covered N 1 T 0254 26.2386

41806  Removal �oreign body 2awbone Covered N 1 T 0253 17.0798

41820  Ex�ision gum ea�h quadrant Covered N 4 T 0254 26.2386

41821  Ex�ision o� gum fla� Covered N 1 T 0252 8.7183

41822  Ex�ision o� gum lesion Covered N 1 T 0252 8.7183

41823  Ex�ision o� gum lesion Covered N 1 T 0256 50.2882

41825  Ex�ision o� gum lesion Covered N 1 T 0253 17.0798

41826  Ex�ision o� gum lesion Covered N 1 T 0254 26.2386

41827  Ex�ision o� gum lesion Covered N 1 T 0256 50.2882

41828  Ex�ision o� gum lesion Covered N 1 T 0254 26.2386

41830  Removal o� gum #ssue Covered N 1 T 0254 26.2386

41850  Treatment o� gum lesion Covered N 1 T 0254 26.2386

41870  Gum gra� Covered N 1 T 0256 50.2882

41872  Re�air gum Covered N 4 T 0256 50.2882

41874  Re�air tooth so�ket Covered N 4 T 0253 17.0798

41899  Dental surgery �ro�edure Covered N T 0250 1.7489

42000  Drainage mouth roo� lesion Covered N 1 T 0251 4.8979

42100  Bio�sy roo� o� mouth Covered N 1 T 0252 8.7183

42104  Ex�ision lesion mouth roo� Covered N 1 T 0253 17.0798

42106  Ex�ision lesion mouth roo� Covered N 1 T 0253 17.0798

42107  Ex�ision lesion mouth roo� Covered N 1 T 0256 50.2882

42120  Remove �alate/lesion Covered N 1 T 0254 26.2386

42140  Ex�ision o� uvula Covered N 1 T 0253 17.0798

42145  Re�air �alate �harynx/uvula Covered N 1 T 0256 50.2882

42160  Treatment mouth roo� lesion Covered N 1 T 0253 17.0798

42180  Re�air �alate Covered N 1 T 0251 4.8979

42182  Re�air �alate Covered N 1 T 0254 26.2386

42200  Re�onstru�t �le� �alate Covered N 1 T 0256 50.2882

42205  Re�onstru�t �le� �alate Covered N 1 T 0256 50.2882

42210  Re�onstru�t �le� �alate Covered N 1 T 0256 50.2882

42215  Re�onstru�t �le� �alate Covered N 1 T 0256 50.2882

42220  Re�onstru�t �le� �alate Covered N 1 T 0256 50.2882

42225  Re�onstru�t �le� �alate Covered N 1 T 0256 50.2882

42226  Lengthening o� �alate Covered N 1 T 0256 50.2882

42227  Lengthening o� �alate Covered N 1 T 0256 50.2882

42235  Re�air �alate Covered N 1 T 0256 50.2882
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42260  Re�air nose to li� fistula Covered N 1 T 0254 26.2386

42280  Pre�ara#on �alate mold Not Covered T 0251 4.8979

42281  Inser#on �alate �rosthesis Covered N 1 T 0253 17.0798

42299  Palate/uvula surgery Covered N 1 T 0250 1.7489

42300  Drainage o� salivary gland Covered N 1 T 0252 8.7183

42305  Drainage o� salivary gland Covered N 1 T 0254 26.2386

42310  Drainage o� salivary gland Covered N 1 T 0251 4.8979

42320  Drainage o� salivary gland Covered N 1 T 0251 4.8979

42330  Removal o� salivary stone Covered N 1 T 0253 17.0798

42335  Removal o� salivary stone Covered N 1 T 0254 26.2386

42340  Removal o� salivary stone Covered N 1 T 0253 17.0798

42400  Bio�sy o� salivary gland Covered N 1 T 0004 6.5703

42405  Bio�sy o� salivary gland Covered N 1 T 0254 26.2386

42408  Ex�ision o� salivary �yst Covered N 1 T 0254 26.2386

42409  Drainage o� salivary �yst Covered N 1 T 0254 26.2386

42410  Ex�ise �aro#d gland/lesion Covered N 1 T 0256 50.2882

42415  Ex�ise �aro#d gland/lesion Covered N 1 T 0256 50.2882

42420  Ex�ise �aro#d gland/lesion Covered N 1 T 0256 50.2882

42425  Ex�ise �aro#d gland/lesion Covered N 1 T 0256 50.2882

42426  Ex�ise �aro#d gland/lesion Covered N 1 C $1,423.05

42440  Ex�ise submaxillary gland Covered N 1 T 0256 50.2882

42450  Ex�ise sublingual gland Covered N 1 T 0256 50.2882

42500  Re�air salivary du�t Covered N 1 T 0254 26.2386

42505  Re�air salivary du�t Covered N 1 T 0256 50.2882

42507  Paro#d du�t diversion Covered N 1 T 0256 50.2882

42509  Paro#d du�t diversion Covered N 1 T 0256 50.2882

42510  Paro#d du�t diversion Covered N 1 T 0256 50.2882

42550  In2e�#on �or salivary x-ray Covered N 1 N

42600  Closure o� salivary fistula Covered N 1 T 0253 17.0798

42650  Dila#on o� salivary du�t Covered N 1 T 0253 17.0798

42660  Dila#on o� salivary du�t Covered N 1 T 0251 4.8979

42665  Liga#on o� salivary du�t Covered N 1 T 0256 50.2882

42699  Salivary surgery �ro�edure Covered N 1 T 0250 1.7489

42700  Drainage o� tonsil abs�ess Covered N 1 T 0251 4.8979

42720  Drainage o� throat abs�ess Covered N 1 T 0253 17.0798

42725  Drainage o� throat abs�ess Covered N 1 T 0256 50.2882

42800  Bio�sy o� throat Covered N 1 T 0252 8.7183

42804  Bio�sy o� u��er nose/throat Covered N 1 T 0253 17.0798

42806  Bio�sy o� u��er nose/throat Covered N 1 T 0254 26.2386

42808  Ex�ise �harynx lesion Covered N 1 T 0254 26.2386

42809  Remove �harynx �oreign body Covered N 1 Q1 0420 1.7762

42810  Ex�ision o� ne�k �yst Covered N 1 T 0254 26.2386
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42815  Ex�ision o� ne�k �yst Covered N 1 T 0256 50.2882

42820  Remove tonsils and adenoids Covered N 1 T 0254 26.2386

42821  Remove tonsils and adenoids Covered N 1 T 0254 26.2386

42825  Removal o� tonsils Covered N 1 T 0256 50.2882

42826  Removal o� tonsils Covered N 1 T 0254 26.2386

42830  Removal o� adenoids Covered N 1 T 0256 50.2882

42831  Removal o� adenoids Covered N 1 T 0254 26.2386

42835  Removal o� adenoids Covered N 1 T 0254 26.2386

42836  Removal o� adenoids Covered N 1 T 0254 26.2386

42842  Extensive surgery o� throat Covered N 1 T 0256 50.2882

42844  Extensive surgery o� throat Covered N 1 T 0256 50.2882

42845  Extensive surgery o� throat Covered N 1 C $1,485.31

42860  Ex�ision o� tonsil tags Covered N 1 T 0256 50.2882

42870  Ex�ision o� lingual tonsil Covered N 1 T 0254 26.2386

42890  Par#al removal o� �harynx Covered N 1 T 0256 50.2882

42892  Revision o� �haryngeal walls Covered N 1 T 0256 50.2882

42894  Revision o� �haryngeal walls Covered N 1 C $1,384.60

42900  Re�air throat wound Covered N 1 T 0254 26.2386

42950  Re�onstru�#on o� throat Covered N 1 T 0256 50.2882

42953  Re�air throat eso�hagus Covered N 1 C $569.16

42955  Surgi�al o�ening o� throat Covered N 1 T 0254 26.2386

42960  Control throat bleeding Covered N 1 T 0250 1.7489

42961  Control throat bleeding Covered N 1 C $311.93

42962  Control throat bleeding Covered N 1 T 0254 26.2386

42970  Control nose/throat bleeding Covered N 1 T 0250 1.7489

42971  Control nose/throat bleeding Covered N 1 C $358.62

42972  Control nose/throat bleeding Covered N 1 T 0253 17.0798

42999  Throat surgery �ro�edure Covered N 1 T 0250 1.7489

43020  In�ision o� eso�hagus Covered N 1 T 0252 8.7183

43030  Throat mus�le surgery Covered N 1 T 0256 50.2882

43045  In�ision o� eso�hagus Covered N 1 C $1,188.14

43100  Ex�ision o� eso�hagus lesion Covered N 1 C $562.33

43101  Ex�ision o� eso�hagus lesion Covered N 1 C $942.66

43107  Removal o� eso�hagus Covered N 1 C $1,753.18

43108  Removal o� eso�hagus Covered N 1 C $2,012.20

43112  Removal o� eso�hagus Covered N 1 C $1,864.58

43113  Removal o� eso�hagus Covered N 1 C $2,078.51

43116  Par#al removal o� eso�hagus Covered N 1 C $1,897.57

43117  Par#al removal o� eso�hagus Covered N 1 C $1,860.85

43118  Par#al removal o� eso�hagus Covered N 1 C $1,970.99

43121  Par#al removal o� eso�hagus Covered N 1 C $1,771.70

43122  Par#al removal o� eso�hagus Covered N 1 C $1,727.38
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43123  Par#al removal o� eso�hagus Covered N 1 C $2,009.31

43124  Removal o� eso�hagus Covered N 1 C $1,691.87

43130  Removal o� eso�hagus �ou�h Covered N 1 T 0256 50.2882

43135  Removal o� eso�hagus �ou�h Covered N 1 C $1,003.61

43180  Eso�hagos�o�y rigid trnso Covered N 1 T 0254 26.2386

43191  Eso�hagos�o�y rigid trnso dx Covered N 1 T 0141 10.0522

43192  Eso�hagos�� rig trnso in2e�t Covered N 1 T 0419 14.3565

43193  Eso�hagos�� rig trnso bio�sy Covered N 1 T 0419 14.3565

43194  Eso�hagos�� rig trnso rem Q Covered N 1 T 0419 14.3565

43195  Eso�hagos�o�y rigid balloon Covered N 1 T 0419 14.3565

43196  Eso�hagos�� guide wire dilat Covered N 1 T 0419 14.3565

43197  Eso�hagos�o�y flex dx brush Covered N 1 T 0141 10.0522

43198  Eso�hagos� flex trnsn bio�sy Covered N 1 T 0141 10.0522

43200  Eso�hagos�o�y flexible brush Covered N 1 T 0141 10.0522

43201  Eso�h s�o�e w/submu�ous in2 Covered N 1 T 0419 14.3565

43202  Eso�hagos�o�y flex bio�sy Covered N 1 T 0141 10.0522

43204  Eso�h s�o�e w/s�lerosis in2 Covered N 1 T 0141 10.0522

43205  Eso�hagus endos�o�y/liga#on Covered N 1 T 0419 14.3565

43206  Eso�h o�#�al endomi�ros�o�y Covered N 1 T 0419 14.3565

43211  Eso�hagos�o� mu�osal rese�t Covered N 1 T 0419 14.3565

43212  Eso�hagos�o� stent �la�ement Covered N 1 J1 0384 42.8063

43213  Eso�hagos�o�y retro balloon Covered N 1 T 0419 14.3565

43214  Eso�hagos� dilate balloon 30 Covered N 1 T 0419 14.3565

43215  Eso�hagos�o�y flex remove Q Covered N 1 T 0419 14.3565

43216  Eso�hagos�o�y lesion removal Covered N 1 T 0422 25.8201

43217  Eso�hagos�o�y snare les remv Covered N 1 T 0419 14.3565

43220  Eso�hagos�o�y balloon <30mm Covered N 1 T 0419 14.3565

43226  Eso�h endos�o�y dila#on Covered N 1 T 0419 14.3565

43227  Eso�hagos�o�y �ontrol bleed Covered N 1 T 0419 14.3565

43229  Eso�hagos�o�y lesion ablate Covered N 1 T 0422 25.8201

43231  Eso�hagos�o� ultrasound exam Covered N T 0419 14.3565

43232  Eso�hagos�o�y w/us needle bx Covered N T 0419 14.3565

43233  Egd balloon dil eso�h30 mm/> Covered N 1 T 0419 14.3565

43235  Egd diagnos#� brush wash Covered N 1 T 0141 10.0522

43236  U��r gi s�o�e w/submu� in2 Covered N 1 T 0141 10.0522

43237  Endos�o�i� us exam eso�h Covered N 1 T 0419 14.3565

43238  Egd us fine needle bx/as�ir Covered N 1 T 0419 14.3565

43239  Egd bio�sy single/mul#�le Covered N 1 T 0141 10.0522

43240  Egd w/transmural drain �yst Covered N 1 T 0422 25.8201

43241  Egd tube/�ath inser#on Covered N 1 T 0141 10.0522

43242  Egd us fine needle bx/as�ir Covered N T 0419 14.3565

43243  Egd in2e�#on vari�es Covered N 1 T 0141 10.0522
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43244  Egd vari�es liga#on Covered N 1 T 0419 14.3565

43245  Egd dilate stri�ture Covered N 1 T 0419 14.3565

43246  Egd �la�e gastrostomy tube Covered N 1 T 0419 14.3565

43247  Egd remove �oreign body Covered N 1 T 0141 10.0522

43248  Egd guide wire inser#on Covered N 1 T 0141 10.0522

43249  Eso�h egd dila#on <30 mm Covered N 1 T 0419 14.3565

43250  Egd �autery tumor �oly� Covered N 1 T 0419 14.3565

43251  Egd remove lesion snare Covered N 1 T 0419 14.3565

43252  Egd o�#�al endomi�ros�o�y Covered N 1 T 0419 14.3565

43253  Egd us transmural in2xn/mark Covered N 1 T 0419 14.3565

43254  Egd endo mu�osal rese�#on Covered N 1 T 0419 14.3565

43255  Egd �ontrol bleeding any Covered N 1 T 0419 14.3565

43257  Egd w/thrml txmnt gerd Covered N 1 T 0422 25.8201

43259  Egd us exam duodenum/2e2unum Covered N 1 T 0419 14.3565

43260  Er�� w/s�e�imen �olle�#on Covered N 1 T 0151 26.3312

43261  Endo �holangio�an�reatogra�h Covered N 1 T 0151 26.3312

43262  Endo �holangio�an�reatogra�h Covered N 1 T 0151 26.3312

43263  Er�� s�hin�ter �ressure meas Covered N 1 T 0151 26.3312

43264  Er�� remove du�t �al�uli Covered N 1 T 0151 26.3312

43265  Er�� lithotri�sy �al�uli Covered N 1 T 0151 26.3312

43266  Egd endos�o�i� stent �la�e Covered N 1 J1 0384 42.8063

43270  Egd lesion abla#on Covered N 1 T 0419 14.3565

43273  Endos�o�i� �an�reatos�o�y Covered N 1 N

43274  Er�� du�t stent �la�ement Covered N 1 J1 0384 42.8063

43275  Er�� remove �orgn body du�t Covered N 1 T 0151 26.3312

43276  Er�� stent ex�hange w/dilate Covered N 1 J1 0384 42.8063

43277  Er�� ea du�t/am�ulla dilate Covered N 3 T 0151 26.3312

43278  Er�� lesion ablate w/dilate Covered N 1 T 0151 26.3312

43279  La� myotomy heller Covered N 1 C $1,043.64

43280  La�aros�o�y �undo�lasty Covered N T 0132 73.8696

43281  La� �araeso�hag hern re�air Covered N 1 T 0132 73.8696

43282  La� �araeso�h her r�r w/mesh Covered N 1 C $1,475.57

43283  La� eso�h lengthening Covered N 1 C $143.80

43289  La�aros�o�e �ro� eso�h Covered N T 0130 40.6743

43300  Re�air o� eso�hagus Covered N 1 C $630.71

43305  Re�air eso�hagus and fistula Covered N 1 C $1,082.03

43310  Re�air o� eso�hagus Covered N 1 C $1,614.51

43312  Re�air eso�hagus and fistula Covered N 1 C $1,761.29

43313  Eso�hago�lasty �ongenital Covered N 1 C $2,454.10

43314  Tra�heo-eso�hago�lasty �ong Covered N 1 C $2,701.57

43320  Fuse eso�hagus & stoma�h Covered N 1 C $980.85

43325  Revise eso�hagus & stoma�h Covered N 1 C $953.68
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43327  Eso�h �undo�lasty la� Covered N 1 C $723.47

43328  Eso�h �undo�lasty thor Covered N 1 C $1,050.44

43330  Eso�hagomyotomy abdominal Covered N 1 C $935.38

43331  Eso�hagomyotomy thora�i� Covered N 1 C $1,038.68

43332  Transab eso�h hiat hern r�r Covered N 1 C $1,035.53

43333  Transab eso�h hiat hern r�r Covered N 1 C $1,124.61

43334  Transthor dia�hrag hern r�r Covered N 1 C $1,135.94

43335  Transthor dia�hrag hern r�r Covered N 1 C $1,224.13

43336  Thorabd dia�hr hern re�air Covered N 1 C $1,335.74

43337  Thorabd dia�hr hern re�air Covered N 1 C $1,458.73

43338  Eso�h lengthening Covered N 1 C $118.85

43340  Fuse eso�hagus & intes#ne Covered N 1 C $974.89

43341  Fuse eso�hagus & intes#ne Covered N 1 C $1,024.31

43351  Surgi�al o�ening eso�hagus Covered N 1 C $889.73

43352  Surgi�al o�ening eso�hagus Covered N 1 C $775.74

43360  Gastrointes#nal re�air Covered N 1 C $1,721.43

43361  Gastrointes#nal re�air Covered N 1 C $1,962.96

43400  Ligate eso�hagus veins Covered N 1 C $958.86

43401  Eso�hagus surgery �or veins Covered N 1 C $985.08

43405  Ligate/sta�le eso�hagus Covered N 1 C $1,003.19

43410  Re�air eso�hagus wound Covered N 1 C $712.96

43415  Re�air eso�hagus wound Covered N 1 C $1,042.99

43420  Re�air eso�hagus o�ening Covered N 1 T 0254 26.2386

43425  Re�air eso�hagus o�ening Covered N 1 C $1,008.99

43450  Dilate eso�hagus 1/mult �ass Covered N 1 T 0141 10.0522

43453  Dilate eso�hagus Covered N 1 T 0419 14.3565

43460  Pressure treatment eso�hagus Covered N 1 C $192.03

43496  Free 2e2unum fla� mi�rovas� Covered N 1 C $1,694.04

43499  Eso�hagus surgery �ro�edure Covered N 1 T 0141 10.0522

43500  Surgi�al o�ening o� stoma�h Covered N 1 C $491.44

43501  Surgi�al re�air o� stoma�h Covered N 1 C $838.39

43502  Surgi�al re�air o� stoma�h Covered N 1 C $946.66

43510  Surgi�al o�ening o� stoma�h Covered N 1 T 0141 10.0522

43520  In�ision o� �ylori� mus�le Covered N 1 C $451.95

43605  Bio�sy o� stoma�h Covered N 1 C $519.76

43610  Ex�ision o� stoma�h lesion Covered N 1 C $651.38

43611  Ex�ision o� stoma�h lesion Covered N 1 C $759.45

43620  Removal o� stoma�h Covered N 1 C $1,280.97

43621  Removal o� stoma�h Covered N 1 C $1,301.70

43622  Removal o� stoma�h Covered N 1 C $1,363.12

43631  Removal o� stoma�h �ar#al Covered N 1 C $1,095.09

43632  Removal o� stoma�h �ar#al Covered N 1 C $1,093.91
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43633  Removal o� stoma�h �ar#al Covered N 1 C $1,112.73

43634  Removal o� stoma�h �ar#al Covered N 1 C $1,348.97

43635  Removal o� stoma�h �ar#al Covered N 1 C $108.35

43640  Vagotomy & �ylorus re�air Covered N 1 C $847.51

43641  Vagotomy & �ylorus re�air Covered N 1 C $862.04

43644  La� gastri� by�ass/roux-en-y Covered N 1 C $1,537.03

43645  La� gastr by�ass in�l smll i Covered N 1 C $1,606.25

43647  La� im�l ele�trode antrum Covered N 1 J1 0061 71.3285

43648  La� revise/remv eltrd antrum Covered N 1 Q2 0130 40.6743

43651  La�aros�o�y vagus nerve Covered N T 0132 73.8696

43652  La�aros�o�y vagus nerve Covered N T 0132 73.8696

43653  La�aros�o�y gastrostomy Covered N 1 T 0131 50.9538

43659  La�aros�o�e �ro� stom Covered N T 0130 40.6743

43752  Nasal/orogastri� w/tube �lmt Covered N Q3 0277 2.0357

43753  Tx gastro intub w/as� Covered N 1 Q1 0420 1.7762

43754  Dx gastr intub w/as� s�e� Covered N 1 Q1 0420 1.7762

43755  Dx gastr intub w/as� s�e�s Covered N 1 S 0096 4.4459

43756  Dx duod intub w/as� s�e� Covered N 1 S 0272 2.1508

43757  Dx duod intub w/as� s�e�s Covered N 1 S 0272 2.1508

43760  Change gastrostomy tube Covered N 1 T 0676 2.6317

43761  Re�osi#on gastrostomy tube Covered N 1 T 0141 10.0522

43770  La� �la�e gastr ad2 devi�e Covered N 1 T 0132 73.8696

43771  La� revise gastr ad2 devi�e Covered N 1 C $1,537.03

43772  La� rmvl gastr ad2 devi�e Covered N 1 C $1,537.03

43773  La� re�la�e gastr ad2 devi�e Covered N 1 C $1,537.03

43774  La� rmvl gastr ad2 all �arts Covered N 1 C $1,537.03

43775  La� sleeve gastre�tomy Covered R C $1,100.52

43800  Re�onstru�#on o� �ylorus Covered N 1 C $600.48

43810  Fusion o� stoma�h and bowel Covered N 1 C $641.21

43820  Fusion o� stoma�h and bowel Covered N 1 C $678.35

43825  Fusion o� stoma�h and bowel Covered N 1 C $853.76

43830  Pla�e gastrostomy tube Covered N 1 T 0422 25.8201

43831  Pla�e gastrostomy tube Covered N 1 T 0141 10.0522

43832  Pla�e gastrostomy tube Covered N 1 C $684.83

43840  Re�air o� stoma�h lesion Covered N 1 C $676.68

43842  V-band gastro�lasty Covered N 1 E $950.11

43843  Gastro�lasty w/o v-band Covered N 1 C $942.63

43845  Gastro�lasty duodenal swit�h Covered N 1 C $1,155.06

43846  Gastri� by�ass �or obesity Covered N 1 C $1,155.06

43847  Gastri� by�ass in�l small i Covered N 1 C $1,270.20

43848  Revision gastro�lasty Covered N 1 C $1,358.60

43850  Revise stoma�h-bowel �usion Covered N 1 C $1,081.12
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43855  Revise stoma�h-bowel �usion Covered N 1 C $1,105.78

43860  Revise stoma�h-bowel �usion Covered N 1 C $1,088.86

43865  Revise stoma�h-bowel �usion Covered N 1 C $1,174.44

43870  Re�air stoma�h o�ening Covered N 1 T 0422 25.8201

43880  Re�air stoma�h-bowel fistula Covered N 1 C $1,026.99

43881  Im�l/redo ele�trd antrum Covered N 1 C $344.01

43882  Revise/remove ele�trd antrum Covered N 1 C $1,273.27

43886  Revise gastri� �ort o�en Covered I 1 T 0329 31.0293

43887  Remove gastri� �ort o�en Covered I 1 Q2 0328 18.9748

43888  Change gastri� �ort o�en Covered I 1 T 0329 31.0293

43999  Stoma�h surgery �ro�edure Covered N 1 T 0141 10.0522

44005  Freeing o� bowel adhesion Covered N 1 C $768.06

44010  In�ision o� small bowel Covered N 1 C $612.82

44015  Insert needle �ath bowel Covered N 1 C $163.58

44020  Ex�lore small intes#ne Covered N 1 C $675.75

44021  De�om�ress small bowel Covered N 1 C $673.22

44025  In�ision o� large bowel Covered N 1 C $686.00

44050  Redu�e bowel obstru�#on Covered N 1 C $652.88

44055  Corre�t malrota#on o� bowel Covered N 1 C $725.98

44100  Bio�sy o� bowel Covered N 1 T 0419 14.3565

44110  Ex�ise intes#ne lesion(s) Covered N 1 C $593.22

44111  Ex�ision o� bowel lesion(s) Covered N 1 C $728.48

44120  Removal o� small intes#ne Covered N 1 C $816.72

44121  Removal o� small intes#ne Covered N 1 C $233.69

44125  Removal o� small intes#ne Covered N 1 C $859.76

44126  Entere�tomy w/o ta�er �ong Covered N 1 C $1,862.83

44127  Entere�tomy w/ta�er �ong Covered N 1 C $2,142.72

44128  Entere�tomy �ong add-on Covered N 1 C $226.84

44130  Bowel to bowel �usion Covered N 1 C $710.16

44132  Entere�tomy �adaver donor Not Covered C

44133  Entere�tomy live donor Not Covered C

44135  Intes#ne trans�lnt �adaver Covered N C By Re�ort

44136  Intes#ne trans�lant live Not Covered C

44137  Remove intes#nal allogra� Not Covered C

44139  Iobiliza#on o� �olon Covered N 1 C $117.34

44140  Par#al removal o� �olon Covered N 1 C $1,023.82

44141  Par#al removal o� �olon Covered N 1 C $1,126.75

44143  Par#al removal o� �olon Covered N 1 C $1,163.16

44144  Par#al removal o� �olon Covered N 1 C $1,091.72

44145  Par#al removal o� �olon Covered N 1 C $1,272.66

44146  Par#al removal o� �olon Covered N 1 C $1,393.02

44147  Par#al removal o� �olon Covered N 1 C $1,097.39



Procedure 

Code Procedure Code Description

Iowa 

Medicaid 

Coverage

Prior 

Authorization 

Indicator

Procedure 

Max Units APC Status Indicator APC

APC 

Weight

Anesthesia 

Code Base 

Unit

Iowa Medicaid Fee 

Schedule Amount

44150  Removal o� �olon Covered N 1 C $1,256.02

44151  Removal o� �olon/ileostomy Covered N 1 C $1,135.92

44155  Removal o� �olon/ileostomy Covered N 1 C $1,431.46

44156  Removal o� �olon/ileostomy Covered N 1 C $1,294.79

44157  Cole�tomy w/ileoanal anast Covered N 1 C $1,755.98

44158  Cole�tomy w/neo-re�tum �ou�h Covered N 1 C $1,801.37

44160  Removal o� �olon Covered N 1 C $935.53

44180  La� enterolysis Covered N 1 T 0131 50.9538

44186  La� 2e2unostomy Covered N 1 T 0131 50.9538

44187  La� ileo/2e2uno-stomy Covered N 1 C $777.93

44188  La� �olostomy Covered N 1 C $777.93

44202  La� entere�tomy Covered N C $1,216.17

44203  La� rese�t s/intes#ne addl Covered N C $220.97

44204  La�aro �ar#al �ole�tomy Covered N C $1,276.72

44205  La� �ole�tomy �art w/ileum Covered N C $1,131.31

44206  La� �art �ole�tomy w/stoma Covered N 1 C $1,313.23

44207  L �ole�tomy/�olo�ro�tostomy Covered N 1 C $1,438.48

44208  L �ole�tomy/�olo�ro�tostomy Covered N 1 C $1,556.13

44210  La�aro total �ro�to�ole�tomy Covered N 1 C $1,375.70

44211  La� �ole�tomy w/�ro�te�tomy Covered N 1 C $1,711.05

44212  La�aro total �ro�to�ole�tomy Covered N 1 C $1,597.48

44213  La� mobil s�leni� fl add-on Covered N 1 C $777.93

44227  La� �lose enterostomy Covered N 1 C $777.93

44238  La�aros�o�e �ro� intes#ne Covered N 1 T 0130 40.6743

44300  O�en bowel to skin Covered N 1 C $527.26

44310  Ileostomy/2e2unostomy Covered N 1 C $717.88

44312  Revision o� ileostomy Covered N 1 T 0329 31.0293

44314  Revision o� ileostomy Covered N 1 C $674.45

44316  Devise bowel �ou�h Covered N 1 C $930.18

44320  Colostomy Covered N 1 C $777.93

44322  Colostomy with bio�sies Covered N 1 C $766.14

44340  Revision o� �olostomy Covered N 1 T 0329 31.0293

44345  Revision o� �olostomy Covered N 1 C $619.24

44346  Revision o� �olostomy Covered N 1 C $699.40

44360  Small bowel endos�o�y Covered N 1 T 0142 11.4924

44361  Small bowel endos�o�y/bio�sy Covered N 1 T 0142 11.4924

44363  Small bowel endos�o�y Covered N 1 T 0142 11.4924

44364  Small bowel endos�o�y Covered N 1 T 0424 16.8444

44365  Small bowel endos�o�y Covered N 1 T 0424 16.8444

44366  Small bowel endos�o�y Covered N 1 T 0424 16.8444

44369  Small bowel endos�o�y Covered N 1 T 0424 16.8444

44370  Small bowel endos�o�y/stent Covered N J1 0384 42.8063
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44372  Small bowel endos�o�y Covered N 1 T 0424 16.8444

44373  Small bowel endos�o�y Covered N 1 T 0424 16.8444

44376  Small bowel endos�o�y Covered N 1 T 0142 11.4924

44377  Small bowel endos�o�y/bio�sy Covered N 1 T 0424 16.8444

44378  Small bowel endos�o�y Covered N 1 T 0424 16.8444

44379  S bowel endos�o�e w/stent Covered N J1 0384 42.8063

44380  Small bowel endos�o�y br/wa Covered N 1 T 0142 11.4924

44381  Small bowel endos�o�y br/wa Covered N 1 T 0142 11.4924

44382  Small bowel endos�o�y Covered N 1 T 0142 11.4924

44384  Small bowel endos�o�y Covered N 1 T 0142 11.4924

44385  Endos�o�y o� bowel �ou�h Covered N 1 T 0143 10.6489

44386  Endos�o�y bowel �ou�h/bio� Covered N 1 T 0143 10.6489

44388  Colonos�o�y thru stoma s�x Covered N 1 T 0143 10.6489

44389  Colonos�o�y with bio�sy Covered N 1 T 0143 10.6489

44390  Colonos�o�y �or �oreign body Covered N 1 T 0143 10.6489

44391  Colonos�o�y �or bleeding Covered N 1 T 0143 10.6489

44392  Colonos�o�y & �oly�e�tomy Covered N 1 T 0143 10.6489

44394  Colonos�o�y w/snare Covered N 1 T 0143 10.6489

44401  Colonos�o�y with abla#on Covered N 1 T 0143 10.6489

44402  Colonos�o�y w/stent �l�mt Covered N 1 T 0143 10.6489

44403  Colonos�o�y w/rese�#on Covered N 1 T 0143 10.6489

44404  Colonos�o�y w/in2e�#on Covered N 1 T 0143 10.6489

44405  Colonos�o�y w/dila#on Covered N 1 T 0143 10.6489

44406  Colonos�o�y w/ultrasound Covered N 1 T 0143 10.6489

44407  Colonos�o�y w/ndl as�ir/bx Covered N 1 T 0143 10.6489

44408  Colonos�o�y w/de�om�ression Covered N 1 T 0143 10.6489

44500  Intro gastrointes#nal tube Covered N 2 T 0121 6.5800

44602  Suture small intes#ne Covered N 1 C $616.90

44603  Suture small intes#ne Covered N 1 C $789.01

44604  Suture large intes#ne Covered N 1 C $779.09

44605  Re�air o� bowel lesion Covered N 1 C $858.47

44615  Intes#nal stri�turo�lasty Covered N 1 C $755.33

44620  Re�air bowel o�ening Covered N 1 C $597.72

44625  Re�air bowel o�ening Covered N 1 C $771.07

44626  Re�air bowel o�ening Covered N 1 C $1,201.08

44640  Re�air bowel-skin fistula Covered N 1 C $786.61

44650  Re�air bowel fistula Covered N 1 C $816.91

44660  Re�air bowel-bladder fistula Covered N 1 C $798.74

44661  Re�air bowel-bladder fistula Covered N 1 C $1,004.07

44680  Surgi�al revision intes#ne Covered N 1 C $794.47

44700  Sus�end bowel w/�rosthesis Covered N 1 C $844.88

44701  Intrao� �olon lavage add-on Covered N 1 N



Procedure 

Code Procedure Code Description

Iowa 

Medicaid 

Coverage

Prior 

Authorization 

Indicator

Procedure 

Max Units APC Status Indicator APC

APC 

Weight

Anesthesia 

Code Base 

Unit

Iowa Medicaid Fee 

Schedule Amount

44705  Pre�are �e�al mi�robiota Not Covered B

44715  Pre�are donor intes#ne Not Covered C

44720  Pre� donor intes#ne/venous Not Covered C

44721  Pre� donor intes#ne/artery Not Covered C

44799  Unlisted �x small intes#ne Covered N 1 T 0153 30.8186

44800  Ex�ision o� bowel �ou�h Covered N 1 C $600.88

44820  Ex�ision o� mesentery lesion Covered N 1 C $572.61

44850  Re�air o� mesentery Covered N 1 C $536.29

44899  Bowel surgery �ro�edure Covered N 1 C By Re�ort

44900  Drain a��endix abs�ess o�en Covered N 1 C $488.71

44950  A��ende�tomy Covered N 1 T 0153 30.8186

44955  A��ende�tomy add-on Covered N 1 N

44960  A��ende�tomy Covered N 1 C $598.75

44970  La�aros�o�y a��ende�tomy Covered N T 0131 50.9538

44979  La�aros�o�e �ro� a�� Covered N T 0130 40.6743

45000  Drainage o� �elvi� abs�ess Covered N 1 T 0149 26.1743

45005  Drainage o� re�tal abs�ess Covered N 1 T 0155 19.6184

45020  Drainage o� re�tal abs�ess Covered N 1 T 0155 19.6184

45100  Bio�sy o� re�tum Covered N 1 T 0155 19.6184

45108  Removal o� anore�tal lesion Covered N 1 T 0149 26.1743

45110  Removal o� re�tum Covered N 1 C $1,364.29

45111  Par#al removal o� re�tum Covered N 1 C $961.24

45112  Removal o� re�tum Covered N 1 C $1,443.76

45113  Par#al �ro�te�tomy Covered N 1 C $1,430.59

45114  Par#al removal o� re�tum Covered N 1 C $1,312.46

45116  Par#al removal o� re�tum Covered N 1 C $1,127.46

45119  Remove re�tum w/reservoir Covered N 1 C $1,449.67

45120  Removal o� re�tum Covered N 1 C $1,400.01

45121  Removal o� re�tum and �olon Covered N 1 C $1,422.72

45123  Par#al �ro�te�tomy Covered N 1 C $851.49

45126  Pelvi� exentera#on Covered N 1 C $1,872.20

45130  Ex�ision o� re�tal �rola�se Covered N 1 C $788.67

45135  Ex�ision o� re�tal �rola�se Covered N 1 C $1,022.58

45136  Ex�ise ileoanal reservior Covered N 1 C $1,435.67

45150  Ex�ision o� re�tal stri�ture Covered N 1 T 0149 26.1743

45160  Ex�ision o� re�tal lesion Covered N 1 T 0149 26.1743

45171  Ex� re�t tum transanal �art Covered N 1 T 0149 26.1743

45172  Ex� re�t tum transanal �ull Covered N 1 T 0150 35.0675

45190  Destru�#on re�tal tumor Covered N 1 T 0149 26.1743

45300  Pro�tosigmoidos�o�y dx Covered N 1 T 0146 6.6559

45303  Pro�tosigmoidos�o�y dilate Covered N 1 T 0147 11.1553

45305  Pro�tosigmoidos�o�y w/bx Covered N 1 T 0147 11.1553
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45307  Pro�tosigmoidos�o�y Q Covered N 1 T 0428 22.3487

45308  Pro�tosigmoidos�o�y removal Covered N 1 T 0147 11.1553

45309  Pro�tosigmoidos�o�y removal Covered N 1 T 0147 11.1553

45315  Pro�tosigmoidos�o�y removal Covered N 1 T 0147 11.1553

45317  Pro�tosigmoidos�o�y bleed Covered N 1 T 0147 11.1553

45320  Pro�tosigmoidos�o�y ablate Covered N 1 T 0428 22.3487

45321  Pro�tosigmoidos�o�y volvul Covered N 1 T 0428 22.3487

45327  Pro�tosigmoidos�o�y w/stent Covered N J1 0384 42.8063

45330  Diagnos#� sigmoidos�o�y Covered N 1 T 0146 6.6559

45331  Sigmoidos�o�y and bio�sy Covered N 1 T 0146 6.6559

45332  Sigmoidos�o�y w/Q removal Covered N 1 T 0147 11.1553

45333  Sigmoidos�o�y & �oly�e�tomy Covered N 1 T 0146 6.6559

45334  Sigmoidos�o�y �or bleeding Covered N 1 T 0147 11.1553

45335  Sigmoidos�o�y w/submu� in2 Covered N 1 T 0146 6.6559

45337  Sigmoidos�o�y & de�om�ress Covered N 1 T 0147 11.1553

45338  Sigmoidos�o�y w/tumr remove Covered N 1 T 0147 11.1553

45340  Sig w/tnds� balloon dila#on Covered N 1 T 0147 11.1553

45341  Sigmoidos�o�y w/ultrasound Covered N 1 T 0147 11.1553

45342  Sigmoidos�o�y w/us guide bx Covered N 1 T 0147 11.1553

45346  Sigmoidos�o�y w/abla#on Covered N 1 T 0147 11.1553

45347  Sigmoidos�o�y w/�l�mt stent Covered N 1 T 0147 11.1553

45349  Sigmoidos�o�y w/rese�#on Covered N 1 T 0147 11.1553

45350  Sgmds� w/band liga#on Covered N 1 T 0147 11.1553

45378  Diagnos#� �olonos�o�y Covered N 1 T 0143 10.6489

45379  Colonos�o�y w/Q removal Covered N 1 T 0143 10.6489

45380  Colonos�o�y and bio�sy Covered N 1 T 0143 10.6489

45381  Colonos�o�y submu�ous n2x Covered N 1 T 0143 10.6489

45382  Colonos�o�y w/�ontrol bleed Covered N 1 T 0143 10.6489

45384  Colonos�o�y w/lesion removal Covered N 1 T 0143 10.6489

45385  Colonos�o�y w/lesion removal Covered N 1 T 0143 10.6489

45386  Colonos�o�y w/balloon dilat Covered N 1 T 0143 10.6489

45388  Colonos�o�y w/abla#on Covered N 1 T 0143 10.6489

45389  Colonos�o�y w/stent �l�mt Covered N 1 T 0143 10.6489

45390  Colonos�o�y w/rese�#on Covered N 1 T 0143 10.6489

45391  Colonos�o�y w/endos�o�e us Covered N 1 T 0143 10.6489

45392  Colonos�o�y w/endos�o�i� �nb Covered N 1 T 0143 10.6489

45393  Colonos�o�y w/de�om�ression Covered N 1 T 0143 10.6489

45395  La� removal o� re�tum Covered N 1 C $1,097.39

45397  La� remove re�tum w/�ou�h Covered N 1 C $777.93

45398  Colonos�o�y w/band liga#on Covered N 1 T 0143 10.6489

45399  Unlisted �ro�edure �olon Covered N 1 T 0143 10.6489

45400  La�aros�o�i� �ro� Covered N 1 C $447.70
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45402  La� �ro�to�exy w/sig rese�t Covered N 1 C $777.93

45499  La�aros�o�e �ro� re�tum Covered N 1 T 0130 40.6743

45500  Re�air o� re�tum Covered N 1 T 0149 26.1743

45505  Re�air o� re�tum Covered N 1 T 0150 35.0675

45520  Treatment o� re�tal �rola�se Covered N 1 T 0015 1.9702

45540  Corre�t re�tal �rola�se Covered N 1 C $763.87

45541  Corre�t re�tal �rola�se Covered N 1 T 0150 35.0675

45550  Re�air re�tum/remove sigmoid Covered N 1 C $1,023.49

45560  Re�air o� re�to�ele Covered N 1 T 0150 35.0675

45562  Ex�lora#on/re�air o� re�tum Covered N 1 C $694.00

45563  Ex�lora#on/re�air o� re�tum Covered N 1 C $1,070.10

45800  Re�air re�t/bladder fistula Covered N 1 C $798.09

45805  Re�air fistula w/�olostomy Covered N 1 C $965.08

45820  Re�air re�tourethral fistula Covered N 1 C $810.10

45825  Re�air fistula w/�olostomy Covered N 1 C $942.58

45900  Redu�#on o� re�tal �rola�se Covered N 1 T 0148 5.9659

45905  Dila#on o� anal s�hin�ter Covered N 1 T 0155 19.6184

45910  Dila#on o� re�tal narrowing Covered N 1 T 0155 19.6184

45915  Remove re�tal obstru�#on Covered N 1 T 0155 19.6184

45990  Surg dx exam anore�tal Covered N 1 T 0155 19.6184

45999  Re�tum surgery �ro�edure Covered N 1 T 0148 5.9659

46020  Pla�ement o� seton Covered N T 0149 26.1743

46030  Removal o� re�tal marker Covered N 1 T 0148 5.9659

46040  In�ision o� re�tal abs�ess Covered N 1 T 0155 19.6184

46045  In�ision o� re�tal abs�ess Covered N 1 T 0149 26.1743

46050  In�ision o� anal abs�ess Covered N 1 T 0148 5.9659

46060  In�ision o� re�tal abs�ess Covered N 1 T 0155 19.6184

46070  In�ision o� anal se�tum Covered N 1 T 0155 19.6184

46080  In�ision o� anal s�hin�ter Covered N 1 T 0155 19.6184

46083  In�ise external hemorrhoid Covered N 1 T 0164 2.8822

46200  Removal o� anal fissure Covered N 1 T 0149 26.1743

46220  Ex�ise anal ext tag/�a�illa Covered N 1 T 0155 19.6184

46221  Liga#on o� hemorrhoid(s) Covered N 1 T 0148 5.9659

46230  Removal o� anal tags Covered N 1 T 0155 19.6184

46250  Remove ext hem grou�s 2+ Covered N 1 T 0149 26.1743

46255  Remove int/ext hem 1 grou� Covered N 1 T 0149 26.1743

46257  Remove in/ex hem gr� & fiss Covered N 1 T 0149 26.1743

46258  Remove in/ex hem gr� w/fistu Covered N 1 T 0149 26.1743

46260  Remove in/ex hem grou�s 2+ Covered N 1 T 0149 26.1743

46261  Remove in/ex hem gr�s & fiss Covered N 1 T 0149 26.1743

46262  Remove in/ex hem gr�s w/fist Covered N 1 T 0149 26.1743

46270  Remove anal fist subq Covered N 1 T 0149 26.1743
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46275  Remove anal fist inter Covered N 1 T 0149 26.1743

46280  Remove anal fist �om�lex Covered N 1 T 0149 26.1743

46285  Remove anal fist 2 stage Covered N 1 T 0149 26.1743

46288  Re�air anal fistula Covered N 1 T 0150 35.0675

46320  Removal o� hemorrhoid �lot Covered N 1 T 0155 19.6184

46500  In2e�#on into hemorrhoid(s) Covered N 1 T 0148 5.9659

46505  Chemodenerva#on anal mus� Covered N 1 T 0155 19.6184

46600  Diagnos#� anos�o�y s�x Covered N 1 Q1 0420 1.7762

46601  Diagnos#� anos�o�y Covered N 1 Q1 0420 1.7762

46604  Anos�o�y and dila#on Covered N 1 T 0147 11.1553

46606  Anos�o�y and bio�sy Covered N 1 T 0147 11.1553

46607  Diagnos#� anos�o�y & bio�sy Covered N 1 T 0147 11.1553

46608  Anos�o�y remove �or body Covered N 1 T 0147 11.1553

46610  Anos�o�y remove lesion Covered N 1 T 0428 22.3487

46611  Anos�o�y Covered N 1 T 0147 11.1553

46612  Anos�o�y remove lesions Covered N 1 T 0428 22.3487

46614  Anos�o�y �ontrol bleeding Covered N 1 T 0147 11.1553

46615  Anos�o�y Covered N 1 T 0428 22.3487

46700  Re�air o� anal stri�ture Covered N 1 T 0149 26.1743

46705  Re�air o� anal stri�ture Covered N 1 C $398.83

46706  Re�r o� anal fistula w/glue Covered N 1 T 0149 26.1743

46707  Re�air anore�tal fist w/�lug Covered N 1 T 0150 35.0675

46710  Re�r �er/vag �ou�h sngl �ro� Covered N 1 C $1,004.07

46712  Re�r �er/vag �ou�h dbl �ro� Covered N 1 C $1,097.39

46715  Re� �er� ano�er fistu Covered N 1 C $412.03

46716  Re� �er� ano�er/ves#b fistu Covered N 1 C $688.74

46730  Constru�#on o� absent anus Covered N 1 C $1,205.21

46735  Constru�#on o� absent anus Covered N 1 C $1,429.95

46740  Constru�#on o� absent anus Covered N 1 C $1,270.22

46742  Re�air o� im�er�orated anus Covered N 1 C $1,693.35

46744  Re�air o� �loa�al anomaly Covered N 1 C $1,835.87

46746  Re�air o� �loa�al anomaly Covered N 1 C $2,069.15

46748  Re�air o� �loa�al anomaly Covered N 1 C $2,242.66

46750  Re�air o� anal s�hin�ter Covered N 1 T 0150 35.0675

46751  Re�air o� anal s�hin�ter Covered N 1 C $487.50

46753  Re�onstru�#on o� anus Covered N 1 T 0149 26.1743

46754  Removal o� suture �rom anus Covered N 1 T 0155 19.6184

46760  Re�air o� anal s�hin�ter Covered N 1 T 0150 35.0675

46761  Re�air o� anal s�hin�ter Covered N 1 T 0150 35.0675

46762  Im�lant ar#fi�ial s�hin�ter Covered N 1 T 0150 35.0675

46900  Destru�#on anal lesion(s) Covered N 1 T 0016 3.8173

46910  Destru�#on anal lesion(s) Covered N 1 T 0017 17.3610
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46916  Cryosurgery anal lesion(s) Covered N 1 T 0015 1.9702

46917  Laser surgery anal lesions Covered N 1 T 0149 26.1743

46922  Ex�ision o� anal lesion(s) Covered N 1 T 0149 26.1743

46924  Destru�#on anal lesion(s) Covered N 1 T 0149 26.1743

46930  Destroy internal hemorrhoids Covered N 1 T 0148 5.9659

46940  Treatment o� anal fissure Covered N 1 T 0155 19.6184

46942  Treatment o� anal fissure Covered N 1 T 0148 5.9659

46945  Remove by ligat int hem gr� Covered N 1 T 0149 26.1743

46946  Remove by ligat int hem gr�s Covered N 1 T 0149 26.1743

46947  Hemorrhoido�exy by sta�ling Covered N 1 T 0150 35.0675

46999  Anus surgery �ro�edure Covered N 1 T 0148 5.9659

47000  Needle bio�sy o� liver Covered N 1 T 0005 14.1916

47001  Needle bio�sy liver add-on Covered N 1 N

47010  O�en drainage liver lesion Covered N 1 C $600.70

47015  In2e�t/as�irate liver �yst Covered N 1 C $571.97

47100  Wedge bio�sy o� liver Covered N 1 C $417.01

47120  Par#al removal o� liver Covered N 1 C $1,261.70

47122  Extensive removal o� liver Covered N 1 C $1,907.84

47125  Par#al removal o� liver Covered N 1 C $1,739.78

47130  Par#al removal o� liver Covered N 1 C $1,883.13

47133  Removal o� donor liver Not Covered C

47135  Trans�lanta#on o� liver Covered N 1 C $4,668.99

47136  Trans�lanta#on o� liver Not Covered C

47140  Par#al removal donor liver Covered N 1 C $2,060.83

47141  Par#al removal donor liver Covered N 1 C $1,739.78

47142  Par#al removal donor liver Covered N 1 C $1,883.13

47143  Pre� donor liver whole Not Covered C

47144  Pre� donor liver 3-segment Not Covered C

47145  Pre� donor liver lobe s�lit Not Covered C

47146  Pre� donor liver/venous Not Covered C

47147  Pre� donor liver/arterial Not Covered C

47300  Surgery �or liver lesion Covered N 1 C $588.45

47350  Re�air liver wound Covered N 1 C $714.17

47360  Re�air liver wound Covered N 1 C $988.63

47361  Re�air liver wound Covered N 1 C $1,616.73

47362  Re�air liver wound Covered N 1 C $644.62

47370  La�aro ablate liver tumor r� Covered N T 0174 108.7985

47371  La�aro ablate liver �ryosurg Covered N 1 T 0174 108.7985

47379  La�aros�o�e �ro�edure liver Covered N T 0130 40.6743

47380  O�en ablate liver tumor r� Covered N C $1,053.75

47381  O�en ablate liver tumor �ryo Covered N C $1,041.56

47382  Per�ut ablate liver r� Covered N T 0423 55.2208
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47383  Perq ablt2 lvr �ryoabla#on Covered N 1 T 0423 55.2208

47399  Liver surgery �ro�edure Covered N 1 T 0004 6.5703

47400  In�ision o� liver du�t Covered N 1 C $1,091.35

47420  In�ision o� bile du�t Covered N 1 C $926.45

47425  In�ision o� bile du�t Covered N 1 C $965.34

47460  In�ise bile du�t s�hin�ter Covered N 1 C $958.84

47480  In�ision o� gallbladder Covered N 1 C $570.28

47490  In�ision o� gallbladder Covered N 1 T 0152 24.7191

47500  In2e�#on �or liver x-rays Covered N 1 N

47505  In2e�#on �or liver x-rays Covered N 1 N

47510  Insert �atheter bile du�t Covered N 1 T 0152 24.7191

47511  Insert bile du�t drain Covered N 1 T 0423 55.2208

47525  Change bile du�t �atheter Covered N 1 T 0427 17.3792

47530  Revise/reinsert bile tube Covered N 1 T 0427 17.3792

47550  Bile du�t endos�o�y add-on Covered N 1 C $158.46

47552  Biliary endo �erq dx w/s�e�i Covered N 1 T 0152 24.7191

47553  Biliary endos�o�y thru skin Covered N 1 T 0423 55.2208

47554  Biliary endos�o�y thru skin Covered N 1 T 0152 24.7191

47555  Biliary endos�o�y thru skin Covered N 1 T 0152 24.7191

47556  Biliary endos�o�y thru skin Covered N 1 T 0423 55.2208

47560  La�aros�o�y w/�holangio Covered N 1 T 0130 40.6743

47561  La�aro w/�holangio/bio�sy Covered N 1 T 0130 40.6743

47562  La�aros�o�i� �hole�yste�tomy Covered N 1 T 0131 50.9538

47563  La�aro �hole�yste�tomy/gra�h Covered N 1 T 0131 50.9538

47564  La�aro �hole�yste�tomy/ex�lr Covered N 1 T 0131 50.9538

47570  La�aro �hole�ystoenterostomy Covered N C $727.74

47579  La�aros�o�e �ro� biliary Covered N T 0130 40.6743

47600  Removal o� gallbladder Covered N 1 C $657.36

47605  Removal o� gallbladder Covered N 1 C $708.23

47610  Removal o� gallbladder Covered N 1 C $882.34

47612  Removal o� gallbladder Covered N 1 C $964.28

47620  Removal o� gallbladder Covered N 1 C $981.50

47630  Remove bile du�t stone Covered N 1 T 0152 24.7191

47700  Ex�lora#on o� bile du�ts Covered N 1 C $844.82

47701  Bile du�t revision Covered N 1 C $1,457.76

47711  Ex�ision o� bile du�t tumor Covered N 1 C $1,093.21

47712  Ex�ision o� bile du�t tumor Covered N 1 C $1,359.81

47715  Ex�ision o� bile du�t �yst Covered N 1 C $877.30

47720  Fuse gallbladder & bowel Covered N 1 C $786.77

47721  Fuse u��er gi stru�tures Covered N 1 C $944.78

47740  Fuse gallbladder & bowel Covered N 1 C $899.56

47741  Fuse gallbladder & bowel Not Covered C
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47760  Fuse bile du�ts and bowel Covered N 1 C $1,189.57

47765  Fuse liver du�ts & bowel Covered N 1 C $1,229.40

47780  Fuse bile du�ts and bowel Covered N 1 C $1,240.04

47785  Fuse bile du�ts and bowel Covered N 1 C $1,419.68

47800  Re�onstru�#on o� bile du�ts Covered N 1 C $1,125.31

47801  Pla�ement bile du�t su��ort Covered N 1 C $691.87

47802  Fuse liver du�t & intes#ne Covered N 1 C $1,024.16

47900  Suture bile du�t in2ury Covered N 1 C $1,005.97

47999  Bile tra�t surgery �ro�edure Covered N 1 T 0152 24.7191

48000  Drainage o� abdomen Covered N 1 C $800.76

48001  Pla�ement o� drain �an�reas Covered N 1 C $991.33

48020  Removal o� �an�rea#� stone Covered N 1 C $750.53

48100  Bio�sy o� �an�reas o�en Covered N 1 C $591.54

48102  Needle bio�sy �an�reas Covered N 1 T 0005 14.1916

48105  Rese�t/debride �an�reas Covered N 1 C $2,262.31

48120  Removal o� �an�reas lesion Covered N 1 C $820.27

48140  Par#al removal o� �an�reas Covered N 1 C $1,171.50

48145  Par#al removal o� �an�reas Covered N 1 C $1,257.34

48146  Pan�reate�tomy Covered N 1 C $1,384.91

48148  Removal o� �an�rea#� du�t Covered N 1 C $871.31

48150  Par#al removal o� �an�reas Covered N 1 C $2,353.91

48152  Pan�reate�tomy Covered N 1 C $2,188.90

48153  Pan�reate�tomy Covered N 1 C $2,351.75

48154  Pan�reate�tomy Covered N 1 C $2,194.59

48155  Removal o� �an�reas Covered N 1 C $1,400.58

48160  Pan�reas removal/trans�lant Covered N 1 E By Re�ort

48400  In2e�#on intrao� add-on Covered N 1 C $98.26

48500  Surgery o� �an�rea#� �yst Covered N 1 C $768.29

48510  Drain �an�rea#� �seudo�yst Covered N 1 C $714.71

48520  Fuse �an�reas �yst and bowel Covered N 1 C $834.45

48540  Fuse �an�reas �yst and bowel Covered N 1 C $1,022.23

48545  Pan�reatorrha�hy Covered N 1 C $886.68

48547  Duodenal ex�lusion Covered N 1 C $1,237.13

48548  Fuse �an�reas and bowel Covered N 1 C $1,315.43

48550  Donor �an�reate�tomy Not Covered E

48551  Pre� donor �an�reas Not Covered C

48552  Pre� donor �an�reas/venous Not Covered C

48554  Trans�l allogra� �an�reas Covered N 1 C $1,797.67

48556  Removal allogra� �an�reas Covered N 1 C $848.14

48999  Pan�reas surgery �ro�edure Covered N 1 T 0004 6.5703

49000  Ex�lora#on o� abdomen Covered N 1 C $653.89

49002  Reo�ening o� abdomen Covered N 1 C $594.21
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49010  Ex�lora#on behind abdomen Covered N 1 C $693.20

49020  Drainage abdom abs�ess o�en Covered N 1 C $837.00

49040  Drain o�en abdom abs�ess Covered N 1 C $580.28

49060  Drain o�en retro�eri abs�ess Covered N 1 C $631.93

49062  Drain to �eritoneal �avity Covered N 1 C $675.17

49082  Abd �ara�entesis Covered N 1 T 0070 6.5974

49083  Abd �ara�entesis w/imaging Covered N 1 T 0070 6.5974

49084  Peritoneal lavage Covered N 1 T 0070 6.5974

49180  Bio�sy abdominal mass Covered N 1 T 0005 14.1916

49203  Ex� abd tum 5 �m or less Covered N 1 C $841.95

49204  Ex� abd tum over 5 �m Covered N 1 C $1,073.70

49205  Ex� abd tum over 10 �m Covered N 1 C $1,228.47

49215  Ex�ise sa�ral s�ine tumor Covered N 1 C $1,180.65

49220  Iul#�le surgery abdomen Covered N 1 C $893.92

49250  Ex�ision o� umbili�us Covered N 1 T 0153 30.8186

49255  Removal o� omentum Covered N 1 C $605.90

49320  Diag la�aro se�arate �ro� Covered N 1 T 0130 40.6743

49321  La�aros�o�y bio�sy Covered N 1 T 0130 40.6743

49322  La�aros�o�y as�ira#on Covered N 1 T 0130 40.6743

49323  La�aro drain lym�ho�ele Covered N T 0130 40.6743

49324  La� insert tunnel i� �ath Covered N 1 T 0130 40.6743

49325  La� revision �erm i� �ath Covered N 1 T 0130 40.6743

49326  La� w/omento�exy add-on Covered N 1 N

49327  La� ins devi�e �or rt Covered N 1 N

49329  La�aro �ro� abdm/�er/oment Covered N T 0130 40.6743

49400  Air in2e�#on into abdomen Covered N 1 N

49402  Remove �oreign body adbomen Covered N 1 T 0153 30.8186

49405  Image �ath fluid �olxn vis� Covered N 1 T 0005 14.1916

49406  Image �ath fluid �eri/retro Covered N 1 T 0005 14.1916

49407  Image �ath fluid trns/vgnl Covered N 1 T 0005 14.1916

49411  Ins mark abd/�el �or rt �erq Covered N 1 S 0310 14.0014

49412  Ins devi�e �or rt guide o�en Covered N 1 C $72.41

49418  Insert tun i� �ath �er� Covered N 1 T 0652 30.8500

49419  Insert tun i� �ath w/�ort Covered N 1 T 0622 30.1495

49421  Ins tun i� �ath �or dial o�n Covered N 1 T 0652 30.8500

49422  Remove tunneled i� �ath Covered N 1 Q2 0103 21.2483

49423  Ex�hange drainage �atheter Covered N 1 T 0427 17.3792

49424  Assess �yst �ontrast in2e�t Covered N 1 N

49425  Insert abdomen-venous drain Covered N 1 C $690.11

49426  Revise abdomen-venous shunt Covered N 1 T 0153 30.8186

49427  In2e�#on abdominal shunt Covered N 1 N

49428  Liga#on o� shunt Covered N 1 C $139.07
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49429  Removal o� shunt Covered N 1 Q2 0103 21.2483

49435  Insert subq exten to i� �ath Covered N 1 N

49436  Embedded i� �ath exit-site Covered N 1 T 0427 17.3792

49440  Pla�e gastrostomy tube �er� Covered N 1 T 0419 14.3565

49441  Pla�e duod/2e2 tube �er� Covered N 1 T 0419 14.3565

49442  Pla�e �e�ostomy tube �er� Covered N 1 T 0155 19.6184

49446  Change g-tube to g-2 �er� Covered N 1 T 0419 14.3565

49450  Re�la�e g/� tube �er� Covered N 1 T 0121 6.5800

49451  Re�la�e duod/2e2 tube �er� Covered N 1 T 0121 6.5800

49452  Re�la�e g-2 tube �er� Covered N 1 T 0121 6.5800

49460  Fix g/�olon tube w/devi�e Covered N 1 T 0121 6.5800

49465  Fluoro exam o� g/�olon tube Covered N 1 S 0277 2.0357

49491  R�r hern �reemie redu� Covered N 1 T 0154 36.0701

49492  R�r ing hern �remie blo�ked Covered N 1 T 0154 36.0701

49495  R�r ing hernia baby redu� Covered N 1 T 0154 36.0701

49496  R�r ing hernia baby blo�ked Covered N 1 T 0154 36.0701

49500  R�r ing hernia init redu�e Covered N 1 T 0154 36.0701

49501  R�r ing hernia init blo�ked Covered N 1 T 0154 36.0701

49505  Pr� i/hern init redu� >5 yr Covered N 1 T 0154 36.0701

49507  Pr� i/hern init blo�k >5 yr Covered N 1 T 0154 36.0701

49520  Rere�air ing hernia redu�e Covered N 1 T 0154 36.0701

49521  Rere�air ing hernia blo�ked Covered N 1 T 0154 36.0701

49525  Re�air ing hernia sliding Covered N 1 T 0154 36.0701

49540  Re�air lumbar hernia Covered N 1 T 0154 36.0701

49550  R�r rem hernia init redu�e Covered N 1 T 0154 36.0701

49553  R�r �em hernia init blo�ked Covered N 1 T 0154 36.0701

49555  Rere�air �em hernia redu�e Covered N 1 T 0154 36.0701

49557  Rere�air �em hernia blo�ked Covered N 1 T 0154 36.0701

49560  R�r ventral hern init redu� Covered N 1 T 0154 36.0701

49561  R�r ventral hern init blo�k Covered N 1 T 0154 36.0701

49565  Rere�air ventrl hern redu�e Covered N 1 T 0154 36.0701

49566  Rere�air ventrl hern blo�k Covered N 1 T 0154 36.0701

49568  Hernia re�air w/mesh Covered N 1 N

49570  R�r e�igastri� hern redu�e Covered N 1 T 0154 36.0701

49572  R�r e�igastri� hern blo�ked Covered N 1 T 0154 36.0701

49580  R�r umbil hern redu� < 5 yr Covered N 1 T 0154 36.0701

49582  R�r umbil hern blo�k < 5 yr Covered N 1 T 0154 36.0701

49585  R�r umbil hern redu� > 5 yr Covered N 1 T 0154 36.0701

49587  R�r umbil hern blo�k > 5 yr Covered N 1 T 0154 36.0701

49590  Re�air s�igelian hernia Covered N 1 T 0154 36.0701

49600  Re�air umbili�al lesion Covered N 1 T 0154 36.0701

49605  Re�air umbili�al lesion Covered N 1 C $1,256.48
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49606  Re�air umbili�al lesion Covered N 1 C $1,079.17

49610  Re�air umbili�al lesion Covered N 1 C $593.75

49611  Re�air umbili�al lesion Covered N 1 C $582.85

49650  La� ing hernia re�air init Covered N 1 T 0131 50.9538

49651  La� ing hernia re�air re�ur Covered N 1 T 0131 50.9538

49652  La� vent/abd hernia re�air Covered N 1 T 0132 73.8696

49653  La� vent/abd hern �ro� �om� Covered N 1 T 0132 73.8696

49654  La� in� hernia re�air Covered N 1 T 0132 73.8696

49655  La� in� hern re�air �om� Covered N 1 T 0132 73.8696

49656  La� in� hernia re�air re�ur Covered N 1 T 0132 73.8696

49657  La� in� hern re�ur �om� Covered N 1 T 0132 73.8696

49659  La�aro �ro� hernia re�air Covered N T 0130 40.6743

49900  Re�air o� abdominal wall Covered N 1 C $630.23

49904  Omental fla� extra-abdom Covered N 1 C $1,220.45

49905  Omental fla� intra-abdom Covered N 1 C $345.06

49906  Free omental fla� mi�rovas� Covered N 1 C $1,694.04

49999  Abdomen surgery �ro�edure Covered N 1 T 0153 30.8186

50010  Ex�lora#on o� kidney Covered N 1 C $672.67

50020  Renal abs�ess o�en drain Covered N 1 T 0162 28.1079

50040  Drainage o� kidney Covered N 1 C $826.62

50045  Ex�lora#on o� kidney Covered N 1 C $865.42

50060  Removal o� kidney stone Covered N 1 C $1,064.07

50065  In�ision o� kidney Covered N 1 C $1,156.20

50070  In�ision o� kidney Covered N 1 C $1,124.56

50075  Removal o� kidney stone Covered N 1 C $1,403.35

50080  Removal o� kidney stone Covered N 1 T 0163 41.9797

50081  Removal o� kidney stone Covered N 1 T 0163 41.9797

50100  Revise kidney blood vessels Covered N 1 C $944.40

50120  Ex�lora#on o� kidney Covered N 1 C $899.45

50125  Ex�lore and drain kidney Covered N 1 C $934.09

50130  Removal o� kidney stone Covered N 1 C $991.32

50135  Ex�lora#on o� kidney Covered N 1 C $1,145.21

50200  Renal bio�sy �erq Covered N 1 T 0005 14.1916

50205  Renal bio�sy o�en Covered N 1 C $614.50

50220  Remove kidney o�en Covered N 1 C $1,000.43

50225  Removal kidney o�en �om�lex Covered N 1 C $1,182.53

50230  Removal kidney o�en radi�al Covered N 1 C $1,290.39

50234  Removal o� kidney & ureter Covered N 1 C $1,273.52

50236  Removal o� kidney & ureter Covered N 1 C $1,426.72

50240  Par#al removal o� kidney Covered N 1 C $1,278.61

50250  Cryoablate renal mass o�en Covered N 1 C $614.50

50280  Removal o� kidney lesion Covered N 1 C $891.27
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50290  Removal o� kidney lesion Covered N 1 C $821.26

50300  Remove �adaver donor kidney Not Covered C

50320  Remove kidney living donor Covered N 1 C $1,276.34

50323  Pre� �adaver renal allogra� Covered N 1 C $169.40

50325  Pre� donor renal gra� Covered N 1 C $122.04

50327  Pre� renal gra�/venous Covered N 1 C $153.52

50328  Pre� renal gra�/arterial Not Covered C

50329  Pre� renal gra�/ureteral Not Covered C

50340  Removal o� kidney Covered N 1 C $817.48

50360  Trans�lanta#on o� kidney Covered N 1 C $1,873.85

50365  Trans�lanta#on o� kidney Covered N 1 C $2,226.05

50370  Remove trans�lanted kidney Covered N 1 C $852.88

50380  Reim�lanta#on o� kidney Covered N 1 C $1,145.34

50382  Change ureter stent �er�ut Covered N 1 T 0162 28.1079

50384  Remove ureter stent �er�ut Covered N 1 Q2 0161 16.5418

50385  Change stent via transureth Covered N 1 T 0162 28.1079

50386  Remove stent via transureth Covered N 1 Q2 0160 7.4007

50387  Change ext/int ureter stent Covered N 1 T 0427 17.3792

50389  Remove renal tube w/fluoro Covered N 1 Q2 0160 7.4007

50390  Drainage o� kidney lesion Covered N 1 T 0005 14.1916

50391  Instll rx agnt into rnal tub Covered N 1 T 0164 2.8822

50392  Insert kidney drain Covered N 1 T 0161 16.5418

50393  Insert ureteral tube Covered N 1 T 0162 28.1079

50394  In2e�#on �or kidney x-ray Covered N 1 N

50395  Create �assage to kidney Covered N 1 T 0162 28.1079

50396  Ieasure kidney �ressure Covered N 1 T 0164 2.8822

50398  Change kidney tube Covered N 2 T 0427 17.3792

50400  Revision o� kidney/ureter Covered N 1 C $1,098.50

50405  Revision o� kidney/ureter Covered N 1 C $1,372.87

50500  Re�air o� kidney wound Covered N 1 C $1,118.09

50520  Close kidney-skin fistula Covered N 1 C $976.08

50525  Re�air renal-abdomen fistula Covered N 1 C $1,248.21

50526  Re�air renal-abdomen fistula Covered N 1 C $1,245.46

50540  Revision o� horseshoe kidney Covered N 1 C $1,117.96

50541  La�aro ablate renal �yst Covered N 2 T 0130 40.6743

50542  La�aro ablate renal mass Covered N 1 T 0174 108.7985

50543  La�aro �ar#al ne�hre�tomy Covered N 1 T 0131 50.9538

50544  La�aros�o�y �yelo�lasty Covered N T 0131 50.9538

50545  La�aro radi�al ne�hre�tomy Covered N C $1,304.34

50546  La�aros�o�i� ne�hre�tomy Covered N C $1,014.79

50547  La�aro removal donor kidney Covered N C $1,299.86

50548  La�aro remove w/ureter Covered N C $1,192.86
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50549  La�aros�o�e �ro� renal Covered N T 0130 40.6743

50551  Kidney endos�o�y Covered N 1 T 0160 7.4007

50553  Kidney endos�o�y Covered N 1 T 0162 28.1079

50555  Kidney endos�o�y & bio�sy Covered N 1 T 0160 7.4007

50557  Kidney endos�o�y & treatment Covered N 1 T 0162 28.1079

50561  Kidney endos�o�y & treatment Covered N 1 T 0162 28.1079

50562  Renal s�o�e w/tumor rese�t Covered N 1 T 0160 7.4007

50570  Kidney endos�o�y Covered N 1 T 0160 7.4007

50572  Kidney endos�o�y Covered N 1 T 0160 7.4007

50574  Kidney endos�o�y & bio�sy Covered N 1 T 0160 7.4007

50575  Kidney endos�o�y Covered N 1 T 0163 41.9797

50576  Kidney endos�o�y & treatment Covered N 1 T 0161 16.5418

50580  Kidney endos�o�y & treatment Covered N 1 T 0161 16.5418

50590  Fragmen#ng o� kidney stone Covered N 1 T 0163 41.9797

50592  Per� r� ablate renal tumor Covered N 1 T 0423 55.2208

50593  Per� �ryo ablate renal tum Covered N 1 T 0423 55.2208

50600  Ex�lora#on o� ureter Covered N 1 C $877.33

50605  Insert ureteral su��ort Covered N 1 C $804.80

50610  Removal o� ureter stone Covered N 1 C $920.39

50620  Removal o� ureter stone Covered N 1 C $877.82

50630  Removal o� ureter stone Covered N 1 C $889.62

50650  Removal o� ureter Covered N 1 C $988.66

50660  Removal o� ureter Covered N 1 C $1,088.09

50684  In2e�#on �or ureter x-ray Covered N 1 N

50686  Ieasure ureter �ressure Covered N 1 T 0126 1.5266

50688  Change o� ureter tube/stent Covered N 1 T 0427 17.3792

50690  In2e�#on �or ureter x-ray Covered N 1 N

50700  Revision o� ureter Covered N 1 C $906.94

50715  Release o� ureter Covered N 1 C $1,063.48

50722  Release o� ureter Covered N 1 C $921.64

50725  Release/revise ureter Covered N 1 C $1,043.38

50727  Revise ureter Covered N 1 T 0165 18.5480

50728  Revise ureter Covered N 1 C $702.21

50740  Fusion o� ureter & kidney Covered N 1 C $1,053.16

50750  Fusion o� ureter & kidney Covered N 1 C $1,110.78

50760  Fusion o� ureters Covered N 1 C $1,057.33

50770  S�li�ing o� ureters Covered N 1 C $1,130.58

50780  Reim�lant ureter in bladder Covered N 1 C $1,058.87

50782  Reim�lant ureter in bladder Covered N 1 C $1,115.30

50783  Reim�lant ureter in bladder Covered N 1 C $1,154.56

50785  Reim�lant ureter in bladder Covered N 1 C $1,178.81

50800  Im�lant ureter in bowel Covered N 1 C $929.99
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50810  Fusion o� ureter & bowel Covered N 1 C $1,159.64

50815  Urine shunt to intes#ne Covered N 1 C $1,246.90

50820  Constru�t bowel bladder Covered N 1 C $1,313.93

50825  Constru�t bowel bladder Covered N 1 C $1,784.30

50830  Revise urine flow Covered N 1 C $1,745.67

50840  Re�la�e ureter by bowel Covered N 1 C $1,137.53

50845  A��endi�o-vesi�ostomy Covered N 1 C $1,154.42

50860  Trans�lant ureter to skin Covered N 1 C $885.16

50900  Re�air o� ureter Covered N 1 C $793.08

50920  Closure ureter/skin fistula Covered N 1 C $818.05

50930  Closure ureter/bowel fistula Covered N 1 C $1,050.77

50940  Release o� ureter Covered N 1 C $842.75

50945  La�aros�o�y ureterolithotomy Covered N T 0131 50.9538

50947  La�aro new ureter/bladder Covered N T 0131 50.9538

50948  La�aro new ureter/bladder Covered N 2 T 0131 50.9538

50949  La�aros�o�e �ro� ureter Covered N T 0130 40.6743

50951  Endos�o�y o� ureter Covered N 1 T 0160 7.4007

50953  Endos�o�y o� ureter Covered N 1 T 0160 7.4007

50955  Ureter endos�o�y & bio�sy Covered N 1 T 0162 28.1079

50957  Ureter endos�o�y & treatment Covered N 1 T 0162 28.1079

50961  Ureter endos�o�y & treatment Covered N 1 T 0162 28.1079

50970  Ureter endos�o�y Covered N 1 T 0160 7.4007

50972  Ureter endos�o�y & �atheter Covered N 1 T 0160 7.4007

50974  Ureter endos�o�y & bio�sy Covered N 1 T 0161 16.5418

50976  Ureter endos�o�y & treatment Covered N 1 T 0161 16.5418

50980  Ureter endos�o�y & treatment Covered N 1 T 0162 28.1079

51020  In�ise & treat bladder Covered N 1 T 0162 28.1079

51030  In�ise & treat bladder Covered N 1 T 0162 28.1079

51040  In�ise & drain bladder Covered N 1 T 0162 28.1079

51045  In�ise bladder/drain ureter Covered N 1 T 0160 7.4007

51050  Removal o� bladder stone Covered N 1 T 0162 28.1079

51060  Removal o� ureter stone Covered N 1 T 0163 41.9797

51065  Remove ureter �al�ulus Covered N 1 T 0162 28.1079

51080  Drainage o� bladder abs�ess Covered N 1 T 0008 22.0535

51100  Drain bladder by needle Covered N 1 T 0164 2.8822

51101  Drain bladder by tro�ar/�ath Covered N 1 T 0126 1.5266

51102  Drain bl w/�ath inser#on Covered N 1 T 0165 18.5480

51500  Removal o� bladder �yst Covered N 1 T 0154 36.0701

51520  Removal o� bladder lesion Covered N 1 T 0162 28.1079

51525  Removal o� bladder lesion Covered N 1 C $814.08

51530  Removal o� bladder lesion Covered N 1 C $727.56

51535  Re�air o� ureter lesion Covered N 1 T 0162 28.1079
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51550  Par#al removal o� bladder Covered N 1 C $891.03

51555  Par#al removal o� bladder Covered N 1 C $1,154.97

51565  Revise bladder & ureter(s) Covered N 1 C $1,237.30

51570  Removal o� bladder Covered N 1 C $1,344.27

51575  Removal o� bladder & nodes Covered N 1 C $1,740.35

51580  Remove bladder/revise tra�t Covered N 1 C $1,718.32

51585  Removal o� bladder & nodes Covered N 1 C $1,982.84

51590  Remove bladder/revise tra�t Covered N 1 C $1,859.71

51595  Remove bladder/revise tra�t Covered N 1 C $2,207.14

51596  Remove bladder/�reate �ou�h Covered N 1 C $2,331.21

51597  Removal o� �elvi� stru�tures Covered N 1 C $2,217.74

51600  In2e�#on �or bladder x-ray Covered N 1 N

51605  Pre�ara#on �or bladder xray Covered N 1 N

51610  In2e�#on �or bladder x-ray Covered N 1 N

51700  Irriga#on o� bladder Covered N 1 T 0164 2.8822

51701  Insert bladder �atheter Covered N 1 Q1 0420 1.7762

51702  Insert tem� bladder �ath Covered N 1 Q1 0420 1.7762

51703  Insert bladder �ath �om�lex Covered N 1 T 0126 1.5266

51705  Change o� bladder tube Covered N 1 T 0164 2.8822

51710  Change o� bladder tube Covered N 1 T 0121 6.5800

51715  Endos�o�i� in2e�#on/im�lant Covered N 1 T 0168 33.8340

51720  Treatment o� bladder lesion Covered N 1 T 0164 2.8822

51725  Sim�le �ystometrogram Covered N 1 T 0164 2.8822

51726  Com�lex �ystometrogram Covered N 1 T 0156 5.0397

51727  Cystometrogram w/u� Covered N 1 T 0156 5.0397

51728  Cystometrogram w/v� Covered N 1 T 0156 5.0397

51729  Cystometrogram w/v�&u� Covered N 1 T 0156 5.0397

51736  Urine flow measurement Covered N 1 Q1 0420 1.7762

51741  Ele�tro-uroflowmetry first Covered N 1 T 0126 1.5266

51784  Anal/urinary mus�le study Covered N 1 T 0126 1.5266

51785  Anal/urinary mus�le study Covered N 1 T 0164 2.8822

51792  Urinary reflex study Covered N 1 T 0126 1.5266

51797  Intraabdominal �ressure test Covered N 1 N

51798  Us urine �a�a�ity measure Covered N 1 Q1 0340 0.7061

51800  Revision o� bladder/urethra Covered N 1 C $985.85

51820  Revision o� urinary tra�t Covered N 1 C $942.90

51840  AKa�h bladder/urethra Covered N 1 C $651.39

51841  AKa�h bladder/urethra Covered N 1 C $789.80

51845  Re�air bladder ne�k Covered N 1 J1 0202 53.6473

51860  Re�air o� bladder wound Covered N 1 T 0162 28.1079

51865  Re�air o� bladder wound Covered N 1 C $874.29

51880  Re�air o� bladder o�ening Covered N 1 T 0162 28.1079
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51900  Re�air bladder/vagina lesion Covered N 1 C $796.79

51920  Close bladder-uterus fistula Covered N 1 C $670.57

51925  Hystere�tomy/bladder re�air Covered N 1 C $887.64

51940  Corre�#on o� bladder de�e�t Covered N 1 C $1,586.29

51960  Revision o� bladder & bowel Covered N 1 C $1,404.27

51980  Constru�t bladder o�ening Covered N 1 C $653.60

51990  La�aro urethral sus�ension Covered N T 0131 50.9538

51992  La�aro sling o�era#on Covered N 1 T 0131 50.9538

51999  La�aros�o�e �ro� bla Covered N 1 T 0130 40.6743

52000  Cystos�o�y Covered N 1 T 0160 7.4007

52001  Cystos�o�y removal o� �lots Covered N 1 T 0161 16.5418

52005  Cystos�o�y & ureter �atheter Covered N 1 T 0162 28.1079

52007  Cystos�o�y and bio�sy Covered N 1 T 0162 28.1079

52010  Cystos�o�y & du�t �atheter Covered N 1 T 0160 7.4007

52204  Cystos�o�y w/bio�sy(s) Covered N 1 T 0162 28.1079

52214  Cystos�o�y and treatment Covered N 1 T 0162 28.1079

52224  Cystos�o�y and treatment Covered N 1 T 0162 28.1079

52234  Cystos�o�y and treatment Covered N 1 T 0162 28.1079

52235  Cystos�o�y and treatment Covered N 1 T 0162 28.1079

52240  Cystos�o�y and treatment Covered N 1 T 0162 28.1079

52250  Cystos�o�y and radiotra�er Covered N 1 T 0162 28.1079

52260  Cystos�o�y and treatment Covered N 1 T 0161 16.5418

52265  Cystos�o�y and treatment Covered N 1 T 0160 7.4007

52270  Cystos�o�y & revise urethra Covered N 1 T 0161 16.5418

52275  Cystos�o�y & revise urethra Covered N 1 T 0162 28.1079

52276  Cystos�o�y and treatment Covered N 1 T 0162 28.1079

52277  Cystos�o�y and treatment Covered N 1 T 0162 28.1079

52281  Cystos�o�y and treatment Covered N 1 T 0161 16.5418

52282  Cystos�o�y im�lant stent Covered N 1 T 0162 28.1079

52283  Cystos�o�y and treatment Covered N 1 T 0162 28.1079

52285  Cystos�o�y and treatment Covered N 1 T 0161 16.5418

52287  Cystos�o�y �hemodenerva#on Covered N 1 T 0161 16.5418

52290  Cystos�o�y and treatment Covered N 1 T 0162 28.1079

52300  Cystos�o�y and treatment Covered N 1 T 0162 28.1079

52301  Cystos�o�y and treatment Covered N 1 T 0162 28.1079

52305  Cystos�o�y and treatment Covered N 1 T 0162 28.1079

52310  Cystos�o�y and treatment Covered N 1 T 0161 16.5418

52315  Cystos�o�y and treatment Covered N 1 T 0162 28.1079

52317  Remove bladder stone Covered N 1 T 0162 28.1079

52318  Remove bladder stone Covered N 1 T 0162 28.1079

52320  Cystos�o�y and treatment Covered N 1 T 0162 28.1079

52325  Cystos�o�y stone removal Covered N 1 T 0162 28.1079
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52327  Cystos�o�y in2e�t material Covered N 1 T 0163 41.9797

52330  Cystos�o�y and treatment Covered N 1 T 0162 28.1079

52332  Cystos�o�y and treatment Covered N 1 T 0162 28.1079

52334  Create �assage to kidney Covered N 1 T 0162 28.1079

52341  Cysto w/ureter stri�ture tx Covered N T 0162 28.1079

52342  Cysto w/u� stri�ture tx Covered N T 0162 28.1079

52343  Cysto w/renal stri�ture tx Covered N T 0162 28.1079

52344  Cysto/uretero stri�ture tx Covered N 1 T 0162 28.1079

52345  Cysto/uretero w/u� stri�ture Covered N T 0162 28.1079

52346  Cystouretero w/renal stri�t Covered N T 0162 28.1079

52351  Cystouretero & or �yelos�o�e Covered N T 0162 28.1079

52352  Cystouretero w/stone remove Covered N T 0162 28.1079

52353  Cystouretero w/lithotri�sy Covered N 1 T 0163 41.9797

52354  Cystouretero w/bio�sy Covered N 1 T 0162 28.1079

52355  Cystouretero w/ex�ise tumor Covered N T 0162 28.1079

52356  Cysto/uretero w/lithotri�sy Covered N 1 T 0163 41.9797

52400  Cystouretero w/�ongen re�r Covered N T 0162 28.1079

52402  Cystourethro �ut e2a�ul du�t Covered N 1 T 0162 28.1079

52441  Cystourethro w/im�lant Not Covered B

52442  Cystourethro w/addl im�lant Not Covered B

52450  In�ision o� �rostate Covered N 1 T 0162 28.1079

52500  Revision o� bladder ne�k Covered N 1 T 0162 28.1079

52601  Prostate�tomy (tur�) Covered N 1 T 0163 41.9797

52630  Remove �rostate regrowth Covered N 1 T 0163 41.9797

52640  Relieve bladder �ontra�ture Covered N 1 T 0162 28.1079

52647  Laser surgery o� �rostate Covered N 1 T 0163 41.9797

52648  Laser surgery o� �rostate Covered N 1 T 0163 41.9797

52649  Prostate laser enu�lea#on Covered N 1 T 0163 41.9797

52700  Drainage o� �rostate abs�ess Covered N 1 T 0162 28.1079

53000  In�ision o� urethra Covered N 1 T 0166 21.9589

53010  In�ision o� urethra Covered N 1 T 0166 21.9589

53020  In�ision o� urethra Covered N 1 T 0166 21.9589

53025  In�ision o� urethra Covered N 1 T 0166 21.9589

53040  Drainage o� urethra abs�ess Covered N 1 T 0166 21.9589

53060  Drainage o� urethra abs�ess Covered N 1 T 0166 21.9589

53080  Drainage o� urinary leakage Covered N 1 T 0166 21.9589

53085  Drainage o� urinary leakage Covered N 1 T 0166 21.9589

53200  Bio�sy o� urethra Covered N 1 T 0166 21.9589

53210  Removal o� urethra Covered N 1 T 0168 33.8340

53215  Removal o� urethra Covered N 1 T 0166 21.9589

53220  Treatment o� urethra lesion Covered N 1 T 0168 33.8340

53230  Removal o� urethra lesion Covered N 1 T 0168 33.8340
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53235  Removal o� urethra lesion Covered N 1 T 0166 21.9589

53240  Surgery �or urethra �ou�h Covered N 1 T 0168 33.8340

53250  Removal o� urethra gland Covered N 1 T 0166 21.9589

53260  Treatment o� urethra lesion Covered N 1 T 0166 21.9589

53265  Treatment o� urethra lesion Covered N 1 T 0166 21.9589

53270  Removal o� urethra gland Covered N 1 T 0166 21.9589

53275  Re�air o� urethra de�e�t Covered N 1 T 0166 21.9589

53400  Revise urethra stage 1 Covered N 1 T 0168 33.8340

53405  Revise urethra stage 2 Covered N 1 T 0168 33.8340

53410  Re�onstru�#on o� urethra Covered N 1 T 0168 33.8340

53415  Re�onstru�#on o� urethra Covered N 1 C $1,054.61

53420  Re�onstru�t urethra stage 1 Covered N 1 T 0168 33.8340

53425  Re�onstru�t urethra stage 2 Covered N 1 T 0168 33.8340

53430  Re�onstru�#on o� urethra Covered N 1 T 0168 33.8340

53431  Re�onstru�t urethra/bladder Covered N 1 T 0168 33.8340

53440  Iale sling �ro�edure Covered N 1 J1 0385 92.0148

53442  Remove/revise male sling Covered N 1 T 0168 33.8340

53444  Insert tandem �uff Covered N 1 J1 0385 92.0148

53445  Insert uro/ves n�k s�hin�ter Covered N 1 J1 0386 188.3897

53446  Remove uro s�hin�ter Covered N 1 Q2 0168 33.8340

53447  Remove/re�la�e ur s�hin�ter Covered N 1 J1 0386 188.3897

53448  Remov/re�l� ur s�hin�tr �om� Covered N C $1,185.67

53449  Re�air uro s�hin�ter Covered N 1 T 0168 33.8340

53450  Revision o� urethra Covered N 1 T 0168 33.8340

53460  Revision o� urethra Covered N 1 T 0166 21.9589

53500  Urethrlys transvag w/ s�o�e Covered N 1 T 0168 33.8340

53502  Re�air o� urethra in2ury Covered N 1 T 0166 21.9589

53505  Re�air o� urethra in2ury Covered N 1 T 0168 33.8340

53510  Re�air o� urethra in2ury Covered N 1 T 0166 21.9589

53515  Re�air o� urethra in2ury Covered N 1 T 0168 33.8340

53520  Re�air o� urethra de�e�t Covered N 1 T 0168 33.8340

53600  Dilate urethra stri�ture Covered N 1 T 0164 2.8822

53601  Dilate urethra stri�ture Covered N 1 T 0126 1.5266

53605  Dilate urethra stri�ture Covered N 1 T 0161 16.5418

53620  Dilate urethra stri�ture Covered N 1 T 0160 7.4007

53621  Dilate urethra stri�ture Covered N 1 T 0164 2.8822

53660  Dila#on o� urethra Covered N 1 T 0126 1.5266

53661  Dila#on o� urethra Covered N 1 T 0126 1.5266

53665  Dila#on o� urethra Covered N 1 T 0166 21.9589

53850  Prosta#� mi�rowave thermotx Covered N 1 T 0161 16.5418

53852  Prosta#� r� thermotx Covered N 1 T 0163 41.9797

53855  Insert �rost urethral stent Covered N 1 T 0160 7.4007



Procedure 

Code Procedure Code Description

Iowa 

Medicaid 

Coverage

Prior 

Authorization 

Indicator

Procedure 

Max Units APC Status Indicator APC

APC 

Weight

Anesthesia 

Code Base 

Unit

Iowa Medicaid Fee 

Schedule Amount

53860  Transurethral r� treatment Covered N 1 T 0165 18.5480

53899  Urology surgery �ro�edure Covered N 1 T 0126 1.5266

54000  Sli0ng o� �re�u�e Covered N 1 T 0166 21.9589

54001  Sli0ng o� �re�u�e Covered N 1 T 0166 21.9589

54015  Drain �enis lesion Covered N 1 T 0008 22.0535

54050  Destru�#on �enis lesion(s) Covered N 1 T 0015 1.9702

54055  Destru�#on �enis lesion(s) Covered N 1 T 0017 17.3610

54056  Cryosurgery �enis lesion(s) Covered N 1 Q1 0012 1.3279

54057  Laser surg �enis lesion(s) Covered N 1 T 0017 17.3610

54060  Ex�ision o� �enis lesion(s) Covered N 1 T 0017 17.3610

54065  Destru�#on �enis lesion(s) Covered N 1 T 0017 17.3610

54100  Bio�sy o� �enis Covered N 1 T 0021 18.0849

54105  Bio�sy o� �enis Covered N 1 T 0022 24.5953

54110  Treatment o� �enis lesion Covered N 1 T 0205 46.0590

54111  Treat �enis lesion gra� Covered N 1 T 0205 46.0590

54112  Treat �enis lesion gra� Covered N 1 T 0205 46.0590

54115  Treatment o� �enis lesion Covered N 1 T 0008 22.0535

54120  Par#al removal o� �enis Covered N 1 T 0181 30.1349

54125  Removal o� �enis Covered N 1 C $829.80

54130  Remove �enis & nodes Covered N 1 C $1,166.68

54135  Remove �enis & nodes Covered N 1 C $1,483.78

54150  Cir�um�ision w/regionl blo�k Covered N 1 T 0183 24.4318

54160  Cir�um�ision neonate Covered N 1 T 0183 24.4318

54161  Cir�um 28 days or older Covered N 1 T 0183 24.4318

54162  Lysis �enil �ir�umi� lesion Covered N 1 T 0183 24.4318

54163  Re�air o� �ir�um�ision Covered N 1 T 0183 24.4318

54164  Frenulotomy o� �enis Covered N 1 T 0183 24.4318

54200  Treatment o� �enis lesion Covered N 1 T 0164 2.8822

54205  Treatment o� �enis lesion Covered N 1 T 0181 30.1349

54220  Treatment o� �enis lesion Covered N 1 T 0164 2.8822

54230  Pre�are �enis study Covered N 1 N

54231  Dynami� �avernosometry Covered N 1 T 0165 18.5480

54235  Penile in2e�#on Not Covered T 0164 2.8822

54240  Penis study Covered N 1 T 0126 1.5266

54250  Penis study Covered N 1 T 0164 2.8822

54300  Revision o� �enis Covered N 1 T 0205 46.0590

54304  Revision o� �enis Covered N 1 T 0205 46.0590

54308  Re�onstru�#on o� urethra Covered N 1 T 0205 46.0590

54312  Re�onstru�#on o� urethra Covered N 1 T 0181 30.1349

54316  Re�onstru�#on o� urethra Covered N 1 T 0181 30.1349

54318  Re�onstru�#on o� urethra Covered N 1 T 0181 30.1349

54322  Re�onstru�#on o� urethra Covered N 1 T 0181 30.1349
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54324  Re�onstru�#on o� urethra Covered N 1 T 0205 46.0590

54326  Re�onstru�#on o� urethra Covered N 1 T 0181 30.1349

54328  Revise �enis/urethra Covered N 1 T 0205 46.0590

54332  Revise �enis/urethra Covered N 1 T 0181 30.1349

54336  Revise �enis/urethra Covered N 1 T 0181 30.1349

54340  Se�ondary urethral surgery Covered N 1 T 0181 30.1349

54344  Se�ondary urethral surgery Covered N 1 T 0181 30.1349

54348  Se�ondary urethral surgery Covered N 1 T 0181 30.1349

54352  Re�onstru�t urethra/�enis Covered N 1 T 0205 46.0590

54360  Penis �las#� surgery Covered N 1 T 0205 46.0590

54380  Re�air �enis Covered N 1 T 0181 30.1349

54385  Re�air �enis Covered N 1 T 0181 30.1349

54390  Re�air �enis and bladder Covered N 1 C $1,244.82

54400  Insert semi-rigid �rosthesis Not Covered J1 0385 92.0148

54401  Insert sel�-�ontd �rosthesis Not Covered J1 0386 188.3897

54405  Insert mul#-�om� �enis �ros Not Covered J1 0386 188.3897

54406  Remove mu#-�om� �enis �ros Not Covered Q2 0181 30.1349

54408  Re�air mul#-�om� �enis �ros Not Covered T 0205 46.0590

54410  Remove/re�la�e �enis �rosth Not Covered J1 0386 188.3897

54411  Remov/re�l� �enis �ros �om� Not Covered C

54415  Remove sel�-�ontd �enis �ros Not Covered Q2 0181 30.1349

54416  Remv/re�l �enis �ontain �ros Not Covered J1 0386 188.3897

54417  Remv/re�l� �enis �ros �om�l Not Covered C

54420  Revision o� �enis Covered N 1 T 0181 30.1349

54430  Revision o� �enis Covered N 1 C $608.20

54435  Revision o� �enis Covered N 1 T 0181 30.1349

54440  Re�air o� �enis Covered N 1 T 0181 30.1349

54450  Pre�u#al stret�hing Covered N 1 T 0164 2.8822

54500  Bio�sy o� tes#s Covered N 1 T 0005 14.1916

54505  Bio�sy o� tes#s Covered N 1 T 0183 24.4318

54512  Ex�ise lesion tes#s Covered N T 0183 24.4318

54520  Removal o� tes#s Covered N 1 T 0181 30.1349

54522  Or�hie�tomy �ar#al Covered N 2 T 0183 24.4318

54530  Removal o� tes#s Covered N 1 T 0154 36.0701

54535  Extensive tes#s surgery Covered N 1 T 0181 30.1349

54550  Ex�lora#on �or tes#s Covered N 1 T 0154 36.0701

54560  Ex�lora#on �or tes#s Covered N 1 T 0183 24.4318

54600  Redu�e tes#s torsion Covered N 1 T 0183 24.4318

54620  Sus�ension o� tes#s Covered N 1 T 0183 24.4318

54640  Sus�ension o� tes#s Covered N 1 T 0154 36.0701

54650  Or�hio�exy (�owler-ste�hens) Covered N 1 T 0154 36.0701

54660  Revision o� tes#s Not Covered T 0183 24.4318
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54670  Re�air tes#s in2ury Covered N 1 T 0183 24.4318

54680  Relo�a#on o� tes#s(es) Covered N 1 T 0183 24.4318

54690  La�aros�o�y or�hie�tomy Covered N T 0131 50.9538

54692  La�aros�o�y or�hio�exy Covered N T 0132 73.8696

54699  La�aros�o�e �ro� tes#s Covered N T 0130 40.6743

54700  Drainage o� s�rotum Covered N 1 T 0183 24.4318

54800  Bio�sy o� e�ididymis Covered N 1 T 0004 6.5703

54830  Remove e�ididymis lesion Covered N 1 T 0183 24.4318

54840  Remove e�ididymis lesion Covered N 1 T 0183 24.4318

54860  Removal o� e�ididymis Covered N 1 T 0183 24.4318

54861  Removal o� e�ididymis Covered N 1 T 0183 24.4318

54865  Ex�lore e�ididymis Covered N 1 T 0183 24.4318

54900  Fusion o� s�erma#� du�ts Not Covered T 0183 24.4318

54901  Fusion o� s�erma#� du�ts Not Covered T 0183 24.4318

55000  Drainage o� hydro�ele Covered N 1 T 0004 6.5703

55040  Removal o� hydro�ele Covered N 1 T 0154 36.0701

55041  Removal o� hydro�eles Covered N 1 T 0154 36.0701

55060  Re�air o� hydro�ele Covered N 1 T 0183 24.4318

55100  Drainage o� s�rotum abs�ess Covered N 1 T 0007 11.6749

55110  Ex�lore s�rotum Covered N 1 T 0183 24.4318

55120  Removal o� s�rotum lesion Covered N 1 T 0183 24.4318

55150  Removal o� s�rotum Covered N 1 T 0183 24.4318

55175  Revision o� s�rotum Covered N 1 T 0205 46.0590

55180  Revision o� s�rotum Covered N 1 T 0183 24.4318

55200  In�ision o� s�erm du�t Covered N 1 T 0183 24.4318

55250  Removal o� s�erm du�t(s) Covered N 1 T 0183 24.4318

55300  Pre�are s�erm du�t x-ray Covered N 1 N

55400  Re�air o� s�erm du�t Covered N 1 T 0183 24.4318

55450  Liga#on o� s�erm du�t Covered N 1 T 0183 24.4318

55500  Removal o� hydro�ele Covered N 1 T 0181 30.1349

55520  Removal o� s�erm �ord lesion Covered N 1 T 0183 24.4318

55530  Revise s�erma#� �ord veins Covered N 1 T 0183 24.4318

55535  Revise s�erma#� �ord veins Covered N 1 T 0154 36.0701

55540  Revise hernia & s�erm veins Covered N 1 T 0154 36.0701

55550  La�aro ligate s�erma#� vein Covered N T 0131 50.9538

55559  La�aro �ro� s�erma#� �ord Covered N T 0130 40.6743

55600  In�ise s�erm du�t �ou�h Covered N 1 T 0183 24.4318

55605  In�ise s�erm du�t �ou�h Covered N 1 C $463.35

55650  Remove s�erm du�t �ou�h Covered N 1 C $650.89

55680  Remove s�erm �ou�h lesion Covered N 1 T 0183 24.4318

55700  Bio�sy o� �rostate Covered N 1 T 0184 19.7147

55705  Bio�sy o� �rostate Covered N 1 T 0184 19.7147
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55706  Prostate satura#on sam�ling Covered N 1 T 0184 19.7147

55720  Drainage o� �rostate abs�ess Covered N 1 T 0162 28.1079

55725  Drainage o� �rostate abs�ess Covered N 1 T 0162 28.1079

55801  Removal o� �rostate Covered N 1 C $1,013.95

55810  Extensive �rostate surgery Covered N 1 C $1,303.84

55812  Extensive �rostate surgery Covered N 1 C $1,518.23

55815  Extensive �rostate surgery Covered N 1 C $1,772.75

55821  Removal o� �rostate Covered N 1 C $876.38

55831  Removal o� �rostate Covered N 1 C $951.88

55840  Extensive �rostate surgery Covered N 1 C $1,299.22

55842  Extensive �rostate surgery Covered N 1 C $1,415.50

55845  Extensive �rostate surgery Covered N 1 C $1,691.47

55860  Surgi�al ex�osure �rostate Covered N 1 T 0165 18.5480

55862  Extensive �rostate surgery Covered N 1 C $1,029.88

55865  Extensive �rostate surgery Covered N 1 C $1,435.02

55866  La�aro radi�al �rostate�tomy Covered N 1 C $1,444.77

55870  Ele�troe2a�ula#on Not Covered T 0192 6.5691

55873  Cryoablate �rostate Covered N J1 0385 92.0148

55875  Trans�eri needle �la�e �ros Covered N 1 Q3 0162 28.1079

55876  Pla�e rt devi�e/marker �ros Covered N 1 S 0310 14.0014

55899  Genital surgery �ro�edure Covered N 1 T 0126 1.5266

55920  Pla�e needles �elvi� �or rt Covered N 1 T 0153 30.8186

55970  Sex trans�orma#on m to � Not Covered T 0193 24.8904

55980  Sex trans�orma#on � to m Not Covered T 0205 46.0590

56405  I & d o� vulva/�erineum Covered N 1 T 0189 3.0491

56420  Drainage o� gland abs�ess Covered N 1 T 0188 1.7659

56440  Surgery �or vulva lesion Covered N 1 T 0193 24.8904

56441  Lysis o� labial lesion(s) Covered N 1 T 0193 24.8904

56442  Hymenotomy Covered N 1 T 0193 24.8904

56501  Destroy vulva lesions sim Covered N 1 T 0017 17.3610

56515  Destroy vulva lesion/s �om�l Covered N 1 T 0017 17.3610

56605  Bio�sy o� vulva/�erineum Covered N 1 T 0192 6.5691

56606  Bio�sy o� vulva/�erineum Covered N 4 N

56620  Par#al removal o� vulva Covered N 1 T 0193 24.8904

56625  Com�lete removal o� vulva Covered N 1 T 0193 24.8904

56630  Extensive vulva surgery Covered N 1 C $803.04

56631  Extensive vulva surgery Covered N 1 C $1,059.05

56632  Extensive vulva surgery Covered N 1 C $1,241.02

56633  Extensive vulva surgery Covered N 1 C $1,023.16

56634  Extensive vulva surgery Covered N 1 C $1,163.09

56637  Extensive vulva surgery Covered N 1 C $1,368.66

56640  Extensive vulva surgery Covered N 1 C $1,348.27
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56700  Par#al removal o� hymen Covered N 1 T 0193 24.8904

56740  Remove vagina gland lesion Covered N 1 T 0193 24.8904

56800  Re�air o� vagina Covered N 1 T 0193 24.8904

56805  Re�air �litoris Covered N 1 T 0193 24.8904

56810  Re�air o� �erineum Covered N 1 T 0193 24.8904

56820  Exam o� vulva w/s�o�e Covered N 1 T 0188 1.7659

56821  Exam/bio�sy o� vulva w/s�o�e Covered N 1 T 0189 3.0491

57000  Ex�lora#on o� vagina Covered N 1 T 0193 24.8904

57010  Drainage o� �elvi� abs�ess Covered N 1 T 0193 24.8904

57020  Drainage o� �elvi� fluid Covered N 1 T 0193 24.8904

57022  I & d vaginal hematoma �� Covered N 2 T 0007 11.6749

57023  I & d vag hematoma non-ob Covered N T 0008 22.0535

57061  Destroy vag lesions sim�le Covered N 1 T 0193 24.8904

57065  Destroy vag lesions �om�lex Covered N 1 T 0193 24.8904

57100  Bio�sy o� vagina Covered N 1 T 0192 6.5691

57105  Bio�sy o� vagina Covered N 1 T 0193 24.8904

57106  Remove vagina wall �ar#al Covered N 1 T 0193 24.8904

57107  Remove vagina #ssue �art Covered N 1 T 0193 24.8904

57109  Vagine�tomy �ar#al w/nodes Covered N 1 T 0193 24.8904

57110  Remove vagina wall �om�lete Covered N 1 C $773.16

57111  Remove vagina #ssue �om�l Covered N 1 C $1,369.62

57112  Vagine�tomy w/nodes �om�l Covered N 1 C $1,460.09

57120  Closure o� vagina Covered N 1 J1 0202 53.6473

57130  Remove vagina lesion Covered N 1 T 0193 24.8904

57135  Remove vagina lesion Covered N 1 T 0193 24.8904

57150  Treat vagina in�e�#on Covered N 1 T 0188 1.7659

57155  Insert uteri tandem/ovoids Covered N 1 T 0192 6.5691

57156  Ins vag bra�hytx devi�e Covered N 1 T 0189 3.0491

57160  Insert �essary/other devi�e Covered N 1 T 0188 1.7659

57170  Fi0ng o� dia�hragm/�a� Covered N 1 T 0188 1.7659

57180  Treat vaginal bleeding Covered N 1 T 0188 1.7659

57200  Re�air o� vagina Covered N 1 T 0193 24.8904

57210  Re�air vagina/�erineum Covered N 1 T 0193 24.8904

57220  Revision o� urethra Covered N 1 J1 0202 53.6473

57230  Re�air o� urethral lesion Covered N 1 T 0193 24.8904

57240  Re�air bladder & vagina Covered N 1 J1 0202 53.6473

57250  Re�air re�tum & vagina Covered N 1 J1 0202 53.6473

57260  Re�air o� vagina Covered N 1 J1 0202 53.6473

57265  Extensive re�air o� vagina Covered N 1 J1 0202 53.6473

57267  Insert mesh/�elvi� flr addon Covered N 1 N

57268  Re�air o� bowel bulge Covered N 1 T 0193 24.8904

57270  Re�air o� bowel �ou�h Covered N 1 C $660.51
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57280  Sus�ension o� vagina Covered N 1 C $815.95

57282  Col�o�exy extra�eritoneal Covered N 1 J1 0202 53.6473

57283  Col�o�exy intra�eritoneal Covered N J1 0202 53.6473

57284  Re�air �aravag de�e�t o�en Covered N 1 J1 0202 53.6473

57285  Re�air �aravag de�e�t vag Covered N 1 J1 0202 53.6473

57287  Revise/remove sling re�air Covered N 1 Q2 0193 24.8904

57288  Re�air bladder de�e�t Covered N 1 J1 0202 53.6473

57289  Re�air bladder & vagina Covered N 1 J1 0202 53.6473

57291  Constru�#on o� vagina Covered N 1 T 0193 24.8904

57292  Constru�t vagina with gra� Covered N 1 J1 0202 53.6473

57295  Revise vag gra� via vagina Covered N 1 T 0193 24.8904

57296  Revise vag gra� o�en abd Covered N 1 C $794.69

57300  Re�air re�tum-vagina fistula Covered N 1 T 0193 24.8904

57305  Re�air re�tum-vagina fistula Covered N 1 C $754.92

57307  Fistula re�air & �olostomy Covered N 1 C $823.99

57308  Fistula re�air trans�erine Covered N 1 C $583.19

57310  Re�air urethrovaginal lesion Covered N 1 J1 0202 53.6473

57311  Re�air urethrovaginal lesion Covered N 1 C $466.93

57320  Re�air bladder-vagina lesion Covered N 1 J1 0202 53.6473

57330  Re�air bladder-vagina lesion Covered N 1 J1 0202 53.6473

57335  Re�air vagina Covered N 1 T 0193 24.8904

57400  Dila#on o� vagina Covered N 1 T 0193 24.8904

57410  Pelvi� examina#on Covered N 1 T 0193 24.8904

57415  Remove vaginal �oreign body Covered N 1 T 0193 24.8904

57420  Exam o� vagina w/s�o�e Covered N 1 T 0189 3.0491

57421  Exam/bio�sy o� vag w/s�o�e Covered N 1 T 0192 6.5691

57423  Re�air �aravag de�e�t la� Covered N 1 T 0131 50.9538

57425  La�aros�o�y surg �ol�o�exy Covered N 1 T 0131 50.9538

57426  Revise �rosth vag gra� la� Covered N 1 J1 0202 53.6473

57452  Exam o� �ervix w/s�o�e Covered N 1 T 0188 1.7659

57454  Bx/�ureK o� �ervix w/s�o�e Covered N 1 T 0189 3.0491

57455  Bio�sy o� �ervix w/s�o�e Covered N 1 T 0189 3.0491

57456  Endo�erv �ureKage w/s�o�e Covered N 1 T 0189 3.0491

57460  Bx o� �ervix w/s�o�e lee� Covered N 1 T 0193 24.8904

57461  Conz o� �ervix w/s�o�e lee� Covered N 1 T 0193 24.8904

57500  Bio�sy o� �ervix Covered N 1 T 0192 6.5691

57505  Endo�ervi�al �ureKage Covered N 1 T 0192 6.5691

57510  Cauteriza#on o� �ervix Covered N 1 T 0193 24.8904

57511  Cryo�autery o� �ervix Covered N 1 T 0189 3.0491

57513  Laser surgery o� �ervix Covered N 1 T 0193 24.8904

57520  Coniza#on o� �ervix Covered N 1 T 0193 24.8904

57522  Coniza#on o� �ervix Covered N 1 T 0193 24.8904
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57530  Removal o� �ervix Covered N 1 T 0193 24.8904

57531  Removal o� �ervix radi�al Covered N 1 C $1,549.37

57540  Removal o� residual �ervix Covered N 1 C $665.29

57545  Remove �ervix/re�air �elvis Covered N 1 C $660.59

57550  Removal o� residual �ervix Covered N 1 T 0193 24.8904

57555  Remove �ervix/re�air vagina Covered N 1 J1 0202 53.6473

57556  Remove �ervix re�air bowel Covered N 1 J1 0202 53.6473

57558  D&� o� �ervi�al stum� Covered N 1 T 0193 24.8904

57700  Revision o� �ervix Covered N 1 T 0193 24.8904

57720  Revision o� �ervix Covered N 1 T 0193 24.8904

57800  Dila#on o� �ervi�al �anal Covered N 1 T 0193 24.8904

58100  Bio�sy o� uterus lining Covered N 1 T 0189 3.0491

58110  Bx done w/�ol�os�o�y add-on Covered N 1 N

58120  Dila#on and �ureKage Covered N 1 T 0193 24.8904

58140  Iyome�tomy abdom method Covered N 1 C $796.07

58145  Iyome�tomy vag method Covered N 1 T 0193 24.8904

58146  Iyome�tomy abdom �om�lex Covered N 1 C $964.02

58150  Total hystere�tomy Covered N 1 C $844.33

58152  Total hystere�tomy Covered N 1 C $879.93

58180  Par#al hystere�tomy Covered N 1 C $850.24

58200  Extensive hystere�tomy Covered N 1 C $1,189.10

58210  Extensive hystere�tomy Covered N 1 C $1,584.09

58240  Removal o� �elvis �ontents Covered N 1 C $2,202.42

58260  Vaginal hystere�tomy Covered N 1 J1 0202 53.6473

58262  Vag hyst in�luding t/o Covered N 1 J1 0202 53.6473

58263  Vag hyst w/t/o & vag re�air Covered N 1 J1 0202 53.6473

58267  Vag hyst w/urinary re�air Covered N 1 C $861.09

58270  Vag hyst w/entero�ele re�air Covered N 1 J1 0202 53.6473

58275  Hystere�tomy/revise vagina Covered N 1 C $852.16

58280  Hystere�tomy/revise vagina Covered N 1 C $861.32

58285  Extensive hystere�tomy Covered N 1 C $1,034.54

58290  Vag hyst �om�lex Covered N 1 J1 0202 53.6473

58291  Vag hyst in�l t/o �om�lex Covered N 1 J1 0202 53.6473

58292  Vag hyst t/o & re�air �om�l Covered N 1 J1 0202 53.6473

58293  Vag hyst w/uro re�air �om�l Covered N 1 C $861.09

58294  Vag hyst w/entero�ele �om�l Covered N 1 J1 0202 53.6473

58300  Insert intrauterine devi�e Covered N 1 E $72.31

58301  Remove intrauterine devi�e Covered N 1 Q2 0189 3.0491

58321  Ar#fi�ial insemina#on Not Covered T 0189 3.0491

58322  Ar#fi�ial insemina#on Not Covered T 0188 1.7659

58323  S�erm washing Not Covered T 0188 1.7659

58340  Catheter �or hysterogra�hy Covered N 1 N
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58345  Reo�en �allo�ian tube Covered N 1 T 0193 24.8904

58346  Insert heyman uteri �a�sule Covered N T 0193 24.8904

58350  Reo�en �allo�ian tube Covered N 1 J1 0202 53.6473

58353  Endometr ablate thermal Covered N J1 0202 53.6473

58356  Endometrial �ryoabla#on Covered N 1 J1 0202 53.6473

58400  Sus�ension o� uterus Covered N 1 C $393.48

58410  Sus�ension o� uterus Covered N 1 C $666.88

58520  Re�air o� ru�tured uterus Covered N 1 C $611.06

58540  Revision o� uterus Covered N 1 C $742.55

58541  Lsh uterus 250 g or less Covered N 1 T 0132 73.8696

58542  Lsh w/t/o ut 250 g or less Covered N 1 T 0132 73.8696

58543  Lsh uterus above 250 g Covered N 1 T 0132 73.8696

58544  Lsh w/t/o uterus above 250 g Covered N 1 T 0132 73.8696

58545  La�aros�o�i� myome�tomy Covered N 1 T 0130 40.6743

58546  La�aro-myome�tomy �om�lex Covered N 1 T 0131 50.9538

58548  La� radi�al hyst Covered N 1 C $1,520.43

58550  La�aro-asst vag hystere�tomy Covered N 1 T 0132 73.8696

58552  La�aro-vag hyst in�l t/o Covered N 1 T 0131 50.9538

58553  La�aro-vag hyst �om�lex Covered N 1 T 0131 50.9538

58554  La�aro-vag hyst w/t/o �om�l Covered N 1 T 0131 50.9538

58555  Hysteros�o�y dx se� �ro� Covered N 1 T 0193 24.8904

58558  Hysteros�o�y bio�sy Covered N 1 T 0193 24.8904

58559  Hysteros�o�y lysis Covered N 1 J1 0202 53.6473

58560  Hysteros�o�y rese�t se�tum Covered N J1 0202 53.6473

58561  Hysteros�o�y remove myoma Covered N 1 J1 0202 53.6473

58562  Hysteros�o�y remove Q Covered N 1 T 0193 24.8904

58563  Hysteros�o�y abla#on Covered N 1 J1 0202 53.6473

58565  Hysteros�o�y steriliza#on Covered N J1 0202 53.6473

58570  Tlh uterus 250 g or less Covered N 1 T 0131 50.9538

58571  Tlh w/t/o 250 g or less Covered N 1 T 0131 50.9538

58572  Tlh uterus over 250 g Covered N 1 T 0131 50.9538

58573  Tlh w/t/o uterus over 250 g Covered N 1 T 0131 50.9538

58578  La�aro �ro� uterus Covered N T 0130 40.6743

58579  Hysteros�o�e �ro�edure Covered N T 0188 1.7659

58600  Division o� �allo�ian tube Covered N 1 T 0193 24.8904

58605  Division o� �allo�ian tube Covered N 1 C $225.39

58611  Ligate ovidu�t(s) add-on Covered N 1 C $231.88

58615  O��lude �allo�ian tube(s) Covered N 1 T 0193 24.8904

58660  La�aros�o�y lysis Covered N 1 T 0131 50.9538

58661  La�aros�o�y remove adnexa Covered N 1 T 0131 50.9538

58662  La�aros�o�y ex�ise lesions Covered N 1 T 0131 50.9538

58670  La�aros�o�y tubal �autery Covered N 1 T 0131 50.9538
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58671  La�aros�o�y tubal blo�k Covered N 1 T 0131 50.9538

58672  La�aros�o�y fimbrio�lasty Covered N 1 T 0131 50.9538

58673  La�aros�o�y sal�ingostomy Covered N 1 T 0131 50.9538

58679  La�aro �ro� ovidu�t-ovary Covered N 1 T 0130 40.6743

58700  Removal o� �allo�ian tube Covered N 1 C $411.11

58720  Removal o� ovary/tube(s) Covered N 1 C $641.42

58740  Adhesiolysis tube ovary Covered N 1 C $383.90

58750  Re�air ovidu�t Covered N 1 C $770.03

58752  Revise ovarian tube(s) Covered N 1 C $772.26

58760  Fimbrio�lasty Covered N 1 C $674.33

58770  Create new tubal o�ening Covered N 1 T 0193 24.8904

58800  Drainage o� ovarian �yst(s) Covered N 1 T 0193 24.8904

58805  Drainage o� ovarian �yst(s) Covered N 1 T 0193 24.8904

58820  Drain ovary abs�ess o�en Covered N 1 T 0193 24.8904

58822  Drain ovary abs�ess �er�ut Covered N 1 C $518.08

58825  Trans�osi#on ovary(s) Covered N 1 C $355.88

58900  Bio�sy o� ovary(s) Covered N 1 T 0193 24.8904

58920  Par#al removal o� ovary(s) Covered N 1 J1 0202 53.6473

58925  Removal o� ovarian �yst(s) Covered N 1 J1 0202 53.6473

58940  Removal o� ovary(s) Covered N 1 C $447.75

58943  Removal o� ovary(s) Covered N 1 C $1,039.00

58950  Rese�t ovarian malignan�y Covered N 1 C $888.42

58951  Rese�t ovarian malignan�y Covered N 1 C $1,292.66

58952  Rese�t ovarian malignan�y Covered N 1 C $1,426.05

58953  Tah rad disse�t �or debulk Covered N 1 C $1,721.36

58954  Tah rad debulk/lym�h remove Covered N 1 C $1,871.59

58956  Bso omente�tomy w/tah Covered N C $1,213.73

58957  Rese�t re�urrent gyn mal Covered N 1 C $1,230.92

58958  Rese�t re�ur gyn mal w/lym Covered N 1 C $1,363.17

58960  Ex�lora#on o� abdomen Covered N 1 C $890.30

58970  Retrieval o� oo�yte Not Covered T 0192 6.5691

58974  Trans�er o� embryo Not Covered T 0192 6.5691

58976  Trans�er o� embryo Not Covered T 0189 3.0491

58999  Genital surgery �ro�edure Covered N 1 T 0188 1.7659

59000  Amnio�entesis diagnos#� Covered N 1 T 0192 6.5691

59001  Amnio�entesis thera�eu#� Covered N 1 T 0189 3.0491

59012  Fetal �ord �un�ture �renatal Covered N 1 T 0189 3.0491

59015  Chorion bio�sy Covered N 1 T 0192 6.5691

59020  Fetal �ontra�t stress test Covered N 1 T 0188 1.7659

59025  Fetal non-stress test Covered N 1 T 0188 1.7659

59030  Fetal s�al� blood sam�le Covered N 1 T 0189 3.0491

59050  Fetal monitor w/re�ort Covered N 1 I $53.60
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59051  Fetal monitor/inter�ret only Not Covered B

59070  Transabdom amnioin�us w/us Covered N 1 T 0192 6.5691

59072  Umbili�al �ord o��lud w/us Covered N 1 T 0189 3.0491

59074  Fetal fluid drainage w/us Covered N 1 T 0189 3.0491

59076  Fetal shunt �la�ement w/us Covered N 1 T 0189 3.0491

59100  Remove uterus lesion Covered N 1 T 0193 24.8904

59120  Treat e�to�i� �regnan�y Covered N 1 C $671.05

59121  Treat e�to�i� �regnan�y Covered N 1 C $636.51

59130  Treat e�to�i� �regnan�y Covered N 1 C $761.52

59135  Treat e�to�i� �regnan�y Covered N 1 C $814.23

59136  Treat e�to�i� �regnan�y Covered N 1 C $719.67

59140  Treat e�to�i� �regnan�y Covered N 1 C $345.90

59150  Treat e�to�i� �regnan�y Covered N 1 T 0131 50.9538

59151  Treat e�to�i� �regnan�y Covered N 1 T 0131 50.9538

59160  D & � a�er delivery Covered N 1 T 0193 24.8904

59200  Insert �ervi�al dilator Covered N 1 T 0189 3.0491

59300  E�isiotomy or vaginal re�air Covered N 1 T 0193 24.8904

59320  Revision o� �ervix Covered N 1 T 0193 24.8904

59325  Revision o� �ervix Covered N 1 C $237.80

59350  Re�air o� uterus Covered N 1 C $281.88

59400  Obstetri�al �are Not Covered B

59409  Obstetri�al �are Covered N 1 T 0193 24.8904

59410  Obstetri�al �are Not Covered B

59412  Ante�artum mani�ula#on Covered N 1 T 0193 24.8904

59414  Deliver �la�enta Covered N 1 T 0193 24.8904

59425  Ante�artum �are only Not Covered B

59426  Ante�artum �are only Not Covered B

59430  Care a�er delivery Not Covered B

59510  Cesarean delivery Not Covered B

59514  Cesarean delivery only Covered N 1 C $902.40

59515  Cesarean delivery Not Covered B

59525  Remove uterus a�er �esarean Covered N 1 C $445.93

59610  Vba� delivery Not Covered B

59612  Vba� delivery only Not Covered T 0193 24.8904

59614  Vba� �are a�er delivery Not Covered B

59618  AKem�ted vba� delivery Not Covered B

59620  AKem�ted vba� delivery only Not Covered C

59622  AKem�ted vba� a�er �are Not Covered B

59812  Treatment o� mis�arriage Covered N 1 T 0193 24.8904

59820  Care o� mis�arriage Covered N 1 T 0193 24.8904

59821  Treatment o� mis�arriage Covered N 1 T 0193 24.8904

59830  Treat uterus in�e�#on Covered N 1 C $372.63
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59840  Abor#on Covered N 1 T 0193 24.8904

59841  Abor#on Covered N 1 T 0193 24.8904

59850  Abor#on Covered N 1 C $337.54

59851  Abor#on Covered N 1 C $348.88

59852  Abor#on Covered N 1 C $482.55

59855  Abor#on Covered N 1 C $358.47

59856  Abor#on Covered N 1 C $433.97

59857  Abor#on Covered N 1 C $534.92

59866  Abor#on (m�r) Not Covered T 0189 3.0491

59870  Eva�uate mole o� uterus Covered N 1 T 0193 24.8904

59871  Remove �er�lage suture Covered N 1 Q2 0193 24.8904

59897  Fetal invas �x w/us Covered N 1 T 0188 1.7659

59898  La�aro �ro� ob �are/deliver Covered N 1 T 0130 40.6743

59899  Iaternity �are �ro�edure Covered N 1 T 0188 1.7659

60000  Drain thyroid/tongue �yst Covered N 1 T 0252 8.7183

60100  Bio�sy o� thyroid Covered N 1 T 0004 6.5703

60200  Remove thyroid lesion Covered N 1 T 0114 57.1584

60210  Par#al thyroid ex�ision Covered N 1 T 0114 57.1584

60212  Par#al thyroid ex�ision Covered N 1 T 0114 57.1584

60220  Par#al removal o� thyroid Covered N 1 T 0114 57.1584

60225  Par#al removal o� thyroid Covered N 1 T 0114 57.1584

60240  Removal o� thyroid Covered N 1 T 0114 57.1584

60252  Removal o� thyroid Covered N 1 T 0256 50.2882

60254  Extensive thyroid surgery Covered N 1 C $1,447.93

60260  Re�eat thyroid surgery Covered N 1 T 0256 50.2882

60270  Removal o� thyroid Covered N 1 C $1,108.57

60271  Removal o� thyroid Covered N 1 T 0256 50.2882

60280  Remove thyroid du�t lesion Covered N 1 T 0114 57.1584

60281  Remove thyroid du�t lesion Covered N 1 T 0114 57.1584

60300  As�ir/in2 thyroid �yst Covered N 1 T 0004 6.5703

60500  Ex�lore �arathyroid glands Covered N 1 T 0256 50.2882

60502  Re-ex�lore �arathyroids Covered N 1 T 0256 50.2882

60505  Ex�lore �arathyroid glands Covered N 1 C $1,234.68

60512  Autotrans�lant �arathyroid Covered N 1 N

60520  Removal o� thymus gland Covered N 1 T 0256 50.2882

60521  Removal o� thymus gland Covered N 1 C $1,195.81

60522  Removal o� thymus gland Covered N 1 C $1,371.79

60540  Ex�lore adrenal gland Covered N 1 C $966.67

60545  Ex�lore adrenal gland Covered N 1 C $1,142.23

60600  Remove �aro#d body lesion Covered N 1 C $1,113.88

60605  Remove �aro#d body lesion Covered N 1 C $1,229.02

60650  La�aros�o�y adrenale�tomy Covered N 1 C $1,024.61
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60659  La�aro �ro� endo�rine Covered N 1 T 0130 40.6743

60699  Endo�rine surgery �ro�edure Covered N 1 T 0114 57.1584

61000  Remove �ranial �avity fluid Covered N 1 T 0207 9.0607

61001  Remove �ranial �avity fluid Covered N 1 T 0207 9.0607

61020  Remove brain �avity fluid Covered N 1 T 0207 9.0607

61026  In2e�#on into brain �anal Covered N 2 T 0207 9.0607

61050  Remove brain �anal fluid Covered N 1 T 0203 19.8190

61055  In2e�#on into brain �anal Covered N 1 T 0207 9.0607

61070  Brain �anal shunt �ro�edure Covered N 1 T 0121 6.5800

61105  Twist drill hole Covered N 1 C $360.36

61107  Drill skull �or im�lanta#on Covered N 1 C $342.50

61108  Drill skull �or drainage Covered N 1 C $712.59

61120  Burr hole �or �un�ture Covered N 1 C $545.63

61140  Pier�e skull �or bio�sy Covered N 1 C $1,034.36

61150  Pier�e skull �or drainage Covered N 1 C $1,119.51

61151  Pier�e skull �or drainage Covered N 1 C $663.87

61154  Pier�e skull & remove �lot Covered N 1 C $1,036.08

61156  Pier�e skull �or drainage Covered N 1 C $1,095.75

61210  Pier�e skull im�lant devi�e Covered N 1 C $392.19

61215  Insert brain-fluid devi�e Covered N 1 T 0221 39.7387

61250  Pier�e skull & ex�lore Covered N 1 C $661.12

61253  Pier�e skull & ex�lore Covered N 1 C $776.42

61304  O�en skull �or ex�lora#on Covered N 1 C $1,492.32

61305  O�en skull �or ex�lora#on Covered N 1 C $1,801.74

61312  O�en skull �or drainage Covered N 1 C $1,628.02

61313  O�en skull �or drainage Covered N 1 C $1,643.49

61314  O�en skull �or drainage Covered N 1 C $1,637.07

61315  O�en skull �or drainage Covered N 1 C $1,782.25

61316  Im�lt �ran bone fla� to abdo Covered N 1 C $74.28

61320  O�en skull �or drainage Covered N 1 C $1,579.25

61321  O�en skull �or drainage Covered N 1 C $1,725.07

61322  De�om�ressive �raniotomy Covered N 1 C $1,544.32

61323  De�om�ressive lobe�tomy Covered N 1 C $1,601.72

61330  De�om�ress eye so�ket Covered N 1 T 0256 50.2882

61332  Ex�lore/bio�sy eye so�ket Covered N 1 C $1,727.71

61333  Ex�lore orbit/remove lesion Covered N 1 C $1,684.05

61340  Subtem�oral de�om�ression Covered N 1 C $1,181.20

61343  In�ise skull (�ress relie�) Covered N 1 C $1,989.20

61345  Relieve �ranial �ressure Covered N 1 C $1,683.36

61450  In�ise skull �or surgery Covered N 1 C $1,618.37

61458  In�ise skull �or brain wound Covered N 1 C $1,811.56

61460  In�ise skull �or surgery Covered N 1 C $1,814.17
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61480  In�ise skull �or surgery Covered N 1 C $1,550.48

61500  Removal o� skull lesion Covered N 1 C $1,220.93

61501  Remove in�e�ted skull bone Covered N 1 C $1,010.18

61510  Removal o� brain lesion Covered N 1 C $1,865.77

61512  Remove brain lining lesion Covered N 1 C $2,220.92

61514  Removal o� brain abs�ess Covered N 1 C $1,684.26

61516  Removal o� brain lesion Covered N 1 C $1,676.35

61517  Im�lt brain �hemotx add-on Covered N 1 C $66.21

61518  Removal o� brain lesion Covered N 1 C $2,357.26

61519  Remove brain lining lesion Covered N 1 C $2,571.55

61520  Removal o� brain lesion Covered N 1 C $3,252.82

61521  Removal o� brain lesion Covered N 1 C $2,737.83

61522  Removal o� brain abs�ess Covered N 1 C $1,799.66

61524  Removal o� brain lesion Covered N 1 C $1,850.15

61526  Removal o� brain lesion Covered N 1 C $3,070.51

61530  Removal o� brain lesion Covered N 1 C $2,711.82

61531  Im�lant brain ele�trodes Covered N 1 C $999.52

61533  Im�lant brain ele�trodes Covered N 1 C $1,274.64

61534  Removal o� brain lesion Covered N 1 C $1,148.68

61535  Remove brain ele�trodes Covered N 1 C $715.49

61536  Removal o� brain lesion Covered N 1 C $2,132.60

61537  Removal o� brain #ssue Covered N 1 C $1,508.02

61538  Removal o� brain #ssue Covered N 1 C $1,834.47

61539  Removal o� brain #ssue Covered N 1 C $1,981.72

61540  Removal o� brain #ssue Covered N 1 C $1,710.07

61541  In�ision o� brain #ssue Covered N 1 C $1,763.33

61543  Removal o� brain #ssue Covered N 1 C $1,726.04

61544  Remove & treat brain lesion Covered N 1 C $1,699.96

61545  Ex�ision o� brain tumor Covered N 1 C $2,593.04

61546  Removal o� �ituitary gland Covered N 1 C $2,009.67

61548  Removal o� �ituitary gland Covered N 1 C $1,467.32

61550  Release o� skull seams Covered N 1 C $870.86

61552  Release o� skull seams Covered N 1 C $1,112.14

61556  In�ise skull/sutures Covered N 1 C $1,320.50

61557  In�ise skull/sutures Covered N 1 C $1,349.56

61558  Ex�ision o� skull/sutures Covered N 1 C $1,553.01

61559  Ex�ision o� skull/sutures Covered N 1 C $2,010.45

61563  Ex�ision o� skull tumor Covered N 1 C $1,628.21

61564  Ex�ision o� skull tumor Covered N 1 C $1,952.21

61566  Removal o� brain #ssue Covered N 1 C $1,475.61

61567  In�ision o� brain #ssue Covered N 1 C $1,475.61

61570  Remove �oreign body brain Covered N 1 C $1,475.61
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61571  In�ise skull �or brain wound Covered N 1 C $1,598.76

61575  Skull base/brainstem surgery Covered N 1 C $2,241.23

61576  Skull base/brainstem surgery Covered N 1 C $3,006.34

61580  Cranio�a�ial a��roa�h skull Covered N 1 C $1,802.99

61581  Cranio�a�ial a��roa�h skull Covered N 1 C $2,032.11

61582  Cranio�a�ial a��roa�h skull Covered N 1 C $1,912.82

61583  Cranio�a�ial a��roa�h skull Covered N 1 C $2,216.90

61584  Orbito�ranial a��roa�h/skull Covered N 1 C $2,112.15

61585  Orbito�ranial a��roa�h/skull Covered N 1 C $2,346.70

61586  Rese�t naso�harynx skull Covered N 1 C $1,577.74

61590  In�ratem�oral a��roa�h/skull Covered N 1 C $2,489.85

61591  In�ratem�oral a��roa�h/skull Covered N 1 C $2,628.88

61592  Orbito�ranial a��roa�h/skull Covered N 1 C $2,422.77

61595  Transtem�oral a��roa�h/skull Covered N 1 C $1,776.56

61596  Trans�o�hlear a��roa�h/skull Covered N 1 C $2,133.30

61597  Trans�ondylar a��roa�h/skull Covered N 1 C $2,286.28

61598  Trans�etrosal a��roa�h/skull Covered N 1 C $2,020.18

61600  Rese�t/ex�ise �ranial lesion Covered N 1 C $1,540.52

61601  Rese�t/ex�ise �ranial lesion Covered N 1 C $1,701.39

61605  Rese�t/ex�ise �ranial lesion Covered N 1 C $1,741.28

61606  Rese�t/ex�ise �ranial lesion Covered N 1 C $2,373.60

61607  Rese�t/ex�ise �ranial lesion Covered N 1 C $2,211.42

61608  Rese�t/ex�ise �ranial lesion Covered N 1 C $2,578.21

61610  Transe�t artery sinus Covered N 1 C $1,765.41

61611  Transe�t artery sinus Covered N 1 C $435.45

61612  Transe�t artery sinus Covered N 1 C $1,665.50

61613  Remove aneurysm sinus Covered N 1 C $2,513.17

61615  Rese�t/ex�ise lesion skull Covered N 1 C $1,936.84

61616  Rese�t/ex�ise lesion skull Covered N 1 C $2,645.48

61618  Re�air dura Covered N 1 C $1,039.68

61619  Re�air dura Covered N 1 C $1,259.62

61623  Endovas� tem�ory vessel o��l Covered N 1 J1 0229 129.8028

61624  Trans�ath o��lusion �ns Covered N 1 C $1,094.01

61626  Trans�ath o��lusion non-�ns Covered N 1 J1 0229 129.8028

61630  Intra�ranial angio�lasty Covered N 1 C $482.08

61635  Intra�ran angio�lsty w/stent Covered N 1 C $1,030.67

61640  Dilate i� vasos�asm init Covered N 1 E $482.08

61641  Dilate i� vasos�asm add-on Covered N 1 E $482.08

61642  Dilate i� vasos�asm add-on Covered N 1 E $482.08

61680  Intra�ranial vessel surgery Covered N 1 C $2,053.75

61682  Intra�ranial vessel surgery Covered N 1 C $3,602.28

61684  Intra�ranial vessel surgery Covered N 1 C $2,487.36
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61686  Intra�ranial vessel surgery Covered N 1 C $3,772.26

61690  Intra�ranial vessel surgery Covered N 1 C $1,905.47

61692  Intra�ranial vessel surgery Covered N 1 C $2,999.54

61697  Brain aneurysm re�r �om�lx Not Covered C

61698  Brain aneurysm re�r �om�lx Covered N C $3,846.28

61700  Brain aneurysm re�r sim�le Not Covered C

61702  Inner skull vessel surgery Covered N 1 C $2,993.94

61703  Clam� ne�k artery Covered N 1 C $1,077.09

61705  Revise �ir�ula#on to head Covered N 1 C $2,270.77

61708  Revise �ir�ula#on to head Covered N 1 C $1,940.99

61710  Revise �ir�ula#on to head Covered N 1 C $1,609.48

61711  Fusion o� skull arteries Covered N 1 C $2,346.22

61720  In�ise skull/brain surgery Covered N 1 T 0221 39.7387

61735  In�ise skull/brain surgery Covered N 1 C $1,240.36

61750  In�ise skull/brain bio�sy Covered N 1 C $1,133.44

61751  Brain bio�sy w/�t/mr guide Covered N 1 C $1,210.51

61760  Im�lant brain ele�trodes Covered N 1 C $1,248.26

61770  In�ise skull �or treatment Covered N 1 T 0221 39.7387

61781  S�an �ro� �ranial intra Covered N 1 N

61782  S�an �ro� �ranial extra Covered N 1 N

61783  S�an �ro� s�inal Covered N 1 N

61790  Treat trigeminal nerve Covered N 1 T 0220 18.6600

61791  Treat trigeminal tra�t Covered N 1 T 0203 19.8190

61796  Srs �ranial lesion sim�le Not Covered B

61797  Srs �ran les sim�le addl Not Covered B

61798  Srs �ranial lesion �om�lex Not Covered B

61799  Srs �ran les �om�lex addl Not Covered B

61800  A��ly srs head�rame add-on Not Covered B

61850  Im�lant neuroele�trodes Covered N 1 C $814.16

61860  Im�lant neuroele�trodes Covered N 1 C $1,183.17

61863  Im�lant neuroele�trode Covered N 1 C $850.62

61864  Im�lant neuroele�trde addl Covered N 1 C $244.57

61867  Im�lant neuroele�trode Covered N 1 C $1,295.10

61868  Im�lant neuroele�trde addl Covered N 1 C $414.30

61870  Im�lant neuroele�trodes Covered N 1 C $807.81

61880  Revise/remove neuroele�trode Covered N 1 Q2 0688 28.7006

61885  Insrt/redo neuros#m 1 array Covered N 1 J1 0039 230.6235

61886  Im�lant neuros#m arrays Covered N 1 J1 0318 352.7212

61888  Revise/remove neurore�eiver Covered N 1 J1 0061 71.3285

62000  Treat skull �ra�ture Covered N 1 T 0256 50.2882

62005  Treat skull �ra�ture Covered N 1 C $961.02

62010  Treatment o� head in2ury Covered N 1 C $1,307.21
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62100  Re�air brain fluid leakage Covered N 1 C $1,464.51

62115  Redu�#on o� skull de�e�t Covered N 1 C $1,268.92

62117  Redu�#on o� skull de�e�t Covered N 1 C $1,646.15

62120  Re�air skull �avity lesion Covered N 1 C $1,424.56

62121  In�ise skull re�air Covered N 1 C $1,363.42

62140  Re�air o� skull de�e�t Covered N 1 C $908.99

62141  Re�air o� skull de�e�t Covered N 1 C $1,031.91

62142  Remove skull �late/fla� Covered N 1 C $752.09

62143  Re�la�e skull �late/fla� Covered N 1 C $817.01

62145  Re�air o� skull & brain Covered N 1 C $1,165.95

62146  Re�air o� skull with gra� Covered N 1 C $990.69

62147  Re�air o� skull with gra� Covered N 1 C $1,172.33

62148  Retr bone fla� to fix skull Covered N 1 C $102.87

62160  Neuroendos�o�y add-on Covered N 1 N

62161  Disse�t brain w/s�o�e Covered N 1 C $1,063.06

62162  Remove �olloid �yst w/s�o�e Covered N 1 C $1,353.91

62163  Sneuroendos�o�y w/Q removal Covered N 1 C $855.38

62164  Remove brain tumor w/s�o�e Covered N 1 C $1,468.97

62165  Remove �ituit tumor w/s�o�e Covered N 1 C $1,160.00

62180  Establish brain �avity shunt Covered N 1 C $1,292.82

62190  Establish brain �avity shunt Covered N 1 C $768.98

62192  Establish brain �avity shunt Covered N 1 C $853.13

62194  Re�la�e/irrigate �atheter Covered N 1 T 0203 19.8190

62200  Establish brain �avity shunt Covered N 1 C $1,209.14

62201  Brain �avity shunt w/s�o�e Covered N 1 C $896.63

62220  Establish brain �avity shunt Covered N 1 C $903.72

62223  Establish brain �avity shunt Covered N 1 C $892.21

62225  Re�la�e/irrigate �atheter Covered N 1 T 0427 17.3792

62230  Re�la�e/revise brain shunt Covered N 1 T 0221 39.7387

62252  Cs� shunt re�rogram Covered N 2 S 0692 1.7288

62256  Remove brain �avity shunt Covered N 1 C $458.40

62258  Re�la�e brain �avity shunt Covered N 1 C $973.56

62263  E�idural lysis mult sessions Covered N 1 T 0203 19.8190

62264  E�idural lysis on single day Covered N 1 T 0207 9.0607

62267  Interdis�al �erq as�ir dx Covered N 1 T 0004 6.5703

62268  Drain s�inal �ord �yst Covered N 1 T 0207 9.0607

62269  Needle bio�sy s�inal �ord Covered N 1 T 0005 14.1916

62270  S�inal fluid ta� diagnos#� Covered N 1 T 0206 5.0256

62272  Drain �erebro s�inal fluid Covered N 1 T 0206 5.0256

62273  In2e�t e�idural �at�h Covered N 1 T 0207 9.0607

62280  Treat s�inal �ord lesion Covered N 1 T 0207 9.0607

62281  Treat s�inal �ord lesion Covered N 1 T 0203 19.8190
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62282  Treat s�inal �anal lesion Covered N 1 T 0203 19.8190

62284  In2e�#on �or myelogram Covered N 1 N

62287  Per�utaneous diske�tomy Covered N 1 T 0221 39.7387

62290  In2e�t �or s�ine disk x-ray Covered N 2 N

62291  In2e�t �or s�ine disk x-ray Covered N 1 N

62292  In2e�#on into disk lesion Covered N 1 T 0203 19.8190

62294  In2e�#on into s�inal artery Covered N 1 T 0207 9.0607

62302  Iyelogra�hy lumbar in2e�#on Covered N 1 Q2 0274 8.2817

62303  Iyelogra�hy lumbar in2e�#on Covered N 1 Q2 0274 8.2817

62304  Iyelogra�hy lumbar in2e�#on Covered N 1 Q2 0274 8.2817

62305  Iyelogra�hy lumbar in2e�#on Covered N 1 Q2 0274 8.2817

62310  In2e�t s�ine �erv/thora�i� Covered N 1 T 0207 9.0607

62311  In2e�t s�ine lumbar/sa�ral Covered N 1 T 0207 9.0607

62318  In2e�t s�ine w/�ath �rv/thr� Covered N 1 T 0207 9.0607

62319  In2e�t s�ine w/�ath lmb/s�rl Covered N T 0207 9.0607

62350  Im�lant s�inal �anal �ath Covered N 1 T 0224 49.3784

62351  Im�lant s�inal �anal �ath Not Covered T 0208 55.4537

62355  Remove s�inal �anal �atheter Covered N 1 Q2 0203 19.8190

62360  Insert s�ine in�usion devi�e Covered N 1 T 0224 49.3784

62361  Im�lant s�ine in�usion �um� Covered N 1 J1 0227 209.9474

62362  Im�lant s�ine in�usion �um� Covered N 1 J1 0227 209.9474

62365  Remove s�ine in�usion devi�e Covered N 1 Q2 0221 39.7387

62367  Analyze s�ine in�us �um� Covered N 1 S 0691 3.3374

62368  Analyze s� in� �um� w/re�rog Covered N 1 S 0691 3.3374

62369  Anal s� in� �m� w/re�rg&fill Covered N 1 S 0691 3.3374

62370  Anl s� in� �m� w/mdre�rg&fil Covered N 1 S 0691 3.3374

63001  Remove s�ine lamina 1/2 �rvl Covered N 1 T 0208 55.4537

63003  Remove s�ine lamina 1/2 thr� Covered N 1 T 0208 55.4537

63005  Remove s�ine lamina 1/2 lmbr Covered N 1 T 0208 55.4537

63011  Remove s�ine lamina 1/2 s�rl Covered N 1 T 0208 55.4537

63012  Remove lamina/�a�ets lumbar Covered N 1 T 0208 55.4537

63015  Remove s�ine lamina >2 �rv�l Covered N 1 T 0208 55.4537

63016  Remove s�ine lamina >2 thr� Covered N 1 T 0208 55.4537

63017  Remove s�ine lamina >2 lmbr Covered N 1 T 0208 55.4537

63020  Ne�k s�ine disk surgery Covered N 1 T 0208 55.4537

63030  Low ba�k disk surgery Covered N 1 T 0208 55.4537

63035  S�inal disk surgery add-on Covered N 1 N

63040  Laminotomy single �ervi�al Covered N 1 T 0208 55.4537

63042  Laminotomy single lumbar Covered N 1 T 0208 55.4537

63043  Laminotomy addl �ervi�al Covered N N

63044  Laminotomy addl lumbar Covered N N

63045  Remove s�ine lamina 1 �rvl Covered N 1 T 0208 55.4537
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63046  Remove s�ine lamina 1 thr� Covered N 1 T 0208 55.4537

63047  Remove s�ine lamina 1 lmbr Covered N 1 T 0208 55.4537

63048  Remove s�inal lamina add-on Covered N 3 N

63050  Cervi�al lamino�lsty 2/> seg Covered N C $1,277.70

63051  C-lamino�lasty w/gra�/�late Covered N 1 C $1,463.70

63055  De�om�ress s�inal �ord thr� Covered N 1 T 0208 55.4537

63056  De�om�ress s�inal �ord lmbr Covered N 1 T 0208 55.4537

63057  De�om�ress s�ine �ord add-on Covered N 1 N

63064  De�om�ress s�inal �ord thr� Covered N 1 T 0208 55.4537

63066  De�om�ress s�ine �ord add-on Covered N 1 N

63075  Ne�k s�ine disk surgery Covered N 1 T 0208 55.4537

63076  Ne�k s�ine disk surgery Covered N 1 N

63077  S�ine disk surgery thorax Covered N 1 C $1,374.37

63078  S�ine disk surgery thorax Covered N 1 C $196.97

63081  Remove vert body d�m�rn �rvl Covered N 1 C $1,643.50

63082  Remove vertebral body add-on Covered N 1 C $291.77

63085  Remove vert body d�m�rn thr� Covered N 1 C $1,807.73

63086  Remove vertebral body add-on Covered N 1 C $211.41

63087  Remov vertbr d�m�rn thr�lmbr Covered N 1 C $2,203.43

63088  Remove vertebral body add-on Covered N 1 C $285.70

63090  Remove vert body d�m�rn lmbr Covered N 1 C $1,869.36

63091  Remove vertebral body add-on Covered N 1 C $187.53

63101  Remove vert body d�m�rn thr� Covered N 1 C $1,787.45

63102  Remove vert body d�m�rn lmbr Covered N 1 C $1,787.45

63103  Remove vertebral body add-on Covered N 3 C $187.53

63170  In�ise s�inal �ord tra�t(s) Covered N 1 C $1,331.03

63172  Drainage o� s�inal �yst Covered N 1 C $1,244.09

63173  Drainage o� s�inal �yst Covered N 1 C $1,379.58

63180  Revise s�inal �ord ligaments Covered N 1 C $1,115.02

63182  Revise s�inal �ord ligaments Covered N 1 C $1,281.83

63185  In�ise s�ine nrv hal� segmnt Covered N 1 C $1,007.09

63190  In�ise s�ine nrv >2 segmnts Covered N 1 C $1,202.86

63191  In�ise s�ine a��essory nerve Covered N 1 C $1,081.57

63194  In�ise s�ine & �ord �ervi�al Covered N 1 C $1,185.84

63195  In�ise s�ine & �ord thora�i� Covered N 1 C $1,193.82

63196  In�ise s�ine&�ord 2 trx �rvl Covered N 1 C $1,348.17

63197  In�ise s�ine&�ord 2 trx thr� Covered N 1 C $1,284.53

63198  In�ise s�in&�ord 2 stgs �rvl Covered N 1 C $1,458.35

63199  In�ise s�in&�ord 2 stgs thr� Covered N 1 C $1,688.44

63200  Release s�inal �ord lumbar Covered N 1 C $1,174.38

63250  Revise s�inal �ord vsls �rvl Covered N 1 C $2,396.90

63251  Revise s�inal �ord vsls thr� Covered N 1 C $2,394.77
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63252  Revise s�ine �ord vsl thrlmb Covered N 1 C $2,480.03

63265  Ex�ise intras�inl lesion �rv Covered N 1 C $1,445.81

63266  Ex�ise intrs�inl lesion thr� Covered N 1 C $1,529.25

63267  Ex�ise intrs�inl lesion lmbr Covered N 1 C $1,231.32

63268  Ex�ise intrs�inl lesion s�rl Covered N 1 C $1,098.43

63270  Ex�ise intrs�inl lesion �rvl Covered N 1 C $1,637.14

63271  Ex�ise intrs�inl lesion thr� Covered N 1 C $1,787.80

63272  Ex�ise intrs�inl lesion lmbr Covered N 1 C $1,644.69

63273  Ex�ise intrs�inl lesion s�rl Covered N 1 C $1,501.43

63275  Bx/ex� xdrl s�ine lesn �rvl Covered N 1 C $1,614.34

63276  Bx/ex� xdrl s�ine lesn thr� Covered N 1 C $1,591.33

63277  Bx/ex� xdrl s�ine lesn lmbr Covered N 1 C $1,420.85

63278  Bx/ex� xdrl s�ine lesn s�rl Covered N 1 C $1,401.17

63280  Bx/ex� idrl s�ine lesn �rvl Covered N 1 C $1,882.75

63281  Bx/ex� idrl s�ine lesn thr� Covered N 1 C $1,858.51

63282  Bx/ex� idrl s�ine lesn lmbr Covered N 1 C $1,717.85

63283  Bx/ex� idrl s�ine lesn s�rl Covered N 1 C $1,524.42

63285  Bx/ex� idrl imed lesn �ervl Covered N 1 C $2,187.43

63286  Bx/ex� idrl imed lesn thr� Covered N 1 C $2,238.67

63287  Bx/ex� idrl imed lesn thrlmb Covered N 1 C $2,245.68

63290  Bx/ex� xdrl/idrl lsn any lvl Covered N 1 C $2,293.21

63295  Re�air lamine�tomy de�e�t Covered N 1 C $291.87

63300  Remove vert xdrl body �rv�l Covered N 1 C $1,498.53

63301  Remove vert xdrl body thr� Covered N 1 C $1,653.72

63302  Remove vert xdrl body thrlmb Covered N 1 C $1,714.47

63303  Remov vert xdrl bdy lmbr/sa� Covered N 1 C $1,771.35

63304  Remove vert idrl body �rv�l Not Covered C

63305  Remove vert idrl body thr� Covered N 1 C $1,928.42

63306  Remov vert idrl bdy thr�lmbr Covered N 1 C $1,943.36

63307  Remov vert idrl bdy lmbr/sa� Covered N 1 C $1,897.82

63308  Remove vertebral body add-on Covered N 1 C $318.31

63600  Remove s�inal �ord lesion Covered N 1 T 0220 18.6600

63610  S#mula#on o� s�inal �ord Covered N 1 T 0220 18.6600

63615  Remove lesion o� s�inal �ord Covered N 1 T 0220 18.6600

63620  Srs s�inal lesion Not Covered B

63621  Srs s�inal lesion addl Not Covered B

63650  Im�lant neuroele�trodes Covered N 1 J1 0061 71.3285

63655  Im�lant neuroele�trodes Covered N 1 J1 0039 230.6235

63661  Remove s�ine eltrd �erq aray Covered N 1 Q2 0220 18.6600

63662  Remove s�ine eltrd �late Covered N 1 Q2 0688 28.7006

63663  Revise s�ine eltrd �erq aray Covered N 1 J1 0061 71.3285

63664  Revise s�ine eltrd �late Covered N 1 J1 0061 71.3285
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63685  Insrt/redo s�ine n generator Covered N 1 J1 0318 352.7212

63688  Revise/remove neurore�eiver Covered N 1 Q2 0688 28.7006

63700  Re�air o� s�inal hernia#on Covered N 1 C $1,005.33

63702  Re�air o� s�inal hernia#on Covered N 1 C $1,132.19

63704  Re�air o� s�inal hernia#on Covered N 1 C $1,275.91

63706  Re�air o� s�inal hernia#on Covered N 1 C $1,415.26

63707  Re�air s�inal fluid leakage Covered N 1 C $777.68

63709  Re�air s�inal fluid leakage Covered N 1 C $980.16

63710  Gra� re�air o� s�ine de�e�t Covered N 1 C $870.54

63740  Install s�inal shunt Covered N 1 C $790.26

63741  Install s�inal shunt Covered N 1 T 0221 39.7387

63744  Revision o� s�inal shunt Covered N 1 T 0221 39.7387

63746  Removal o� s�inal shunt Covered N 1 Q2 0203 19.8190

64400  N blo�k in2 trigeminal Covered N 1 T 0204 2.8475

64402  N blo�k in2 �a�ial Covered N 1 Q1 0420 1.7762

64405  N blo�k in2 o��i�ital Covered N 1 T 0206 5.0256

64408  N blo�k in2 vagus Covered N 1 T 0204 2.8475

64410  N blo�k in2 �hreni� Covered N 1 T 0204 2.8475

64412  N blo�k in2 s�inal a��essor Covered N 1 T 0206 5.0256

64413  N blo�k in2 �ervi�al �lexus Covered N 1 T 0206 5.0256

64415  N blo�k in2 bra�hial �lexus Covered N 1 T 0206 5.0256

64416  N blo�k �ont in�use b �lex Covered N 1 T 0207 9.0607

64417  N blo�k in2 axillary Covered N 1 T 0206 5.0256

64418  N blo�k in2 su�ras�a�ular Covered N 1 T 0206 5.0256

64420  N blo�k in2 inter�ost sng Covered N 1 T 0206 5.0256

64421  N blo�k in2 inter�ost mlt Covered N 1 T 0207 9.0607

64425  N blo�k in2 ilio-ing/hy�ogi Covered N 1 T 0206 5.0256

64430  N blo�k in2 �udendal Covered N 1 T 0207 9.0607

64435  N blo�k in2 �ara�ervi�al Covered N 1 T 0206 5.0256

64445  N blo�k in2 s�ia#� sng Covered N 1 T 0207 9.0607

64446  N blk in2 s�ia#� �ont in� Covered N 1 T 0207 9.0607

64447  N blo�k in2 �em single Covered N 1 T 0206 5.0256

64448  N blo�k in2 �em �ont in� Covered N 1 T 0203 19.8190

64449  N blo�k in2 lumbar �lexus Covered N 1 T 0207 9.0607

64450  N blo�k other �eri�heral Covered N 2 T 0206 5.0256

64455  N blo�k in2 �lantar digit Covered N 1 T 0204 2.8475

64479  In2 �oramen e�idural �/t Covered N 1 T 0207 9.0607

64480  In2 �oramen e�idural add-on Covered N N

64483  In2 �oramen e�idural l/s Covered N 1 T 0207 9.0607

64484  In2 �oramen e�idural add-on Covered N N

64486  Ta� blo�k unil by in2e�#on Covered N 1 N

64487  Ta� blo�k uni by in�usion Covered N 1 N
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64488  Ta� blo�k bi in2e�#on Covered N 1 N

64489  Ta� blo�k bi by in�usion Covered N 1 N

64490  In2 �aravert � 2nt �/t 1 lev Covered N 1 T 0207 9.0607

64491  In2 �aravert � 2nt �/t 2 lev Covered N 1 N

64492  In2 �aravert � 2nt �/t 3 lev Covered N N

64493  In2 �aravert � 2nt l/s 1 lev Covered N 1 T 0207 9.0607

64494  In2 �aravert � 2nt l/s 2 lev Covered N 1 N

64495  In2 �aravert � 2nt l/s 3 lev Covered N N

64505  N blo�k s�eno�ala#ne gangl Covered N 1 T 0204 2.8475

64508  N blo�k �aro#d sinus s/� Covered N 1 T 0204 2.8475

64510  N blo�k stellate ganglion Covered N 1 T 0207 9.0607

64517  N blo�k in2 hy�ogas �lxs Covered N 1 T 0207 9.0607

64520  N blo�k lumbar/thora�i� Covered N 1 T 0207 9.0607

64530  N blo�k in2 �elia� �elus Covered N 1 T 0207 9.0607

64550  A��ly neuros#mulator Covered N 1 A $24.90

64553  Im�lant neuroele�trodes Covered N 1 J1 0061 71.3285

64555  Im�lant neuroele�trodes Covered N 1 J1 0061 71.3285

64561  Im�lant neuroele�trodes Covered N 1 J1 0061 71.3285

64565  Im�lant neuroele�trodes Covered N 1 J1 0061 71.3285

64566  Neuroeltrd s#m �ost #bial Covered N 1 T 0204 2.8475

64568  In� �or vagus n ele�t im�l Covered N 1 J1 0318 352.7212

64569  Revise/re�l vagus n eltrd Covered N 1 J1 0061 71.3285

64570  Remove vagus n eltrd Covered N 1 Q2 0221 39.7387

64575  Im�lant neuroele�trodes Covered N 1 J1 0061 71.3285

64580  Im�lant neuroele�trodes Covered N 1 J1 0039 230.6235

64581  Im�lant neuroele�trodes Covered N 1 J1 0061 71.3285

64585  Revise/remove neuroele�trode Covered N 1 Q2 0688 28.7006

64590  Insrt/redo �n/gastr s#mul Covered N 1 J1 0039 230.6235

64595  Revise/rmv �n/gastr s#mul Covered N 1 Q2 0688 28.7006

64600  In2e�#on treatment o� nerve Covered N 1 T 0203 19.8190

64605  In2e�#on treatment o� nerve Covered N 1 T 0220 18.6600

64610  In2e�#on treatment o� nerve Covered N 1 T 0220 18.6600

64611  Chemodenerv saliv glands Covered N 1 T 0204 2.8475

64612  Destroy nerve �a�e mus�le Covered N 1 T 0204 2.8475

64615  Chemodenerv mus� migraine Covered N 1 T 0204 2.8475

64616  Chemodenerv mus� ne�k dyston Covered N 1 T 0206 5.0256

64617  Chemodener mus�le larynx emg Covered N 1 T 0206 5.0256

64620  In2e�#on treatment o� nerve Covered N 1 T 0203 19.8190

64630  In2e�#on treatment o� nerve Covered N 1 T 0207 9.0607

64632  N blo�k in2 �ommon digit Covered N 1 T 0204 2.8475

64633  Destroy �erv/thor �a�et 2nt Covered N 1 T 0203 19.8190

64634  Destroy �/th �a�et 2nt addl Covered N 1 N
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64635  Destroy lumb/sa� �a�et 2nt Covered N 1 T 0203 19.8190

64636  Destroy l/s �a�et 2nt addl Covered N 1 N

64640  In2e�#on treatment o� nerve Covered N 1 T 0207 9.0607

64642  Chemodenerv 1 extremity 1-4 Covered N 1 T 0206 5.0256

64643  Chemodenerv 1 extrem 1-4 ea Covered N 3 N

64644  Chemodenerv 1 extrem 5/> mus Covered N 1 T 0206 5.0256

64645  Chemodenerv 1 extrem 5/> ea Covered N 3 N

64646  Chemodenerv trunk mus� 1-5 Covered N 1 T 0206 5.0256

64647  Chemodenerv trunk mus� 6/> Covered N 1 T 0206 5.0256

64650  Chemodenerv e��rine glands Covered N 1 T 0204 2.8475

64653  Chemodenerv e��rine glands Covered N 1 T 0204 2.8475

64680  In2e�#on treatment o� nerve Covered N 1 T 0203 19.8190

64681  In2e�#on treatment o� nerve Covered N 1 T 0207 9.0607

64702  Revise finger/toe nerve Covered N 1 T 0220 18.6600

64704  Revise hand/�oot nerve Covered N 1 T 0220 18.6600

64708  Revise arm/leg nerve Covered N 1 T 0220 18.6600

64712  Revision o� s�ia#� nerve Covered N 1 T 0220 18.6600

64713  Revision o� arm nerve(s) Covered N 1 T 0220 18.6600

64714  Revise low ba�k nerve(s) Covered N 1 T 0220 18.6600

64716  Revision o� �ranial nerve Covered N 1 T 0220 18.6600

64718  Revise ulnar nerve at elbow Covered N 1 T 0220 18.6600

64719  Revise ulnar nerve at wrist Covered N 1 T 0220 18.6600

64721  Car�al tunnel surgery Covered N 1 T 0220 18.6600

64722  Relieve �ressure on nerve(s) Covered N 1 T 0220 18.6600

64726  Release �oot/toe nerve Covered N 1 T 0220 18.6600

64727  Internal nerve revision Covered N 2 N

64732  In�ision o� brow nerve Covered N 1 T 0220 18.6600

64734  In�ision o� �heek nerve Covered N 1 T 0220 18.6600

64736  In�ision o� �hin nerve Covered N 1 T 0220 18.6600

64738  In�ision o� 2aw nerve Covered N 1 T 0220 18.6600

64740  In�ision o� tongue nerve Covered N 1 T 0220 18.6600

64742  In�ision o� �a�ial nerve Covered N 1 T 0220 18.6600

64744  In�ise nerve ba�k o� head Covered N 1 T 0220 18.6600

64746  In�ise dia�hragm nerve Covered N 1 T 0220 18.6600

64755  In�ision o� stoma�h nerves Covered N 1 C $790.02

64760  In�ision o� vagus nerve Covered N 1 C $436.69

64763  In�ise hi�/thigh nerve Covered N 1 T 0220 18.6600

64766  In�ise hi�/thigh nerve Covered N 1 T 0221 39.7387

64771  Sever �ranial nerve Covered N 1 T 0220 18.6600

64772  In�ision o� s�inal nerve Covered N 1 T 0220 18.6600

64774  Remove skin nerve lesion Covered N 1 T 0220 18.6600

64776  Remove digit nerve lesion Covered N 1 T 0220 18.6600
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64778  Digit nerve surgery add-on Covered N 1 N

64782  Remove limb nerve lesion Covered N 1 T 0220 18.6600

64783  Limb nerve surgery add-on Covered N 1 N

64784  Remove nerve lesion Covered N 1 T 0220 18.6600

64786  Remove s�ia#� nerve lesion Covered N 1 T 0221 39.7387

64787  Im�lant nerve end Covered N 1 N

64788  Remove skin nerve lesion Covered N 1 T 0220 18.6600

64790  Removal o� nerve lesion Covered N 1 T 0220 18.6600

64792  Removal o� nerve lesion Covered N 1 T 0221 39.7387

64795  Bio�sy o� nerve Covered N 2 T 0220 18.6600

64802  Sym�athe�tomy �ervi�al Covered N 1 T 0220 18.6600

64804  Remove sym�athe#� nerves Covered N 1 T 0220 18.6600

64809  Remove sym�athe#� nerves Covered N 1 C $814.22

64818  Remove sym�athe#� nerves Covered N 1 C $637.35

64820  Sym�athe�tomy digital artery Covered N 1 T 0220 18.6600

64821  Remove sym�athe#� nerves Covered N T 0054 29.7967

64822  Remove sym�athe#� nerves Covered N 1 T 0054 29.7967

64823  Sym�athe�tomy su��� �almar Covered N T 0054 29.7967

64831  Re�air o� digit nerve Covered N 1 T 0221 39.7387

64832  Re�air nerve add-on Covered N 1 N

64834  Re�air o� hand or �oot nerve Covered N 1 T 0221 39.7387

64835  Re�air o� hand or �oot nerve Covered N 1 T 0221 39.7387

64836  Re�air o� hand or �oot nerve Covered N 1 T 0221 39.7387

64837  Re�air nerve add-on Covered N 1 N

64840  Re�air o� leg nerve Covered N 1 T 0221 39.7387

64856  Re�air/trans�ose nerve Covered N 1 T 0221 39.7387

64857  Re�air arm/leg nerve Covered N 1 T 0221 39.7387

64858  Re�air s�ia#� nerve Covered N 1 T 0221 39.7387

64859  Nerve surgery Covered N 1 N

64861  Re�air o� arm nerves Covered N 1 T 0221 39.7387

64862  Re�air o� low ba�k nerves Covered N 1 T 0221 39.7387

64864  Re�air o� �a�ial nerve Covered N 1 T 0221 39.7387

64865  Re�air o� �a�ial nerve Covered N 1 T 0221 39.7387

64866  Fusion o� �a�ial/other nerve Covered N 1 C $937.48

64868  Fusion o� �a�ial/other nerve Covered N 1 C $875.98

64872  Subsequent re�air o� nerve Covered N 1 N

64874  Re�air & revise nerve add-on Covered N 1 N

64876  Re�air nerve/shorten bone Covered N 1 N

64885  Nerve gra� head/ne�k </4 �m Covered N 1 T 0221 39.7387

64886  Nerve gra� head/ne�k >4 �m Covered N 1 T 0221 39.7387

64890  Nerve gra� hand/�oot </4 �m Covered N 1 T 0221 39.7387

64891  Nerve gra� hand/�oot >4 �m Covered N 1 T 0221 39.7387
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64892  Nerve gra� arm/leg <4 �m Covered N 1 T 0221 39.7387

64893  Nerve gra� arm/leg >4 �m Covered N 1 T 0221 39.7387

64895  Nerve gra� hand/�oot </4 �m Covered N 1 T 0221 39.7387

64896  Nerve gra� hand/�oot >4 �m Covered N 1 T 0221 39.7387

64897  Nerve gra� arm/leg </4 �m Covered N 1 T 0221 39.7387

64898  Nerve gra� arm/leg >4 �m Covered N 1 T 0221 39.7387

64901  Nerve gra� add-on Covered N 1 N

64902  Nerve gra� add-on Covered N 1 N

64905  Nerve �edi�le trans�er Covered N 1 T 0221 39.7387

64907  Nerve �edi�le trans�er Covered N 1 T 0221 39.7387

64910  Nerve re�air w/allogra� Covered N 1 T 0221 39.7387

64911  Neurorra�hy w/vein autogra� Covered N 1 T 0221 39.7387

64999  Nervous system surgery Covered N 1 T 0204 2.8475

65091  Revise eye Covered N 1 T 0240 20.6904

65093  Revise eye with im�lant Covered N 1 T 0242 35.9699

65101  Removal o� eye Covered N 1 T 0242 35.9699

65103  Remove eye/insert im�lant Covered N 1 T 0242 35.9699

65105  Remove eye/aKa�h im�lant Covered N 1 T 0242 35.9699

65110  Removal o� eye Covered N 1 T 0242 35.9699

65112  Remove eye/revise so�ket Covered N 1 T 0242 35.9699

65114  Remove eye/revise so�ket Covered N 1 T 0242 35.9699

65125  Revise o�ular im�lant Covered N 1 T 0240 20.6904

65130  Insert o�ular im�lant Covered N 1 T 0242 35.9699

65135  Insert o�ular im�lant Covered N 1 T 0242 35.9699

65140  AKa�h o�ular im�lant Covered N 1 T 0242 35.9699

65150  Revise o�ular im�lant Covered N 1 T 0240 20.6904

65155  Reinsert o�ular im�lant Covered N 1 T 0242 35.9699

65175  Removal o� o�ular im�lant Covered N 1 T 0240 20.6904

65205  Remove �oreign body �rom eye Covered N 2 Q1 0698 1.3596

65210  Remove �oreign body �rom eye Covered N Q1 0698 1.3596

65220  Remove �oreign body �rom eye Covered N 1 Q1 0698 1.3596

65222  Remove �oreign body �rom eye Covered N 2 Q1 0698 1.3596

65235  Remove �oreign body �rom eye Covered N 1 T 0233 23.6288

65260  Remove �oreign body �rom eye Covered N 1 S 0231 4.2389

65265  Remove �oreign body �rom eye Covered N 1 T 0233 23.6288

65270  Re�air o� eye wound Covered N 1 T 0240 20.6904

65272  Re�air o� eye wound Covered N 1 T 0240 20.6904

65273  Re�air o� eye wound Covered N 1 C $285.68

65275  Re�air o� eye wound Covered N 1 T 0242 35.9699

65280  Re�air o� eye wound Covered N 1 T 0233 23.6288

65285  Re�air o� eye wound Covered N 1 T 0233 23.6288

65286  Re�air o� eye wound Covered N 2 T 0255 10.1409
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65290  Re�air o� eye so�ket wound Covered N 1 T 0240 20.6904

65400  Removal o� eye lesion Covered N 1 T 0239 9.4598

65410  Bio�sy o� �ornea Covered N 1 T 0239 9.4598

65420  Removal o� eye lesion Covered N 1 T 0240 20.6904

65426  Removal o� eye lesion Covered N 1 T 0240 20.6904

65430  Corneal smear Covered N 1 Q1 0698 1.3596

65435  CureKe/treat �ornea Covered N 1 T 0239 9.4598

65436  CureKe/treat �ornea Covered N 1 T 0240 20.6904

65450  Treatment o� �orneal lesion Covered N 1 T 0238 4.0224

65600  Revision o� �ornea Covered N 1 T 0240 20.6904

65710  Corneal trans�lant Covered N 1 T 0673 42.0983

65730  Corneal trans�lant Covered N 1 T 0673 42.0983

65750  Corneal trans�lant Covered N 1 T 0673 42.0983

65755  Corneal trans�lant Covered N 1 T 0673 42.0983

65756  Corneal trns�l endothelial Covered N 1 T 0673 42.0983

65757  Pre� �orneal endo allogra� Covered N 1 N

65760  Revision o� �ornea Not Covered E

65765  Revision o� �ornea Covered N 1 E $1,209.76

65767  Corneal #ssue trans�lant Covered N 1 E $1,209.76

65770  Revise �ornea with im�lant Covered N 1 J1 0293 113.9208

65771  Radial keratotomy Not Covered E

65772  Corre�#on o� as#gma#sm Covered N 1 T 0239 9.4598

65775  Corre�#on o� as#gma#sm Covered N 1 T 0240 20.6904

65778  Cover eye w/membrane Covered N 1 Q2 0239 9.4598

65779  Cover eye w/membrane suture Covered N 1 Q2 0242 35.9699

65780  O�ular re�onst trans�lant Covered N 1 T 0242 35.9699

65781  O�ular re�onst trans�lant Covered N 1 T 0673 42.0983

65782  O�ular re�onst trans�lant Covered N 1 T 0242 35.9699

65800  Drainage o� eye Covered N 1 S 0231 4.2389

65810  Drainage o� eye Covered N 1 T 0233 23.6288

65815  Drainage o� eye Covered N 1 T 0233 23.6288

65820  Relieve inner eye �ressure Covered N 1 T 0233 23.6288

65850  In�ision o� eye Covered N 1 T 0233 23.6288

65855  Laser surgery o� eye Covered N 1 T 0247 5.9810

65860  In�ise inner eye adhesions Covered N 1 T 0247 5.9810

65865  In�ise inner eye adhesions Covered N 1 T 0233 23.6288

65870  In�ise inner eye adhesions Covered N 1 T 0233 23.6288

65875  In�ise inner eye adhesions Covered N 1 T 0233 23.6288

65880  In�ise inner eye adhesions Covered N 1 T 0233 23.6288

65900  Remove eye lesion Covered N 1 T 0233 23.6288

65920  Remove im�lant o� eye Covered N 1 T 0233 23.6288

65930  Remove blood �lot �rom eye Covered N 1 T 0233 23.6288
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66020  In2e�#on treatment o� eye Covered N 1 T 0255 10.1409

66030  In2e�#on treatment o� eye Covered N 1 T 0255 10.1409

66130  Remove eye lesion Covered N 1 T 0240 20.6904

66150  Glau�oma surgery Covered N 1 T 0233 23.6288

66155  Glau�oma surgery Covered N 1 T 0233 23.6288

66160  Glau�oma surgery Covered N 1 T 0233 23.6288

66170  Glau�oma surgery Covered N 1 T 0233 23.6288

66172  In�ision o� eye Covered N 1 T 0233 23.6288

66174  Translum dil eye �anal Covered N 1 T 0673 42.0983

66175  Trnslum dil eye �anal w/stnt Covered N 1 T 0673 42.0983

66179  Aqueous shunt eye w/o gra� Covered N 1 T 0673 42.0983

66180  Aqueous shunt eye w/gra� Covered N 1 T 0673 42.0983

66183  Insert ant drainage devi�e Covered N 1 T 0673 42.0983

66184  Revision o� aqueous shunt Covered N 1 T 0233 23.6288

66185  Revise aqueous shunt eye Covered N 1 T 0233 23.6288

66220  Re�air eye lesion Covered N 1 T 0233 23.6288

66225  Re�air/gra� eye lesion Not Covered T 0233 23.6288

66250  Follow-u� surgery o� eye Covered N 1 T 0233 23.6288

66500  In�ision o� iris Covered N 1 S 0231 4.2389

66505  In�ision o� iris Covered N 1 T 0255 10.1409

66600  Remove iris and lesion Covered N 1 T 0233 23.6288

66605  Removal o� iris Covered N 1 T 0673 42.0983

66625  Removal o� iris Covered N 1 T 0255 10.1409

66630  Removal o� iris Covered N 1 T 0255 10.1409

66635  Removal o� iris Covered N 1 T 0233 23.6288

66680  Re�air iris & �iliary body Covered N 1 T 0233 23.6288

66682  Re�air iris & �iliary body Covered N 1 T 0233 23.6288

66700  Destru�#on �iliary body Covered N 1 T 0255 10.1409

66710  Ciliary transsleral thera�y Covered N 1 T 0240 20.6904

66711  Ciliary endos�o�i� abla#on Covered N 1 T 0233 23.6288

66720  Destru�#on �iliary body Covered N 1 T 0240 20.6904

66740  Destru�#on �iliary body Covered N 1 T 0240 20.6904

66761  Revision o� iris Covered N 1 T 0247 5.9810

66762  Revision o� iris Covered N 1 T 0247 5.9810

66770  Removal o� inner eye lesion Covered N 1 T 0247 5.9810

66820  In�ision se�ondary �atara�t Covered N 1 S 0231 4.2389

66821  A�er �atara�t laser surgery Covered N 1 T 0247 5.9810

66825  Re�osi#on intrao�ular lens Covered N 1 T 0233 23.6288

66830  Removal o� lens lesion Covered N 1 T 0233 23.6288

66840  Removal o� lens material Covered N 1 T 0233 23.6288

66850  Removal o� lens material Covered N 1 T 0233 23.6288

66852  Removal o� lens material Covered N 1 T 0673 42.0983
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66920  Extra�#on o� lens Covered N 1 T 0233 23.6288

66930  Extra�#on o� lens Covered N 1 T 0233 23.6288

66940  Extra�#on o� lens Covered N 1 T 0255 10.1409

66982  Catara�t surgery �om�lex Covered N T 0233 23.6288

66983  Catara�t surg w/iol 1 stage Covered N 1 T 0233 23.6288

66984  Catara�t surg w/iol 1 stage Covered N 1 T 0233 23.6288

66985  Insert lens �rosthesis Covered N 1 T 0233 23.6288

66986  Ex�hange lens �rosthesis Covered N 1 T 0233 23.6288

66990  O�hthalmi� endos�o�e add-on Not Covered N

66999  Eye surgery �ro�edure Covered N 1 T 0255 10.1409

67005  Par#al removal o� eye fluid Covered N 1 T 0233 23.6288

67010  Par#al removal o� eye fluid Covered N 1 T 0233 23.6288

67015  Release o� eye fluid Covered N 1 T 0233 23.6288

67025  Re�la�e eye fluid Covered N 1 T 0233 23.6288

67027  Im�lant eye drug system Covered N 1 T 0673 42.0983

67028  In2e�#on eye drug Covered N 1 S 0231 4.2389

67030  In�ise inner eye strands Covered N 1 T 0233 23.6288

67031  Laser surgery eye strands Covered N 1 T 0247 5.9810

67036  Removal o� inner eye fluid Covered N 1 T 0673 42.0983

67039  Laser treatment o� re#na Covered N 1 T 0673 42.0983

67040  Laser treatment o� re#na Covered N 1 T 0673 42.0983

67041  Vit �or ma�ular �u�ker Covered N 1 T 0673 42.0983

67042  Vit �or ma�ular hole Covered N 1 T 0673 42.0983

67043  Vit �or membrane disse�t Covered N 1 T 0673 42.0983

67101  Re�air deta�hed re#na Covered N 1 T 0233 23.6288

67105  Re�air deta�hed re#na Covered N 1 T 0247 5.9810

67107  Re�air deta�hed re#na Covered N 1 T 0673 42.0983

67108  Re�air deta�hed re#na Covered N 1 T 0673 42.0983

67110  Re�air deta�hed re#na Covered N 1 T 0233 23.6288

67112  Rere�air deta�hed re#na Covered N 1 T 0673 42.0983

67113  Re�air re#nal deta�h ��lx Covered N 1 T 0673 42.0983

67115  Release en�ir�ling material Covered N 1 T 0233 23.6288

67120  Remove eye im�lant material Covered N 1 T 0233 23.6288

67121  Remove eye im�lant material Covered N 1 T 0673 42.0983

67141  Treatment o� re#na Covered N 1 T 0238 4.0224

67145  Treatment o� re#na Covered N 1 T 0247 5.9810

67208  Treatment o� re#nal lesion Covered N 1 T 0238 4.0224

67210  Treatment o� re#nal lesion Covered N 1 T 0247 5.9810

67218  Treatment o� re#nal lesion Covered N 1 T 0240 20.6904

67220  Treatment o� �horoid lesion Covered N 1 T 0247 5.9810

67221  O�ular �hotodynami� ther Covered N 1 T 0247 5.9810

67225  Eye �hotodynami� ther add-on Covered N N
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67227  Treatment o� re#nal lesion Covered N 1 T 0242 35.9699

67228  Treatment o� re#nal lesion Covered N 1 T 0247 5.9810

67229  Tr re#nal les �reterm in� Covered N 1 T 0247 5.9810

67250  Rein�or�e eye wall Covered N 1 T 0240 20.6904

67255  Rein�or�e/gra� eye wall Covered N 1 T 0233 23.6288

67299  Eye surgery �ro�edure Covered N 1 T 0255 10.1409

67311  Revise eye mus�le Covered N 1 T 0240 20.6904

67312  Revise two eye mus�les Covered N 1 T 0240 20.6904

67314  Revise eye mus�le Covered N 1 T 0240 20.6904

67316  Revise two eye mus�les Covered N 1 T 0240 20.6904

67318  Revise eye mus�le(s) Covered N 1 T 0240 20.6904

67320  Revise eye mus�le(s) add-on Covered N 1 N

67331  Eye surgery �ollow-u� add-on Covered N 1 N

67332  Rerevise eye mus�les add-on Covered N 1 N

67334  Revise eye mus�le w/suture Covered N 1 N

67335  Eye suture during surgery Covered N 1 N

67340  Revise eye mus�le add-on Covered N 1 N

67343  Release eye #ssue Covered N 1 T 0240 20.6904

67345  Destroy nerve o� eye mus�le Covered N 1 T 0238 4.0224

67346  Bio�sy eye mus�le Covered N 1 T 0240 20.6904

67399  Unlisted �x extrao�ular mus� Covered N 1 T 0240 20.6904

67400  Ex�lore/bio�sy eye so�ket Covered N 1 T 0242 35.9699

67405  Ex�lore/drain eye so�ket Covered N 1 T 0240 20.6904

67412  Ex�lore/treat eye so�ket Covered N 1 T 0240 20.6904

67413  Ex�lore/treat eye so�ket Covered N 1 T 0240 20.6904

67414  Ex�lr/de�om�ress eye so�ket Covered N 1 T 0242 35.9699

67415  As�ira#on orbital �ontents Covered N 1 T 0240 20.6904

67420  Ex�lore/treat eye so�ket Covered N 1 T 0242 35.9699

67430  Ex�lore/treat eye so�ket Covered N 1 T 0242 35.9699

67440  Ex�lore/drain eye so�ket Covered N 1 T 0242 35.9699

67445  Ex�lr/de�om�ress eye so�ket Covered N 1 T 0242 35.9699

67450  Ex�lore/bio�sy eye so�ket Covered N 1 T 0242 35.9699

67500  In2e�t/treat eye so�ket Covered N 1 T 0238 4.0224

67505  In2e�t/treat eye so�ket Covered N 1 T 0238 4.0224

67515  In2e�t/treat eye so�ket Covered N 1 T 0238 4.0224

67550  Insert eye so�ket im�lant Covered N 1 T 0242 35.9699

67560  Revise eye so�ket im�lant Covered N 1 T 0240 20.6904

67570  De�om�ress o�#� nerve Covered N 1 T 0240 20.6904

67599  Orbit surgery �ro�edure Covered N 1 T 0238 4.0224

67700  Drainage o� eyelid abs�ess Covered N 1 T 0238 4.0224

67710  In�ision o� eyelid Covered N 1 T 0239 9.4598

67715  In�ision o� eyelid �old Covered N 1 T 0240 20.6904
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67800  Remove eyelid lesion Covered N 1 T 0238 4.0224

67801  Remove eyelid lesions Covered N 1 T 0239 9.4598

67805  Remove eyelid lesions Covered N 1 T 0238 4.0224

67808  Remove eyelid lesion(s) Covered N 1 T 0240 20.6904

67810  Bio�sy eyelid & lid margin Covered N 1 T 0238 4.0224

67820  Revise eyelashes Covered N 1 Q1 0698 1.3596

67825  Revise eyelashes Covered N 1 T 0238 4.0224

67830  Revise eyelashes Covered N 1 T 0239 9.4598

67835  Revise eyelashes Covered N 1 T 0240 20.6904

67840  Remove eyelid lesion Covered N 1 T 0239 9.4598

67850  Treat eyelid lesion Covered N 1 T 0239 9.4598

67875  Closure o� eyelid by suture Covered N 1 T 0239 9.4598

67880  Revision o� eyelid Covered N 1 T 0240 20.6904

67882  Revision o� eyelid Covered N 1 T 0240 20.6904

67900  Re�air brow de�e�t Covered N 1 T 0240 20.6904

67901  Re�air eyelid de�e�t Covered N 1 T 0240 20.6904

67902  Re�air eyelid de�e�t Covered N 1 T 0242 35.9699

67903  Re�air eyelid de�e�t Covered N 1 T 0240 20.6904

67904  Re�air eyelid de�e�t Covered N 1 T 0240 20.6904

67906  Re�air eyelid de�e�t Covered N 1 T 0240 20.6904

67908  Re�air eyelid de�e�t Covered N 1 T 0240 20.6904

67909  Revise eyelid de�e�t Covered N 1 T 0240 20.6904

67911  Revise eyelid de�e�t Covered N 1 T 0240 20.6904

67912  Corre�#on eyelid w/im�lant Covered N 2 T 0240 20.6904

67914  Re�air eyelid de�e�t Covered N 1 T 0240 20.6904

67915  Re�air eyelid de�e�t Covered N 1 T 0240 20.6904

67916  Re�air eyelid de�e�t Covered N 1 T 0240 20.6904

67917  Re�air eyelid de�e�t Covered N 1 T 0240 20.6904

67921  Re�air eyelid de�e�t Covered N 1 T 0240 20.6904

67922  Re�air eyelid de�e�t Covered N 1 T 0240 20.6904

67923  Re�air eyelid de�e�t Covered N 1 T 0240 20.6904

67924  Re�air eyelid de�e�t Covered N 1 T 0240 20.6904

67930  Re�air eyelid wound Covered N 1 T 0240 20.6904

67935  Re�air eyelid wound Covered N 1 T 0240 20.6904

67938  Remove eyelid �oreign body Covered N 1 T 0238 4.0224

67950  Revision o� eyelid Covered N 1 T 0240 20.6904

67961  Revision o� eyelid Covered N 1 T 0240 20.6904

67966  Revision o� eyelid Covered N 1 T 0240 20.6904

67971  Re�onstru�#on o� eyelid Covered N 1 T 0240 20.6904

67973  Re�onstru�#on o� eyelid Covered N 1 T 0240 20.6904

67974  Re�onstru�#on o� eyelid Covered N 1 T 0240 20.6904

67975  Re�onstru�#on o� eyelid Covered N 1 T 0240 20.6904
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67999  Revision o� eyelid Covered N 1 T 0238 4.0224

68020  In�ise/drain eyelid lining Covered N 1 T 0239 9.4598

68040  Treatment o� eyelid lesions Covered N 1 T 0238 4.0224

68100  Bio�sy o� eyelid lining Covered N 1 T 0239 9.4598

68110  Remove eyelid lining lesion Covered N 1 T 0240 20.6904

68115  Remove eyelid lining lesion Covered N 1 T 0240 20.6904

68130  Remove eyelid lining lesion Covered N 1 T 0240 20.6904

68135  Remove eyelid lining lesion Covered N 1 T 0240 20.6904

68200  Treat eyelid by in2e�#on Covered N 1 Q1 0698 1.3596

68320  Revise/gra� eyelid lining Covered N 1 T 0240 20.6904

68325  Revise/gra� eyelid lining Covered N 1 T 0242 35.9699

68326  Revise/gra� eyelid lining Covered N 1 T 0242 35.9699

68328  Revise/gra� eyelid lining Covered N 1 T 0240 20.6904

68330  Revise eyelid lining Covered N 1 T 0233 23.6288

68335  Revise/gra� eyelid lining Covered N 1 T 0242 35.9699

68340  Se�arate eyelid adhesions Covered N 1 T 0240 20.6904

68360  Revise eyelid lining Covered N 1 T 0242 35.9699

68362  Revise eyelid lining Covered N 1 T 0240 20.6904

68371  Harvest eye #ssue alogra� Covered N 1 T 0240 20.6904

68399  Eyelid lining surgery Covered N 1 T 0238 4.0224

68400  In�ise/drain tear gland Covered N 1 T 0239 9.4598

68420  In�ise/drain tear sa� Covered N 1 T 0239 9.4598

68440  In�ise tear du�t o�ening Covered N 1 T 0238 4.0224

68500  Removal o� tear gland Covered N 1 T 0242 35.9699

68505  Par#al removal tear gland Covered N 1 T 0240 20.6904

68510  Bio�sy o� tear gland Covered N 1 T 0240 20.6904

68520  Removal o� tear sa� Covered N 1 T 0242 35.9699

68525  Bio�sy o� tear sa� Covered N 1 T 0240 20.6904

68530  Clearan�e o� tear du�t Covered N 1 T 0238 4.0224

68540  Remove tear gland lesion Covered N 1 T 0240 20.6904

68550  Remove tear gland lesion Covered N 1 T 0242 35.9699

68700  Re�air tear du�ts Covered N 1 T 0240 20.6904

68705  Revise tear du�t o�ening Covered N 1 T 0238 4.0224

68720  Create tear sa� drain Covered N 1 T 0242 35.9699

68745  Create tear du�t drain Covered N 1 T 0242 35.9699

68750  Create tear du�t drain Covered N 1 T 0240 20.6904

68760  Close tear du�t o�ening Covered N 1 T 0238 4.0224

68761  Close tear du�t o�ening Covered N 2 T 0238 4.0224

68770  Close tear system fistula Covered N 1 T 0239 9.4598

68801  Dilate tear du�t o�ening Covered N 1 Q1 0698 1.3596

68810  Probe nasola�rimal du�t Covered N 1 T 0238 4.0224

68811  Probe nasola�rimal du�t Covered N 1 T 0240 20.6904
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68815  Probe nasola�rimal du�t Covered N 1 T 0240 20.6904

68816  Probe nl du�t w/balloon Covered N 1 T 0240 20.6904

68840  Ex�lore/irrigate tear du�ts Covered N 2 T 0238 4.0224

68850  In2e�#on �or tear sa� x-ray Covered N 1 N

68899  Tear du�t system surgery Covered N 1 T 0238 4.0224

69000  Drain external ear lesion Covered N 1 T 0006 2.1836

69005  Drain external ear lesion Covered N 1 T 0007 11.6749

69020  Drain outer ear �anal lesion Covered N 1 T 0006 2.1836

69090  Pier�e earlobes Not Covered E

69100  Bio�sy o� external ear Covered N 1 T 0251 4.8979

69105  Bio�sy o� external ear �anal Covered N 1 T 0253 17.0798

69110  Remove external ear �ar#al Covered N 1 T 0021 18.0849

69120  Removal o� external ear Covered N 1 T 0254 26.2386

69140  Remove ear �anal lesion(s) Covered N 1 T 0256 50.2882

69145  Remove ear �anal lesion(s) Covered N 1 T 0021 18.0849

69150  Extensive ear �anal surgery Covered N 1 T 0254 26.2386

69155  Extensive ear/ne�k surgery Covered N 1 C $1,273.21

69200  Clear outer ear �anal Covered N 2 Q1 0420 1.7762

69205  Clear outer ear �anal Covered N 2 T 0022 24.5953

69210  Remove im�a�ted ear wax uni Covered N 1 Q1 0340 0.7061

69220  Clean out mastoid �avity Covered N 1 Q1 0012 1.3279

69222  Clean out mastoid �avity Covered N 2 T 0252 8.7183

69300  Revise external ear Covered N 1 T 0254 26.2386

69310  Rebuild outer ear �anal Covered N 1 T 0256 50.2882

69320  Rebuild outer ear �anal Covered N 1 T 0256 50.2882

69399  Outer ear surgery �ro�edure Covered N 1 T 0250 1.7489

69420  In�ision o� eardrum Covered N 2 T 0251 4.8979

69421  In�ision o� eardrum Covered N 2 T 0253 17.0798

69424  Remove ven#la#ng tube Covered N 2 Q2 0253 17.0798

69433  Create eardrum o�ening Covered N 2 T 0251 4.8979

69436  Create eardrum o�ening Covered N 2 T 0253 17.0798

69440  Ex�lora#on o� middle ear Covered N 1 T 0256 50.2882

69450  Eardrum revision Covered N 1 T 0256 50.2882

69501  Iastoide�tomy Covered N 1 T 0256 50.2882

69502  Iastoide�tomy Covered N 1 T 0256 50.2882

69505  Remove mastoid stru�tures Covered N 1 T 0256 50.2882

69511  Extensive mastoid surgery Covered N 1 T 0256 50.2882

69530  Extensive mastoid surgery Covered N 1 T 0256 50.2882

69535  Remove �art o� tem�oral bone Covered N 1 C $2,145.24

69540  Remove ear lesion Covered N 2 T 0253 17.0798

69550  Remove ear lesion Covered N 1 T 0256 50.2882

69552  Remove ear lesion Covered N 1 T 0256 50.2882
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69554  Remove ear lesion Covered N 1 C $1,969.90

69601  Iastoid surgery revision Covered N 1 T 0256 50.2882

69602  Iastoid surgery revision Covered N 1 T 0256 50.2882

69603  Iastoid surgery revision Covered N 1 T 0256 50.2882

69604  Iastoid surgery revision Covered N 1 T 0256 50.2882

69605  Iastoid surgery revision Covered N 1 T 0256 50.2882

69610  Re�air o� eardrum Covered N 2 T 0254 26.2386

69620  Re�air o� eardrum Covered N 1 T 0254 26.2386

69631  Re�air eardrum stru�tures Covered N 1 T 0256 50.2882

69632  Rebuild eardrum stru�tures Covered N 1 T 0256 50.2882

69633  Rebuild eardrum stru�tures Covered N 1 T 0256 50.2882

69635  Re�air eardrum stru�tures Covered N 1 T 0256 50.2882

69636  Rebuild eardrum stru�tures Covered N 1 T 0256 50.2882

69637  Rebuild eardrum stru�tures Covered N 1 T 0256 50.2882

69641  Revise middle ear & mastoid Covered N 1 T 0256 50.2882

69642  Revise middle ear & mastoid Covered N 1 T 0256 50.2882

69643  Revise middle ear & mastoid Covered N 1 T 0256 50.2882

69644  Revise middle ear & mastoid Covered N 1 T 0256 50.2882

69645  Revise middle ear & mastoid Covered N 1 T 0256 50.2882

69646  Revise middle ear & mastoid Covered N 1 T 0256 50.2882

69650  Release middle ear bone Covered N 1 T 0256 50.2882

69660  Revise middle ear bone Covered N 1 T 0256 50.2882

69661  Revise middle ear bone Covered N 1 T 0256 50.2882

69662  Revise middle ear bone Covered N 1 T 0256 50.2882

69666  Re�air middle ear stru�tures Covered N 1 T 0254 26.2386

69667  Re�air middle ear stru�tures Covered N 1 T 0254 26.2386

69670  Remove mastoid air �ells Covered N 1 T 0256 50.2882

69676  Remove middle ear nerve Covered N 1 T 0254 26.2386

69700  Close mastoid fistula Covered N 1 T 0254 26.2386

69710  Im�lant/re�la�e hearing aid Covered N 1 E $1,159.66

69711  Remove/re�air hearing aid Covered N 1 Q2 0256 50.2882

69714  Im�lant tem�le bone w/s#mul Covered N J1 0425 137.8399

69715  Tem�le bne im�lnt w/s#mulat Covered N J1 0425 137.8399

69717  Tem�le bone im�lant revision Covered N 1 T 0047 45.3575

69718  Revise tem�le bone im�lant Covered N J1 0425 137.8399

69720  Release �a�ial nerve Covered N 1 T 0256 50.2882

69725  Release �a�ial nerve Covered N 1 T 0256 50.2882

69740  Re�air �a�ial nerve Covered N 1 T 0256 50.2882

69745  Re�air �a�ial nerve Covered N 1 T 0256 50.2882

69799  Iiddle ear surgery �ro�edure Covered N 1 T 0250 1.7489

69801  In�ise inner ear Covered N 1 T 0253 17.0798

69805  Ex�lore inner ear Covered N 1 T 0256 50.2882
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69806  Ex�lore inner ear Covered N 1 T 0256 50.2882

69820  Establish inner ear window Covered N 1 T 0256 50.2882

69840  Revise inner ear window Covered N 1 T 0256 50.2882

69905  Remove inner ear Covered N 1 T 0256 50.2882

69910  Remove inner ear & mastoid Covered N 1 T 0256 50.2882

69915  In�ise inner ear nerve Covered N 1 T 0256 50.2882

69930  Im�lant �o�hlear devi�e Covered N 1 J1 0259 400.6642

69949  Inner ear surgery �ro�edure Covered N 1 T 0250 1.7489

69950  In�ise inner ear nerve Covered N 1 C $1,527.76

69955  Release �a�ial nerve Covered N 1 T 0256 50.2882

69960  Release inner ear �anal Covered N 1 T 0256 50.2882

69970  Remove inner ear lesion Covered N 1 T 0256 50.2882

69979  Tem�oral bone surgery Covered N 1 T 0250 1.7489

69990  Ii�rosurgery add-on Covered N 1 N

70010  Contrast x-ray o� brain Covered N 1 Q2 0274 8.2817

70015  Contrast x-ray o� brain Covered N 1 Q2 0274 8.2817

70030  X-ray eye �or �oreign body Covered N 1 Q1 0260 0.8004

70100  X-ray exam o� 2aw <4views Covered N 1 Q1 0260 0.8004

70110  X-ray exam o� 2aw 4/> views Covered N 1 Q1 0261 1.2810

70120  X-ray exam o� mastoids Covered N 1 Q1 0260 0.8004

70130  X-ray exam o� mastoids Covered N 1 Q1 0261 1.2810

70134  X-ray exam o� middle ear Covered N 1 Q1 0261 1.2810

70140  X-ray exam o� �a�ial bones Covered N 1 Q1 0260 0.8004

70150  X-ray exam o� �a�ial bones Covered N 1 Q1 0261 1.2810

70160  X-ray exam o� nasal bones Covered N 1 Q1 0260 0.8004

70170  X-ray exam o� tear du�t Covered N 1 Q2 0263 4.5438

70190  X-ray exam o� eye so�kets Covered N 1 Q1 0261 1.2810

70200  X-ray exam o� eye so�kets Covered N 1 Q1 0261 1.2810

70210  X-ray exam o� sinuses Covered N 1 Q1 0260 0.8004

70220  X-ray exam o� sinuses Covered N 1 Q1 0261 1.2810

70240  X-ray exam �ituitary saddle Covered N 1 Q1 0260 0.8004

70250  X-ray exam o� skull Covered N 1 Q1 0261 1.2810

70260  X-ray exam o� skull Covered N 1 Q1 0261 1.2810

70300  X-ray exam o� teeth Covered N 1 Q1 0260 0.8004

70310  X-ray exam o� teeth Covered N 1 Q1 0261 1.2810

70320  Full mouth x-ray o� teeth Covered N 1 Q1 0260 0.8004

70328  X-ray exam o� 2aw 2oint Covered N 1 Q1 0260 0.8004

70330  X-ray exam o� 2aw 2oints Covered N 1 Q1 0260 0.8004

70332  X-ray exam o� 2aw 2oint Covered N 2 Q2 0275 4.5657

70336  Iagne#� image 2aw 2oint Covered H 2 Q3 0336 3.8614

70350  X-ray head �or orthodon#a Covered N 1 Q1 0260 0.8004

70355  Panorami� x-ray o� 2aws Covered N 1 Q1 0260 0.8004
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70360  X-ray exam o� ne�k Covered N 1 Q1 0260 0.8004

70370  Throat x-ray & fluoros�o�y Covered N 1 S 0272 2.1508

70371  S�ee�h evalua#on �om�lex Covered N 1 S 0272 2.1508

70373  Contrast x-ray o� larynx Covered N 1 Q2 0263 4.5438

70380  X-ray exam o� salivary gland Covered N 1 Q1 0260 0.8004

70390  X-ray exam o� salivary du�t Covered N 1 Q2 0263 4.5438

70450  Ct head/brain w/o dye Covered H 1 Q3 0332 1.6181

70460  Ct head/brain w/dye Covered H 1 Q3 0283 3.2481

70470  Ct head/brain w/o & w/dye Covered H 1 Q3 0333 3.6362

70480  Ct orbit/ear/�ossa w/o dye Covered H 1 Q3 0332 1.6181

70481  Ct orbit/ear/�ossa w/dye Covered H 1 Q3 0283 3.2481

70482  Ct orbit/ear/�ossa w/o&w/dye Covered H 1 Q3 0333 3.6362

70486  Ct maxillo�a�ial w/o dye Covered H 1 Q3 0332 1.6181

70487  Ct maxillo�a�ial w/dye Covered H 1 Q3 0283 3.2481

70488  Ct maxillo�a�ial w/o & w/dye Covered H 1 Q3 0333 3.6362

70490  Ct so� #ssue ne�k w/o dye Covered H 1 Q3 0332 1.6181

70491  Ct so� #ssue ne�k w/dye Covered H 1 Q3 0283 3.2481

70492  Ct s� tsue n�k w/o & w/dye Covered H 1 Q3 0333 3.6362

70496  Ct angiogra�hy head Covered H Q3 0662 3.8011

70498  Ct angiogra�hy ne�k Covered H 1 Q3 0662 3.8011

70540  Iri orbit/�a�e/ne�k w/o dye Covered H 1 Q3 0336 3.8614

70542  Iri orbit/�a�e/ne�k w/dye Covered H 1 Q3 0284 5.7574

70543  Iri orbt/�a�/n�k w/o &w/dye Covered H 1 Q3 0337 6.5129

70544  Ir angiogra�hy head w/o dye Covered H Q3 0336 3.8614

70545  Ir angiogra�hy head w/dye Covered H Q3 0284 5.7574

70546  Ir angiogra�h head w/o&w/dye Covered H 1 Q3 0337 6.5129

70547  Ir angiogra�hy ne�k w/o dye Covered H Q3 0336 3.8614

70548  Ir angiogra�hy ne�k w/dye Covered H Q3 0284 5.7574

70549  Ir angiogra�h ne�k w/o&w/dye Covered H Q3 0337 6.5129

70551  Iri brain stem w/o dye Covered H 1 Q3 0336 3.8614

70552  Iri brain stem w/dye Covered H 1 Q3 0284 5.7574

70553  Iri brain stem w/o & w/dye Covered H 1 Q3 0337 6.5129

70554  Fmri brain by te�h Covered N 1 Q3 0336 3.8614

70555  Fmri brain by �hys/�sy�h Covered N 1 S 0336 3.8614

70557  Iri brain w/o dye Covered N 1 S 0336 3.8614

70558  Iri brain w/dye Covered N 1 S 0284 5.7574

70559  Iri brain w/o & w/dye Covered N 1 S 0337 6.5129

71010  Chest x-ray 1 view �rontal Covered N 5 Q3 0260 0.8004

71015  Chest x-ray stereo �rontal Covered N 3 Q3 0260 0.8004

71020  Chest x-ray 2vw �rontal&latl Covered N 3 Q3 0260 0.8004

71021  Chest x-ray �rnt lat lordot� Covered N 1 Q1 0260 0.8004

71022  Chest x-ray �rnt lat oblique Covered N 1 Q1 0261 1.2810
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71023  Chest x-ray and fluoros�o�y Covered N 1 Q1 0261 1.2810

71030  Chest x-ray 4/> views Covered N 1 Q1 0261 1.2810

71034  Chest x-ray&fluoro 4/> views Covered N 1 S 0272 2.1508

71035  Chest x-ray s�e�ial views Covered N 2 Q1 0260 0.8004

71100  X-ray exam ribs uni 2 views Covered N 1 Q1 0260 0.8004

71101  X-ray exam unilat ribs/�hest Covered N 1 Q1 0261 1.2810

71110  X-ray exam ribs bil 3 views Covered N 1 Q1 0261 1.2810

71111  X-ray exam ribs/�hest4/> vws Covered N 1 Q1 0261 1.2810

71120  X-ray exam breastbone 2/>vws Covered N 1 Q1 0260 0.8004

71130  X-ray streno�lavi� 2t 3/>vws Covered N 1 Q1 0260 0.8004

71250  Ct thorax w/o dye Covered H 1 Q3 0332 1.6181

71260  Ct thorax w/dye Covered H 1 Q3 0283 3.2481

71270  Ct thorax w/o & w/dye Covered H 1 Q3 0333 3.6362

71275  Ct angiogra�hy �hest Covered H 1 Q3 0662 3.8011

71550  Iri �hest w/o dye Covered H 1 Q3 0336 3.8614

71551  Iri �hest w/dye Covered H Q3 0284 5.7574

71552  Iri �hest w/o & w/dye Covered H Q3 0337 6.5129

71555  Iri angio �hest w or w/o dye Not Covered B

72010  X-ray exam s�ine a�&lat Covered N 2 S 0272 2.1508

72020  X-ray exam o� s�ine 1 view Covered N 1 Q1 0260 0.8004

72040  X-ray exam ne�k s�ine 2-3 vw Covered N 1 Q1 0261 1.2810

72050  X-ray exam ne�k s�ine 4/5vws Covered N 1 Q1 0261 1.2810

72052  X-ray exam ne�k s�ine 6/>vws Covered N 1 Q1 0261 1.2810

72069  X-ray exam trunk s�ine stand Covered N 1 Q1 0260 0.8004

72070  X-ray exam thora� s�ine 2vws Covered N 1 Q1 0261 1.2810

72072  X-ray exam thora� s�ine 3vws Covered N 1 Q1 0261 1.2810

72074  X-ray exam thora� s�ine4/>vw Covered N 1 Q1 0261 1.2810

72080  X-ray exam trunk s�ine 2 vws Covered N 1 Q1 0260 0.8004

72090  X-ray exam s�loiosis ere�t Covered N 1 Q1 0261 1.2810

72100  X-ray exam l-s s�ine 2/3 vws Covered N 1 Q1 0261 1.2810

72110  X-ray exam l-2 s�ine 4/>vws Covered N 1 Q1 0261 1.2810

72114  X-ray exam l-s s�ine bending Covered N 1 Q1 0261 1.2810

72120  X-ray bend only l-s s�ine Covered N 1 Q1 0261 1.2810

72125  Ct ne�k s�ine w/o dye Covered H 1 Q3 0332 1.6181

72126  Ct ne�k s�ine w/dye Covered H 1 Q3 0283 3.2481

72127  Ct ne�k s�ine w/o & w/dye Covered H 1 Q3 0333 3.6362

72128  Ct �hest s�ine w/o dye Covered H 1 Q3 0332 1.6181

72129  Ct �hest s�ine w/dye Covered H 1 Q3 0283 3.2481

72130  Ct �hest s�ine w/o & w/dye Covered H 1 Q3 0333 3.6362

72131  Ct lumbar s�ine w/o dye Covered H 1 Q3 0332 1.6181

72132  Ct lumbar s�ine w/dye Covered H 1 Q3 0283 3.2481

72133  Ct lumbar s�ine w/o & w/dye Covered H 1 Q3 0333 3.6362
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72141  Iri ne�k s�ine w/o dye Covered H 1 Q3 0336 3.8614

72142  Iri ne�k s�ine w/dye Covered H 1 Q3 0284 5.7574

72146  Iri �hest s�ine w/o dye Covered H 1 Q3 0336 3.8614

72147  Iri �hest s�ine w/dye Covered H 1 Q3 0284 5.7574

72148  Iri lumbar s�ine w/o dye Covered H 1 Q3 0336 3.8614

72149  Iri lumbar s�ine w/dye Covered H 1 Q3 0284 5.7574

72156  Iri ne�k s�ine w/o & w/dye Covered H 1 Q3 0337 6.5129

72157  Iri �hest s�ine w/o & w/dye Covered H 1 Q3 0337 6.5129

72158  Iri lumbar s�ine w/o & w/dye Covered H 1 Q3 0337 6.5129

72159  Ir angio s�ine w/o&w/dye Not Covered B

72170  X-ray exam o� �elvis Covered N 1 Q1 0261 1.2810

72190  X-ray exam o� �elvis Covered N 1 Q1 0261 1.2810

72191  Ct angiogra�h �elv w/o&w/dye Covered H 1 Q3 0662 3.8011

72192  Ct �elvis w/o dye Covered H 1 Q3 0332 1.6181

72193  Ct �elvis w/dye Covered H 1 Q3 0283 3.2481

72194  Ct �elvis w/o & w/dye Covered H 1 Q3 0333 3.6362

72195  Iri �elvis w/o dye Covered H Q3 0336 3.8614

72196  Iri �elvis w/dye Covered H 1 Q3 0284 5.7574

72197  Iri �elvis w/o & w/dye Covered H 1 Q3 0337 6.5129

72198  Ir angio �elvis w/o & w/dye Not Covered B

72200  X-ray exam si 2oints Covered N 1 Q1 0260 0.8004

72202  X-ray exam si 2oints 3/> vws Covered N 1 Q1 0261 1.2810

72220  X-ray exam sa�rum tailbone Covered N 1 Q1 0260 0.8004

72240  Iyelogra�hy ne�k s�ine Covered N 1 Q2 0274 8.2817

72255  Iyelogra�hy thora�i� s�ine Covered N 1 Q2 0274 8.2817

72265  Iyelogra�hy l-s s�ine Covered N 1 Q2 0274 8.2817

72270  Iyelog�hy 2/> s�ine regions Covered N 1 Q2 0274 8.2817

72275  E�idurogra�hy Covered N 1 N

72285  Dis�ogra�hy �erv/thor s�ine Covered N 1 Q2 0388 44.9321

72295  X-ray o� lower s�ine disk Covered N 1 Q2 0388 44.9321

73000  X-ray exam o� �ollar bone Covered N 2 Q1 0260 0.8004

73010  X-ray exam o� shoulder blade Covered N 2 Q1 0260 0.8004

73020  X-ray exam o� shoulder Covered N 2 Q1 0260 0.8004

73030  X-ray exam o� shoulder Covered N 2 Q1 0261 1.2810

73040  Contrast x-ray o� shoulder Covered N 1 Q2 0275 4.5657

73050  X-ray exam o� shoulders Covered N 1 Q1 0261 1.2810

73060  X-ray exam o� humerus Covered N 2 Q1 0260 0.8004

73070  X-ray exam o� elbow Covered N 2 Q1 0260 0.8004

73080  X-ray exam o� elbow Covered N 2 Q1 0260 0.8004

73085  Contrast x-ray o� elbow Covered N 1 Q2 0275 4.5657

73090  X-ray exam o� �orearm Covered N 2 Q1 0260 0.8004

73092  X-ray exam o� arm in�ant Covered N 2 Q1 0261 1.2810
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73100  X-ray exam o� wrist Covered N 3 Q1 0260 0.8004

73110  X-ray exam o� wrist Covered N 2 Q1 0260 0.8004

73115  Contrast x-ray o� wrist Covered N 2 Q2 0275 4.5657

73120  X-ray exam o� hand Covered N 2 Q1 0261 1.2810

73130  X-ray exam o� hand Covered N 2 Q1 0260 0.8004

73140  X-ray exam o� finger(s) Covered N 2 Q1 0260 0.8004

73200  Ct u��er extremity w/o dye Covered H 1 Q3 0332 1.6181

73201  Ct u��er extremity w/dye Covered H 1 Q3 0283 3.2481

73202  Ct u��r extremity w/o&w/dye Covered H 1 Q3 0333 3.6362

73206  Ct angio u�r extrm w/o&w/dye Covered H Q3 0662 3.8011

73218  Iri u��er extremity w/o dye Covered H Q3 0336 3.8614

73219  Iri u��er extremity w/dye Covered H Q3 0284 5.7574

73220  Iri u��r extremity w/o&w/dye Covered H 2 Q3 0337 6.5129

73221  Iri 2oint u�r extrem w/o dye Covered H 2 Q3 0336 3.8614

73222  Iri 2oint u�r extrem w/dye Covered H Q3 0284 5.7574

73223  Iri 2oint u�r extr w/o&w/dye Covered H 2 Q3 0337 6.5129

73225  Ir angio u�r extr w/o&w/dye Not Covered B

73500  X-ray exam o� hi� Covered N 2 Q1 0260 0.8004

73510  X-ray exam o� hi� Covered N 2 Q1 0260 0.8004

73520  X-ray exam o� hi�s Covered N 1 Q1 0261 1.2810

73525  Contrast x-ray o� hi� Covered N 1 Q2 0275 4.5657

73530  X-ray exam o� hi� Covered N 1 N

73540  X-ray exam o� �elvis & hi�s Covered N 1 Q1 0260 0.8004

73550  X-ray exam o� thigh Covered N 2 Q1 0260 0.8004

73560  X-ray exam o� knee 1 or 2 Covered N 3 Q1 0260 0.8004

73562  X-ray exam o� knee 3 Covered N 2 Q1 0261 1.2810

73564  X-ray exam knee 4 or more Covered N 2 Q1 0261 1.2810

73565  X-ray exam o� knees Covered N 1 Q1 0260 0.8004

73580  Contrast x-ray o� knee 2oint Covered N 1 Q2 0275 4.5657

73590  X-ray exam o� lower leg Covered N 2 Q1 0260 0.8004

73592  X-ray exam o� leg in�ant Covered N 2 Q1 0261 1.2810

73600  X-ray exam o� ankle Covered N 2 Q1 0261 1.2810

73610  X-ray exam o� ankle Covered N 2 Q1 0261 1.2810

73615  Contrast x-ray o� ankle Covered N 1 Q2 0275 4.5657

73620  X-ray exam o� �oot Covered N 3 Q1 0260 0.8004

73630  X-ray exam o� �oot Covered N 3 Q1 0260 0.8004

73650  X-ray exam o� heel Covered N 2 Q1 0260 0.8004

73660  X-ray exam o� toe(s) Covered N 2 Q1 0260 0.8004

73700  Ct lower extremity w/o dye Covered H 1 Q3 0332 1.6181

73701  Ct lower extremity w/dye Covered H 1 Q3 0283 3.2481

73702  Ct lwr extremity w/o&w/dye Covered H 1 Q3 0333 3.6362

73706  Ct angio lwr extr w/o&w/dye Covered H 2 Q3 0662 3.8011
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73718  Iri lower extremity w/o dye Covered H 2 Q3 0336 3.8614

73719  Iri lower extremity w/dye Covered H Q3 0284 5.7574

73720  Iri lwr extremity w/o&w/dye Covered H 2 Q3 0337 6.5129

73721  Iri 2nt o� lwr extre w/o dye Covered H 2 Q3 0336 3.8614

73722  Iri 2oint o� lwr extr w/dye Covered H Q3 0284 5.7574

73723  Iri 2oint lwr extr w/o&w/dye Covered H 4 Q3 0337 6.5129

73725  Ir ang lwr ext w or w/o dye Not Covered B

74000  X-ray exam o� abdomen Covered N 2 Q1 0260 0.8004

74010  X-ray exam o� abdomen Covered N 2 Q1 0260 0.8004

74020  X-ray exam o� abdomen Covered N 2 Q1 0261 1.2810

74022  X-ray exam series abdomen Covered N 2 Q1 0261 1.2810

74150  Ct abdomen w/o dye Covered H 1 Q3 0332 1.6181

74160  Ct abdomen w/dye Covered H 1 Q3 0283 3.2481

74170  Ct abdomen w/o & w/dye Covered H 1 Q3 0333 3.6362

74174  Ct angio abd&�elv w/o&w/dye Covered H 1 S 0334 5.0634

74175  Ct angio abdom w/o & w/dye Covered H 1 Q3 0662 3.8011

74176  Ct abd & �elvis w/o �ontrast Covered H 1 Q3 0331 3.1933

74177  Ct abd & �elv w/�ontrast Covered H 1 Q3 0334 5.0634

74178  Ct abd & �elv 1/> regns Covered H 1 Q3 0334 5.0634

74181  Iri abdomen w/o dye Covered H 1 Q3 0336 3.8614

74182  Iri abdomen w/dye Covered H 1 Q3 0284 5.7574

74183  Iri abdomen w/o & w/dye Covered H 1 Q3 0337 6.5129

74185  Iri angio abdom w orw/o dye Not Covered B

74190  X-ray exam o� �eritoneum Covered N 1 Q2 0263 4.5438

74210  Contrst x-ray exam o� throat Covered N 1 S 0276 1.3710

74220  Contrast x-ray eso�hagus Covered N 1 S 0276 1.3710

74230  Cine/vid x-ray throat/eso�h Covered N 1 S 0276 1.3710

74235  Remove eso�hagus obstru�#on Covered N 1 N

74240  X-ray u��er gi delay w/o kub Covered N 1 S 0277 2.0357

74241  X-rayu��er gi delay w/kub Covered N 1 S 0277 2.0357

74245  X-ray u��er gi&small intest Covered N 1 S 0277 2.0357

74246  Contrst x-ray u��r gi tra�t Covered N 1 S 0277 2.0357

74247  Contrst x-ray u��r gi tra�t Covered N 1 S 0277 2.0357

74249  Contrst x-ray u��r gi tra�t Covered N 1 S 0277 2.0357

74250  X-ray exam o� small bowel Covered N 1 S 0276 1.3710

74251  X-ray exam o� small bowel Covered N 1 S 0277 2.0357

74260  X-ray exam o� small bowel Covered N 1 S 0276 1.3710

74261  Ct �olonogra�hy dx Not Covered Q3 0332 1.6181

74262  Ct �olonogra�hy dx w/dye Not Covered Q3 0283 3.2481

74263  Ct �olonogra�hy s�reening Not Covered E

74270  Contrast x-ray exam o� �olon Covered N 1 S 0277 2.0357

74280  Contrast x-ray exam o� �olon Covered N 1 S 0277 2.0357
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74283  Contrast x-ray exam o� �olon Covered N 1 S 0277 2.0357

74290  Contrast x-ray gallbladder Covered N 1 S 0276 1.3710

74300  X-ray bile du�ts/�an�reas Covered N 1 N

74301  X-rays at surgery add-on Covered N 1 N

74305  X-ray bile du�ts/�an�reas Covered N 1 Q2 0263 4.5438

74320  Contrast x-ray o� bile du�ts Covered N 1 Q2 0317 10.9636

74327  X-ray bile stone removal Covered N 1 N

74328  X-ray bile du�t endos�o�y Covered N 1 N

74329  X-ray �or �an�reas endos�o�y Covered N 1 N

74330  X-ray bile/�an� endos�o�y Covered N 1 N

74340  X-ray guide �or gi tube Covered N 1 N

74355  X-ray guide intes#nal tube Covered N 1 N

74360  X-ray guide gi dila#on Covered N 1 N

74363  X-ray bile du�t dila#on Covered N 1 N

74400  Contrst x-ray urinary tra�t Covered N 1 S 0278 3.5761

74410  Contrst x-ray urinary tra�t Covered N 1 S 0278 3.5761

74415  Contrst x-ray urinary tra�t Covered N 1 S 0278 3.5761

74420  Contrst x-ray urinary tra�t Covered N 1 S 0278 3.5761

74425  Contrst x-ray urinary tra�t Covered N 1 Q2 0278 3.5761

74430  Contrast x-ray bladder Covered N 1 Q2 0278 3.5761

74440  X-ray male genital tra�t Covered N 1 Q2 0278 3.5761

74445  X-ray exam o� �enis Covered N 1 Q2 0278 3.5761

74450  X-ray urethra/bladder Covered N 1 Q2 0278 3.5761

74455  X-ray urethra/bladder Covered N 1 Q2 0278 3.5761

74470  X-ray exam o� kidney lesion Covered N 1 Q2 0317 10.9636

74475  X-ray �ontrol �ath insert Covered N 1 Q2 0161 16.5418

74480  X-ray �ontrol �ath insert Covered N 1 Q2 0161 16.5418

74485  X-ray guide gu dila#on Covered N 1 Q2 0161 16.5418

74710  X-ray measurement o� �elvis Covered N 1 Q1 0261 1.2810

74740  X-ray �emale genital tra�t Covered N 1 Q2 0263 4.5438

74742  X-ray �allo�ian tube Covered N 1 N

74775  X-ray exam o� �erineum Covered N 1 S 0278 3.5761

75557  Cardia� mri �or mor�h Covered H 1 Q3 0336 3.8614

75559  Cardia� mri w/stress img Covered H 1 Q3 0336 3.8614

75561  Cardia� mri �or mor�h w/dye Covered H 1 Q3 0337 6.5129

75563  Card mri w/stress img & dye Covered H 1 Q3 0377 15.3768

75565  Card mri velo� flow ma��ing Covered H N

75571  Ct hrt w/o dye w/�a test Not Covered Q1 0450 0.3942

75572  Ct hrt w/3d image Covered H S 0383 2.9128

75573  Ct hrt w/3d image �ongen Covered H S 0383 2.9128

75574  Ct angio hrt w/3d image Covered H S 0383 2.9128

75600  Contrast exam thora�i� aorta Covered N 1 Q2 0279 34.5196
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75605  Contrast exam thora�i� aorta Covered N 1 Q2 0279 34.5196

75625  Contrast exam abdominl aorta Covered N 1 Q2 0279 34.5196

75630  X-ray aorta leg arteries Covered N 1 Q2 0279 34.5196

75635  Ct angio abdominal arteries Covered H 1 Q2 0662 3.8011

75658  Artery x-rays arm Covered N 1 Q2 0279 34.5196

75705  Artery x-rays s�ine Covered N 1 Q2 0280 71.7863

75710  Artery x-rays arm/leg Covered N 1 Q2 0279 34.5196

75716  Artery x-rays arms/legs Covered N 1 Q2 0279 34.5196

75726  Artery x-rays abdomen Covered N 1 Q2 0280 71.7863

75731  Artery x-rays adrenal gland Covered N 1 Q2 0279 34.5196

75733  Artery x-rays adrenals Covered N 1 Q2 0279 34.5196

75736  Artery x-rays �elvis Covered N 1 Q2 0279 34.5196

75741  Artery x-rays lung Covered N 1 Q2 0279 34.5196

75743  Artery x-rays lungs Covered N 1 Q2 0279 34.5196

75746  Artery x-rays lung Covered N 1 Q2 0668 11.1566

75756  Artery x-rays �hest Covered N 1 Q2 0668 11.1566

75774  Artery x-ray ea�h vessel Covered N 3 N

75791  Av dialysis shunt imaging Covered N 1 Q2 0668 11.1566

75801  Lym�h vessel x-ray arm/leg Covered N 1 Q2 0263 4.5438

75803  Lym�h vessel x-ray arms/legs Covered N 1 Q2 0317 10.9636

75805  Lym�h vessel x-ray trunk Covered N 1 Q2 0317 10.9636

75807  Lym�h vessel x-ray trunk Covered N 1 Q2 0317 10.9636

75809  Nonvas�ular shunt x-ray Covered N 1 Q2 0261 1.2810

75810  Vein x-ray s�leen/liver Covered N 1 Q2 0279 34.5196

75820  Vein x-ray arm/leg Covered N 1 Q2 0668 11.1566

75822  Vein x-ray arms/legs Covered N 1 Q2 0317 10.9636

75825  Vein x-ray trunk Covered N 1 Q2 0279 34.5196

75827  Vein x-ray �hest Covered N 1 Q2 0668 11.1566

75831  Vein x-ray kidney Covered N 1 Q2 0279 34.5196

75833  Vein x-ray kidneys Covered N 1 Q2 0279 34.5196

75840  Vein x-ray adrenal gland Covered N 1 Q2 0279 34.5196

75842  Vein x-ray adrenal glands Covered N 1 Q2 0279 34.5196

75860  Vein x-ray ne�k Covered N 1 Q2 0668 11.1566

75870  Vein x-ray skull Covered N 1 Q2 0263 4.5438

75872  Vein x-ray skull e�idural Covered N 1 Q2 0668 11.1566

75880  Vein x-ray eye so�ket Covered N 1 Q2 0668 11.1566

75885  Vein x-ray liver w/hemodynam Covered N 1 Q2 0279 34.5196

75887  Vein x-ray liver w/o hemodyn Covered N 1 Q2 0668 11.1566

75889  Vein x-ray liver w/hemodynam Covered N 1 Q2 0279 34.5196

75891  Vein x-ray liver Covered N 1 Q2 0279 34.5196

75893  Venous sam�ling by �atheter Covered N 1 Q2 0279 34.5196

75894  X-rays trans�ath thera�y Covered N 1 N
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75896  X-rays trans�ath thera�y Covered N 1 N

75898  Follow-u� angiogra�hy Covered N 1 Q1 0668 11.1566

75901  Remove �va devi�e obstru�t Covered N 1 N

75902  Remove �va lumen obstru�t Covered N 1 N

75945  Intravas�ular us Covered N 1 Q2 0267 2.5565

75946  Intravas�ular us add-on Covered N N

75952  Endovas� re�air abdom aorta Covered N C $216.16

75953  Abdom aneurysm endovas r�r Covered N C $84.00

75954  Ilia� aneurysm endovas r�r Covered N 1 C $107.69

75956  Xray endovas� thor ao re�r Covered N 1 C $368.83

75957  Xray endovas� thor ao re�r Covered N 1 C $289.12

75958  Xray �la�e �rox ext thor ao Covered N 1 C $191.42

75959  Xray �la�e dist ext thor ao Covered N 1 C $168.92

75962  Re�air arterial blo�kage Covered N 1 N

75964  Re�air artery blo�kage ea�h Covered N 2 N

75966  Re�air arterial blo�kage Covered N 1 N

75968  Re�air artery blo�kage ea�h Covered N 2 N

75970  Vas�ular bio�sy Covered N 1 N

75978  Re�air venous blo�kage Covered N 1 Q2 0093 33.7207

75980  Contrast xray exam bile du�t Covered N 1 N

75982  Contrast xray exam bile du�t Covered N 1 N

75984  Xray �ontrol �atheter �hange Covered N 2 N

75989  Abs�ess drainage under x-ray Covered N 1 N

76000  Fluoros�o�e examina#on Covered N 1 S 0272 2.1508

76001  Fluoros�o�e exam extensive Covered N 1 N

76010  X-ray nose to re�tum Covered N 1 Q1 0260 0.8004

76080  X-ray exam o� fistula Covered N 1 Q2 0263 4.5438

76098  X-ray exam breast s�e�imen Covered N 2 Q2 0263 4.5438

76100  X-ray exam o� body se�#on Covered N 1 Q1 0261 1.2810

76101  Com�lex body se�#on x-ray Covered N 1 S 0263 4.5438

76102  Com�lex body se�#on x-rays Covered N 1 S 0263 4.5438

76120  Cine/video x-rays Covered N 1 S 0272 2.1508

76125  Cine/video x-rays add-on Covered N 1 N

76140  X-ray �onsulta#on Covered N 1 E $2.50

76376  3d render w/intr� �ost�ro�es Covered N 1 N

76377  3d render w/intr� �ost�ro�es Covered N 1 N

76380  Cat s�an �ollow-u� study Covered H 1 Q1 0260 0.8004

76390  Ir s�e�tros�o�y Covered N 1 E $379.93

76496  Fluoros�o�i� �ro�edure Covered N 1 S 0272 2.1508

76497  Ct �ro�edure Covered H 1 Q1 0260 0.8004

76498  Iri �ro�edure Covered H 1 S 0336 3.8614

76499  Radiogra�hi� �ro�edure Covered N Q1 0260 0.8004
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76506  E�ho exam o� head Covered N 1 S 0266 1.8181

76510  O�hth us b & quant a Covered N 2 Q1 0698 1.3596

76511  O�hth us quant a only Covered N 1 S 0266 1.8181

76512  O�hth us b w/non-quant a Covered N 1 S 0266 1.8181

76513  E�ho exam o� eye water bath Covered N 1 S 0266 1.8181

76514  E�ho exam o� eye thi�kness Covered N 1 Q1 0450 0.3942

76516  E�ho exam o� eye Covered N 1 Q1 0265 1.2362

76519  E�ho exam o� eye Covered N 1 Q1 0265 1.2362

76529  E�ho exam o� eye Covered N 1 S 0266 1.8181

76536  Us exam o� head and ne�k Covered N 1 S 0266 1.8181

76604  Us exam �hest Covered N 1 Q3 0266 1.8181

76641  Ultrasound breast �om�lete Covered N 1 Q1 0265 1.2362

76642  Ultrasound breast limited Covered N 1 Q1 0265 1.2362

76700  Us exam abdom �om�lete Covered N 1 Q3 0266 1.8181

76705  E�ho exam o� abdomen Covered N 1 Q3 0266 1.8181

76770  Us exam abdo ba�k wall �om� Covered N 1 Q3 0266 1.8181

76775  Us exam abdo ba�k wall lim Covered N 1 Q3 0266 1.8181

76776  Us exam k trans�l w/do��ler Covered N 1 Q3 0266 1.8181

76800  Us exam s�inal �anal Covered N 1 Q1 0265 1.2362

76801  Ob us < 14 wks single �etus Covered N 1 S 0266 1.8181

76802  Ob us < 14 wks addl �etus Covered N 1 N

76805  Ob us >/= 14 wks sngl �etus Covered N 1 S 0266 1.8181

76810  Ob us >/= 14 wks addl �etus Covered N 1 N

76811  Ob us detailed sngl �etus Covered N 1 S 0267 2.5565

76812  Ob us detailed addl �etus Covered N 1 N

76813  Ob us nu�hal meas 1 gest Covered N 1 S 0266 1.8181

76814  Ob us nu�hal meas add-on Covered N 1 N

76815  Ob us limited �etus(s) Covered N 1 S 0266 1.8181

76816  Ob us �ollow-u� �er �etus Covered N 2 Q1 0265 1.2362

76817  Transvaginal us obstetri� Covered N 1 S 0266 1.8181

76818  Fetal bio�hys �rofile w/nst Covered N 2 S 0266 1.8181

76819  Fetal bio�hys �rofil w/o nst Covered N 2 S 0266 1.8181

76820  Umbili�al artery e�ho Covered N 2 Q1 0265 1.2362

76821  Iiddle �erebral artery e�ho Covered N 2 Q1 0265 1.2362

76825  E�ho exam o� �etal heart Covered N 1 S 0269 5.6995

76826  E�ho exam o� �etal heart Covered N 1 S 0269 5.6995

76827  E�ho exam o� �etal heart Covered N 1 Q1 0265 1.2362

76828  E�ho exam o� �etal heart Covered N 1 Q1 0265 1.2362

76830  Transvaginal us non-ob Covered N 1 S 0266 1.8181

76831  E�ho exam uterus Covered N 1 Q3 0267 2.5565

76856  Us exam �elvi� �om�lete Covered N 1 Q3 0266 1.8181

76857  Us exam �elvi� limited Covered N 1 Q3 0265 1.2362
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76870  Us exam s�rotum Covered N 1 Q3 0266 1.8181

76872  Us transre�tal Covered N 1 S 0266 1.8181

76873  E�hogra� trans r �ros study Covered N 1 S 0267 2.5565

76881  Us xtr non-vas� �om�lete Covered N 1 S 0266 1.8181

76882  Us xtr non-vas� lmtd Covered N 1 Q1 0265 1.2362

76885  Us exam in�ant hi�s dynami� Covered N 1 Q1 0265 1.2362

76886  Us exam in�ant hi�s sta#� Covered N 1 Q1 0265 1.2362

76930  E�ho guide �ardio�entesis Covered N 1 N

76932  E�ho guide �or heart bio�sy Covered N 1 N

76936  E�ho guide �or artery re�air Covered N 1 S 0096 4.4459

76937  Us guide vas�ular a��ess Covered N 1 N

76940  Us guide #ssue abla#on Covered N 1 N

76941  E�ho guide �or trans�usion Covered N 1 N

76942  E�ho guide �or bio�sy Covered N 1 N

76945  E�ho guide villus sam�ling Covered N 1 N

76946  E�ho guide �or amnio�entesis Covered N 1 N

76948  E�ho guide ova as�ira#on Covered N 1 N

76965  E�ho guidan�e radiothera�y Covered N 1 N

76970  Ultrasound exam �ollow-u� Not Covered Q1 0265 1.2362

76975  Gi endos�o�i� ultrasound Covered N 1 Q2 0267 2.5565

76977  Us bone density measure Covered N 1 S 0340 0.7061

76998  Us guide intrao� Covered N 1 N

76999  E�ho examina#on �ro�edure Covered N Q1 0265 1.2362

77001  Fluoroguide �or vein devi�e Covered N 1 N

77002  Needle lo�aliza#on by xray Covered N 1 N

77003  Fluoroguide �or s�ine in2e�t Covered N 1 N

77011  Ct s�an �or lo�aliza#on Covered N 1 N

77012  Ct s�an �or needle bio�sy Covered N 1 N

77013  Ct guide �or #ssue abla#on Covered N 1 N

77014  Ct s�an �or thera�y guide Covered N 2 N

77021  Ir guidan�e �or needle �la�e Covered N N

77022  Iri �or #ssue abla#on Covered N N

77051  Com�uter dx mammogram add-on Covered N 1 A $12.05

77052  Com� s�reen mammogram add-on Covered N 1 A $12.05

77053  X-ray o� mammary du�t Covered N 1 Q2 0263 4.5438

77054  X-ray o� mammary du�ts Covered N 1 Q2 0263 4.5438

77055  Iammogram one breast Covered N 1 A $38.12

77056  Iammogram both breasts Covered N 1 A $47.87

77057  Iammogram s�reening Covered N 1 A $41.31

77058  Iri one breast Not Covered B

77059  Iri both breasts Not Covered B

77061  Breast tomosynthesis uni Covered N 1 E By Re�ort
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77062  Breast tomosynthesis bi Covered N 1 E By Re�ort

77063  Breast tomosynthesis bi Covered N 1 A $50.08

77071  X-ray stress view Covered N 1 Q1 0260 0.8004

77072  X-rays �or bone age Covered N 1 Q1 0261 1.2810

77073  X-rays bone length studies Covered N 1 Q1 0261 1.2810

77074  X-rays bone survey limited Covered N 1 Q1 0261 1.2810

77075  X-rays bone survey �om�lete Covered N 1 S 0272 2.1508

77076  X-rays bone survey in�ant Covered N 1 Q1 0261 1.2810

77077  Joint survey single view Covered N 1 Q1 0261 1.2810

77078  Ct bone density axial Covered N 1 S 0260 0.8004

77080  Dxa bone density axial Covered N 1 S 0261 1.2810

77081  Dxa bone density/�eri�heral Covered N 1 S 0260 0.8004

77084  Iagne#� image bone marrow Covered N 1 S 0336 3.8614

77085  Dxa bone density study Covered N 1 Q1 0261 1.2810

77086  Fra�ture assessment via dxa Covered N 1 Q1 0260 0.8004

77261  Radia#on thera�y �lanning Not Covered B

77262  Radia#on thera�y �lanning Not Covered B

77263  Radia#on thera�y �lanning Not Covered B

77280  Set radia#on thera�y field Covered N 1 S 0304 1.5257

77285  Set radia#on thera�y field Covered N 1 S 0305 4.2408

77290  Set radia#on thera�y field Covered N 1 S 0305 4.2408

77293  Res�irator mo#on mgmt simul Covered N N

77295  3-d radiothera�y �lan Covered N 1 S 0310 14.0014

77299  Radia#on thera�y �lanning Covered N 1 S 0304 1.5257

77300  Radia#on thera�y dose �lan Covered N 1 S 0304 1.5257

77301  Radiothera�y dose �lan imrt Covered N S 0310 14.0014

77306  Telethx isodose �lan sim�le Covered N 1 S 0304 1.5257

77307  Telethx isodose �lan ��lx Covered N 1 S 0304 1.5257

77316  Bra�hytx isodose �lan sim�le Covered N 1 S 0304 1.5257

77317  Bra�hytx isodose intermed Covered N 1 S 0305 4.2408

77318  Bra�hytx isodose �om�lex Covered N 1 S 0305 4.2408

77321  S�e�ial teletx �ort �lan Covered N 1 S 0305 4.2408

77331  S�e�ial radia#on dosimetry Covered N 1 S 0304 1.5257

77332  Radia#on treatment aid(s) Covered N 1 S 0303 2.9071

77333  Radia#on treatment aid(s) Covered N 1 S 0303 2.9071

77334  Radia#on treatment aid(s) Covered N 1 S 0303 2.9071

77336  Radia#on �hysi�s �onsult Covered N 1 S 0304 1.5257

77338  Design ml� devi�e �or imrt Covered N 1 S 0305 4.2408

77370  Radia#on �hysi�s �onsult Covered N 1 S 0304 1.5257

77371  Srs mul#sour�e Covered N 1 J1 0067 131.7086

77372  Srs linear based Covered N 1 J1 0067 131.7086

77373  Sbrt delivery Covered N 1 S 0066 25.6592
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77385  Ntsty modul rad tx dlvr sm�l Covered N 1 S 0412 6.8455

77386  Ntsty modul rad tx dlvr ��lx Covered N 1 S 0412 6.8455

77387  Guidan�e �or radia2 tx dlvr Covered N 1 N

77399  External radia#on dosimetry Covered N S 0304 1.5257

77401  Radia#on treatment delivery Covered N 1 S 0300 1.3500

77402  Radia#on treatment delivery Covered N 1 S 0300 1.3500

77407  Radia#on treatment delivery Covered N 1 S 0300 1.3500

77412  Radia#on treatment delivery Covered N 1 S 0301 2.6053

77417  Radiology �ort film(s) Covered N 1 N

77422  Neutron beam tx sim�le Covered N 1 S 0301 2.6053

77423  Neutron beam tx �om�lex Covered N 1 S 0301 2.6053

77424  Io rad tx delivery by x-ray Covered N 1 J1 0648 100.6339

77425  Io rad tx deliver by el�trns Covered N 1 J1 0648 100.6339

77427  Radia#on tx management x5 Not Covered B

77431  Radia#on thera�y management Not Covered B

77432  Stereota�#� radia#on trmt Not Covered B

77435  Sbrt management Covered N 1 N

77469  Io radia#on tx management Not Covered B

77470  S�e�ial radia#on treatment Covered N 1 S 0412 6.8455

77499  Radia#on thera�y management Not Covered B

77520  Proton trmt sim�le w/o �om� Covered N 1 S 0412 6.8455

77522  Proton trmt sim�le w/�om� Covered N S 0667 14.4577

77523  Proton trmt intermediate Covered N 1 S 0667 14.4577

77525  Proton treatment �om�lex Covered N 1 S 0667 14.4577

77600  Hy�erthermia treatment Covered N 1 S 0301 2.6053

77605  Hy�erthermia treatment Covered N 1 S 0412 6.8455

77610  Hy�erthermia treatment Covered N 1 S 0412 6.8455

77615  Hy�erthermia treatment Covered N 1 S 0412 6.8455

77620  Hy�erthermia treatment Covered N 1 S 0412 6.8455

77750  In�use radioa�#ve materials Covered N 1 S 0301 2.6053

77761  A��ly intr�av radiat sim�le Covered N 1 S 0312 5.3378

77762  A��ly intr�av radiat interm Covered N 1 S 0312 5.3378

77763  A��ly intr�av radiat �om�l Covered N 1 S 0312 5.3378

77776  A��ly inters#t radiat sim�l Covered N 1 S 0312 5.3378

77777  A��ly inters#t radiat inter Covered N 1 S 0312 5.3378

77778  A��ly inters#t radiat �om�l Covered N 1 Q3 0651 12.8413

77785  Hdr bra�hytx 1 �hannel Covered N 1 S 0313 9.8375

77786  Hdr bra�hytx 2-12 �hannel Covered N 1 S 0313 9.8375

77787  Hdr bra�hytx over 12 �han Covered N 1 S 0313 9.8375

77789  A��ly sur�a�e radia#on Covered N 1 S 0301 2.6053

77790  Radia#on handling Covered N 1 N

77799  Radium/radioisoto�e thera�y Covered N S 0312 5.3378
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78012  Thyroid u�take measurement Covered N 1 S 0389 2.5502

78013  Thyroid imaging w/blood flow Covered N 1 S 0390 2.5605

78014  Thyroid imaging w/blood flow Covered N 1 S 0391 3.8019

78015  Thyroid met imaging Covered N 1 S 0406 5.0871

78016  Thyroid met imaging/studies Covered N 1 S 0406 5.0871

78018  Thyroid met imaging body Covered N 1 S 0406 5.0871

78020  Thyroid met u�take Covered N 1 N

78070  Parathyroid �lanar imaging Covered N 1 S 0391 3.8019

78071  Parathyrd �lanar w/wo subtr2 Covered N 1 S 0406 5.0871

78072  Parathyrd �lanar w/s�e�t&�t Covered N 1 S 0406 5.0871

78075  Adrenal �ortex & medulla img Covered N 1 S 0408 16.0266

78099  Endo�rine nu�lear �ro�edure Covered N 1 S 0390 2.5605

78102  Bone marrow imaging ltd Covered N 1 S 0400 4.9830

78103  Bone marrow imaging mult Covered N 1 S 0400 4.9830

78104  Bone marrow imaging body Covered N 1 S 0400 4.9830

78110  Plasma volume single Covered N 1 S 0393 8.4693

78111  Plasma volume mul#�le Covered N 1 S 0393 8.4693

78120  Red �ell mass single Covered N 1 S 0393 8.4693

78121  Red �ell mass mul#�le Covered N 1 S 0393 8.4693

78122  Blood volume Covered N 1 S 0393 8.4693

78130  Red �ell survival study Covered N 1 S 0393 8.4693

78135  Red �ell survival kine#�s Covered N 1 S 0393 8.4693

78140  Red �ell sequestra#on Covered N 1 S 0393 8.4693

78185  S�leen imaging Covered N 1 S 0400 4.9830

78190  Platelet survival kine#�s Covered N 1 S 0392 3.7786

78191  Platelet survival Covered N 1 S 0392 3.7786

78195  Lym�h system imaging Covered N 1 S 0400 4.9830

78199  Blood/lym�h nu�lear exam Covered N S 0400 4.9830

78201  Liver imaging Covered N 1 S 0394 5.0295

78202  Liver imaging with flow Covered N 1 S 0394 5.0295

78205  Liver imaging (3d) Covered N 1 S 0394 5.0295

78206  Liver image (3d) with flow Covered N 1 S 0394 5.0295

78215  Liver and s�leen imaging Covered N 1 S 0394 5.0295

78216  Liver & s�leen image/flow Covered N 1 S 0394 5.0295

78226  He�atobiliary system imaging Covered N 1 S 0394 5.0295

78227  He�atobil syst image w/drug Covered N 1 S 0394 5.0295

78230  Salivary gland imaging Covered N 1 S 0395 4.4080

78231  Serial salivary imaging Covered N 1 S 0395 4.4080

78232  Salivary gland �un�#on exam Covered N 1 S 0395 4.4080

78258  Eso�hageal mo#lity study Covered N 1 S 0395 4.4080

78261  Gastri� mu�osa imaging Covered N 1 S 0395 4.4080

78262  Gastroeso�hageal reflux exam Covered N 1 S 0395 4.4080
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78264  Gastri� em�tying study Covered N 1 S 0395 4.4080

78267  Breath tst aKain/anal �-14 Covered N 1 A $10.27

78268  Breath test analysis �-14 Covered N 1 A $87.95

78270  Vit b-12 absor�#on exam Covered N 1 S 0392 3.7786

78271  Vit b-12 absr� exam int �a� Covered N 1 S 0392 3.7786

78272  Vit b-12 absor� �ombined Covered N 1 S 0392 3.7786

78278  A�ute gi blood loss imaging Covered N 1 S 0395 4.4080

78282  Gi �rotein loss exam Covered N 1 S 0395 4.4080

78290  Ie�kels divert exam Covered N 1 S 0395 4.4080

78291  Leveen/shunt �aten�y exam Covered N 1 S 0395 4.4080

78299  Gi nu�lear �ro�edure Covered N S 0395 4.4080

78300  Bone imaging limited area Covered N 1 S 0396 4.4802

78305  Bone imaging mul#�le areas Covered N 1 S 0396 4.4802

78306  Bone imaging whole body Covered N 1 S 0396 4.4802

78315  Bone imaging 3 �hase Covered N 1 S 0396 4.4802

78320  Bone imaging (3d) Covered N 1 S 0396 4.4802

78350  Bone mineral single �hoton Covered N 1 E $25.74

78351  Bone mineral dual �hoton Covered N 1 E $24.89

78399  Ius�uloskeletal nu�lear exam Covered N S 0396 4.4802

78414  Non-imaging heart �un�#on Covered N 1 S 0398 5.0364

78428  Cardia� shunt imaging Covered N 1 S 0398 5.0364

78445  Vas�ular flow imaging Covered N 1 S 0263 4.5438

78451  Ht mus�le image s�e�t sing Covered N 1 S 0377 15.3768

78452  Ht mus�le image s�e�t mult Covered N 1 S 0377 15.3768

78453  Ht mus�le image �lanar sing Covered N 1 S 0377 15.3768

78454  Ht mus� image �lanar mult Covered N 1 S 0377 15.3768

78456  A�ute venous thrombus image Covered N S 0317 10.9636

78457  Venous thrombosis imaging Covered N 1 S 0263 4.5438

78458  Ven thrombosis images bilat Covered N 1 S 0263 4.5438

78459  Heart mus�le imaging (�et) Covered H 1 S 0308 17.3409

78466  Heart in�ar�t image Covered N 1 S 0398 5.0364

78468  Heart in�ar�t image (e�) Covered N 1 S 0398 5.0364

78469  Heart in�ar�t image (3d) Covered N 1 S 0398 5.0364

78472  Gated heart �lanar single Covered N 1 S 0398 5.0364

78473  Gated heart mul#�le Covered N 1 S 0398 5.0364

78481  Heart first �ass single Covered N 1 S 0398 5.0364

78483  Heart first �ass mul#�le Covered N 1 S 0377 15.3768

78491  Heart image (�et) single Covered H 1 S 0308 17.3409

78492  Heart image (�et) mul#�le Covered H 1 S 0308 17.3409

78494  Heart image s�e�t Covered N 1 S 0398 5.0364

78496  Heart first �ass add-on Covered N 1 N

78499  Cardiovas�ular nu�lear exam Covered N 1 S 0398 5.0364
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78579  Lung ven#la#on imaging Covered N 1 S 0401 4.2588

78580  Lung �er�usion imaging Covered N 1 S 0401 4.2588

78582  Lung ven#lat&�er�us imaging Covered N 1 S 0378 5.9367

78597  Lung �er�usion differen#al Covered N 1 S 0401 4.2588

78598  Lung �er�&ven#lat di�erentl Covered N 1 S 0378 5.9367

78599  Res�iratory nu�lear exam Covered N 1 S 0401 4.2588

78600  Brain image < 4 views Covered N 1 S 0403 2.3871

78601  Brain image w/flow < 4 views Covered N 1 S 0402 7.5128

78605  Brain image 4+ views Covered N 1 S 0402 7.5128

78606  Brain image w/flow 4 + views Covered N 1 S 0402 7.5128

78607  Brain imaging (3d) Covered N 1 S 0408 16.0266

78608  Brain imaging (�et) Covered H 1 S 0308 17.3409

78609  Brain imaging (�et) Covered H 1 E By Re�ort

78610  Brain flow imaging only Covered N 1 S 0402 7.5128

78630  Cerebros�inal fluid s�an Covered N 1 S 0402 7.5128

78635  Cs� ventri�ulogra�hy Covered N 1 S 0402 7.5128

78645  Cs� shunt evalua#on Covered N 1 S 0402 7.5128

78647  Cerebros�inal fluid s�an Covered N 1 S 0402 7.5128

78650  Cs� leakage imaging Covered N 1 S 0402 7.5128

78660  Nu�lear exam o� tear flow Covered N 1 S 0403 2.3871

78699  Nervous system nu�lear exam Covered N 1 S 0403 2.3871

78700  Kidney imaging mor�hol Covered N 1 S 0404 5.6713

78701  Kidney imaging with flow Covered N 1 S 0404 5.6713

78707  K flow/�un�t image w/o drug Covered N 1 S 0404 5.6713

78708  K flow/�un�t image w/drug Covered N 1 S 0404 5.6713

78709  K flow/�un�t image mul#�le Covered N 1 S 0404 5.6713

78710  Kidney imaging (3d) Covered N 1 S 0404 5.6713

78725  Kidney �un�#on study Covered N 1 S 0392 3.7786

78730  Urinary bladder reten#on Covered N 1 N

78740  Ureteral reflux study Covered N 1 S 0404 5.6713

78761  Tes#�ular imaging w/flow Covered N 1 S 0404 5.6713

78799  Genitourinary nu�lear exam Covered N 1 S 0404 5.6713

78800  Tumor imaging limited area Covered N 1 S 0406 5.0871

78801  Tumor imaging mult areas Covered N 1 S 0406 5.0871

78802  Tumor imaging whole body Covered N 1 S 0414 9.5281

78803  Tumor imaging (3d) Covered N 1 S 0414 9.5281

78804  Tumor imaging whole body Covered N S 0408 16.0266

78805  Abs�ess imaging ltd area Covered N 1 S 0414 9.5281

78806  Abs�ess imaging whole body Covered N 1 S 0414 9.5281

78807  Nu�lear lo�aliza#on/abs�ess Covered N 1 S 0414 9.5281

78808  Iv in2 ra drug dx study Covered N 1 Q1 0392 3.7786

78811  Pet image ltd area Covered H 1 S 0308 17.3409
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78812  Pet image skull-thigh Covered H 1 S 0308 17.3409

78813  Pet image �ull body Covered H 1 S 0308 17.3409

78814  Pet image w/�t lmtd Covered H 1 S 0308 17.3409

78815  Pet image w/�t skull-thigh Covered H 1 S 0308 17.3409

78816  Pet image w/�t �ull body Covered H 1 S 0308 17.3409

78999  Nu�lear diagnos#� exam Covered N 1 S 0389 2.5502

79005  Nu�lear rx oral admin Covered N 1 S 0407 3.7336

79101  Nu�lear rx iv admin Covered N 1 S 0407 3.7336

79200  Nu�lear rx intra�av admin Covered N 1 S 0407 3.7336

79300  Nu�lr rx inters#t �olloid Covered N 1 S 0407 3.7336

79403  Hemato�oie#� nu�lear tx Covered N 1 S 0407 3.7336

79440  Nu�lear rx intra-ar#�ular Covered N 1 S 0407 3.7336

79445  Nu�lear rx intra-arterial Covered N 1 S 0407 3.7336

79999  Nu�lear medi�ine thera�y Covered N 1 S 0407 3.7336

80047  Ietaboli� �anel ionized �a Covered N 1 N

80048  Ietaboli� �anel total �a Covered N 1 N

80050  General health �anel Covered N E $51.39

80051  Ele�trolyte �anel Covered N 1 N

80053  Com�rehen metaboli� �anel Covered N N

80055  Obstetri� �anel Covered N E $26.61

80061  Li�id �anel Covered N 1 N

80069  Renal �un�#on �anel Covered N 1 N

80074  A�ute he�a##s �anel Covered N 1 N

80076  He�a#� �un�#on �anel Covered N 1 N

80150  Assay o� amika�in Covered N 1 N

80155 Drug assay �o��eine Covered N 1 A $18.47

80156  Assay �arbamaze�ine total Covered N 2 N

80157  Assay �arbamaze�ine �ree Covered N N

80158 Drug assay �y�los�orine Covered N 1 N

80159 Drug assay �loza�ine Covered N 1 A $24.15

80162  Assay o� digoxin total Covered N 1 N

80163  Assay o� digoxin �ree Covered N 1 N

80164  Assay di�ro�yla�e#� a�d tot Covered N 1 N

80165  Di�ro�yla�e#� a�id �ree Covered N 1 N

80168  Assay o� ethosuximide Covered N 2 N

80169 Drug assay everolimus Covered N 1 A $17.94

80170  Assay o� gentami�in Covered N 2 N

80171  Drug s�reen quant gaba�en#n Covered N 1 A $17.31

80173  Assay o� halo�eridol Covered N 2 N

80175  Drug s�reen quan lamotrigine Covered N 1 A $17.31

80176  Assay o� lido�aine Covered N 1 N

80177  Drug s�rn quan leve#ra�etam Covered N 1 A $17.31
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80178  Assay o� lithium Covered N 2 N

80180  Drug s�rn quan my�o�henolate Covered N 1 A $23.58

80183  Drug s�rn quant ox�arbaze�in Covered N 1 A $17.31

80184  Assay o� �henobarbital Covered N 1 N

80185  Assay o� �henytoin total Covered N 1 N

80186  Assay o� �henytoin �ree Covered N 2 N

80188  Assay o� �rimidone Covered N 1 N

80190  Assay o� �ro�ainamide Covered N 1 N

80192  Assay o� �ro�ainamide Covered N 1 N

80194  Assay o� quinidine Covered N 2 N

80195  Assay o� sirolimus Covered N 1 N

80197  Assay o� ta�rolimus Covered N N

80198  Assay o� theo�hylline Covered N 2 N

80199  Drug s�reen quant #agabine Covered N 1 A $23.59

80200  Assay o� tobramy�in Covered N 1 N

80201  Assay o� to�iramate Covered N 1 N

80202  Assay o� van�omy�in Covered N 2 N

80203  Drug s�reen quant zonisamide Covered N 1 A $17.31

80299  Quan#ta#ve assay drug Covered N 3 N

80300  Drug s�reen non tl� devi�es Not Covered B

80301  Drug s�reen �lass list a Not Covered B

80302  Drug s�reen �rsm�tv 1 �lass Not Covered B

80303  Drug s�reen one/mult �lass Not Covered B

80304  Drug s�reen one/mult �lass Not Covered B

80320  Drug s�reen quantal�ohols Not Covered B

80321  Al�ohols biomarkers 1or 2 Not Covered B

80322  Al�ohols biomarkers 3/more Not Covered B

80323  Alkaloids nos Not Covered B

80324  Drug s�reen am�hetamines 1/2 Not Covered B

80325  Am�hetamines 3or 4 Not Covered B

80326  Am�hetamines 5 or more Not Covered B

80327  Anaboli� steroid 1 or 2 Not Covered B

80328  Anaboli� steroid 3 or more Not Covered B

80329  Analgesi�s non-o�ioid 1 or 2 Not Covered B

80330  Analgesi�s non-o�ioid 3-5 Not Covered B

80331  Analgesi�s non-o�ioid 6/more Not Covered B

80332  An#de�ressants �lass 1 or 2 Not Covered B

80333  An#de�ressants �lass 3-5 Not Covered B

80334  An#de�ressants �lass 6/more Not Covered B

80335  An#de�ressant tri�y�li� 1/2 Not Covered B

80336  An#de�ressant tri�y�li� 3-5 Not Covered B

80337  Tri�y�li� & �y�li�als 6/more Not Covered B
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80338  An#de�ressant not s�e�ified Not Covered B

80339  An#e�ile�#�s nos 1-3 Not Covered B

80340  An#e�ile�#�s nos 4-6 Not Covered B

80341  An#e�ile�#�s nos 7/more Not Covered B

80342  An#�sy�ho#�s nos 1-3 Not Covered B

80343  An#�sy�ho#�s nos 4-6 Not Covered B

80344  An#�sy�ho#�s nos 7/more Not Covered B

80345  Drug s�reening barbiturates Not Covered B

80346  Benzodiaze�ines1-12 Not Covered B

80347  Benzodiaze�ines 13 or more Not Covered B

80348  Drug s�reening bu�renor�hine Not Covered B

80349  Cannabinoids natural Not Covered B

80350  Cannabinoids synthe#� 1-3 Not Covered B

80351  Cannabinoids synthe#� 4-6 Not Covered B

80352  Cannabinoid synthe#� 7/more Not Covered B

80353  Drug s�reening �o�aine Not Covered B

80354  Drug s�reening �entanyl Not Covered B

80355  Gaba�en#n non-blood Not Covered B

80356  Heroin metabolite Not Covered B

80357  Ketamine and norketamine Not Covered B

80358  Drug s�reening methadone Not Covered B

80359  Iethylenedioxyam�hetamines Not Covered B

80360  Iethyl�henidate Not Covered B

80361  O�iates 1 or more Not Covered B

80362  O�ioids & o�iate analogs 1/2 Not Covered B

80363  O�ioids & o�iate analogs 3/4 Not Covered B

80364  O�ioid &o�iate analog 5/more Not Covered B

80365  Drug s�reening oxy�odone Not Covered B

80366  Drug s�reening �regabalin Not Covered B

80367  Drug s�reening �ro�oxy�hene Not Covered B

80368  Seda#ve hy�no#�s Not Covered B

80369  Skeletal mus�le relaxant 1/2 Not Covered B

80370  Skel mus� relaxant 3 or more Not Covered B

80371  S#mulants synthe#� Not Covered B

80372  Drug s�reening ta�entadol Not Covered B

80373  Drug s�reening tramadol Not Covered B

80374  Stereoisomer analysis Not Covered B

80375  Drug/substan�e nos 1-3 Not Covered B

80376  Drug/substan�e nos 4-6 Not Covered B

80377  Drug/substan�e nos 7/more Not Covered B

80400  A�th s#mula#on �anel Covered N 1 N

80402  A�th s#mula#on �anel Covered N 1 N
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80406  A�th s#mula#on �anel Covered N 1 N

80408  Aldosterone su��ression eval Covered N 1 N

80410  Cal�itonin s#mul �anel Covered N 1 N

80412  Crh s#mula#on �anel Covered N 1 N

80414  Testosterone res�onse Covered N 1 N

80415  Estradiol res�onse �anel Covered N 1 N

80416  Renin s#mula#on �anel Covered N 1 N

80417  Renin s#mula#on �anel Covered N 1 N

80418  Pituitary evalua#on �anel Covered N 1 N

80420  Dexamethasone �anel Covered N 1 N

80422  Glu�agon toleran�e �anel Covered N 1 N

80424  Glu�agon toleran�e �anel Covered N 1 N

80426  Gonadotro�in hormone �anel Covered N 1 N

80428  Growth hormone �anel Covered N 1 N

80430  Growth hormone �anel Covered N 1 N

80432  Insulin su��ression �anel Covered N 1 N

80434  Insulin toleran�e �anel Covered N 1 N

80435  Insulin toleran�e �anel Covered N 1 N

80436  Ietyra�one �anel Covered N 1 N

80438  Trh s#mula#on �anel Covered N 1 N

80439  Trh s#mula#on �anel Covered N N

80500  Lab �athology �onsulta#on Not Covered Q1 0433 2.4765

80502  Lab �athology �onsulta#on Not Covered Q1 0342 0.7318

81000  Urinalysis nonauto w/s�o�e Covered N 2 N

81001  Urinalysis auto w/s�o�e Covered N 2 N

81002  Urinalysis nonauto w/o s�o�e Covered N 2 N

81003  Urinalysis auto w/o s�o�e Covered N N

81005  Urinalysis Covered N 2 N

81007  Urine s�reen �or ba�teria Covered N 1 N

81015  Ii�ros�o�i� exam o� urine Covered N 1 N

81020  Urinalysis glass test Covered N 2 N

81025  Urine �regnan�y test Covered N 1 N

81050  Urinalysis volume measure Covered N 3 N

81099  Urinalysis test �ro�edure Covered N N

81161  Dmd du�/delet analysis Not Covered E

81200  As�a gene Covered N A By Re�ort

81201  A�� gene �ull sequen�e Covered R A By Re�ort

81202  A�� gene known �am variants Covered R A By Re�ort

81203  A�� gene du�/delet variants Covered R A By Re�ort

81205  B�kdhb gene Not Covered A

81206  B�r/abl1 gene ma2or b� Covered N A By Re�ort

81207  B�r/abl1 gene minor b� Not Covered A
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81208  B�r/abl1 gene other b� Not Covered A

81209  Blm gene Not Covered A

81210  Bra� gene Covered N A By Re�ort

81211  Br�a1&2 seq & �om du�/del Covered R 1 A $2,089.83

81212  Br�a1&2 185&5385&6174 var Covered R 1 A $169.12

81213  Br�a1&2 un�om du�/del var Covered R 1 A $557.72

81214  Br�a1 �ull seq & �om du�/del Covered R 1 A $1,376.45

81215  Br�a1 gene known �am variant Covered R 1 A $89.24

81216  Br�a2 gene �ull sequen�e Covered R 1 A $1,672.67

81217  Br�a2 gene known �am variant Covered R 1 A $89.24

81220  C�r gene �om variants Covered N 1 A $764.09

81221  C�r gene known �am variants Not Covered A

81222  C�r gene du�/delet variants Covered N 1 A $55.60

81223  C�r gene �ull sequen�e Covered N 1 A $764.08

81224  C�r gene intron �oly t Covered N 1 A $427.28

81225  Cy�2�19 gene �om variants Not Covered A

81226  Cy�2d6 gene �om variants Covered N 1 A By Re�ort

81227  Cy�2�9 gene �om variants Not Covered A

81228  Cytogen mi�rarray �o�y nmbr Not Covered A

81229  Cytogen m array �o�y no&sn� Covered N 1 A $1,898.10

81235  Eg�r gene �om variants Covered R A $315.85

81240  F2 gene Covered N A By Re�ort

81241  F5 gene Covered N A By Re�ort

81242  Fan�� gene Not Covered A

81243  Fmr1 gene dete�#on Covered N 1 A By Re�ort

81244  Fmr1 gene �hara�teriza#on Covered N 1 A By Re�ort

81245  Flt3 gene Not Covered A

81246  Flt3 gene analysis Covered N A By Re�ort

81250  G6�� gene Not Covered A

81251  Gba gene Not Covered A

81252  G2b2 gene �ull sequen�e Covered R A By Re�ort

81253  G2b2 gene known �am variants Covered R A By Re�ort

81254  G2b6 gene �om variants Covered R A By Re�ort

81255  Hexa gene Covered N A By Re�ort

81256  H�e gene Not Covered A

81257  Hba1/hba2 gene Not Covered A

81260  Ikbka� gene Not Covered A

81261  Igh gene rearrange am� meth Not Covered A

81262  Igh gene rearrang dir �robe Not Covered A

81263  Igh vari regional muta#on Not Covered A

81264  Igk rearrangeabn �lonal �o� Not Covered A

81265  Str markers s�e�imen anal Not Covered A
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81266  Str markers s�e� anal addl Not Covered A

81267  Chimerism anal no �ell sele� Not Covered A

81268  Chimerism anal w/�ell sele�t Not Covered A

81270  Jak2 gene Not Covered A

81275  Kras gene Covered N A By Re�ort

81280  Long qt synd gene �ull seq Not Covered A

81281  Long qt synd known �am var Covered N A By Re�ort

81282  Long qt syn gene du�/dlt var Not Covered A

81287  Igmt gene methyla#on anal Covered N A By Re�ort

81288  Ilh1 gene Covered N A By Re�ort

81290  I�oln1 gene Covered N A By Re�ort

81291  Ith�r gene Covered N A By Re�ort

81292  Ilh1 gene �ull seq Covered N A $620.07

81293  Ilh1 gene known variants Not Covered A

81294  Ilh1 gene du�/delete variant Covered N A $182.96

81295  Ish2 gene �ull seq Covered N A $145.57

81296  Ish2 gene known variants Not Covered A

81297  Ish2 gene du�/delete variant Covered N A $145.57

81298  Ish6 gene �ull seq Covered N A $276.17

81299  Ish6 gene known variants Not Covered A

81300  Ish6 gene du�/delete variant Covered N A $155.14

81301  Ii�rosatellite instability Not Covered A

81302  Ie��2 gene �ull seq Covered N A By Re�ort

81303  Ie��2 gene known variant Not Covered A

81304  Ie��2 gene du�/delet variant Covered N 1 A $67.17

81310  N�m1 gene Not Covered A

81313  P�a3/klk3 an#gen Covered N A By Re�ort

81315  Pml/raral�ha �om break�oints Not Covered A

81316  Pml/raral�ha 1 break�oint Not Covered A

81317  Pms2 gene �ull seq analysis Covered N A $749.65

81318  Pms2 known �amilial variants Not Covered A

81319  Pms2 gene du�/delet variants Covered N A $212.69

81321  Pten gene �ull sequen�e Covered R A $574.93

81322  Pten gene known �am variant Covered R A $55.89

81323  Pten gene du�/delet variant Covered R A $83.84

81324  Pm�22 gene du�/delet Covered R A By Re�ort

81325  Pm�22 gene �ull sequen�e Covered R A By Re�ort

81326  Pm�22 gene known �am variant Covered R A By Re�ort

81330  Sm�d1 gene �ommon variants Covered N A By Re�ort

81331  Snr�n/ube3a gene Not Covered A

81332  Ser�ina1 gene Not Covered A

81340  Trb@ gene rearrange am�li�y Not Covered A
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81341  Trb@ gene rearrange dir�robe Not Covered A

81342  Trg gene rearrangement anal Not Covered A

81350  Ugt1a1 gene Not Covered A

81355  Vkor�1 gene Not Covered A

81370  Hla i & ii ty�ing lr Not Covered A

81371  Hla i & ii ty�e veri�y lr Not Covered A

81372  Hla i ty�ing �om�lete lr Not Covered A

81373  Hla i ty�ing 1 lo�us lr Not Covered A

81374  Hla i ty�ing 1 an#gen lr Not Covered A

81375  Hla ii ty�ing ag equiv lr Not Covered A

81376  Hla ii ty�ing 1 lo�us lr Not Covered A

81377  Hla ii ty�e 1 ag equiv lr Not Covered A

81378  Hla i & ii ty�ing hr Not Covered A

81379  Hla i ty�ing �om�lete hr Not Covered A

81380  Hla i ty�ing 1 lo�us hr Not Covered A

81381  Hla i ty�ing 1 allele hr Not Covered A

81382  Hla ii ty�ing 1 lo� hr Not Covered A

81383  Hla ii ty�ing 1 allele hr Not Covered A

81400  Io�ath �ro�edure level 1 Covered N A By Re�ort

81401  Io�ath �ro�edure level 2 Not Covered A

81402  Io�ath �ro�edure level 3 Not Covered A

81403  Io�ath �ro�edure level 4 Covered N A By Re�ort

81404  Io�ath �ro�edure level 5 Covered R A By Re�ort

81405  Io�ath �ro�edure level 6 Covered N A By Re�ort

81406  Io�ath �ro�edure level 7 Covered N A By Re�ort

81407  Io�ath �ro�edure level 8 Covered R A By Re�ort

81408  Io�ath �ro�edure level 9 Covered R A By Re�ort

81410  Aor#� dys�un�#on/dila#on Covered N N

81411  Aor#� dys�un�#on/dila#on Covered N N

81415  Exome sequen�e analysis Covered N N

81416  Exome sequen�e analysis Covered N N

81417  Exome re-evalua#on Covered N N

81420  Fetal �hrmoml aneu�loidy Covered N N

81425  Genome sequen�e analysis Covered N N

81426  Genome sequen�e analysis Covered N N

81427  Genome re-evalua#on Covered N N

81430  Hearing loss sequen�e analys Covered N N

81431  Hearing loss du�/del analys Covered N N

81435  Hereditary �olon �an�er Covered N N

81436  Hereditary �olon �a synd Covered N N

81440  Iito�hondrial gene Covered N N

81445  Targeted genomi� seq analys Covered N N
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81450  Targeted genomi� seq analys Covered N N

81455  Targeted genomi� seq analys Covered N N

81460  Whole mito�hondrial genome Covered N N

81465  Whole mito�hondrial genome Covered N N

81470  X-linked intelle�tual dblt Covered N N

81471  X-linked intelle�tual dblt Covered N N

81479  Unlisted mole�ular �athology Covered R A By Re�ort

81500  On�o (ovar) two �roteins Not Covered E

81503  On�o (ovar) five �roteins Not Covered E

81504  On�ology #ssue o� origin Covered N A By Re�ort

81506  Endo assay seven anal Not Covered E

81507  Fetal aneu�loidy trisom risk Covered N A By Re�ort

81508  Ftl �gen abnor two �roteins Not Covered E

81509  Ftl �gen abnor 3 �roteins Not Covered E

81510  Ftl �gen abnor three anal Not Covered E

81511  Ftl �gen abnor �our anal Not Covered E

81512  Ftl �gen abnor five anal Not Covered E

81519  On�ology breast mrna Covered N N

81599  Unlisted maaa Not Covered E

82009  Test �or a�etone/ketones Covered N 2 N

82010  A�etone assay Covered N 2 N

82013  A�etyl�holinesterase assay Covered N 2 N

82016  A�yl�arni#nes qual Covered N N

82017  A�yl�arni#nes quant Covered N 1 N

82024  Assay o� a�th Covered N N

82030  Assay o� ad� & am� Covered N 1 N

82040  Assay o� serum albumin Covered N 1 N

82042  Assay o� urine albumin Covered N 2 N

82043  Ii�roalbumin quan#ta#ve Covered N N

82044  Ii�roalbumin semiquant Covered N N

82045  Albumin is�hemia modified Covered N 1 N

82075  Assay o� breath ethanol Covered N 2 N

82085  Assay o� aldolase Covered N 1 N

82088  Assay o� aldosterone Covered N N

82103  Al�ha-1-an#try�sin total Covered N N

82104  Al�ha-1-an#try�sin �heno Covered N 1 N

82105  Al�ha-�eto�rotein serum Covered N 1 N

82106  Al�ha-�eto�rotein amnio#� Covered N 1 N

82107  Al�ha-�eto�rotein l3 Covered N 1 N

82108  Assay o� aluminum Covered N 1 N

82120  Amines vaginal fluid qual Covered N 1 N

82127  Amino a�id single qual Covered N 1 N



Procedure 

Code Procedure Code Description

Iowa 

Medicaid 

Coverage

Prior 

Authorization 

Indicator

Procedure 

Max Units APC Status Indicator APC

APC 

Weight

Anesthesia 

Code Base 

Unit

Iowa Medicaid Fee 

Schedule Amount

82128  Amino a�ids mult qual Covered N 1 N

82131  Amino a�ids single quant Covered N 3 N

82135  Assay aminolevulini� a�id Covered N 1 N

82136  Amino a�ids quant 2-5 Covered N N

82139  Amino a�ids quan 6 or more Covered N N

82140  Assay o� ammonia Covered N 2 N

82143  Amnio#� fluid s�an Covered N 2 N

82150  Assay o� amylase Covered N 4 N

82154  Androstanediol glu�uronide Covered N 1 N

82157  Assay o� androstenedione Covered N 1 N

82160  Assay o� androsterone Covered N 1 N

82163  Assay o� angiotensin ii Covered N 1 N

82164  Angiotensin i enzyme test Covered N 1 N

82172  Assay o� a�oli�o�rotein Covered N 3 N

82175  Assay o� arseni� Covered N 2 N

82180  Assay o� as�orbi� a�id Covered N 1 N

82190  Atomi� absor�#on Covered N 4 N

82232  Assay o� beta-2 �rotein Covered N 1 N

82239  Bile a�ids total Covered N 1 N

82240  Bile a�ids �holylgly�ine Covered N 1 N

82247  Bilirubin total Covered N 1 N

82248  Bilirubin dire�t Covered N 1 N

82252  Fe�al bilirubin test Covered N 1 N

82261  Assay o� bio#nidase Covered N N

82270  O��ult blood �e�es Covered N 1 N

82271  O��ult blood other sour�es Covered N 1 N

82272  O��ult bld �e�es 1-3 tests Covered N 1 N

82274  Assay test �or blood �e�al Covered N 1 N

82286  Assay o� bradykinin Covered N 1 N

82300  Assay o� �admium Covered N 1 N

82306  Vitamin d 25 hydroxy Covered N 1 N

82308  Assay o� �al�itonin Covered N 1 N

82310  Assay o� �al�ium Covered N 8 N

82330  Assay o� �al�ium Covered N 8 N

82331  Cal�ium in�usion test Covered N 1 N

82340  Assay o� �al�ium in urine Covered N 1 N

82355  Cal�ulus analysis qual Covered N 1 N

82360  Cal�ulus assay quant Covered N 1 N

82365  Cal�ulus s�e�tros�o�y Covered N 3 N

82370  X-ray assay �al�ulus Covered N 1 N

82373  Assay �-d trans�er measure Covered N 1 N

82374  Assay blood �arbon dioxide Covered N 2 N
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82375  Assay �arboxyhb quant Covered N 2 N

82376  Assay �arboxyhb qual Covered N N

82378  Car�inoembryoni� an#gen Covered N N

82379  Assay o� �arni#ne Covered N 1 N

82380  Assay o� �arotene Covered N 1 N

82382  Assay urine �ate�holamines Covered N 1 N

82383  Assay blood �ate�holamines Covered N 2 N

82384  Assay three �ate�holamines Covered N 2 N

82387  Assay o� �athe�sin-d Covered N N

82390  Assay o� �erulo�lasmin Covered N 1 N

82397  Chemilumines�ent assay Covered N N

82415  Assay o� �hloram�heni�ol Covered N 1 N

82435  Assay o� blood �hloride Covered N 2 N

82436  Assay o� urine �hloride Covered N 1 N

82438  Assay other fluid �hlorides Covered N 1 N

82441  Test �or �hlorohydro�arbons Covered N 1 N

82465  Assay bld/serum �holesterol Covered N 1 N

82480  Assay serum �holinesterase Covered N 2 N

82482  Assay rb� �holinesterase Covered N 1 N

82485  Assay �hondroi#n sul�ate Covered N 1 N

82486  Gas/liquid �hromatogra�hy Covered N 2 N

82487  Pa�er �hromatogra�hy Covered N 2 N

82488  Pa�er �hromatogra�hy Covered N 1 N

82489  Thin layer �hromatogra�hy Covered N 1 N

82491  Chromotogra�hy quant sing Covered N N

82492  Chromotogra�hy quant mult Covered N N

82495  Assay o� �hromium Covered N 1 N

82507  Assay o� �itrate Covered N 1 N

82523  Collagen �rosslinks Covered N N

82525  Assay o� �o��er Covered N 1 N

82528  Assay o� �or#�osterone Covered N 1 N

82530  Cor#sol �ree Covered N 1 N

82533  Total �or#sol Covered N 1 N

82540  Assay o� �rea#ne Covered N 2 N

82541  Column �hromotogra�hy qual Covered N N

82542  Column �hromotogra�hy quant Covered N N

82543  Column �hromotogra�h/isoto�e Covered N N

82544  Column �hromotogra�h/isoto�e Covered N N

82550  Assay o� �k (��k) Covered N 2 N

82552  Assay o� ��k in blood Covered N 2 N

82553  Crea#ne mb �ra�#on Covered N 1 N

82554  Crea#ne iso�orms Covered N 2 N



Procedure 

Code Procedure Code Description

Iowa 

Medicaid 

Coverage

Prior 

Authorization 

Indicator

Procedure 

Max Units APC Status Indicator APC

APC 

Weight

Anesthesia 

Code Base 

Unit

Iowa Medicaid Fee 

Schedule Amount

82565  Assay o� �rea#nine Covered N 2 N

82570  Assay o� urine �rea#nine Covered N 3 N

82575  Crea#nine �learan�e test Covered N 1 N

82585  Assay o� �ryofibrinogen Covered N 1 N

82595  Assay o� �ryoglobulin Covered N 1 N

82600  Assay o� �yanide Covered N 1 N

82607  Vitamin b-12 Covered N 1 N

82608  B-12 binding �a�a�ity Covered N 1 N

82610  Cysta#n � Not Covered N

82615  Test �or urine �ys#nes Covered N 1 N

82626  Dehydroe�iandrosterone Covered N 1 N

82627  Dehydroe�iandrosterone Covered N 1 N

82633  Desoxy�or#�osterone Covered N 1 N

82634  Deoxy�or#sol Covered N 2 N

82638  Assay o� dibu�aine number Covered N 1 N

82652  Vit d 1 25-dihydroxy Covered N 1 N

82656  Pan�rea#� elastase �e�al Covered N 1 N

82657  Enzyme �ell a�#vity Covered N N

82658  Enzyme �ell a�#vity ra Covered N N

82664  Ele�tro�hore#� test Covered N 1 N

82668  Assay o� erythro�oie#n Covered N 1 N

82670  Assay o� estradiol Covered N 2 N

82671  Assay o� estrogens Covered N 1 N

82672  Assay o� estrogen Covered N 1 N

82677  Assay o� estriol Covered N 1 N

82679  Assay o� estrone Covered N 1 N

82693  Assay o� ethylene gly�ol Covered N N

82696  Assay o� e#o�holanolone Covered N 1 N

82705  Fats/li�ids �e�es qual Covered N 1 N

82710  Fats/li�ids �e�es quant Covered N 1 N

82715  Assay o� �e�al �at Covered N 1 N

82725  Assay o� blood �aKy a�ids Covered N 1 N

82726  Long �hain �aKy a�ids Covered N 1 N

82728  Assay o� �erri#n Covered N 1 N

82731  Assay o� �etal fibrone�#n Covered N 1 N

82735  Assay o� fluoride Covered N 1 N

82746  Assay o� �oli� a�id serum Covered N 1 N

82747  Assay o� �oli� a�id rb� Covered N 1 N

82757  Assay o� semen �ru�tose Covered N 1 N

82759  Assay o� rb� gala�tokinase Covered N 1 N

82760  Assay o� gala�tose Covered N 1 N

82775  Assay gala�tose trans�erase Covered N 1 N
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82776  Gala�tose trans�erase test Covered N 1 N

82777  Gale�#n-3 Not Covered N

82784  Assay iga/igd/igg/igm ea�h Covered N 4 N

82785  Assay o� ige Covered N 1 N

82787  Igg 1 2 3 or 4 ea�h Covered N 4 N

82800  Blood �h Covered N N

82803  Blood gases any �ombina#on Covered N N

82805  Blood gases w/o2 satura#on Covered N N

82810  Blood gases o2 sat only Covered N N

82820  Hemoglobin-oxygen affinity Covered N N

82930  Gastri� analy w/�h ea s�e� Covered N 1 N

82938  Gastrin test Covered N 1 N

82941  Assay o� gastrin Covered N 1 N

82943  Assay o� glu�agon Covered N 1 N

82945  Glu�ose other fluid Covered N N

82946  Glu�agon toleran�e test Covered N 1 N

82947  Assay glu�ose blood quant Covered N N

82948  Reagent stri�/blood glu�ose Covered N N

82950  Glu�ose test Covered N 3 N

82951  Glu�ose toleran�e test (gK) Covered N 1 N

82952  GK-added sam�les Covered N 4 N

82955  Assay o� g6�d enzyme Covered N 1 N

82960  Test �or g6�d enzyme Covered N 1 N

82962  Glu�ose blood test Covered N 1 N

82963  Assay o� glu�osidase Covered N 1 N

82965  Assay o� gdh enzyme Covered N 1 N

82977  Assay o� ggt Covered N 1 N

82978  Assay o� glutathione Covered N 1 N

82979  Assay rb� glutathione Covered N 1 N

82985  Assay o� gly�ated �rotein Covered N 1 N

83001  Assay o� gonadotro�in (�sh) Covered N N

83002  Assay o� gonadotro�in (lh) Covered N N

83003  Assay growth hormone (hgh) Covered N N

83006  Growth s#mula#on gene 2 Covered N N

83009  H �ylori (�-13) blood Covered N 1 N

83010  Assay o� ha�toglobin quant Covered N 1 N

83012  Assay o� ha�toglobins Covered N 1 N

83013  H �ylori (�-13) breath Covered N 1 N

83014  H �ylori drug admin Covered N N

83015  Heavy metal s�reen Covered N 1 N

83018  Quan#ta#ve s�reen metals Covered N 4 N

83020  Hemoglobin ele�tro�horesis Covered N 2 N
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83021  Hemoglobin �hromotogra�hy Covered N 2 N

83026  Hemoglobin �o��er sul�ate Covered N N

83030  Fetal hemoglobin �hemi�al Covered N 1 N

83033  Fetal hemoglobin assay qual Covered N 1 N

83036  Gly�osylated hemoglobin test Covered N 2 N

83037  Gly�osylated hb home devi�e Covered N 1 N

83045  Blood methemoglobin test Covered N 2 N

83050  Blood methemoglobin assay Covered N 2 N

83051  Assay o� �lasma hemoglobin Covered N 2 N

83060  Blood sulHemoglobin assay Covered N 1 N

83065  Assay o� hemoglobin heat Covered N 2 N

83068  Hemoglobin stability s�reen Covered N 2 N

83069  Assay o� urine hemoglobin Covered N 1 N

83070  Assay o� hemosiderin qual Covered N 1 N

83080  Assay o� b hexosaminidase Covered N N

83088  Assay o� histamine Covered N 1 N

83090  Assay o� homo�ys#ne Covered N N

83150  Assay o� homovanilli� a�id Covered N 1 N

83491  Assay o� �or#�osteroids 17 Covered N 1 N

83497  Assay o� 5-hiaa Covered N 1 N

83498  Assay o� �rogesterone 17-d Covered N 1 N

83499  Assay o� �rogesterone 20- Covered N 1 N

83500  Assay �ree hydroxy�roline Covered N 1 N

83505  Assay total hydroxy�roline Covered N 1 N

83516  Immunoassay nonan#body Covered N 1 N

83518  Immunoassay di�s#�k Covered N 1 N

83519  Ria nonan#body Covered N 1 N

83520  Immunoassay quant nos nonab Covered N N

83525  Assay o� insulin Covered N 4 N

83527  Assay o� insulin Covered N 1 N

83528  Assay o� intrinsi� �a�tor Covered N 1 N

83540  Assay o� iron Covered N 2 N

83550  Iron binding test Covered N 1 N

83570  Assay o� idh enzyme Covered N 1 N

83582  Assay o� ketogeni� steroids Covered N 1 N

83586  Assay 17- ketosteroids Covered N 1 N

83593  Fra�#ona#on ketosteroids Covered N 1 N

83605  Assay o� la�#� a�id Covered N 3 N

83615  La�tate (ld) (ldh) enzyme Covered N 1 N

83625  Assay o� ldh enzymes Covered N 1 N

83630  La�to�errin �e�al (qual) Covered N 1 N

83631  La�to�errin �e�al (quant) Covered N 1 N
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83632  Pla�ental la�togen Covered N 1 N

83633  Test urine �or la�tose Covered N 1 N

83655  Assay o� lead Covered N 2 N

83661  L/s ra#o �etal lung Covered N 1 N

83662  Foam stability �etal lung Covered N 4 N

83663  Fluoro �olarize �etal lung Covered N N

83664  Lamellar bdy �etal lung Covered N 4 N

83670  Assay o� la� enzyme Covered N 1 N

83690  Assay o� li�ase Covered N 2 N

83695  Assay o� li�o�rotein(a) Covered N 1 N

83698  Assay li�o�rotein �la2 Covered N 1 N

83700  Li�o�ro bld ele�tro�hore#� Covered N 1 N

83701  Li�o�rotein bld hr �ra�#on Covered N 1 N

83704  Li�o�rotein bld by nmr Covered N 1 N

83718  Assay o� li�o�rotein Covered N 1 N

83719  Assay o� blood li�o�rotein Covered N 1 N

83721  Assay o� blood li�o�rotein Covered N N

83727  Assay o� lrh hormone Covered N 1 N

83735  Assay o� magnesium Covered N 4 N

83775  Assay malate dehydrogenase Covered N 1 N

83785  Assay o� manganese Covered N 1 N

83788  Iass s�e�trometry qual Covered N N

83789  Iass s�e�trometry quant Covered N N

83825  Assay o� mer�ury Covered N 2 N

83835  Assay o� metane�hrines Covered N 1 N

83857  Assay o� methemalbumin Covered N 1 N

83861  Ii�rofluid analy tears Covered N 1 N

83864  Iu�o�olysa��harides Covered N 1 N

83872  Assay synovial fluid mu�in Covered N 2 N

83873  Assay o� �s� �rotein Covered N 1 N

83874  Assay o� myoglobin Covered N 1 N

83876  Assay myelo�eroxidase Covered N 1 N

83880  Assay o� natriure#� �e�#de Covered N 1 N

83883  Assay ne�helometry not s�e� Covered N N

83885  Assay o� ni�kel Covered N 1 N

83915  Assay o� nu�leo#dase Covered N 1 N

83916  Oligo�lonal bands Covered N 2 N

83918  Organi� a�ids total quant Covered N 1 N

83919  Organi� a�ids qual ea�h Covered N 1 N

83921  Organi� a�id single quant Covered N N

83930  Assay o� blood osmolality Covered N 2 N

83935  Assay o� urine osmolality Covered N 2 N
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83937  Assay o� osteo�al�in Covered N 1 N

83945  Assay o� oxalate Covered N 1 N

83950  On�o�rotein her-2/neu Covered N 1 N

83951  On�o�rotein d�� Covered N 1 N

83970  Assay o� �arathormone Covered N 1 N

83986  Assay �h body fluid nos Covered N 2 N

83987  Exhaled breath �ondensate Not Covered N

83992  Assay �or �hen�y�lidine Covered N 2 N

83993  Assay �or �al�rote�#n �e�al Covered N 1 N

84030  Assay o� blood �ku Covered N 1 N

84035  Assay o� �henylketones Covered N 1 N

84060  Assay a�id �hos�hatase Covered N 2 N

84061  Phos�hatase �orensi� exam Covered N N

84066  Assay �rostate �hos�hatase Covered N 1 N

84075  Assay alkaline �hos�hatase Covered N 2 N

84078  Assay alkaline �hos�hatase Covered N 1 N

84080  Assay alkaline �hos�hatases Covered N 1 N

84081  Assay �hos�ha#dylgly�erol Covered N 1 N

84085  Assay o� rb� �g6d enzyme Covered N 1 N

84087  Assay �hos�hohexose enzymes Covered N 1 N

84100  Assay o� �hos�horus Covered N 1 N

84105  Assay o� urine �hos�horus Covered N 1 N

84106  Test �or �or�hobilinogen Covered N 1 N

84110  Assay o� �or�hobilinogen Covered N 1 N

84112  Eval amnio#� fluid �rotein Covered N 1 N

84119  Test urine �or �or�hyrins Covered N 1 N

84120  Assay o� urine �or�hyrins Covered N 1 N

84126  Assay o� �e�es �or�hyrins Covered N 1 N

84132  Assay o� serum �otassium Covered N 8 N

84133  Assay o� urine �otassium Covered N 2 N

84134  Assay o� �realbumin Covered N 1 N

84135  Assay o� �regnanediol Covered N 1 N

84138  Assay o� �regnanetriol Covered N 1 N

84140  Assay o� �regnenolone Covered N 1 N

84143  Assay o� 17-hydroxy�regneno Covered N 1 N

84144  Assay o� �rogesterone Covered N 1 N

84145  Pro�al�itonin (��t) Covered N 1 N

84146  Assay o� �rola�#n Covered N 1 N

84150  Assay o� �rostaglandin Covered N 2 N

84152  Assay o� �sa �om�lexed Covered N N

84153  Assay o� �sa total Covered N 1 N

84154  Assay o� �sa �ree Covered N 1 N
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84155  Assay o� �rotein serum Covered N 1 N

84156  Assay o� �rotein urine Covered N 1 N

84157  Assay o� �rotein other Covered N 1 N

84160  Assay o� �rotein any sour�e Covered N 2 N

84163  Pa��a serum Covered N 1 N

84165  Protein e-�horesis serum Covered N 1 N

84166  Protein e-�horesis/urine/�s� Covered N 1 N

84181  Western blot test Covered N N

84182  Protein western blot test Covered N N

84202  Assay rb� �roto�or�hyrin Covered N 1 N

84203  Test rb� �roto�or�hyrin Covered N 1 N

84206  Assay o� �roinsulin Covered N 1 N

84207  Assay o� vitamin b-6 Covered N 1 N

84210  Assay o� �yruvate Covered N 1 N

84220  Assay o� �yruvate kinase Covered N 1 N

84228  Assay o� quinine Covered N 1 N

84233  Assay o� estrogen Covered N 1 N

84234  Assay o� �rogesterone Covered N 2 N

84235  Assay o� endo�rine hormone Covered N 1 N

84238  Assay nonendo�rine re�e�tor Covered N 1 N

84244  Assay o� renin Covered N N

84252  Assay o� vitamin b-2 Covered N 1 N

84255  Assay o� selenium Covered N 1 N

84260  Assay o� serotonin Covered N 1 N

84270  Assay o� sex hormone globul Covered N 1 N

84275  Assay o� siali� a�id Covered N 1 N

84285  Assay o� sili�a Covered N 1 N

84295  Assay o� serum sodium Covered N 4 N

84300  Assay o� urine sodium Covered N 2 N

84302  Assay o� sweat sodium Covered N 8 N

84305  Assay o� somatomedin Covered N 1 N

84307  Assay o� somatosta#n Covered N 1 N

84311  S�e�tro�hotometry Covered N N

84315  Body fluid s�e�ifi� gravity Covered N 1 N

84375  Chromatogram assay sugars Covered N 1 N

84376  Sugars single qual Covered N 1 N

84377  Sugars mul#�le qual Covered N 1 N

84378  Sugars single quant Covered N 1 N

84379  Sugars mul#�le quant Covered N 1 N

84392  Assay o� urine sul�ate Covered N 1 N

84402  Assay o� �ree testosterone Covered N 1 N

84403  Assay o� total testosterone Covered N 2 N
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84425  Assay o� vitamin b-1 Covered N 1 N

84430  Assay o� thio�yanate Covered N 1 N

84431  Thromboxane urine Covered N 1 N

84432  Assay o� thyroglobulin Covered N 1 N

84436  Assay o� total thyroxine Covered N 1 N

84437  Assay o� neonatal thyroxine Covered N 1 N

84439  Assay o� �ree thyroxine Covered N 1 N

84442  Assay o� thyroid a�#vity Covered N 1 N

84443  Assay thyroid s#m hormone Covered N N

84445  Assay o� tsi globulin Covered N 1 N

84446  Assay o� vitamin e Covered N 1 N

84449  Assay o� trans�or#n Covered N 1 N

84450  Trans�erase (ast) (sgot) Covered N 1 N

84460  Alanine amino (alt) (sg�t) Covered N 1 N

84466  Assay o� trans�errin Covered N 1 N

84478  Assay o� trigly�erides Covered N 1 N

84479  Assay o� thyroid (t3 or t4) Covered N 1 N

84480  Assay triiodothyronine (t3) Covered N 1 N

84481  Free assay (�-3) Covered N 1 N

84482  T3 reverse Covered N N

84484  Assay o� tro�onin quant Covered N 1 N

84485  Assay duodenal fluid try�sin Covered N 1 N

84488  Test �e�es �or try�sin Covered N 1 N

84490  Assay o� �e�es �or try�sin Covered N 1 N

84510  Assay o� tyrosine Covered N 1 N

84512  Assay o� tro�onin qual Covered N 1 N

84520  Assay o� urea nitrogen Covered N 3 N

84525  Urea nitrogen semi-quant Covered N 1 N

84540  Assay o� urine/urea-n Covered N 2 N

84545  Urea-n �learan�e test Covered N 1 N

84550  Assay o� blood/uri� a�id Covered N 1 N

84560  Assay o� urine/uri� a�id Covered N 1 N

84577  Assay o� �e�es/urobilinogen Covered N 1 N

84578  Test urine urobilinogen Covered N 1 N

84580  Assay o� urine urobilinogen Covered N 1 N

84583  Assay o� urine urobilinogen Covered N 1 N

84585  Assay o� urine vma Covered N 1 N

84586  Assay o� vi� Covered N 1 N

84588  Assay o� vaso�ressin Covered N 1 N

84590  Assay o� vitamin a Covered N 1 N

84591  Assay o� nos vitamin Covered N 1 N

84597  Assay o� vitamin k Covered N 1 N
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84600  Assay o� vola#les Covered N 2 N

84620  Xylose toleran�e test Covered N 1 N

84630  Assay o� zin� Covered N 2 N

84681  Assay o� �-�e�#de Covered N N

84702  Chorioni� gonadotro�in test Covered N 2 N

84703  Chorioni� gonadotro�in assay Covered N 1 N

84704  H�g �ree beta�hain test Not Covered N

84830  Ovula#on tests Covered N N

84999  Clini�al �hemistry test Covered N N

85002  Bleeding #me test Covered N 2 N

85004  Automated diff wb� �ount Covered N 6 N

85007  Bl smear w/diff wb� �ount Covered N 1 N

85008  Bl smear w/o diff wb� �ount Covered N N

85009  Ianual diff wb� �ount b-�oat Covered N 1 N

85013  S�un mi�rohemato�rit Covered N 1 N

85014  Hemato�rit Covered N 4 N

85018  Hemoglobin Covered N 6 N

85025  Com�lete �b� w/auto diff wb� Covered N 2 N

85027  Com�lete �b� automated Covered N 6 N

85032  Ianual �ell �ount ea�h Covered N 3 N

85041  Automated rb� �ount Covered N 6 N

85044  Ianual re#�ulo�yte �ount Covered N 1 N

85045  Automated re#�ulo�yte �ount Covered N 1 N

85046  Re#�yte/hgb �on�entrate Covered N 1 N

85048  Automated leuko�yte �ount Covered N 6 N

85049  Automated �latelet �ount Covered N 2 N

85055  Re#�ulated �latelet assay Covered N N

85060  Blood smear inter�reta#on Not Covered B

85097  Bone marrow inter�reta#on Not Covered S 0661 3.9671

85130  Chromogeni� substrate assay Covered N N

85170  Blood �lot retra�#on Covered N 1 N

85175  Blood �lot lysis #me Covered N 1 N

85210  Clot �a�tor ii �rothrom s�e� Covered N 2 N

85220  Bloo� �lot �a�tor v test Covered N 2 N

85230  Clot �a�tor vii �ro�onver#n Covered N 2 N

85240  Clot �a�tor viii ahg 1 stage Covered N 4 N

85244  Clot �a�tor viii reltd antgn Covered N 4 N

85245  Clot �a�tor viii vw risto�tn Covered N N

85246  Clot �a�tor viii vw an#gen Covered N N

85247  Clot �a�tor viii mul#metri� Covered N N

85250  Clot �a�tor ix �t�/�hrstmas Covered N 2 N

85260  Clot �a�tor x stuart-�ower Covered N 4 N
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85270  Clot �a�tor xi �ta Covered N 4 N

85280  Clot �a�tor xii hageman Covered N 4 N

85290  Clot �a�tor xiii fibrin stab Covered N 2 N

85291  Clot �a�tor xiii fibrin s�rn Covered N 2 N

85292  Clot �a�tor flet�her �a�t Covered N 2 N

85293  Clot �a�tor wght kininogen Covered N 2 N

85300  An#thrombin iii a�#vity Covered N 2 N

85301  An#thrombin iii an#gen Covered N 2 N

85302  Clot inhibit �rot � an#gen Covered N 2 N

85303  Clot inhibit �rot � a�#vity Covered N 2 N

85305  Clot inhibit �rot s total Covered N 2 N

85306  Clot inhibit �rot s �ree Covered N 2 N

85307  Assay a�#vated �rotein � Covered N 2 N

85335  Fa�tor inhibitor test Covered N N

85337  Thrombomodulin Covered N N

85345  Coagula#on #me lee & white Covered N 2 N

85347  Coagula#on #me a�#vated Covered N N

85348  Coagula#on #me otr method Covered N 2 N

85360  Euglobulin lysis Covered N 1 N

85362  Fibrin degrada#on �rodu�ts Covered N 2 N

85366  Fibrinogen test Covered N N

85370  Fibrinogen test Covered N N

85378  Fibrin degrade semiquant Covered N 1 N

85379  Fibrin degrada#on quant Covered N 2 N

85380  Fibrin degrad2 d-dimer Covered N 4 N

85384  Fibrinogen a�#vity Covered N N

85385  Fibrinogen an#gen Covered N N

85390  Fibrinolysins s�reen i&r Covered N 3 N

85396  Clo0ng assay whole blood Covered N 1 N

85397  Clo0ng �un�t a�#vity Covered N 1 N

85400  Fibrinoly#� �lasmin Covered N 2 N

85410  Fibrinoly#� an#�lasmin Covered N 2 N

85415  Fibrinoly#� �lasminogen Covered N N

85420  Fibrinoly#� �lasminogen Covered N 2 N

85421  Fibrinoly#� �lasminogen Covered N 1 N

85441  Heinz bodies dire�t Covered N 1 N

85445  Heinz bodies indu�ed Covered N 1 N

85460  Hemoglobin �etal Covered N 1 N

85461  Hemoglobin �etal Covered N 1 N

85475  Hemolysin a�id Covered N 1 N

85520  He�arin assay Covered N 1 N

85525  He�arin neutraliza#on Covered N N
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85530  He�arin-�rotamine toleran�e Covered N 1 N

85536  Iron stain �eri�heral blood Covered N N

85540  Wb� alkaline �hos�hatase Covered N 1 N

85547  Rb� me�hani�al �ragility Covered N 1 N

85549  Iuramidase Covered N 1 N

85555  Rb� osmo#� �ragility Covered N 1 N

85557  Rb� osmo#� �ragility Covered N 1 N

85576  Blood �latelet aggrega#on Covered N N

85597  Phos�holi�id �ltlt neutraliz Covered N N

85598  Hexagnal �hos�h �ltlt neutrl Covered N 1 N

85610  Prothrombin #me Covered N N

85611  Prothrombin test Covered N N

85612  Vi�er venom �rothrombin #me Covered N 1 N

85613  Russell vi�er venom diluted Covered N N

85635  Re�#lase test Covered N 1 N

85651  Rb� sed rate nonautomated Covered N 1 N

85652  Rb� sed rate automated Covered N 1 N

85660  Rb� si�kle �ell test Covered N 1 N

85670  Thrombin #me �lasma Covered N 2 N

85675  Thrombin #me #ter Covered N 2 N

85705  Thrombo�las#n inhibi#on Covered N 1 N

85730  Thrombo�las#n #me �ar#al Covered N N

85732  Thrombo�las#n #me �ar#al Covered N 2 N

85810  Blood vis�osity examina#on Covered N 1 N

85999  Hematology �ro�edure Covered N N

86000  Agglu#nins �ebrile an#gen Covered N N

86001  Allergen s�e�ifi� igg Covered N N

86003  Allergen s�e�ifi� ige Covered N 4 N

86005  Allergen s�e�ifi� ige Covered N 1 N

86021  Wb� an#body iden#fi�a#on Covered N N

86022  Platelet an#bodies Covered N N

86023  Immunoglobulin assay Covered N 1 N

86038  An#nu�lear an#bodies Covered N 1 N

86039  An#nu�lear an#bodies (ana) Covered N 1 N

86060  An#stre�tolysin o #ter Covered N 1 N

86063  An#stre�tolysin o s�reen Covered N 1 N

86077  Phys blood bank serv xmat�h Not Covered Q1 0450 0.3942

86078  Phys blood bank serv rea�t2 Not Covered Q1 0433 2.4765

86079  Phys blood bank serv authr2 Not Covered Q1 0433 2.4765

86140  C-rea�#ve �rotein Covered N 1 N

86141  C-rea�#ve �rotein hs Covered N 1 N

86146  Beta-2 gly�o�rotein an#body Covered N 3 N
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86147  Cardioli�in an#body ea ig Covered N N

86148  An#-�hos�holi�id an#body Covered N N

86152  Cell enumera#on & id Not Covered N

86153  Cell enumera#on �hys inter� Not Covered B

86155  Chemotaxis assay Covered N 1 N

86156  Cold agglu#nin s�reen Covered N 1 N

86157  Cold agglu#nin #ter Covered N 1 N

86160  Com�lement an#gen Covered N N

86161  Com�lement/�un�#on a�#vity Covered N N

86162  Com�lement total (�h50) Covered N 1 N

86171  Com�lement fixa#on ea�h Covered N 3 N

86185  Counterimmunoele�tro�horesis Covered N 1 N

86200  C�� an#body Covered N 1 N

86215  Deoxyribonu�lease an#body Covered N 1 N

86225  Dna an#body na#ve Covered N 1 N

86226  Dna an#body single strand Covered N N

86235  Nu�lear an#gen an#body Covered N N

86243  F� re�e�tor Covered N 1 N

86255  Fluores�ent an#body s�reen Covered N N

86256  Fluores�ent an#body #ter Covered N N

86277  Growth hormone an#body Covered N 1 N

86280  Hemagglu#na#on inhibi#on Covered N 1 N

86294  Immunoassay tumor qual Covered N N

86300  Immunoassay tumor �a 15-3 Covered N 1 N

86301  Immunoassay tumor �a 19-9 Covered N N

86304  Immunoassay tumor �a 125 Covered N N

86305  Human e�ididymis �rotein 4 Covered N 1 N

86308  Hetero�hile an#body s�reen Covered N 2 N

86309  Hetero�hile an#body #ter Covered N N

86310  Hetero�hile an#body absrb2 Covered N 1 N

86316  Immunoassay tumor other Covered N 1 N

86317  Immunoassay in�e�#ous agent Covered N 1 N

86318  Immunoassay in�e�#ous agent Covered N 1 N

86320  Serum immunoele�tro�horesis Covered N 1 N

86325  Other immunoele�tro�horesis Covered N 2 N

86327  Immunoele�tro�horesis assay Covered N 1 N

86329  Immunodiffusion nes Covered N N

86331  Immunodiffusion ou�hterlony Covered N 4 N

86332  Immune �om�lex assay Covered N 1 N

86334  Immunofix e-�horesis serum Covered N 1 N

86335  Immunfix e-�horsis/urine/�s� Covered N 2 N

86336  Inhibin a Covered N 1 N



Procedure 

Code Procedure Code Description

Iowa 

Medicaid 

Coverage

Prior 

Authorization 

Indicator

Procedure 

Max Units APC Status Indicator APC

APC 

Weight

Anesthesia 

Code Base 

Unit

Iowa Medicaid Fee 

Schedule Amount

86337  Insulin an#bodies Covered N 1 N

86340  Intrinsi� �a�tor an#body Covered N 1 N

86341  Islet �ell an#body Covered N 1 N

86343  Leuko�yte histamine release Covered N 1 N

86344  Leuko�yte �hago�ytosis Covered N 1 N

86352  Cell �un�#on assay w/s#m Covered N 1 N

86353  Lym�ho�yte trans�orma#on Covered N N

86355  B �ells total �ount Covered N 1 N

86356  Iononu�lear �ell an#gen Not Covered N

86357  Nk �ells total �ount Covered N 1 N

86359  T �ells total �ount Covered N 1 N

86360  T �ell absolute �ount/ra#o Covered N 1 N

86361  T �ell absolute �ount Covered N 1 N

86367  Stem �ells total �ount Covered N 1 N

86376  Ii�rosomal an#body ea�h Covered N 1 N

86378  Iigra#on inhibitory �a�tor Covered N 1 N

86382  Neutraliza#on test viral Covered N 3 N

86384  Nitroblue tetrazolium dye Covered N 1 N

86386  Nu�lear matrix �rotein 22 Covered N N

86403  Par#�le agglut antbdy s�rn Covered N N

86406  Par#�le agglut antbdy #tr Covered N 2 N

86430  Rheumatoid �a�tor test qual Covered N 2 N

86431  Rheumatoid �a�tor quant Covered N N

86480  Tb test �ell immun measure Covered N 1 N

86481  Tb ag res�onse t-�ell sus� Covered N 1 N

86485  Skin test �andida Covered N 1 Q1 0340 0.7061

86486  Skin test nos an#gen Covered N 1 Q1 0340 0.7061

86490  Co��idioidomy�osis skin test Covered N 1 Q1 0420 1.7762

86510  Histo�lasmosis skin test Covered N 1 Q1 0340 0.7061

86580  Tb intradermal test Covered N 1 Q1 0450 0.3942

86590  Stre�tokinase an#body Covered N 1 N

86592  Sy�hilis test non-tre� qual Covered N 2 N

86593  Sy�hilis test non-tre� quant Covered N 2 N

86602  An#nomy�es an#body Covered N 3 N

86603  Adenovirus an#body Covered N N

86606  As�ergillus an#body Covered N N

86609  Ba�terium an#body Covered N N

86611  Bartonella an#body Covered N N

86612  Blastomy�es an#body Covered N N

86615  Bordetella an#body Covered N N

86617  Lyme disease an#body Covered N 1 N

86618  Lyme disease an#body Covered N 2 N
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86619  Borrelia an#body Covered N N

86622  Bru�ella an#body Covered N N

86625  Cam�yloba�ter an#body Covered N N

86628  Candida an#body Covered N N

86631  Chlamydia an#body Covered N 1 N

86632  Chlamydia igm an#body Covered N 1 N

86635  Co��idioides an#body Covered N N

86638  Q �ever an#body Covered N N

86641  Cry�to�o��us an#body Covered N N

86644  Cmv an#body Covered N N

86645  Cmv an#body igm Covered N N

86648  Di�htheria an#body Covered N N

86651  En�e�hali#s �ali�orn antbdy Covered N 2 N

86652  En�e�hal#s east eqne anbdy Covered N 2 N

86653  En�e�hal#s st louis antbody Covered N N

86654  En�e�hal#s west eqne antbdy Covered N N

86658  Enterovirus an#body Covered N N

86663  E�stein-barr an#body Covered N N

86664  E�stein-barr nu�lear an#gen Covered N 2 N

86665  E�stein-barr �a�sid v�a Covered N 1 N

86666  Ehrli�hia an#body Covered N N

86668  Fran�isella tularensis Covered N N

86671  Fungus nes an#body Covered N N

86674  Giardia lamblia an#body Covered N 3 N

86677  Heli�oba�ter �ylori an#body Covered N 1 N

86682  Helminth an#body Covered N N

86684  Hemo�hilus influenza an#bdy Covered N N

86687  Htlv-i an#body Covered N 1 N

86688  Htlv-ii an#body Covered N 2 N

86689  Htlv/hiv �onfirm2 an#body Covered N 1 N

86692  He�a##s delta agent antbdy Covered N 2 N

86694  Her�es sim�lex nes antbdy Covered N 1 N

86695  Her�es sim�lex ty�e 1 test Covered N N

86696  Her�es sim�lex ty�e 2 test Covered N N

86698  Histo�lasma an#body Covered N 3 N

86701  Hiv-1an#body Covered N 2 N

86702  Hiv-2 an#body Covered N N

86703  Hiv-1/hiv-2 1 result antbdy Covered N 2 N

86704  He� b �ore an#body total Covered N N

86705  He� b �ore an#body igm Covered N N

86706  He� b sur�a�e an#body Covered N N

86707  He�a##s be an#body Covered N N
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86708  He�a##s a total an#body Covered N 1 N

86709  He�a##s a igm an#body Covered N 1 N

86710  Influenza virus an#body Covered N N

86711  John �unningham an#body Not Covered N

86713  Legionella an#body Covered N N

86717  Leishmania an#body Covered N N

86720  Le�tos�ira an#body Covered N N

86723  Listeria mono�ytogenes Covered N N

86727  Lym�h �horiomeningi#s ab Covered N N

86729  Lym�ho venereum an#body Covered N N

86732  Iu�ormy�osis an#body Covered N N

86735  Ium�s an#body Covered N N

86738  Iy�o�lasma an#body Covered N 2 N

86741  Neisseria meningi#dis Covered N N

86744  No�ardia an#body Covered N N

86747  Parvovirus an#body Covered N 2 N

86750  Ialaria an#body Covered N N

86753  Protozoa an#body nos Covered N N

86756  Res�iratory virus an#body Covered N 1 N

86757  Ri�keKsia an#body Covered N N

86759  Rotavirus an#body Covered N N

86762  Rubella an#body Covered N N

86765  Rubeola an#body Covered N N

86768  Salmonella an#body Covered N N

86771  Shigella an#body Covered N N

86774  Tetanus an#body Covered N N

86777  Toxo�lasma an#body Covered N 2 N

86778  Toxo�lasma an#body igm Covered N N

86780  Tre�onema �allidum Covered N 1 N

86784  Tri�hinella an#body Covered N 2 N

86787  Vari�ella-zoster an#body Covered N N

86788  West nile virus ab igm Covered N N

86789  West nile virus an#body Covered N N

86790  Virus an#body nos Covered N N

86793  Wersinia an#body Covered N N

86800  Thyroglobulin an#body Covered N 1 N

86803  He�a##s � ab test Covered N N

86804  He� � ab test �onfirm Covered N N

86805  Lym�ho�ytotoxi�ity assay Covered N 1 N

86806  Lym�ho�ytotoxi�ity assay Covered N 1 N

86807  Cytotoxi� an#body s�reening Covered N 1 N

86808  Cytotoxi� an#body s�reening Covered N 1 N
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86812  Hla ty�ing a b or � Covered N 1 N

86813  Hla ty�ing a b or � Covered N 1 N

86816  Hla ty�ing dr/dq Covered N 1 N

86817  Hla ty�ing dr/dq Covered N 1 N

86821  Lym�ho�yte �ulture mixed Covered N 1 N

86822  Lym�ho�yte �ulture �rimed Covered N 1 N

86825  Hla x-math non-�ytotoxi� Covered N 1 N

86826  Hla x-mat�h non�ytotox� addl Covered N 1 N

86828  Hla �lass i&ii an#body qual Covered N 1 N

86829  Hla �lass i/ii an#body qual Covered N 1 N

86830  Hla �lass i �henoty�e qual Covered N 1 N

86831  Hla �lass ii �henoty�e qual Covered N 1 N

86832  Hla �lass i high defin qual Covered N 1 N

86833  Hla �lass ii high defin qual Covered N 1 N

86834  Hla �lass i semiquant �anel Covered N 1 N

86835  Hla �lass ii semiquant �anel Covered N 1 N

86849  Immunology �ro�edure Covered N N

86850  Rb� an#body s�reen Covered N 1 Q1 0345 1.0256

86860  Rb� an#body elu#on Covered N 1 S 0346 1.6869

86870  Rb� an#body iden#fi�a#on Covered N Q1 0433 2.4765

86880  Coombs test dire�t Covered N S 0346 1.6869

86885  Coombs test indire�t qual Covered N 1 S 0346 1.6869

86886  Coombs test indire�t #ter Covered N 3 Q1 0433 2.4765

86890  Autologous blood �ro�ess Covered N S 0346 1.6869

86891  Autologous blood o� salvage Covered N S 0346 1.6869

86900  Blood ty�ing serologi� abo Covered N Q1 0345 1.0256

86901  Blood ty�ing serologi� rh(d) Covered N 1 Q1 0345 1.0256

86902  Blood ty�e an#gen donor ea Covered N Q1 0345 1.0256

86904  Blood ty�ing �a#ent serum Covered N Q1 0345 1.0256

86905  Blood ty�ing rb� an#gens Covered N Q1 0345 1.0256

86906  Bld ty�ing serologi� rh �hnt Covered N Q1 0345 1.0256

86910  Blood ty�ing �aternity test Covered N E $26.75

86911  Blood ty�ing an#gen system Covered N E $7.59

86920  Com�a#bility test s�in Covered N 1 S 0346 1.6869

86921  Com�a#bility test in�ubate Covered N Q1 0345 1.0256

86922  Com�a#bility test an#glob Covered N S 0346 1.6869

86923  Com�a#bility test ele�tri� Covered N 6 S 0346 1.6869

86927  Plasma �resh �rozen Covered N S 0438 1.4593

86930  Frozen blood �re� Covered N 3 Q1 0345 1.0256

86931  Frozen blood thaw Covered N S 0346 1.6869

86932  Frozen blood �reeze/thaw Covered N Q1 0345 1.0256

86940  Hemolysins/agglu#nins auto Covered N N
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86941  Hemolysins/agglu#nins Covered N N

86945  Blood �rodu�t/irradia#on Covered N 3 Q1 0345 1.0256

86950  Leuka�yte trans�usion Covered N 1 Q1 0345 1.0256

86960  Vol redu�#on o� blood/�rod Covered N 1 S 0346 1.6869

86965  Pooling blood �latelets Covered N 1 S 0346 1.6869

86970  Rb� �retx in�ubat2 w/�hemi�l Covered N Q1 0450 0.3942

86971  Rb� �retx in�ubat2 w/enzymes Covered N S 0346 1.6869

86972  Rb� �retx in�ubat2 w/density Covered N S 0346 1.6869

86975  Rb� serum �retx in�ub2 drugs Covered N 1 S 0346 1.6869

86976  Rb� serum �retx id dilu#on Covered N 1 Q1 0345 1.0256

86977  Rb� serum �retx in�ub2/inhib Covered N 1 Q1 0345 1.0256

86978  Rb� �retreatment serum Covered N 1 Q1 0345 1.0256

86985  S�lit blood or �rodu�ts Covered N S 0346 1.6869

86999  Trans�usion �ro�edure Covered N Q1 0345 1.0256

87003  Small animal ino�ula#on Covered N 1 N

87015  S�e�imen in�e�t agnt �on�nt2 Covered N N

87040  Blood �ulture �or ba�teria Covered N N

87045  Fe�es �ulture aerobi� ba�t Covered N 3 N

87046  Stool �ultr aerobi� ba�t ea Covered N N

87070  Culture othr s�e�imn aerobi� Covered N 4 N

87071  Culture aerobi� quant other Covered N N

87073  Culture ba�teria anaerobi� Covered N N

87075  Cultr ba�teria ex�e�t blood Covered N 4 N

87076  Culture anaerobe ident ea�h Covered N N

87077  Culture aerobi� iden#�y Covered N N

87081  Culture s�reen only Covered N N

87084  Culture o� s�e�imen by kit Covered N 1 N

87086  Urine �ulture/�olony �ount Covered N 2 N

87088  Urine ba�teria �ulture Covered N 2 N

87101  Skin �ungi �ulture Covered N N

87102  Fungus isola#on �ulture Covered N N

87103  Blood �ungus �ulture Covered N 4 N

87106  Fungi iden#fi�a#on yeast Covered N N

87107  Fungi iden#fi�a#on mold Covered N N

87109  Iy�o�lasma Covered N 3 N

87110  Chlamydia �ulture Covered N 2 N

87116  Iy�oba�teria �ulture Covered N 1 N

87118  Iy�oba�teri� iden#fi�a#on Covered N 1 N

87140  Culture ty�e immunofluores� Covered N N

87143  Culture ty�ing gl�/h�l� Covered N 1 N

87147  Culture ty�e immunologi� Covered N N

87149  Dna/rna dire�t �robe Covered N N
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87150  Dna/rna am�lified �robe Covered N 1 N

87152  Culture ty�e �ulse field gel Covered N N

87153  Dna/rna sequen�ing Covered N 1 N

87158  Culture ty�ing added method Covered N N

87164  Dark field examina#on Covered N 1 N

87166  Dark field examina#on Covered N 1 N

87168  Ia�ros�o�i� exam arthro�od Covered N N

87169  Ia�ros�o�i� exam �arasite Covered N 2 N

87172  Pinworm exam Covered N N

87176  Tissue homogeniza#on �ultr Covered N 1 N

87177  Ova and �arasites smears Covered N 3 N

87181  Ii�robe sus�e�#ble diffuse Covered N N

87184  Ii�robe sus�e�#ble disk Covered N 4 N

87185  Ii�robe sus�e�#ble enzyme Covered N N

87186  Ii�robe sus�e�#ble mi� Covered N 4 N

87187  Ii�robe sus�e�#ble ml� Covered N 1 N

87188  Ii�robe sus�e�t ma�robroth Covered N 4 N

87190  Ii�robe sus�e�t my�oba�teri Covered N N

87197  Ba�teri�idal level serum Covered N 1 N

87205  Smear gram stain Covered N N

87206  Smear fluores�ent/a�id stai Covered N N

87207  Smear s�e�ial stain Covered N 1 N

87209  Smear �om�lex stain Covered N 1 N

87210  Smear wet mount saline/ink Covered N N

87220  Tissue exam �or �ungi Covered N 1 N

87230  Assay toxin or an#toxin Covered N 1 N

87250  Virus ino�ulate eggs/animal Covered N 3 N

87252  Virus ino�ula#on #ssue Covered N 1 N

87253  Virus ino�ulate #ssue addl Covered N N

87254  Virus ino�ula#on shell via Covered N N

87255  Genet virus isolate hsv Covered N 1 N

87260  Adenovirus ag i� Covered N 2 N

87265  Pertussis ag i� Covered N N

87267  Enterovirus an#body d�a Covered N 1 N

87269  Giardia ag i� Covered N N

87270  Chlamydia tra�homa#s ag i� Covered N 2 N

87271  Cytomegalovirus d�a Covered N 1 N

87272  Cry�tos�oridium ag i� Covered N N

87273  Her�es sim�lex 2 ag i� Covered N N

87274  Her�es sim�lex 1 ag i� Covered N N

87275  Influenza b ag i� Covered N N

87276  Influenza a ag i� Covered N N



Procedure 

Code Procedure Code Description

Iowa 

Medicaid 

Coverage

Prior 

Authorization 

Indicator

Procedure 

Max Units APC Status Indicator APC

APC 

Weight

Anesthesia 

Code Base 

Unit

Iowa Medicaid Fee 

Schedule Amount

87277  Legionella mi�dadei ag i� Covered N N

87278  Legion �neumo�hilia ag i� Covered N N

87279  Parainfluenza ag i� Covered N N

87280  Res�iratory syn�y#al ag i� Covered N 2 N

87281  Pneumo�ys#s �arinii ag i� Covered N N

87283  Rubeola ag i� Covered N N

87285  Tre�onema �allidum ag i� Covered N N

87290  Vari�ella zoster ag i� Covered N N

87299  An#body dete�#on nos i� Covered N N

87300  Ag dete�#on �olyval i� Covered N N

87301  Adenovirus ag eia Covered N N

87305  As�ergillus ag eia Covered N N

87320  Chylmd tra�h ag eia Covered N 1 N

87324  Clostridium ag eia Covered N N

87327  Cry�to�o��us neo�orm ag eia Covered N N

87328  Cry�tos�oridium ag eia Covered N N

87329  Giardia ag eia Covered N 3 N

87332  Cytomegalovirus ag eia Covered N N

87335  E �oli 0157 ag eia Covered N 2 N

87336  Entamoeb hist dis�r ag eia Covered N N

87337  Entamoeb hist grou� ag eia Covered N N

87338  H�ylori stool eia Covered N 1 N

87339  H �ylori ag eia Covered N N

87340  He�a##s b sur�a�e ag eia Covered N 1 N

87341  He�a##s b sur�a�e ag eia Covered N 1 N

87350  He�a##s be ag eia Covered N 1 N

87380  He�a##s delta ag eia Covered N N

87385  Histo�lasma �a�sul ag eia Covered N N

87389  Hiv-1 ag w/hiv-1 & hiv-2 ab Covered N N

87390  Hiv-1 ag eia Covered N 2 N

87391  Hiv-2 ag eia Covered N 1 N

87400  Influenza a/b ag eia Covered N 2 N

87420  Res� syn�y#al ag eia Covered N 1 N

87425  Rotavirus ag eia Covered N 1 N

87427  Shiga-like toxin ag eia Covered N N

87430  Stre� a ag eia Covered N 1 N

87449  Ag dete�t nos eia mult Covered N N

87450  Ag dete�t nos eia single Covered N N

87451  Ag dete�t �olyval eia mult Covered N 2 N

87470  Bartonella dna dir �robe Covered N 1 N

87471  Bartonella dna am� �robe Covered N 1 N

87472  Bartonella dna quant Covered N N
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87475  Lyme dis dna dir �robe Covered N 1 N

87476  Lyme dis dna am� �robe Covered N 1 N

87477  Lyme dis dna quant Covered N 1 N

87480  Candida dna dir �robe Covered N 1 N

87481  Candida dna am� �robe Covered N 1 N

87482  Candida dna quant Covered N 1 N

87485  Chylmd �neum dna dir �robe Covered N 1 N

87486  Chylmd �neum dna am� �robe Covered N 1 N

87487  Chylmd �neum dna quant Covered N 1 N

87490  Chylmd tra�h dna dir �robe Covered N 1 N

87491  Chylmd tra�h dna am� �robe Covered N 1 N

87492  Chylmd tra�h dna quant Covered N 1 N

87493  C diff am�lified �robe Covered N 1 N

87495  Cytomeg dna dir �robe Covered N 1 N

87496  Cytomeg dna am� �robe Covered N 1 N

87497  Cytomeg dna quant Covered N 1 N

87498  Enterovirus �robe&revrs trns Covered N 1 N

87500  Vanomy�in dna am� �robe Covered N 1 N

87501  Influenza dna am� �rob 1+ Covered N 1 N

87502  Influenza dna am� �robe Covered N 1 N

87503  Influenza dna am� �rob addl Covered N 1 N

87505  N��t agent dete�#on gi Covered N 1 N

87506  Iadna-dna/rna �robe tq 6-11 Covered N 1 N

87507  Iadna-dna/rna �robe tq 12-25 Covered N 1 N

87510  Gardner vag dna dir �robe Covered N 1 N

87511  Gardner vag dna am� �robe Covered N 1 N

87512  Gardner vag dna quant Covered N 1 N

87515  He�a##s b dna dir �robe Covered N 1 N

87516  He�a##s b dna am� �robe Covered N 1 N

87517  He�a##s b dna quant Covered N 1 N

87520  He�a##s � rna dir �robe Covered N 1 N

87521  He�a##s � �robe&rvrs trns� Covered N 1 N

87522  He�a##s � revrs trns�r�2 Covered N 1 N

87525  He�a##s g dna dir �robe Covered N 1 N

87526  He�a##s g dna am� �robe Covered N 1 N

87527  He�a##s g dna quant Covered N 1 N

87528  Hsv dna dir �robe Covered N 1 N

87529  Hsv dna am� �robe Covered N 1 N

87530  Hsv dna quant Covered N 1 N

87531  Hhv-6 dna dir �robe Covered N 1 N

87532  Hhv-6 dna am� �robe Covered N 1 N

87533  Hhv-6 dna quant Covered N 1 N
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87534  Hiv-1 dna dir �robe Covered N 1 N

87535  Hiv-1 �robe&reverse trns�r�2 Covered N 2 N

87536  Hiv-1 quant&revrse trns�r�2 Covered N 2 N

87537  Hiv-2 dna dir �robe Covered N N

87538  Hiv-2 �robe&revrse trns�ri�2 Covered N N

87539  Hiv-2 quant&revrse trns�ri�2 Covered N N

87540  Legion �neumo dna dir �rob Covered N 2 N

87541  Legion �neumo dna am� �rob Covered N 1 N

87542  Legion �neumo dna quant Covered N 1 N

87550  Iy�oba�teria dna dir �robe Covered N N

87551  Iy�oba�teria dna am� �robe Covered N N

87552  Iy�oba�teria dna quant Covered N 2 N

87555  I.tuber�ulo dna dir �robe Covered N N

87556  I.tuber�ulo dna am� �robe Covered N N

87557  I.tuber�ulo dna quant Covered N N

87560  I.avium-intra dna dir �rob Covered N N

87561  I.avium-intra dna am� �rob Covered N N

87562  I.avium-intra dna quant Covered N N

87580  I.�neumon dna dir �robe Covered N 2 N

87581  I.�neumon dna am� �robe Covered N 2 N

87582  I.�neumon dna quant Covered N N

87590  N.gonorrhoeae dna dir �rob Covered N N

87591  N.gonorrhoeae dna am� �rob Covered N N

87592  N.gonorrhoeae dna quant Covered N N

87623  H�v low-risk ty�es Covered N 1 N

87624  H�v high-risk ty�es Covered N 1 N

87625  H�v ty�es 16 & 18 only Covered N 1 N

87631  Res� virus 3-5 targets Covered N 1 N

87632  Res� virus 6-11 targets Covered N 1 N

87633  Res� virus 12-25 targets Covered N 1 N

87640  Sta�h a dna am� �robe Covered N 1 N

87641  Ir-sta�h dna am� �robe Covered N 1 N

87650  Stre� a dna dir �robe Covered N N

87651  Stre� a dna am� �robe Covered N N

87652  Stre� a dna quant Covered N 1 N

87653  Stre� b dna am� �robe Covered N 1 N

87660  Tri�homonas vagin dir �robe Covered N 1 N

87661  Tri�homonas vaginalis am�li� Covered N 1 A $45.83

87797  Dete�t agent nos dna dir Covered N 3 N

87798  Dete�t agent nos dna am� Covered N N

87799  Dete�t agent nos dna quant Covered N N

87800  Dete�t agnt mult dna dire� Covered N 2 N



Procedure 

Code Procedure Code Description

Iowa 

Medicaid 

Coverage

Prior 

Authorization 

Indicator

Procedure 

Max Units APC Status Indicator APC

APC 

Weight

Anesthesia 

Code Base 

Unit

Iowa Medicaid Fee 

Schedule Amount

87801  Dete�t agnt mult dna am�li Covered N N

87802  Stre� b assay w/o�#� Covered N 2 N

87803  Clostridium toxin a w/o�#� Covered N 2 N

87804  Influenza assay w/o�#� Covered N N

87806  Hiv an#gen w/hiv an#bodies Covered N 1 N

87807  Rsv assay w/o�#� Covered N 1 N

87808  Tri�homonas assay w/o�#� Covered N 1 N

87809  Adenovirus assay w/o�#� Not Covered N

87810  Chylmd tra�h assay w/o�#� Covered N 2 N

87850  N. gonorrhoeae assay w/o�#� Covered N N

87880  Stre� a assay w/o�#� Covered N 2 N

87899  Agent nos assay w/o�#� Covered N N

87900  Phenoty�e in�e�t agent drug Covered N N

87901  Genoty�e dna hiv reverse t Covered N N

87902  Genoty�e dna/rna he� � Covered N 1 N

87903  Phenoty�e dna hiv w/�ulture Covered N 1 N

87904  Phenoty�e dna hiv w/�lt add Covered N N

87905  Sialidase enzyme assay Covered N 1 N

87906  Genoty�e dna/rna hiv Covered N 1 N

87910  Genoty�e �ytomegalovirus Not Covered N

87912  Genoty�e dna he�a##s b Covered N 1 N

87999  Ii�robiology �ro�edure Covered N 1 N

88000  Auto�sy (ne�ro�sy) gross Covered N E Review Required

88005  Auto�sy (ne�ro�sy) gross Covered N E Review Required

88007  Auto�sy (ne�ro�sy) gross Covered N E Review Required

88012  Auto�sy (ne�ro�sy) gross Covered N E Review Required

88014  Auto�sy (ne�ro�sy) gross Covered N E Review Required

88016  Auto�sy (ne�ro�sy) gross Covered N E Review Required

88020  Auto�sy (ne�ro�sy) �om�lete Covered N 1 E Review Required

88025  Auto�sy (ne�ro�sy) �om�lete Covered N E Review Required

88027  Auto�sy (ne�ro�sy) �om�lete Covered N E Review Required

88028  Auto�sy (ne�ro�sy) �om�lete Covered N E Review Required

88029  Auto�sy (ne�ro�sy) �om�lete Covered N E Review Required

88036  Limited auto�sy Covered N E Review Required

88037  Limited auto�sy Covered N E Review Required

88040  Forensi� auto�sy (ne�ro�sy) Covered N E Review Required

88045  Coroners auto�sy (ne�ro�sy) Covered N E Review Required

88099  Ne�ro�sy (auto�sy) �ro�edure Covered N E Review Required

88104  Cyto�ath fl nongyn smears Covered N 2 Q1 0450 0.3942

88106  Cyto�ath fl nongyn filter Covered N 2 Q1 0450 0.3942

88108  Cyto�ath �on�entrate te�h Covered N Q1 0450 0.3942

88112  Cyto�ath �ell enhan�e te�h Covered N 4 Q1 0342 0.7318
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88120  Cyt� urne 3-5 �robes ea s�e� Covered N 1 Q1 0433 2.4765

88121  Cyt� urine 3-5 �robes �m�tr Covered N 1 Q1 0433 2.4765

88125  Forensi� �yto�athology Covered N 1 Q1 0433 2.4765

88130  Sex �hroma#n iden#fi�a#on Covered N 1 N

88140  Sex �hroma#n iden#fi�a#on Covered N 1 N

88141  Cyto�ath �/v inter�ret Covered N 1 N

88142  Cyto�ath �/v thin layer Covered N 1 N

88143  Cyto�ath �/v thin layer redo Covered N 1 N

88147  Cyto�ath �/v automated Covered N 1 N

88148  Cyto�ath �/v auto res�reen Covered N N

88150  Cyto�ath �/v manual Covered N 1 N

88152  Cyto�ath �/v auto redo Covered N N

88153  Cyto�ath �/v redo Covered N N

88154  Cyto�ath �/v sele�t Covered N 1 N

88155  Cyto�ath �/v index add-on Covered N 1 N

88160  Cyto�ath smear other sour�e Not Covered Q1 0450 0.3942

88161  Cyto�ath smear other sour�e Not Covered Q1 0450 0.3942

88162  Cyto�ath smear other sour�e Not Covered Q1 0342 0.7318

88164  Cyto�ath tbs �/v manual Covered N 1 N

88165  Cyto�ath tbs �/v redo Covered N 1 N

88166  Cyto�ath tbs �/v auto redo Covered N N

88167  Cyto�ath tbs �/v sele�t Covered N N

88172  Cyt� dx eval �na 1st ea site Covered N Q1 0342 0.7318

88173  Cyto�ath eval �na re�ort Covered N 2 Q1 0342 0.7318

88174  Cyto�ath �/v auto in fluid Covered N N

88175  Cyto�ath �/v auto fluid redo Covered N 1 N

88177  Cyt� �na eval ea addl Covered N 1 N

88182  Cell marker study Covered N 2 S 0661 3.9671

88184  Flow�ytometry/ t� 1 marker Covered N 1 Q1 0433 2.4765

88185  Flow�ytometry/t� add-on Covered N 1 N

88187  Flow�ytometry/read 2-8 Not Covered B

88188  Flow�ytometry/read 9-15 Not Covered B

88189  Flow�ytometry/read 16 & > Not Covered B

88199  Cyto�athology �ro�edure Covered N 1 Q1 0342 0.7318

88230  Tissue �ulture lym�ho�yte Covered N 2 N

88233  Tissue �ulture skin/bio�sy Covered N 1 N

88235  Tissue �ulture �la�enta Covered N 2 N

88237  Tissue �ulture bone marrow Covered N N

88239  Tissue �ulture tumor Covered N 1 N

88240  Cell �ryo�reserve/storage Covered N 2 N

88241  Frozen �ell �re�ara#on Covered N 2 N

88245  Chromosome analysis 20-25 Covered N 1 N
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88248  Chromosome analysis 50-100 Covered N 1 N

88249  Chromosome analysis 100 Covered N N

88261  Chromosome analysis 5 Covered N 1 N

88262  Chromosome analysis 15-20 Covered N 1 N

88263  Chromosome analysis 45 Covered N 1 N

88264  Chromosome analysis 20-25 Covered N N

88267  Chromosome analys �la�enta Covered N 2 N

88269  Chromosome analys amnio#� Covered N 1 N

88271  Cytogene#�s dna �robe Covered N 1 N

88272  Cytogene#�s 3-5 Covered N 1 N

88273  Cytogene#�s 10-30 Covered N 1 N

88274  Cytogene#�s 25-99 Covered N 1 N

88275  Cytogene#�s 100-300 Covered N 2 N

88280  Chromosome karyoty�e study Covered N 4 N

88283  Chromosome banding study Covered N 2 N

88285  Chromosome �ount addi#onal Covered N N

88289  Chromosome study addi#onal Covered N 1 N

88291  Cyto/mole�ular re�ort Covered N 1 I $5.70

88299  Cytogene#� study Covered N 1 Q1 0342 0.7318

88300  Surgi�al �ath gross Covered N 6 Q1 0450 0.3942

88302  Tissue exam by �athologist Covered N 2 Q1 0450 0.3942

88304  Tissue exam by �athologist Covered N Q1 0342 0.7318

88305  Tissue exam by �athologist Covered N 12 Q1 0342 0.7318

88307  Tissue exam by �athologist Covered N 12 Q1 0433 2.4765

88309  Tissue exam by �athologist Covered N 3 S 0661 3.9671

88311  De�al�i�y #ssue Covered N 4 N

88312  S�e�ial stains grou� 1 Covered N 6 Q1 0342 0.7318

88313  S�e�ial stains grou� 2 Covered N Q1 0342 0.7318

88314  Histo�hemi�al stains add-on Not Covered N

88319  Enzyme histo�hemistry Not Covered S 0661 3.9671

88321  Ii�roslide �onsulta#on Covered N Q1 0450 0.3942

88323  Ii�roslide �onsulta#on Covered N Q1 0433 2.4765

88325  Com�rehensive review o� data Covered N Q1 0342 0.7318

88329  Path �onsult intro� Not Covered Q1 0450 0.3942

88331  Path �onsult intrao� 1 blo� Covered N Q1 0433 2.4765

88332  Path �onsult intrao� addl Covered N 6 N

88333  Intrao� �yto �ath �onsult 1 Covered N 3 S 0661 3.9671

88334  Intrao� �yto �ath �onsult 2 Covered N 6 N

88341  Immunohisto an#body slide Covered N 1 N

88342  Immunohisto an#body stain Covered N 2 Q1 0433 2.4765

88344  Immunohisto an#body slide Covered N 1 Q1 0433 2.4765

88346  Immunofluores�ent study Covered N Q1 0433 2.4765
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88347  Immunofluores�ent study Covered N 1 Q1 0433 2.4765

88348  Ele�tron mi�ros�o�y Covered N 1 S 0661 3.9671

88355  Analysis skeletal mus�le Covered N 1 Q1 0433 2.4765

88356  Analysis nerve Covered N 1 Q1 0342 0.7318

88358  Analysis tumor Covered N 1 S 0661 3.9671

88360  Tumor immunohisto�hem/manual Covered N Q1 0433 2.4765

88361  Tumor immunohisto�hem/�om�ut Covered N 1 Q1 0433 2.4765

88362  Nerve teasing �re�ara#ons Covered N 1 S 0661 3.9671

88363  Xm ar�hive #ssue mole� anal Covered N 1 Q1 0450 0.3942

88364  Insitu hybridiza#on (fish) Covered N 1 N

88365  Insitu hybridiza#on (fish) Covered N 1 Q1 0342 0.7318

88366  Insitu hybridiza#on (fish) Covered N 1 Q1 0342 0.7318

88367  Insitu hybridiza#on auto Covered N 1 Q1 0433 2.4765

88368  Insitu hybridiza#on manual Covered N 1 Q1 0433 2.4765

88369  I/�hmtr� alysishquant/semiq Covered N 1 N

88371  Protein western blot #ssue Covered N N

88372  Protein analysis w/�robe Covered N N

88373  I/�hmtr� alys ishquant/semiq Covered N 1 N

88374  I/�hmtr� alys ishquant/semiq Not Covered Q1 0433 2.4765

88375  O�#�al endomi�ros��y inter� Covered N 1 Q1 0342 0.7318

88377  I/�hmtr� alys ishquant/semiq Not Covered Q1 0433 2.4765

88380  Ii�rodisse�#on laser Not Covered B

88381  Ii�rodisse�#on manual Not Covered B

88387  Tiss exam mole�ular study Not Covered B

88388  Tiss ex mole�ul study add-on Covered N 1 N

88399  Surgi�al �athology �ro�edure Covered N Q1 0342 0.7318

88720  Bilirubin total trans�ut Covered N 1 N

88738  Hgb quant trans�utaneous Covered N 1 N

88740  Trans�utaneous �arboxyhb Covered N 1 N

88741  Trans�utaneous methb Covered N 1 N

88749  In vivo lab servi�e Covered N N

89049  Ch�t �or mal hy�erthermia Covered N 1 Q1 0433 2.4765

89050  Body fluid �ell �ount Covered N 2 N

89051  Body fluid �ell �ount Covered N 1 N

89055  Leuko�yte assessment �e�al Covered N 6 N

89060  Exam synovial fluid �rystals Covered N 1 N

89125  S�e�imen �at stain Covered N 2 N

89160  Exam �e�es �or meat fibers Covered N 1 N

89190  Nasal smear �or eosino�hils Covered N 1 N

89220  S�utum s�e�imen �olle�#on Not Covered Q1 0433 2.4765

89230  Colle�t sweat �or test Covered N Q1 0342 0.7318

89240  Pathology lab �ro�edure Covered N Q1 0342 0.7318
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89250  Cultr oo�yte/embryo <4 days Covered N 1 Q1 0433 2.4765

89251  Cultr oo�yte/embryo <4 days Not Covered Q1 0433 2.4765

89253  Embryo hat�hing Not Covered Q1 0433 2.4765

89254  Oo�yte iden#fi�a#on Not Covered Q1 0433 2.4765

89255  Pre�are embryo �or trans�er Not Covered Q1 0433 2.4765

89257  S�erm iden#fi�a#on Not Covered Q1 0342 0.7318

89258  Cryo�reserva#on embryo(s) Not Covered S 0661 3.9671

89259  Cryo�reserva#on s�erm Not Covered Q1 0433 2.4765

89260  S�erm isola#on sim�le Not Covered Q1 0342 0.7318

89261  S�erm isola#on �om�lex Not Covered Q1 0342 0.7318

89264  Iden#�y s�erm #ssue Not Covered Q1 0433 2.4765

89268  Insemina#on o� oo�ytes Not Covered Q1 0433 2.4765

89272  Extended �ulture o� oo�ytes Not Covered S 0661 3.9671

89280  Assist oo�yte �er#liza#on Not Covered S 0661 3.9671

89281  Assist oo�yte �er#liza#on Not Covered Q1 0433 2.4765

89290  Bio�sy oo�yte �olar body Not Covered Q1 0433 2.4765

89291  Bio�sy oo�yte �olar body Not Covered Q1 0433 2.4765

89300  Semen analysis w/huhner Covered N 1 N

89310  Semen analysis w/�ount Covered N 1 N

89320  Semen anal vol/�ount/mot Covered N 1 N

89321  Semen anal s�erm dete�#on Covered N 1 N

89322  Semen anal stri�t �riteria Covered N 1 N

89325  S�erm an#body test Covered N 1 N

89329  S�erm evalua#on test Covered N 1 N

89330  Evalua#on �ervi�al mu�us Covered N 1 N

89331  Retrograde e2a�ula#on anal Not Covered N

89335  Cryo�reserve tes#�ular #ss Not Covered Q1 0342 0.7318

89337  Cryo�reserva#on oo�yte(s) Not Covered Q1 0433 2.4765

89342  Storage/year embryo(s) Not Covered Q1 0433 2.4765

89343  Storage/year s�erm/semen Not Covered Q1 0342 0.7318

89344  Storage/year re�rod #ssue Not Covered Q1 0433 2.4765

89346  Storage/year oo�yte(s) Not Covered Q1 0433 2.4765

89352  Thawing �ryo�resrved embryo Not Covered Q1 0433 2.4765

89353  Thawing �ryo�resrved s�erm Not Covered Q1 0433 2.4765

89354  Thaw �ryo�rsvrd re�rod #ss Not Covered Q1 0433 2.4765

89356  Thawing �ryo�resrved oo�yte Not Covered Q1 0433 2.4765

89398  Unlisted re�rod med lab �ro� Covered N 1 Q1 0342 0.7318

90281  Human ig im Covered N E $25.76

90283  Human ig iv Covered N E $179.51

90284  Human ig s� Covered N E $11.29

90287  Botulinum an#toxin Covered N 1 E By Re�ort

90288  Botulism ig iv Covered N 1 E By Re�ort
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90291  Cmv ig iv Covered N E $350.03

90296  Di�htheria an#toxin Covered N 1 E By Re�ort

90371  He� b ig im Covered N 1 K 1630 $585.20

90375  Rabies ig im/s� Covered N K 9133 $137.99

90376  Rabies ig heat treated Covered N K 9134 $137.99

90378  Rsv mab im 50mg Covered N K 9003 $746.82

90384  Rh ig �ull-dose im Covered N 1 E $96.93

90385  Rh ig minidose im Covered N 1 N

90386  Rh ig iv Covered N E $127.45

90389  Tetanus ig im Covered N E $96.93

90393  Va��ina ig im Covered N 1 E By Re�ort

90396  Vari�ella-zoster ig im Covered N K 9135 $112.19

90399  Immune globulin Covered N 1 E By Re�ort

90460  Im admin 1st/only �om�onent Not Covered B

90461  Im admin ea�h addl �om�onent Not Covered B

90471  Immuniza#on admin Covered N 1 S 0437 0.7218

90472  Immuniza#on admin ea�h add Covered N 4 N

90473  Immune admin oral/nasal Covered N 1 S 0437 0.7218

90474  Immune admin oral/nasal addl Covered N 1 N

90476  Adenovirus va��ine ty�e 4 Covered N 1 N

90477  Adenovirus va��ine ty�e 7 Covered N 1 E By Re�ort

90581  Anthrax va��ine s� or im Covered N 1 K 1422 By Re�ort

90585  B�g va��ine �er�ut Covered N 1 K 9137 By Re�ort

90586  B�g va��ine intravesi�al Not Covered B

90630  Flu va�� iiv4 no �reserv id Covered N 1 E By Re�ort

90632  He� a va��ine adult im Covered N 1 N

90633  He� a va�� �ed/adol 2 dose Covered N 2 N

90634  He� a va�� �ed/adol 3 dose Covered N 1 N

90636  He� a/he� b va�� adult im Covered N 1 N

90644  Ieningo��l hib va� 4 dose im Covered N 1 E By Re�ort

90645  Hib va��ine hbo� im Covered N 1 N

90646  Hib va��ine �r�-d im Covered N 1 N

90647  Hib va��ine �r�-om� im Covered N 1 N

90648  Hib va��ine �r�-t im Covered N 1 N

90649  H�v va��ine 4 valent im Covered N 3 I $145.36

90650  H�v va��ine 2 valent im Covered N 1 I By Re�ort

90651  H�v va��ine non valent im Covered N 1 E By Re�ort

90653  Flu va��ine ad2uvant im Covered N 1 E By Re�ort

90654  Flu va�� iiv3 no �reserv id Covered N 1 L By Re�ort

90655  Flu va� no �rsv 3 val 6-35 m Covered N 1 L $14.30

90656  Flu va��ine no �reserv 3 & > Covered N 1 L $12.91

90657  Flu va��ine 3 yrs im Covered N 1 L $5.26



Procedure 

Code Procedure Code Description

Iowa 

Medicaid 

Coverage

Prior 

Authorization 

Indicator

Procedure 

Max Units APC Status Indicator APC

APC 

Weight

Anesthesia 

Code Base 

Unit

Iowa Medicaid Fee 

Schedule Amount

90658  Flu va��ine 3 yrs & > im Not Covered E

90660  Flu va��ine nasal Covered N 1 L $52.02

90661  Flu va�� �ell �ult �rsv �ree Not Covered L

90662  Flu va�� �rsv �ree in� an#g Not Covered L

90664  Flu va�� �andemi� intranasal Not Covered E

90666  Flu va� �andem �rsrv �ree im Not Covered E

90667  Flu va� �andemi� ad2uvant im Not Covered E

90668  Flu va� �andemi� s�lt im Not Covered E

90669  Pneumo�o��al va�� 7 val im Covered N 1 L $65.07

90670  Pneumo�o��al va�� 13 val im Covered N 1 L $112.57

90672  Flu va��ine 4 valent nasal Covered N 1 L $21.85

90673  Flu va�� riv3 no �reserv Covered N 1 L By Re�ort

90675  Rabies va��ine im Covered N 1 K 9139 $116.67

90676  Rabies va��ine id Covered N 1 K 9140 By Re�ort

90680  Rotovirus va�� 3 dose oral Covered N 1 N

90681  Rotavirus va�� 2 dose oral Covered N 1 E $37.90

90685  Flu va� no �rsv 4 val 6-35 m Covered N 1 L $20.59

90686  Flu va� no �rsv 4 val 3 yrs+ Covered N 1 L $31.97

90687  Flu va��ine 4 val 6-35 mo im Not Covered L

90688  Flu va�� 4 val 3 yrs �lus im Not Covered L

90690  Ty�hoid va��ine oral Covered N 1 N

90691  Ty�hoid va��ine im Covered N 1 N

90692  Ty�hoid va��ine h-� s�/id Covered N 1 N

90693  Ty�hoid va��ine akd s� Not Covered B

90696  Dta�-i�v va�� 4-6 yr im Covered N 1 N

90697 Dta�-i�v-hib-he�b va��ine im Not Covered E

90698  Dta�-hib-i� va��ine im Covered N 1 N

90700  Dta� va��ine < 7 yrs im Covered N 1 N

90702  Dt va��ine < 7 yrs im Covered N 1 N

90703  Tetanus va��ine im Covered N 1 N

90704  Ium�s va��ine s� Covered N 1 N

90705  Ieasles va��ine s� Covered N 1 N

90706  Rubella va��ine s� Covered N 1 N

90707  Imr va��ine s� Covered N 1 N

90708  Ieasles-rubella va��ine s� Covered N 1 N

90710  Imrv va��ine s� Covered N 1 N

90712  Oral �oliovirus va��ine Covered N 1 N

90713  Poliovirus i�v s�/im Covered N 1 N

90714  Td va��ine no �rsrv 7/> im Covered N 1 N

90715  Tda� va��ine 7 yrs/> im Covered N 1 N

90716  Chi�ken �ox va��ine s� Covered N 1 I $45.70

90717  Wellow �ever va��ine s� Covered N 1 N
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90719  Di�htheria va��ine im Covered N 1 N

90720  Dt�/hib va��ine im Covered N 1 N

90721  Dta�/hib va��ine im Covered N 1 N

90723  Dta�-he� b-i�v va��ine im Covered N 1 E $76.37

90725  Cholera va��ine in2e�table Covered N 1 N

90727  Plague va��ine im Not Covered E

90732  Pneumo�o��al va�� 23 val im Covered N 1 L $23.23

90733  Ieningo�o��al va��ine s� Covered N K 9143 $67.64

90734  Ieningo�o��al va��ine im Covered N N

90735  En�e�hali#s va��ine s� Covered N 1 K 9144 By Re�ort

90736  Soster va�� s� Covered N 1 I $162.36

90738  Ina�#vated 2e va�� im Covered N 1 I $103.63

90739  He� b va�� adult 2 dose im Not Covered E

90740  He�b va�� ill �at 3 dose im Covered N 1 F $182.94

90743  He� b va�� adol 2 dose im Covered N 1 F $23.86

90744  He�b va�� �ed/adol 3 dose im Covered N 1 F $54.42

90746  He� b va�� adult 3 dose im Covered N 1 F $54.42

90747  He�b va�� ill �at 4 dose im Covered N 1 F By Re�ort

90748  He� b/hib va��ine im Covered N 1 E $52.82

90749  Va��ine toxoid Covered N 2 N

90785  Psytx �om�lex intera�#ve Covered N 1 N

90791  Psy�h diagnos#� evalua#on Covered N 1 Q3 0323 1.5574

90792  Psy�h diag eval w/med srv�s Not Covered Q3 0323 1.5574

90832  Psytx �t&/�amily 30 minutes Not Covered Q3 0322 1.2065

90833  Psytx �t&/�am w/e&m 30 min Not Covered N

90834  Psytx �t&/�amily 45 minutes Not Covered Q3 0323 1.5574

90836  Psytx �t&/�am w/e&m 45 min Not Covered N

90837  Psytx �t&/�amily 60 minutes Not Covered Q3 0323 1.5574

90838  Psytx �t&/�am w/e&m 60 min Not Covered N

90839  Psytx �risis ini#al 60 min Not Covered Q3 0323 1.5574

90840  Psytx �risis ea addl 30 min Not Covered N

90845  Psy�hoanalysis Not Covered Q3 0323 1.5574

90846  Family �sytx w/o �a#ent Covered N Q3 0324 1.6717

90847  Family �sytx w/�a#ent Not Covered Q3 0324 1.6717

90849  Iul#�le �amily grou� �sytx Not Covered Q3 0325 0.8905

90853  Grou� �sy�hothera�y Not Covered Q3 0325 0.8905

90863  Pharma�ologi� mgmt w/�sytx Not Covered E

90865  Nar�osynthesis Covered N 1 Q3 0323 1.5574

90867  T�ranial magn s#m tx �lan Not Covered S 0218 2.1417

90868  T�ranial magn s#m tx deli Not Covered S 0218 2.1417

90869  T�ran magn s#m redetemine Not Covered S 0218 2.1417

90870  Ele�tro�onvulsive thera�y Covered N 1 S 0320 6.0169
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90875  Psy�ho�hysiologi�al thera�y Covered N E $68.77

90876  Psy�ho�hysiologi�al thera�y Covered N E $102.43

90880  Hy�nothera�y Not Covered Q3 0323 1.5574

90882  Environmental mani�ula#on Not Covered E

90885  Psy evalua#on o� re�ords Covered N 1 N

90887  Consulta#on with �amily Not Covered N

90889  Pre�ara#on o� re�ort Not Covered N

90899  Psy�hiatri� servi�e/thera�y Covered N Q3 0322 1.2065

90901  Bio�eedba�k train any meth Not Covered A

90911  Bio�eedba�k �eri/uro/re�tal Covered R T 0126 1.5266

90935  Hemodialysis one evalua#on Covered N 1 S 0170 8.2721

90937  Hemodialysis re�eated eval Not Covered B

90940  Hemodialysis a��ess study Covered N N

90945  Dialysis one evalua#on Covered N 1 V 0633 5.2168

90947  Dialysis re�eated eval Not Covered B

90951  Esrd serv 4 visits � mo <2yr Covered N 1 I $876.79

90952  Esrd serv 2-3 vsts � mo <2yr Covered N 1 I By Re�ort

90953  Esrd serv 1 visit � mo <2yrs Covered N 1 I By Re�ort

90954  Esrd serv 4 vsts � mo 2-11 Covered N 1 I $721.28

90955  Esrd srv 2-3 vsts � mo 2-11 Covered N 1 I $407.89

90956  Esrd srv 1 visit � mo 2-11 Covered N 1 I $276.35

90957  Esrd srv 4 vsts � mo 12-19 Covered N 1 I $578.51

90958  Esrd srv 2-3 vsts � mo 12-19 Covered N 1 I $390.06

90959  Esrd serv 1 vst � mo 12-19 Covered N 1 I $256.10

90960  Esrd srv 4 visits � mo 20+ Covered N 1 I $255.87

90961  Esrd srv 2-3 vsts � mo 20+ Covered N 1 I $206.72

90962  Esrd serv 1 visit � mo 20+ Covered N 1 I $149.64

90963  Esrd home �t serv � mo <2yrs Covered N 1 I $495.48

90964  Esrd home �t serv � mo 2-11 Covered N 1 I $413.98

90965  Esrd home �t serv � mo 12-19 Covered N 1 I $393.89

90966  Esrd home �t serv � mo 20+ Covered N 1 I $204.62

90967  Esrd home �t serv � day <2 Covered N 1 I $17.68

90968  Esrd home �t srv � day 2-11 Covered N 1 I $13.84

90969  Esrd home �t srv � day 12-19 Covered N 1 I $13.50

90970  Esrd home �t serv � day 20+ Covered N 1 I $7.10

90989  Dialysis training �om�lete Not Covered B

90993  Dialysis training in�om�l Not Covered B

90997  Hemo�er�usion Not Covered B

90999  Dialysis �ro�edure Not Covered B

91010  Eso�hagus mo#lity study Covered N 1 S 0361 4.4320

91013  Eso�hgl mo#l w/s#m/�er�us Covered N 1 N

91020  Gastri� mo#lity studies Covered N 1 S 0361 4.4320
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91022  Duodenal mo#lity study Covered N 1 S 0361 4.4320

91030  A�id �er�usion o� eso�hagus Covered N 1 S 0361 4.4320

91034  Gastroeso�hageal reflux test Covered N 1 S 0361 4.4320

91035  G-eso�h reflx tst w/ele�trod Covered N 1 S 0361 4.4320

91037  Eso�h im�ed �un�#on test Covered N 1 S 0360 1.9033

91038  Eso�h im�ed �un�t test > 1hr Covered N 1 S 0361 4.4320

91040  Eso�h balloon distension tst Covered N 1 S 0360 1.9033

91065  Breath hydrogen/methane test Covered N 1 S 0360 1.9033

91110  Gi tra�t �a�sule endos�o�y Covered N 1 T 0142 11.4924

91111  Eso�hageal �a�sule endos�o�y Covered N 1 T 0142 11.4924

91112  Gi wireless �a�sule measure Covered N 1 T 0142 11.4924

91117  Colon mo#lity 6 hr study Covered N 1 T 0164 2.8822

91120  Re�tal sensa#on test Covered N 1 T 0126 1.5266

91122  Anal �ressure re�ord Covered N 1 T 0164 2.8822

91132  Ele�trogastrogra�hy Covered N S 0360 1.9033

91133  Ele�trogastrogra�hy w/test Covered N 1 S 0360 1.9033

91200  Liver elastogra�hy Not Covered S 0266 1.8181

91299  Gastroenterology �ro�edure Covered N 1 S 0360 1.9033

92002  Eye exam new �a#ent Covered N 1 V 0632 1.4327

92004  Eye exam new �a#ent Covered N 1 V 0632 1.4327

92012  Eye exam establish �a#ent Covered N V 0632 1.4327

92014  Eye exam&tx estab �t 1/>vst Covered N 1 V 0632 1.4327

92015  Determine re�ra�#ve state Covered N 1 E $15.05

92018  New eye exam & treatment Covered N 1 T 0240 20.6904

92019  Eye exam & treatment Covered N 1 T 0240 20.6904

92020  S�e�ial eye evalua#on Covered N 1 Q1 0230 0.7019

92025  Corneal to�ogra�hy Covered N 1 Q1 0230 0.7019

92060  S�e�ial eye evalua#on Covered N 1 Q1 0230 0.7019

92065  Ortho�#�/�leo�#� training Covered N 1 Q1 0230 0.7019

92071  Conta�t lens fi0ng �or tx Covered N 2 N

92072  Fit �onta� lens �or managmnt Covered N 2 N

92081  Visual field examina#on(s) Covered N 1 Q1 0230 0.7019

92082  Visual field examina#on(s) Covered N 1 Q1 0230 0.7019

92083  Visual field examina#on(s) Covered N 1 Q1 0698 1.3596

92100  Serial tonometry exam(s) Covered N 1 N

92132  Cm�tr o�hth dx img ant segmt Covered N 1 Q1 0230 0.7019

92133  Cm�tr o�hth img o�#� nerve Covered N 1 Q1 0230 0.7019

92134  C�tr o�hth dx img �ost segmt Covered N 1 Q1 0230 0.7019

92136  O�hthalmi� biometry Covered N 2 Q1 0698 1.3596

92140  Glau�oma �rovo�a#ve tests Covered N 1 Q1 0230 0.7019

92145  Corneal hysteresis deter Covered N 1 Q1 0230 0.7019

92225  S�e�ial eye exam ini#al Covered N 1 Q1 0230 0.7019
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92226  S�e�ial eye exam subsequent Covered N 1 Q1 0230 0.7019

92227  Remote dx re#nal imaging Covered N 1 Q1 0340 0.7061

92228  Remote re#nal imaging mgmt Covered N 1 Q1 0420 1.7762

92230  Eye exam with �hotos Covered N 1 Q1 0698 1.3596

92235  Eye exam with �hotos Covered N 2 S 0231 4.2389

92240  I�g angiogra�hy Covered N 1 S 0231 4.2389

92250  Eye exam with �hotos Covered N 1 Q1 0698 1.3596

92260  O�hthalmos�o�y/dynamometry Covered N 1 Q1 0230 0.7019

92265  Eye mus�le evalua#on Covered N 1 Q1 0698 1.3596

92270  Ele�tro-o�ulogra�hy Covered N 1 Q1 0698 1.3596

92275  Ele�trore#nogra�hy Covered N 1 S 0231 4.2389

92283  Color vision examina#on Covered N 1 Q1 0230 0.7019

92284  Dark ada�ta#on eye exam Covered N 1 Q1 0698 1.3596

92285  Eye �hotogra�hy Covered N 1 Q1 0230 0.7019

92286  Internal eye �hotogra�hy Covered N 1 Q1 0698 1.3596

92287  Internal eye �hotogra�hy Covered N 1 Q1 0698 1.3596

92310  Conta�t lens fi0ng Covered N 1 E $79.25

92311  Conta�t lens fi0ng Covered N 1 Q1 0698 1.3596

92312  Conta�t lens fi0ng Covered N 1 Q1 0698 1.3596

92313  Conta�t lens fi0ng Covered N 1 Q1 0698 1.3596

92314  Pres�ri�#on o� �onta�t lens Covered N 1 E $49.91

92315  Rx �nta�t lens a�hakia 1 eye Covered N 1 Q1 0698 1.3596

92316  Rx �nta�t lens a�hakia 2 eye Covered N 1 Q1 0698 1.3596

92317  Rx �orneos�leral �nta�t lens Covered N 1 Q1 0230 0.7019

92325  Iodifi�a#on o� �onta�t lens Covered N 1 Q1 0698 1.3596

92326  Re�la�ement o� �onta�t lens Covered N 1 Q1 0698 1.3596

92340  Fit s�e�ta�les mono�o�al Not Covered E

92341  Fit s�e�ta�les bi�o�al Covered N 1 E $35.75

92342  Fit s�e�ta�les mul#�o�al Covered N 1 E $39.47

92352  Fit a�hakia s�e�t�l mono�o�l Covered N 1 Q1 0698 1.3596

92353  Fit a�hakia s�e�t�l mul#�o� Covered N 1 Q1 0698 1.3596

92354  Fit s�e�ta�les single system Covered N 1 Q1 0230 0.7019

92355  Fit s�e�ta�les �om�ound lens Covered N 1 Q1 0230 0.7019

92358  A�hakia �rosth servi�e tem� Covered N 1 Q1 0698 1.3596

92370  Re�air & ad2ust s�e�ta�les Not Covered E

92371  Re�air & ad2ust s�e�ta�les Covered N 1 Q1 0698 1.3596

92499  Eye servi�e or �ro�edure Covered N Q1 0230 0.7019

92502  Ear and throat examina#on Covered N 1 T 0251 4.8979

92504  Ear mi�ros�o�y examina#on Covered N 1 N

92507  S�ee�h/hearing thera�y Covered N 1 A $69.21

92508  S�ee�h/hearing thera�y Covered N 1 A $67.20

92511  Naso�haryngos�o�y Covered N 1 T 0071 2.0314
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92512  Nasal �un�#on studies Covered N 1 S 0363 1.9280

92516  Fa�ial nerve �un�#on test Covered N 1 S 0363 1.9280

92520  Laryngeal �un�#on studies Covered N 1 Q1 0340 0.7061

92521  Evalua#on o� s�ee�h fluen�y Covered N 1 A $103.73

92522  Evaluate s�ee�h �rodu�#on Covered N 1 A $84.55

92523  S�ee�h sound lang �om�rehen Covered N 1 A $175.08

92524  Behavral qualit analys voi�e Covered N 1 A $87.19

92526  Oral �un�#on thera�y Covered N 1 A $70.60

92531  S�ontaneous nystagmus study Covered N 1 N

92532  Posi#onal nystagmus test Covered N 1 N

92533  Calori� ves#bular test Covered N 1 N

92534  O�tokine#� nystagmus test Covered N 1 N

92540  Basi� ves#bular evalua#on Covered N 1 S 0363 1.9280

92541  S�ontaneous nystagmus test Covered N 1 Q1 0420 1.7762

92542  Posi#onal nystagmus test Covered N 1 Q1 0340 0.7061

92543  Calori� ves#bular test Covered N 1 S 0363 1.9280

92544  O�tokine#� nystagmus test Covered N 1 S 0363 1.9280

92545  Os�illa#ng tra�king test Covered N 1 S 0363 1.9280

92546  Sinusoidal rota#onal test Covered N 1 S 0363 1.9280

92547  Su��lemental ele�tri�al test Covered N 1 N

92548  Posturogra�hy Covered N 1 S 0363 1.9280

92550  Tym�anometry & reflex thresh Covered N 1 Q1 0365 1.5902

92551  Pure tone hearing test air Covered N 1 E $14.12

92552  Pure tone audiometry air Covered N 1 Q1 0365 1.5902

92553  Audiometry air & bone Covered N 1 Q1 0365 1.5902

92555  S�ee�h threshold audiometry Covered N 1 Q1 0364 0.5841

92556  S�ee�h audiometry �om�lete Covered N 1 Q1 0364 0.5841

92557  Com�rehensive hearing test Covered N 1 Q1 0365 1.5902

92558  Evoked auditory test qual Covered N 1 E By Re�ort

92559  Grou� audiometri� tes#ng Covered N 1 E $16.29

92560  Bekesy audiometry s�reen Covered N 1 E $27.70

92561  Bekesy audiometry diagnosis Covered N 1 Q1 0365 1.5902

92562  Loudness balan�e test Covered N 1 Q1 0365 1.5902

92563  Tone de�ay hearing test Covered N 1 Q1 0364 0.5841

92564  Sisi hearing test Covered N 1 Q1 0364 0.5841

92565  Stenger test �ure tone Covered N 1 Q1 0364 0.5841

92567  Tym�anometry Covered N 1 Q1 0364 0.5841

92568  A�ous#� refl threshold tst Covered N 1 Q1 0450 0.3942

92570  A�ous#� immitan�e tes#ng Covered N 1 Q1 0365 1.5902

92571  Filtered s�ee�h hearing test Covered N 1 Q1 0364 0.5841

92572  Staggered s�ondai� word test Covered N 1 Q1 0365 1.5902

92575  Sensorineural a�uity test Covered N 1 Q1 0364 0.5841
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92576  Synthe#� senten�e test Covered N 1 Q1 0364 0.5841

92577  Stenger test s�ee�h Covered N 1 Q1 0365 1.5902

92579  Visual audiometry (vra) Covered N 2 Q1 0365 1.5902

92582  Condi#oning �lay audiometry Covered N 1 Q1 0365 1.5902

92583  Sele�t �i�ture audiometry Covered N 1 Q1 0364 0.5841

92584  Ele�tro�o�hleogra�hy Covered N 1 S 0218 2.1417

92585  Auditor evoke �otent �om�re Covered N 1 S 0216 3.6766

92586  Auditor evoke �otent limit Covered N S 0218 2.1417

92587  Evoked auditory test limited Covered N 1 S 0363 1.9280

92588  Evoked auditory tst �om�lete Covered N 1 S 0363 1.9280

92590  Hearing aid exam one ear Covered N 1 E $42.38

92591  Hearing aid exam both ears Covered N 1 E $57.03

92592  Hearing aid �he�k one ear Covered N 1 E $16.29

92593  Hearing aid �he�k both ears Covered N 1 E $16.29

92594  Ele�tro hearng aid test one Covered N 1 E $16.29

92595  Ele�tro hearng aid tst both Covered N 1 E $16.29

92596  Ear �rote�tor evalua#on Covered N 1 Q1 0364 0.5841

92597  Oral s�ee�h devi�e eval Covered N 1 A $90.69

92601  Co�hlear im�lt �/u� exam <7 Covered N 1 Q1 0365 1.5902

92602  Re�rogram �o�hlear im�lt 7/> Covered N 1 Q1 0365 1.5902

92603  Co�hlear im�lt �/u� exam 7/> Covered N 1 Q1 0365 1.5902

92604  Re�rogram �o�hlear im�lt 7/> Covered N 1 Q1 0365 1.5902

92605  Ex �or nons�ee�h devi�e rx Not Covered A

92606  Non-s�ee�h devi�e servi�e Not Covered A

92607  Ex �or s�ee�h devi�e rx 1hr Covered N 1 A $89.37

92608  Ex �or s�ee�h devi�e rx addl Covered N 1 A $12.59

92609  Use o� s�ee�h devi�e servi�e Covered N 1 A $48.36

92610  Evaluate swallowing �un�#on Covered N 1 A $106.01

92611  Io#on fluoros�o�y/swallow Covered N 1 A $98.71

92612  Endos�o�y swallow tst (�ees) Covered N 1 A $156.87

92613  Endos�o�y swallow tst (�ees) Not Covered B

92614  Laryngos�o�i� sensory test Not Covered A

92615  Eval laryngos�o�y sense tst Not Covered E

92616  Fees w/laryngeal sense test Not Covered A

92617  Inter�rt �ees/laryngeal test Not Covered E

92618  Ex �or nons�ee�h dev rx add Not Covered A

92620  Auditory �un�#on 60 min Covered N 1 Q1 0365 1.5902

92621  Auditory �un�#on + 15 min Covered N 1 N

92625  Tinnitus assessment Covered N 1 Q1 0365 1.5902

92626  Eval aud rehab status Covered N 1 Q1 0365 1.5902

92627  Eval aud status rehab add-on Covered N 1 N

92630  Aud rehab �re-ling hear loss Covered N 4 E $23.29
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92633  Aud rehab �ostling hear loss Covered N 4 E $23.29

92640  Aud brainstem im�lt �rogramg Covered N 1 Q1 0365 1.5902

92700  Ent �ro�edure/servi�e Covered N 1 Q1 0364 0.5841

92920  Prq �ardia� angio�last 1 art Covered N 1 J1 0083 61.1978

92921  Prq �ardia� angio addl art Covered N 1 N

92924  Prq �ard angio/athre�t 1 art Covered N 1 J1 0229 129.8028

92925  Prq �ard angio/athre�t addl Covered N 1 N

92928  Prq �ard stent w/angio 1 vsl Covered N 1 J1 0229 129.8028

92929  Prq �ard stent w/angio addl Covered N 1 N

92933  Prq �ard stent/ath/angio Covered N 1 J1 0319 200.1597

92934  Prq �ard stent/ath/angio Covered N 1 N

92937  Prq revas� by� gra� 1 vsl Covered N 1 J1 0229 129.8028

92938  Prq revas� by� gra� addl Covered N 1 N

92941  Prq �ard revas� mi 1 vsl Covered N 1 J1 0229 129.8028

92943  Prq �ard revas� �hroni� 1vsl Covered N 1 J1 0229 129.8028

92944  Prq �ard revas� �hroni� addl Covered N 1 N

92950  Heart/lung resus�ita#on ��r Covered N 1 S 0100 3.2093

92953  Tem�orary external �a�ing Covered N 1 Q3 0094 6.3433

92960  Cardioversion ele�tri� ext Covered N 1 S 0094 6.3433

92961  Cardioversion ele�tri� int Covered N 1 S 0094 6.3433

92970  Cardioassist internal Covered N 1 C $204.76

92971  Cardioassist external Covered N 1 C $94.57

92973  Prq �oronary me�h thrombe�t Covered N N

92974  Cath �la�e �ardio bra�hytx Covered N 1 N

92975  Dissolve �lot heart vessel Covered N 1 C $408.23

92977  Dissolve �lot heart vessel Covered N 1 T 0676 2.6317

92978  Intravas� us heart add-on Covered N 1 N

92979  Intravas� us heart add-on Covered N 1 N

92986  Revision o� aor#� valve Covered N 1 J1 0083 61.1978

92987  Revision o� mitral valve Covered N 1 J1 0229 129.8028

92990  Revision o� �ulmonary valve Covered N 1 J1 0229 129.8028

92992  Revision o� heart �hamber Covered N 1 C $1,258.66

92993  Revision o� heart �hamber Covered N 1 C $1,154.75

92997  Pul art balloon re�r �er�ut Covered N 1 J1 0229 129.8028

92998  Pul art balloon re�r �er�ut Covered N 2 N

93000  Ele�tro�ardiogram �om�lete Covered N 3 I $25.65

93005  Ele�tro�ardiogram tra�ing Covered N 5 Q1 0099 1.0579

93010  Ele�tro�ardiogram re�ort Not Covered B

93015  Cardiovas�ular stress test Not Covered B

93016  Cardiovas�ular stress test Not Covered B

93017  Cardiovas�ular stress test Covered N 1 Q1 0100 3.2093

93018  Cardiovas�ular stress test Not Covered B
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93024  Cardia� drug stress test Covered N 1 S 0100 3.2093

93025  Ii�rovolt t-wave assess Covered N 1 S 0100 3.2093

93040  Rhythm e�g with re�ort Not Covered B

93041  Rhythm e�g tra�ing Covered N 1 Q1 0340 0.7061

93042  Rhythm e�g re�ort Not Covered B

93224  E�g monit/re�rt u� to 48 hrs Covered N 1 I $148.76

93225  E�g monit/re�rt u� to 48 hrs Covered N 1 Q1 0099 1.0579

93226  E�g monit/re�rt u� to 48 hrs Covered N 1 Q1 0099 1.0579

93227  E�g monit/re�rt u� to 48 hrs Covered N 1 I $31.86

93228  Remote 30 day e�g rev/re�ort Covered N 1 I $23.41

93229  Remote 30 day e�g te�h su�� Covered N 1 S 0213 2.3813

93260  Prgrmg dev eval im�ltbl sys Covered N 1 Q1 0690 0.4739

93261  Interrogate subq defib Covered N 1 Q1 0690 0.4739

93268  E�g re�ord/review Covered N 1 I $152.05

93270  Remote 30 day e�g rev/re�ort Covered N 1 Q1 0690 0.4739

93271  E�g/monitoring and analysis Covered N 1 S 0692 1.7288

93272  E�g/review inter�ret only Covered N 1 I $28.64

93278  E�g/signal-averaged Covered N 1 Q1 0340 0.7061

93279  Pm devi�e �rogr eval sngl Covered N 1 Q1 0690 0.4739

93280  Pm devi�e �rogr eval dual Covered N 1 Q1 0690 0.4739

93281  Pm devi�e �rogr eval mul# Covered N 1 Q1 0690 0.4739

93282  Prgrmg eval im�lantable dQ Covered N 1 Q1 0690 0.4739

93283  Prgrmg eval im�lantable dQ Covered N 1 Q1 0690 0.4739

93284  Prgrmg eval im�lantable dQ Covered N 1 Q1 0690 0.4739

93285  Ilr devi�e eval �rogr Covered N 1 Q1 0690 0.4739

93286  Peri-�x �a�emaker devi�e evl Covered N 1 N

93287  Peri-�x devi�e eval & �rgr Covered N 1 N

93288  Pm devi�e eval in �erson Covered N 1 Q1 0690 0.4739

93289  Interrog devi�e eval heart Covered N 1 Q1 0690 0.4739

93290  I�m devi�e eval Covered N 1 Q1 0690 0.4739

93291  Ilr devi�e interrogate Covered N 1 Q1 0450 0.3942

93292  W�d devi�e interrogate Covered N 1 Q1 0690 0.4739

93293  Pm �hone r-stri� devi�e eval Covered N 1 Q1 0690 0.4739

93294  Pm devi�e interrogate remote Covered N 1 I $33.17

93295  Dev interrog remote 1/2/mlt Covered N 1 I $60.05

93296  Pm/i�d remote te�h serv Covered N 1 Q1 0690 0.4739

93297  I�m devi�e interrogat remote Covered N 1 I $23.41

93298  Ilr devi�e interrogat remote Covered N 1 I $26.71

93299  I�m/ilr remote te�h serv Covered N 1 Q1 0690 0.4739

93303  E�ho transthora�i� Covered N 1 S 0270 8.0142

93304  E�ho transthora�i� Covered N 1 S 0269 5.6995

93306  Tte w/do��ler �om�lete Covered N 1 S 0269 5.6995
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93307  Tte w/o do��ler �om�lete Covered N 1 S 0269 5.6995

93308  Tte �-u� or lmtd Covered N 1 S 0267 2.5565

93312  E�ho transeso�hageal Covered N 2 S 0270 8.0142

93313  E�ho transeso�hageal Covered N 1 S 0269 5.6995

93314  E�ho transeso�hageal Covered N 1 N

93315  E�ho transeso�hageal Covered N 1 S 0269 5.6995

93316  E�ho transeso�hageal Covered N 1 S 0270 8.0142

93317  E�ho transeso�hageal Covered N 1 N

93318  E�ho transeso�hageal intrao� Covered N S 0270 8.0142

93320  Do��ler e�ho exam heart Covered N 1 N

93321  Do��ler e�ho exam heart Covered N 1 N

93325  Do��ler �olor flow add-on Covered N 1 N

93350  Stress Ke only Covered N 1 S 0269 5.6995

93351  Stress Ke �om�lete Covered N 1 S 0270 8.0142

93352  Admin e�g �ontrast agent Covered N 1 I $32.46

93355  E�ho transeso�hageal (tee) Covered N 1 N

93451  Right heart �ath Covered N 1 T 0080 34.7342

93452  Le� hrt �ath w/ventr�lgr�hy Covered N 1 T 0080 34.7342

93453  R&l hrt �ath w/ventri�lgr�hy Covered N 1 T 0080 34.7342

93454  Coronary artery angio s&i Covered N 1 T 0080 34.7342

93455  Coronary art/gr� angio s&i Covered N 1 T 0080 34.7342

93456  R hrt �oronary artery angio Covered N 1 T 0080 34.7342

93457  R hrt art/gr� angio Covered N 1 T 0080 34.7342

93458  L hrt artery/ventri�le angio Covered N 1 T 0080 34.7342

93459  L hrt art/gr� angio Covered N 1 T 0080 34.7342

93460  R&l hrt art/ventri�le angio Covered N 1 T 0080 34.7342

93461  R&l hrt art/ventri�le angio Covered N 1 T 0080 34.7342

93462  L hrt �ath trns�tl �un�ture Covered N 1 N

93463  Drug admin & hemodynmi� meas Covered N 1 N

93464  Exer�ise w/hemodynami� meas Covered N 1 N

93503  Insert/�la�e heart �atheter Covered N 1 T 0103 21.2483

93505  Bio�sy o� heart lining Covered N 1 T 0103 21.2483

93530  Rt heart �ath �ongenital Covered N 1 T 0080 34.7342

93531  R & l heart �ath �ongenital Covered N 1 T 0080 34.7342

93532  R & l heart �ath �ongenital Covered N 1 T 0080 34.7342

93533  R & l heart �ath �ongenital Covered N 1 T 0080 34.7342

93561  Cardia� out�ut measurement Covered N 1 N

93562  Card out�ut measure subsq Covered N 1 N

93563  In2e�t �ongenital �ard �ath Covered N 1 N

93564  In2e�t hrt �ongntl art/gr� Covered N 1 N

93565  In2e�t l ventr/atrial angio Covered N 1 N

93566  In2e�t r ventr/atrial angio Covered N 1 N
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93567  In2e�t su�rvlv aortogra�hy Covered N 1 N

93568  In2e�t �ulm art hrt �ath Covered N 1 N

93571  Heart flow reserve measure Covered N 1 N

93572  Heart flow reserve measure Covered N 1 N

93580  Trans�ath �losure o� asd Covered N 1 J1 0319 200.1597

93581  Trans�ath �losure o� vsd Covered N 1 J1 0319 200.1597

93582  Perq trans�ath �losure �da Covered N 1 J1 0319 200.1597

93583  Perq trans�ath se�tal reduxn Covered N 1 C $674.51

93600  Bundle o� his re�ording Covered N 1 J1 0085 62.4910

93602  Intra-atrial re�ording Covered N 1 J1 0085 62.4910

93603  Right ventri�ular re�ording Covered N 1 J1 0084 11.7733

93609  Ia� ta�hy�ardia add-on Covered N 1 N

93610  Intra-atrial �a�ing Covered N 1 J1 0085 62.4910

93612  Intraventri�ular �a�ing Covered N 1 J1 0085 62.4910

93613  Ele�tro�hys ma� 3d add-on Covered N 1 N

93615  Eso�hageal re�ording Covered N 1 J1 0084 11.7733

93616  Eso�hageal re�ording Covered N 1 J1 0084 11.7733

93618  Heart rhythm �a�ing Covered N 1 J1 0084 11.7733

93619  Ele�tro�hysiology evalua#on Covered N 1 J1 0085 62.4910

93620  Ele�tro�hysiology evalua#on Covered N 1 J1 0085 62.4910

93621  Ele�tro�hysiology evalua#on Covered N 1 N

93622  Ele�tro�hysiology evalua#on Covered N 1 N

93623  S#mula#on �a�ing heart Covered N 1 N

93624  Ele�tro�hysiologi� study Covered N 1 J1 0085 62.4910

93631  Heart �a�ing ma��ing Covered N 1 N

93640  Evalua#on heart devi�e Covered N 1 N

93641  Ele�tro�hysiology evalua#on Covered N 1 N

93642  Ele�tro�hysiology evalua#on Covered N 1 J1 0084 11.7733

93644  Ele�tro�hysiology evalua#on Covered N 1 N

93650  Ablate heart dysrhythm �o�us Covered N 1 J1 0085 62.4910

93653  E� & ablate su�ravent arrhyt Covered N 1 J1 0086 193.6316

93654  E� & ablate ventri� ta�hy Covered N 1 J1 0086 193.6316

93655  Ablate arrhythmia add on Covered N 1 N

93656  Tx atrial fib �ulm vein isol Covered N 1 J1 0086 193.6316

93657  Tx l/r atrial fib addl Covered N 1 N

93660  Tilt table evalua#on Covered N 1 S 0096 4.4459

93662  Intra�ardia� e�g (i�e) Covered N N

93668  Peri�heral vas�ular rehab Not Covered E

93701  Bioim�edan�e �v analysis Covered N 1 Q1 0099 1.0579

93702  Bis xtra�ell fluid analysis Covered N 1 S 0097 1.5196

93724  Analyze �a�emaker system Covered N 1 S 0691 3.3374

93740  Tem�erature gradient studies Covered N 1 Q1 0367 2.1744
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93745  Set-u� �ardiovert-defibrill Not Covered S 0691 3.3374

93750  Interroga#on vad in �erson Covered N 1 S 0692 1.7288

93770  Ieasure venous �ressure Covered N 1 N

93784  Ambulatory b� monitoring Not Covered B

93786  Ambulatory b� re�ording Covered N 1 Q1 0099 1.0579

93788  Ambulatory b� analysis Covered N 1 Q1 0099 1.0579

93790  Review/re�ort b� re�ording Covered N 1 I $32.59

93797  Cardia� rehab Not Covered S 0095 1.3927

93798  Cardia� rehab/monitor Covered N 1 S 0095 1.3927

93799  Cardiovas�ular �ro�edure Covered N 1 S 0097 1.5196

93880  Extra�ranial bilat study Covered N 1 S 0267 2.5565

93882  Extra�ranial uni/ltd study Covered N 1 S 0267 2.5565

93886  Intra�ranial �om�lete study Covered N 1 S 0267 2.5565

93888  Intra�ranial limited study Covered N 1 S 0266 1.8181

93890  T�d vasorea�#vity study Covered N 1 S 0266 1.8181

93892  T�d emboli dete�t w/o in2 Covered N 1 S 0266 1.8181

93893  T�d emboli dete�t w/in2 Covered N 1 S 0266 1.8181

93895  Caro#d in#ma atheroma eval Not Covered Q1 0340 0.7061

93922  U�r/l xtremity art 2 levels Covered N 1 S 0097 1.5196

93923  U�r/lxtr art stdy 3+ lvls Covered N 1 S 0097 1.5196

93924  Lwr xtr vas� stdy bilat Covered N 1 S 0097 1.5196

93925  Lower extremity study Covered N 1 S 0267 2.5565

93926  Lower extremity study Covered N 1 S 0266 1.8181

93930  U��er extremity study Covered N 1 S 0267 2.5565

93931  U��er extremity study Covered N 1 S 0266 1.8181

93965  Extremity study Covered N 1 S 0097 1.5196

93970  Extremity study Covered N 1 S 0267 2.5565

93971  Extremity study Covered N 1 S 0266 1.8181

93975  Vas�ular study Covered N 1 S 0267 2.5565

93976  Vas�ular study Covered N 1 S 0267 2.5565

93978  Vas�ular study Covered N 1 S 0267 2.5565

93979  Vas�ular study Covered N 1 S 0266 1.8181

93980  Penile vas�ular study Covered N 1 S 0267 2.5565

93981  Penile vas�ular study Covered N 1 S 0267 2.5565

93982  Aneurysm �ressure sens study Not Covered S 0097 1.5196

93990  Do��ler flow tes#ng Covered N 1 S 0266 1.8181

93998  Noninvas vas� dx study �ro� Covered N 1 Q1 0340 0.7061

94002  Vent mgmt in�at init day Covered N 1 Q3 0079 5.0449

94003  Vent mgmt in�at subq day Covered N 1 Q3 0079 5.0449

94004  Vent mgmt n� �er day Not Covered B

94005  Home vent mgmt su�ervision Not Covered I

94010  Breathing �a�a�ity test Covered N 1 Q1 0367 2.1744
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94011  S�irometry u� to 2 yrs old Covered N 1 Q1 0367 2.1744

94012  S�irmtry w/brn�hdil in�-2 yr Covered N 1 Q1 0367 2.1744

94013  Ieas lung vol thru 2 yrs Covered N 1 S 0369 3.1934

94014  Pa#ent re�orded s�irometry Covered N 1 Q1 0367 2.1744

94015  Pa#ent re�orded s�irometry Not Covered Q1 0367 2.1744

94016  Review �a#ent s�irometry Covered N 1 A $25.09

94060  Evalua#on o� wheezing Covered N 1 S 0369 3.1934

94070  Evalua#on o� wheezing Covered N 1 S 0369 3.1934

94150  Vital �a�a�ity test Covered N 1 Q1 0367 2.1744

94200  Lung �un�#on test (mb�/mvv) Covered N 1 Q1 0420 1.7762

94250  Ex�ired gas �olle�#on Covered N 1 Q1 0340 0.7061

94375  Res�iratory flow volume loo� Covered N 1 Q1 0367 2.1744

94400  Co2 breathing res�onse �urve Covered N 1 Q1 0367 2.1744

94450  Hy�oxia res�onse �urve Covered N 1 Q1 0367 2.1744

94452  Hast w/re�ort Not Covered Q1 0367 2.1744

94453  Hast w/oxygen #trate Not Covered Q1 0367 2.1744

94610  Sur�a�tant admin thru tube Covered N 1 Q1 0077 2.2195

94620  Pulmonary stress test/sim�le Covered N 1 Q1 0420 1.7762

94621  Pulm stress test/�om�lex Covered N 1 S 0369 3.1934

94640  Airway inhala#on treatment Covered N 3 Q1 0077 2.2195

94642  Aerosol inhala#on treatment Covered N 1 Q1 0077 2.2195

94644  Cbt 1st hour Covered N 1 Q1 0420 1.7762

94645  Cbt ea�h addl hour Covered N 3 N

94660  Pos airway �ressure ��a� Covered N 1 Q3 0077 2.2195

94662  Neg �ress ven#la#on �n� Covered N 1 Q3 0079 5.0449

94664  Evaluate �t use o� inhaler Covered N 1 Q1 0077 2.2195

94667  Chest wall mani�ula#on Covered N 1 Q1 0077 2.2195

94668  Chest wall mani�ula#on Covered N 1 Q1 0340 0.7061

94669  Ie�hani�al �hest wall os�ill Covered N 1 Q1 0077 2.2195

94680  Exhaled air analysis o2 Covered N 1 Q1 0367 2.1744

94681  Exhaled air analysis o2/�o2 Covered N 1 Q1 0367 2.1744

94690  Exhaled air analysis Covered N 1 Q1 0340 0.7061

94726  Pulm �un�t tst �lethysmogra� Covered N 1 Q1 0367 2.1744

94727  Pulm �un�#on test by gas Covered N 1 Q1 0367 2.1744

94728  Pulm �un�t test os�illometry Covered N 1 Q1 0367 2.1744

94729  Co/membane diffuse �a�a�ity Covered N 1 N

94750  Pulmonary �om�lian�e study Covered N 1 Q1 0367 2.1744

94760  Ieasure blood oxygen level Covered N 2 N

94761  Ieasure blood oxygen level Covered N 1 N

94762  Ieasure blood oxygen level Covered N 1 Q3 0097 1.5196

94770  Exhaled �arbon dioxide test Covered N 1 S 0369 3.1934

94772  Breath re�ording in�ant Covered N 1 S 0369 3.1934
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94774  Ped home a�nea re� �om�l Not Covered B

94775  Ped home a�nea re� hk-u� Covered N 1 S 0097 1.5196

94776  Ped home a�nea re� downld Covered N 1 S 0097 1.5196

94777  Ped home a�nea re� re�ort Not Covered B

94780  Car seat/bed test 60 min Covered N 1 Q1 0340 0.7061

94781  Car seat/bed test + 30 min Covered N 1 N

94799  Pulmonary servi�e/�ro�edure Covered N 1 Q1 0367 2.1744

95004  Per�ut allergy skin tests Covered N 1 Q1 0420 1.7762

95012  Exhaled nitri� oxide meas Covered N 1 Q1 0340 0.7061

95017  Perq & i�ut allg test venoms Covered N 2 Q1 0450 0.3942

95018  Perq&i� allg test drugs/biol Covered N 2 Q1 0340 0.7061

95024  I�ut allergy test drug/bug Covered N 65 Q1 0340 0.7061

95027  I�ut allergy #trate-airborn Covered N 5 Q1 0450 0.3942

95028  I�ut allergy test-delayed Covered N 15 Q1 0340 0.7061

95044  Allergy �at�h tests Covered N 4 Q1 0420 1.7762

95052  Photo �at�h test Covered N 2 Q1 0340 0.7061

95056  Photosensi#vity tests Covered N 1 Q1 0340 0.7061

95060  Eye allergy tests Covered N 1 Q1 0420 1.7762

95065  Nose allergy test Covered N 1 Q1 0340 0.7061

95070  Bron�hial allergy tests Covered N 1 S 0369 3.1934

95071  Bron�hial allergy tests Covered N 1 Q1 0367 2.1744

95076  Ingest �hallenge ini 120 min Covered N 1 S 0361 4.4320

95079  Ingest �hallenge addl 60 min Covered N 1 N

95115  Immunothera�y one in2e�#on Covered N 1 S 0436 0.4393

95117  Immunothera�y in2e�#ons Covered N 1 S 0436 0.4393

95120  Immunothera�y one in2e�#on Covered N 12 E $7.12

95125  Immunothera�y 2/> in2e�#ons Covered N 12 E $7.12

95130  Immntx 1 s#ng inse�t Covered N 12 E $7.40

95131  Immntx 2 s#ng inse�ts Covered N 12 E $7.40

95132  Immntx 3 s#ng inse�ts Covered N 12 E $7.40

95133  Immntx 4 s#ng inse�ts Covered N 12 E $7.40

95134  Immntx 5 s#ng inse�ts Covered N 12 E $7.40

95144  An#gen thera�y servi�es Covered N 12 S 0437 0.7218

95145  An#gen thera�y servi�es Covered N 12 S 0436 0.4393

95146  An#gen thera�y servi�es Covered N 12 S 0438 1.4593

95147  An#gen thera�y servi�es Covered N 12 S 0438 1.4593

95148  An#gen thera�y servi�es Covered N 12 S 0437 0.7218

95149  An#gen thera�y servi�es Covered N 12 S 0437 0.7218

95165  An#gen thera�y servi�es Covered N 3 S 0436 0.4393

95170  An#gen thera�y servi�es Covered N 3 S 0437 0.7218

95180  Ra�id desensi#za#on Covered N 1 Q1 0420 1.7762

95199  Allergy immunology servi�es Covered N Q1 0450 0.3942
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95250  Glu�ose monitoring �ont Covered N 1 V 0632 1.4327

95251  Glu� monitor �ont �hys i&r Not Covered B

95782  Polysom <6 yrs 4/> �aramtrs Covered N 1 S 0435 11.5176

95783  Polysom <6 yrs ��a�/bilvl Covered N 1 S 0435 11.5176

95800  Sl� stdy unaKended Covered N 1 S 0213 2.3813

95801  Sl� stdy unatnd w/anal Covered N 1 S 0213 2.3813

95803  A�#gra�hy tes#ng Covered N 1 Q1 0340 0.7061

95805  Iul#�le slee� laten�y test Covered N 1 S 0435 11.5176

95806  Slee� study unaK&res� eX Covered N 1 S 0213 2.3813

95807  Slee� study aKended Covered N 1 S 0209 3.1121

95808  Polysom any age 1-3> �aram Covered N 1 S 0435 11.5176

95810  Polysom 6/> yrs 4/> �aram Covered N 1 S 0435 11.5176

95811  Polysom 6/>yrs ��a� 4/> �arm Covered N 1 S 0435 11.5176

95812  Eeg 41-60 minutes Covered N 1 S 0209 3.1121

95813  Eeg over 1 hour Covered N 1 S 0209 3.1121

95816  Eeg awake and drowsy Covered N 1 S 0213 2.3813

95819  Eeg awake and aslee� Covered N 1 S 0213 2.3813

95822  Eeg �oma or slee� only Covered N 1 S 0209 3.1121

95824  Eeg �erebral death only Covered N 1 S 0216 3.6766

95827  Eeg all night re�ording Covered N 1 S 0209 3.1121

95829  Surgery ele�tro�or#�ogram Covered N 1 N

95830  Insert ele�trodes �or eeg Not Covered B

95831  Limb mus�le tes#ng manual Covered N 1 A $27.17

95832  Hand mus�le tes#ng manual Covered N 2 A $26.22

95833  Body mus�le tes#ng manual Covered N 1 A $34.61

95834  Body mus�le tes#ng manual Covered N 1 A $41.09

95851  Range o� mo#on measurements Covered N 4 A $23.86

95852  Range o� mo#on measurements Covered N 1 A $20.11

95857  Cholinesterase �hallenge Covered N 1 S 0218 2.1417

95860  Ius�le test one limb Covered N 1 Q1 0215 1.2804

95861  Ius�le test 2 limbs Covered N 1 S 0218 2.1417

95863  Ius�le test 3 limbs Covered N 1 S 0218 2.1417

95864  Ius�le test 4 limbs Covered N 1 S 0218 2.1417

95865  Ius�le test larynx Covered N 1 Q1 0215 1.2804

95866  Ius�le test hemidia�hragm Covered N 1 Q1 0215 1.2804

95867  Ius�le test �ran nerv unilat Covered N 1 S 0218 2.1417

95868  Ius�le test �ran nerve bilat Covered N 1 S 0218 2.1417

95869  Ius�le test thor �aras�inal Covered N 1 Q1 0215 1.2804

95870  Ius�le test non�aras�inal Covered N 1 Q1 0340 0.7061

95872  Ius�le test one fiber Covered N 1 S 0218 2.1417

95873  Guide nerv destr ele� s#m Covered N 1 N

95874  Guide nerv destr needle emg Covered N 1 N
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95875  Limb exer�ise test Covered N 1 S 0218 2.1417

95885  Ius� tst done w/nerv tst lim Covered N 4 N

95886  Ius� test done w/n test �om� Covered N 4 N

95887  Ius� tst done w/n tst nonext Covered N 1 N

95905  Iotor &/ sens nrve �nd2 test Covered N 4 Q1 0215 1.2804

95907  Nvr �nd2 tst 1-2 studies Covered N 4 S 0218 2.1417

95908  Nrv �nd2 tst 3-4 studies Covered N 4 S 0218 2.1417

95909  Nrv �nd2 tst 5-6 studies Covered N 4 S 0216 3.6766

95910  Nrv �nd2 test 7-8 studies Covered N 4 S 0216 3.6766

95911  Nrv �nd2 test 9-10 studies Covered N 4 S 0216 3.6766

95912  Nrv �nd2 test 11-12 studies Covered N 4 S 0216 3.6766

95913  Nrv �nd2 test 13/> studies Covered N 4 S 0216 3.6766

95921  Autonomi� nrv �arasym inerv2 Covered N 1 S 0218 2.1417

95922  Autonomi� nrv adrenrg inerv2 Covered N 1 Q1 0215 1.2804

95923  Autonomi� nrv syst �un2 test Covered N 1 Q1 0215 1.2804

95924  Ans �arasym� & sym� w/#lt Covered N 1 S 0218 2.1417

95925  Somatosensory tes#ng Covered N 1 S 0218 2.1417

95926  Somatosensory tes#ng Covered N 1 S 0216 3.6766

95927  Somatosensory tes#ng Covered N 1 S 0218 2.1417

95928  C motor evoked u��r limbs Covered N 1 S 0216 3.6766

95929  C motor evoked lwr limbs Covered N 1 Q1 0215 1.2804

95930  Visual evoked �oten#al test Covered N 1 S 0218 2.1417

95933  Blink reflex test Covered N 1 Q1 0215 1.2804

95937  Neuromus�ular 2un�#on test Covered N 12 S 0218 2.1417

95938  Somatosensory tes#ng Covered N 1 S 0216 3.6766

95939  C motor evoked u�r&lwr limbs Covered N 1 S 0218 2.1417

95940  Ionm in o�eratng room 15 min Not Covered N

95941  Ionm remote/>1 �t or �er hr Covered N 1 N

95943  Parasym�&sym� hrt rate test Covered N 1 S 0218 2.1417

95950  Ambulatory eeg monitoring Covered N 1 S 0435 11.5176

95951  Eeg monitoring/videore�ord Covered N 1 S 0435 11.5176

95953  Eeg monitoring/�om�uter Covered N 1 S 0435 11.5176

95954  Eeg monitoring/giving drugs Covered N 1 S 0218 2.1417

95955  Eeg during surgery Covered N 1 N

95956  Eeg monitor te�hnol aKended Covered N 1 S 0435 11.5176

95957  Eeg digital analysis Covered N 1 N

95958  Eeg monitoring/�un�#on test Covered N 1 S 0435 11.5176

95961  Ele�trode s#mula#on brain Covered N 1 S 0216 3.6766

95962  Ele�trode s#m brain add-on Covered N N

95965  Ieg s�ontaneous Covered N 1 S 0446 17.5395

95966  Ieg evoked single Covered N 1 S 0446 17.5395

95967  Ieg evoked ea�h addl Covered N 1 N
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95970  Analyze neuros#m no �rog Covered N 1 Q1 0215 1.2804

95971  Analyze neuros#m sim�le Covered N 1 S 0692 1.7288

95972  Analyze neuros#m �om�lex Covered N 1 S 0692 1.7288

95973  Analyze neuros#m �om�lex Covered N 1 N

95974  Cranial neuros#m �om�lex Covered N 1 S 0692 1.7288

95975  Cranial neuros#m �om�lex Covered N 1 N

95978  Analyze neuros#m brain/1h Covered N 1 S 0692 1.7288

95979  Analyz neuros#m brain addon Covered N 1 N

95980  Io anal gast n-s#m init Covered N 1 N

95981  Io anal gast n-s#m subsq Covered N 1 Q1 0215 1.2804

95982  Io ga n-s#m subsq w/re�rog Covered N 1 Q1 0690 0.4739

95990  S�in/brain �um� refil & main Covered N 1 S 0439 2.3404

95991  S�in/brain �um� refil & main Covered N 1 S 0439 2.3404

95992  Canalith re�osi#oning �ro� Covered N 1 A $38.84

95999  Neurologi�al �ro�edure Covered N 1 Q1 0215 1.2804

96000  Io#on analysis video/3d Covered N 1 S 0216 3.6766

96001  Io#on test w/� �ress meas Covered N 1 S 0216 3.6766

96002  Dynami� sur�a�e emg Covered N 1 S 0218 2.1417

96003  Dynami� fine wire emg Covered N 1 Q1 0215 1.2804

96004  Phys review o� mo#on tests Not Covered B

96020  Fun�#onal brain ma��ing Covered N 1 N

96040  Gene#� �ounseling 30 min Not Covered B

96101  Psy�ho tes#ng by �sy�h/�hys Covered N 3 Q3 0373 2.6874

96102  Psy�ho tes#ng by te�hni�ian Covered N 3 Q3 0373 2.6874

96103  Psy�ho tes#ng admin by �om� Covered N 1 Q3 0373 2.6874

96105  Assessment o� a�hasia Covered N 2 A $57.78

96110  Develo�mental s�reen w/s�ore Covered N 1 E $61.52

96111  Develo�mental test extend Covered N 4 Q3 0631 0.7242

96116  Neurobehavioral status exam Covered N 3 Q3 0373 2.6874

96118  Neuro�sy�h tst by �sy�h/�hys Covered N 3 Q3 0373 2.6874

96119  Neuro�sy�h tes#ng by te� Covered N 3 Q3 0373 2.6874

96120  Neuro�sy�h tst admin w/�om� Covered N 1 Q3 0373 2.6874

96125  Cogni#ve test by h� �ro Covered N 3 A $74.26

96127  Brie� emo#onal/behav assmt Covered N 1 Q1 0450 0.3942

96150  Assess hlth/behave init Not Covered Q3 0432 0.6773

96151  Assess hlth/behave subseq Not Covered Q3 0432 0.6773

96152  Intervene hlth/behave indiv Covered R Q3 0432 0.6773

96153  Intervene hlth/behave grou� Covered R Q3 0031 0.3508

96154  Interv hlth/behav �am w/�t Covered N Q3 0432 0.6773

96155  Interv hlth/behav �am no �t Covered N E By Re�ort

96360  Hydra#on iv in�usion init Covered N 1 S 0438 1.4593

96361  Hydrate iv in�usion add-on Covered N 2 S 0436 0.4393
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96365  Ther/�ro�h/diag iv in� init Covered N 1 S 0439 2.3404

96366  Ther/�ro�h/diag iv in� addon Covered N 2 S 0436 0.4393

96367  Tx/�ro�h/dg addl seq iv in� Covered N 2 S 0437 0.7218

96368  Ther/diag �on�urrent in� Covered N 1 N

96369  S� ther in�usion u� to 1 hr Covered N 1 S 0439 2.3404

96370  S� ther in�usion addl hr Covered N 2 S 0437 0.7218

96371  S� ther in�usion reset �um� Covered N 1 N

96372  Ther/�ro�h/diag in2 s�/im Covered N 6 S 0437 0.7218

96373  Ther/�ro�h/diag in2 ia Covered N 1 S 0438 1.4593

96374  Ther/�ro�h/diag in2 iv �ush Covered N 1 S 0438 1.4593

96375  Tx/�ro/dx in2 new drug addon Covered N 2 S 0436 0.4393

96376  Tx/�ro/dx in2 same drug adon Covered N 2 N

96379  Ther/�ro�/diag in2/in� �ro� Covered N 1 S 0436 0.4393

96401  Chemo an#-neo�l sq/im Covered N 1 S 0438 1.4593

96402  Chemo hormon an#neo�l sq/im Covered N 1 S 0437 0.7218

96405  Chemo intralesional u� to 7 Covered N 1 S 0437 0.7218

96406  Chemo intralesional over 7 Covered N 1 S 0439 2.3404

96409  Chemo iv �ush sngl drug Covered N 1 S 0439 2.3404

96411  Chemo iv �ush addl drug Covered N 1 S 0437 0.7218

96413  Chemo iv in�usion 1 hr Covered N 1 S 0440 3.8439

96415  Chemo iv in�usion addl hr Covered N 4 S 0437 0.7218

96416  Chemo �rolong in�use w/�um� Covered N 1 S 0440 3.8439

96417  Chemo iv in�us ea�h addl seq Covered N 1 S 0437 0.7218

96420  Chemo ia �ush te�nique Covered N 1 S 0438 1.4593

96422  Chemo ia in�usion u� to 1 hr Covered N 1 S 0440 3.8439

96423  Chemo ia in�use ea�h addl hr Covered N 7 S 0438 1.4593

96425  Chemothera�y in�usion method Covered N 1 S 0440 3.8439

96440  Chemothera�y intra�avitary Covered N 1 S 0439 2.3404

96446  Chemotx admn �rtl �avity Covered N 1 S 0439 2.3404

96450  Chemothera�y into �ns Covered N 1 S 0440 3.8439

96521  Refill/maint �ortable �um� Covered N 1 S 0439 2.3404

96522  Refill/maint �um�/resvr syst Covered N 1 S 0439 2.3404

96523  Irrig drug delivery devi�e Covered N 2 Q1 0624 1.0626

96542  Chemothera�y in2e�#on Covered N 1 S 0438 1.4593

96549  Chemothera�y uns�e�ified Covered N 1 S 0436 0.4393

96567  Photodynami� tx skin Covered N 1 T 0015 1.9702

96570  Photodynm� tx 30 min add-on Covered N 1 N

96571  Photodynami� tx addl 15 min Covered N 2 N

96900  Ultraviolet light thera�y Covered N 1 Q1 0450 0.3942

96902  Tri�hogram Not Covered N

96904  Whole body �hotogra�hy Not Covered N

96910  Photo�hemothera�y with uv-b Covered N 1 Q1 0340 0.7061



Procedure 

Code Procedure Code Description

Iowa 

Medicaid 

Coverage

Prior 

Authorization 

Indicator

Procedure 

Max Units APC Status Indicator APC

APC 

Weight

Anesthesia 

Code Base 

Unit

Iowa Medicaid Fee 

Schedule Amount

96912  Photo�hemothera�y with uv-a Covered N 1 Q1 0340 0.7061

96913  Photo�hemothera�y uv-a or b Covered N 1 T 0326 2.9651

96920  Laser tx skin < 250 sq �m Covered N 1 Q1 0012 1.3279

96921  Laser tx skin 250-500 sq �m Covered N 1 Q1 0012 1.3279

96922  Laser tx skin >500 sq �m Covered N 1 Q1 0012 1.3279

96999  Dermatologi�al �ro�edure Covered N 1 Q1 0012 1.3279

97001  Pt evalua#on Covered N 1 A $63.29

97002  Pt re-evalua#on Covered N 1 A $33.71

97003  Ot evalua#on Covered N A $66.44

97004  Ot re-evalua#on Covered N 1 A $44.35

97005  Athle#� train eval Not Covered E

97006  Athle#� train reeval Not Covered E

97010  Hot or �old �a�ks thera�y Covered N 1 A $9.42

97012  Ie�hani�al tra�#on thera�y Covered N 1 A $12.72

97014  Ele�tri� s#mula#on thera�y Covered N 1 E $12.83

97016  Vaso�neuma#� devi�e thera�y Covered N 1 A $11.21

97018  Paraffin bath thera�y Covered N 1 A $6.26

97022  Whirl�ool thera�y Covered N 1 A $14.75

97024  Diathermy eg mi�rowave Covered N 1 A $3.99

97026  In�rared thera�y Covered N 1 A $3.99

97028  Ultraviolet thera�y Covered N 1 A $5.04

97032  Ele�tri�al s#mula#on Covered N 2 A $15.99

97033  Ele�tri� �urrent thera�y Covered N 2 A $13.63

97034  Contrast bath thera�y Covered N 2 A $12.28

97035  Ultrasound thera�y Covered N 2 A $10.32

97036  Hydrothera�y Covered N 2 A $21.30

97039  Physi�al thera�y treatment Covered N 1 A $9.64

97110  Thera�eu#� exer�ises Covered N 2 A $24.88

97112  Neuromus�ular reedu�a#on Covered N 2 A $25.96

97113  Aqua#� thera�y/exer�ises Covered N 2 A $27.13

97116  Gait training thera�y Covered N A $21.57

97124  Iassage thera�y Covered N 1 A $19.56

97139  Physi�al medi�ine �ro�edure Covered N A $14.01

97140  Ianual thera�y 1/> regions Covered N 2 A $23.28

97150  Grou� thera�eu#� �ro�edures Covered N A $16.60

97530  Thera�eu#� a�#vi#es Covered N 4 A $30.83

97532  Cogni#ve skills develo�ment Covered N 4 A $21.47

97533  Sensory integra#on Covered N 4 A $22.75

97535  Sel� �are mngment training Covered N 4 A $27.91

97537  Community/work reintegra#on Covered N 4 A $22.81

97542  Wheel�hair mngment training Covered N 4 A $23.44

97545  Work hardening Not Covered A
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97546  Work hardening add-on Not Covered A

97597  Rmvl devital #s 20 �m/< Covered N 1 T 0015 1.9702

97598  Rmvl devital #s addl 20�m/< Covered N 1 N

97602  Wound(s) �are non-sele�#ve Covered N T 0015 1.9702

97605  Neg �ress wound tx </=50 �m Covered N 1 Q1 0012 1.3279

97606  Neg �ress wound tx >50 �m Covered N 1 T 0015 1.9702

97607  Neg �ress wnd tx </=50 sq �m Covered N 1 T 0015 1.9702

97608  Neg �ress wound tx >50 �m Covered N 1 T 0015 1.9702

97610  Low �requen�y non-thermal us Not Covered T 0015 1.9702

97750  Physi�al �er�orman�e test Covered N 2 A $24.32

97755  Assis#ve te�hnology assess Not Covered A

97760  Ortho#� mgmt and training Covered N 4 A $26.81

97761  Prosthe#� training Covered N 4 A $24.37

97762  C/o �or ortho#�/�rosth use Covered N 4 A $24.45

97799  Physi�al medi�ine �ro�edure Covered N 1 Non-In�atient Program $290.34

97802  Iedi�al nutri#on indiv in Covered N 4 A $7.86

97803  Ied nutri#on indiv subseq Not Covered A

97804  Iedi�al nutri#on grou� Not Covered A

97810  A�u�un�t w/o s#mul 15 min Not Covered E

97811  A�u�un�t w/o s#mul addl 15m Not Covered E

97813  A�u�un�t w/s#mul 15 min Not Covered E

97814  A�u�un�t w/s#mul addl 15m Not Covered E

98925  Osteo�ath man2 1-2 regions Covered N 1 Q1 0060 0.2673

98926  Osteo�ath man2 3-4 regions Covered N 1 Q1 0060 0.2673

98927  Osteo�ath man2 5-6 regions Covered N 1 Q1 0060 0.2673

98928  Osteo�ath man2 7-8 regions Covered N 1 Q1 0060 0.2673

98929  Osteo�ath man2 9-10 regions Covered N 1 Q1 0060 0.2673

98940  Chiro�ra�t man2 1-2 regions Not Covered Q1 0060 0.2673

98941  Chiro�ra�t man2 3-4 regions Not Covered Q1 0060 0.2673

98942  Chiro�ra�#� man2 5 regions Not Covered Q1 0060 0.2673

98943  Chiro�ra�t man2 xtrs�inl 1/> Not Covered E

98960  Sel�-mgmt edu� & train 1 �t Covered N 4 E $23.29

98961  Sel�-mgmt edu�/train 2-4 �t Covered N 4 E $23.29

98962  Sel�-mgmt edu�/train 5-8 �t Covered N 4 E $23.29

98966  H� �ro �hone �all 5-10 min Not Covered E

98967  H� �ro �hone �all 11-20 min Not Covered E

98968  H� �ro �hone �all 21-30 min Not Covered E

98969  Online servi�e by h� �ro Not Covered E

99000  S�e�imen handling offi�e-lab Covered N E $3.16

99001  S�e�imen handling �t-lab Covered N 1 E $3.16

99002  Devi�e handling �hys/qh� Not Covered B

99024  Posto� �ollow-u� visit Not Covered B
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99026  In-hos�ital on �all servi�e Not Covered E

99027  Out-o�-hos� on �all servi�e Not Covered E

99050  Iedi�al servi�es a�er hrs Not Covered B

99051  Ied serv eve/wkend/holiday Not Covered B

99053  Ied serv 10�m-8am 24 hr �a� Not Covered B

99056  Ied servi�e out o� offi�e Not Covered B

99058  Offi�e emergen�y �are Not Covered B

99060  Out o� offi�e emerg med serv Not Covered B

99070  S�e�ial su��lies �hys/qh� Not Covered B

99071  Pa#ent edu�a#on materials Not Covered B

99075  Iedi�al tes#mony Not Covered E

99078  Grou� health edu�a#on Not Covered N

99080  S�e�ial re�orts or �orms Not Covered B

99082  Unusual �hysi�ian travel Not Covered B

99090  Com�uter data analysis Not Covered B

99091  Colle�t/review data �rom �t Not Covered N

99100  S�e�ial anesthesia servi�e Not Covered B

99116  Anesthesia with hy�othermia Not Covered B

99135  S�e�ial anesthesia �ro�edure Not Covered B

99140  Emergen�y anesthesia Not Covered B

99143  Iod sedat �hys/qh� <5 yrs Covered N 1 N

99144  Iod sedat �hys/qh� 5yrs/> Covered N 1 N

99145  Iod sedat �hys/qh� ea 15 min Covered N 6 N

99148  Iod sed diff �hys/qh�<5 yrs Covered N 1 N

99149  Iod sed diff �hys/qh� 5/>yrs Covered N 1 N

99150  Iod sed diff �hys/qh� add on Covered N 6 N

99170  Anogenital exam �hild w imag Covered N 1 T 0188 1.7659

99172  O�ular �un�#on s�reen Covered N E By Re�ort

99173  Visual a�uity s�reen Covered N E By Re�ort

99174  O�ular instrumnt s�reen bil Not Covered E

99175  Indu�#on o� vomi#ng Covered N 1 N

99183  Hy�erbari� oxygen thera�y Not Covered B

99184  Hy�othermia ill neonate Not Covered C

99188  A�� to�i�al fluoride varnish Not Covered E

99190  S�e�ial �um� servi�es Covered N 1 C $162.99

99191  S�e�ial �um� servi�es Covered N 1 C $122.24

99192  S�e�ial �um� servi�es Covered N 1 C $81.49

99195  Phlebotomy Covered N 1 Q1 0624 1.0626

99199  S�e�ial servi�e/�ro�/re�ort Not Covered B

99201  Offi�e/out�a#ent visit new Not Covered B

99202  Offi�e/out�a#ent visit new Not Covered B

99203  Offi�e/out�a#ent visit new Not Covered B
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99204  Offi�e/out�a#ent visit new Not Covered B

99205  Offi�e/out�a#ent visit new Not Covered B

99211  Offi�e/out�a#ent visit est Covered B $11.49

99212  Offi�e/out�a#ent visit est Not Covered B

99213  Offi�e/out�a#ent visit est Not Covered B

99214  Offi�e/out�a#ent visit est Not Covered B

99215  Offi�e/out�a#ent visit est Not Covered B

99217  Observa#on �are dis�harge Not Covered B

99218  Ini#al observa#on �are Not Covered B

99219  Ini#al observa#on �are Not Covered B

99220  Ini#al observa#on �are Not Covered B

99221  Ini#al hos�ital �are Not Covered B

99222  Ini#al hos�ital �are Not Covered B

99223  Ini#al hos�ital �are Not Covered B

99224  Subsequent observa#on �are Not Covered B

99225  Subsequent observa#on �are Not Covered B

99226  Subsequent observa#on �are Not Covered B

99231  Subsequent hos�ital �are Not Covered B

99232  Subsequent hos�ital �are Not Covered B

99233  Subsequent hos�ital �are Not Covered B

99234  Observ/hos� same date Not Covered B

99235  Observ/hos� same date Not Covered B

99236  Observ/hos� same date Not Covered B

99238  Hos�ital dis�harge day Not Covered B

99239  Hos�ital dis�harge day Not Covered B

99241  Offi�e �onsulta#on Covered N 1 E $50.37

99242  Offi�e �onsulta#on Covered N 1 E $83.40

99243  Offi�e �onsulta#on Covered N 1 E $106.73

99244  Offi�e �onsulta#on Covered N 1 E $148.56

99245  Offi�e �onsulta#on Covered N 1 E $193.18

99251  In�a#ent �onsulta#on Covered N 1 E $40.46

99252  In�a#ent �onsulta#on Covered N 1 E $70.29

99253  In�a#ent �onsulta#on Covered N 1 E $94.45

99254  In�a#ent �onsulta#on Covered N 1 E $132.63

99255  In�a#ent �onsulta#on Covered N 1 E $181.14

99281  Emergen�y de�t visit Covered N 1 V 0609 0.8155

99282  Emergen�y de�t visit Covered N 1 V 0613 1.5206

99283  Emergen�y de�t visit Covered N 1 V 0614 2.6747

99284  Emergen�y de�t visit Covered N 1 Q3 0615 4.5003

99285  Emergen�y de�t visit Covered N 1 Q3 0616 6.6424

99288  Dire�t advan�ed li�e su��ort Not Covered B

99291  Cri#�al �are first hour Covered N 1 Q3 0617 8.8569
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99292  Cri#�al �are addl 30 min Covered N 8 N

99304  Nursing �a�ility �are init Not Covered B

99305  Nursing �a�ility �are init Not Covered B

99306  Nursing �a�ility �are init Not Covered B

99307  Nursing �a� �are subseq Not Covered B

99308  Nursing �a� �are subseq Not Covered B

99309  Nursing �a� �are subseq Not Covered B

99310  Nursing �a� �are subseq Not Covered B

99315  Nursing �a� dis�harge day Not Covered B

99316  Nursing �a� dis�harge day Not Covered B

99318  Annual nursing �a� assessmnt Not Covered B

99324  Domi�il/r-home visit new �at Not Covered B

99325  Domi�il/r-home visit new �at Not Covered B

99326  Domi�il/r-home visit new �at Not Covered B

99327  Domi�il/r-home visit new �at Not Covered B

99328  Domi�il/r-home visit new �at Not Covered B

99334  Domi�il/r-home visit est �at Not Covered B

99335  Domi�il/r-home visit est �at Not Covered B

99336  Domi�il/r-home visit est �at Not Covered B

99337  Domi�il/r-home visit est �at Not Covered B

99339  Domi�il/r-home �are su�ervis Not Covered B

99340  Domi�il/r-home �are su�ervis Not Covered B

99341  Home visit new �a#ent Not Covered B

99342  Home visit new �a#ent Not Covered B

99343  Home visit new �a#ent Not Covered B

99344  Home visit new �a#ent Not Covered B

99345  Home visit new �a#ent Not Covered B

99347  Home visit est �a#ent Not Covered B

99348  Home visit est �a#ent Not Covered B

99349  Home visit est �a#ent Not Covered B

99350  Home visit est �a#ent Not Covered B

99354  Prolonged servi�e offi�e Covered N 1 N

99355  Prolonged servi�e offi�e Covered N 3 N

99356  Prolonged servi�e in�a#ent Covered N 1 C $85.38

99357  Prolonged servi�e in�a#ent Covered N 4 C $85.94

99358  Prolong servi�e w/o �onta�t Not Covered N

99359  Prolong serv w/o �onta�t add Not Covered N

99360  Physi�ian standby servi�es Not Covered B

99363  An#�oagulant mgmt ini#al Not Covered B

99364  An#�oagulant mgmt subseq Not Covered B

99366  Team �on� w/�at by h� �ro� Not Covered N

99367  Team �on� w/o �at by �hys Not Covered N
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99368  Team �on� w/o �at by h� �ro Not Covered N

99374  Home health �are su�ervision Not Covered B

99375  Home health �are su�ervision Not Covered E

99377  Hos�i�e �are su�ervision Not Covered B

99378  Hos�i�e �are su�ervision Not Covered E

99379  Nursing �a� �are su�ervision Not Covered B

99380  Nursing �a� �are su�ervision Not Covered B

99381  Init �m e/m new �at in�ant Covered N 1 E $88.72

99382  Init �m e/m new �at 1-4 yrs Covered N 1 E $95.22

99383  Prev visit new age 5-11 Covered N 1 E $94.57

99384  Prev visit new age 12-17 Covered N 1 E $105.25

99385  Prev visit new age 18-39 Covered N 1 E $102.04

99386  Prev visit new age 40-64 Covered N 1 E $122.89

99387  Init �m e/m new �at 65+ yrs Covered N 1 E $134.02

99391  Per �m reeval est �at in�ant Covered N 1 E $72.40

99392  Prev visit est age 1-4 Covered N 1 E $79.92

99393  Prev visit est age 5-11 Covered N 1 E $79.60

99394  Prev visit est age 12-17 Covered N 1 E $90.06

99395  Prev visit est age 18-39 Covered N 1 E $87.81

99396  Prev visit est age 40-64 Covered N 1 E $97.87

99397  Per �m reeval est �at 65+ yr Covered N 1 E $108.34

99401  Preven#ve �ounseling indiv Not Covered E

99402  Preven#ve �ounseling indiv Covered N 1 E $19.96

99403  Preven#ve �ounseling indiv Not Covered E

99404  Preven#ve �ounseling indiv Not Covered E

99406  Behav �hng smoking 3-10 min Not Covered S 0031 0.3508

99407  Behav �hng smoking > 10 min Not Covered S 0031 0.3508

99408  Audit/dast 15-30 min Covered N 1 E $33.78

99409  Audit/dast over 30 min Covered N 1 E $65.95

99411  Preven#ve �ounseling grou� Not Covered E

99412  Preven#ve �ounseling grou� Not Covered E

99420  Health risk assessment test Not Covered E

99429  Unlisted �reven#ve servi�e Not Covered E

99441  Phone e/m �hys/qh� 5-10 min Not Covered E

99442  Phone e/m �hys/qh� 11-20 min Not Covered E

99443  Phone e/m �hys/qh� 21-30 min Not Covered E

99444  Online e/m by �hys/qh� Not Covered E

99446  Inter�ro� �hone/online 5-10 Not Covered E

99447  Inter�ro� �hone/online 11-20 Not Covered E

99448  Inter�ro� �hone/online 21-30 Not Covered E

99449  Inter�ro� �hone/online 31/> Not Covered E

99450  Basi� li�e disability exam Covered N 1 E By Re�ort
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99455  Work related disability exam Not Covered B

99456  Disability examina#on Not Covered B

99460  Init nb em �er day hos� Covered N 1 V 0632 1.4327

99461  Init nb em �er day non-�a� Covered N 1 I $79.48

99462  Sbsq nb em �er day hos� Covered N 1 C $36.97

99463  Same day nb dis�harge Covered N 1 V 0632 1.4327

99464  AKendan�e at delivery Covered N 1 N

99465  Nb resus�ita#on Covered N 1 S 0094 6.3433

99466  Ped �rit �are trans�ort Covered N 1 N

99467  Ped �rit �are trans�ort addl Covered N 4 N

99468  Neonate �rit �are ini#al Covered N 1 C $741.17

99469  Neonate �rit �are subsq Covered N 1 C $370.54

99471  Ped �ri#�al �are ini#al Covered N 1 C $741.17

99472  Ped �ri#�al �are subsq Covered N 1 C $370.54

99475  Ped �rit �are age 2-5 init Covered N 1 C $486.37

99476  Ped �rit �are age 2-5 subsq Covered N 1 C $290.47

99477  Init day hos� neonate �are Not Covered C

99478  I� lbw in� < 1500 gm subsq Covered N 1 C $134.19

99479  I� lbw in� 1500-2500 g subsq Covered N 1 C $122.56

99480  I� in� �bw 2501-5000 g subsq Covered N 1 C $118.06

99485  Su�rv inter�a�ilty trans�ort Not Covered B

99486  Su�rv inter�a� trns�ort addl Not Covered B

99487  Cm�lx �hron �are w/o �t vsit Not Covered N

99489  Cm�lx �hron �are addl 30 min Not Covered N

99490  Chron �are mgmt srv� 20 min Not Covered V 0631 0.7242

99495  Trans �are mgmt 14 day dis�h Not Covered V 0632 1.4327

99496  Trans �are mgmt 7 day dis�h Not Covered V 0632 1.4327

99497  Advn�d �are �lan 30 min Covered N 1 N

99498  Advn�d �are �lan addl 30 min Covered N 2 N

99499  Unlisted e&m servi�e Not Covered B

99500  Home visit �renatal Not Covered E

99501  Home visit �ostnatal Not Covered E

99502  Home visit nb �are Not Covered E

99503  Home visit res� thera�y Not Covered E

99504  Home visit me�h ven#lator Not Covered E

99505  Home visit stoma �are Not Covered E

99506  Home visit im in2e�#on Not Covered E

99507  Home visit �ath maintain Not Covered E

99509  Home visit day li�e a�#vity Not Covered E

99510  Home visit sing/m/�am �ouns Not Covered E

99511  Home visit �e�al/enema mgmt Not Covered E

99512  Home visit �or hemodialysis Not Covered E
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99600  Home visit nos Not Covered E

99601  Home in�usion/visit 2 hrs Not Covered E

99602  Home in�usion ea�h addtl hr Not Covered E

99605  Itms by �harm n� 15 min Not Covered E

99606  Itms by �harm est 15 min Not Covered E

99607  Itms by �harm addl 15 min Not Covered E

0001F  Heart �ailure �om�osite Not Covered E

0001I In�e�tious dis h�v 6 assays Not Covered E

0002I Liver dis 10 assays w/ash Not Covered E

0003I Liver dis 10 assays w/nash Not Covered E

0004I S�oliosis dna alys Not Covered E

0005F  Osteoarthri#s �om�osite Not Covered E

0006I On� he� gene risk �lassi�ier Not Covered E

0007I On� gastro 51 gene nomogram Not Covered E

0008I On� breast risk s�ore Not Covered E

0012F  Ca� ba�terial assess Not Covered E

0014F  Com� �reo� assess �at surg Not Covered E

0015F  Ielan �ollow-u� �om�lete Not Covered E

0019T  Extra�or� sho�k wv tx ms nos Not Covered A

0042T  Ct �er�usion w/�ontrast �b� Not Covered N

0051T  Im�lant total heart system Covered N 1 C $2,716.96

0052T  Re�la�e thr� unit hrt syst Not Covered C

0053T  Re�la�e im�lantable hrt syst Not Covered C

0054T  Bone srgry �m�tr fluor image Not Covered N

0055T  Bone srgry �m�tr �t/mri imag Not Covered N

0058T  Cryo�reserva#on ovary #ss Not Covered Q1 0433 2.4765

0071T  Us leiomyomata ablate <200 Not Covered S 0066 25.6592

0072T  Us leiomyomata ablate >200 Not Covered S 0066 25.6592

0075T  Perq stent/�hest vert art Not Covered C

0076T  S&i stent/�hest vert art Not Covered C

0085T  Breath test heart re2e�t Not Covered E

0095T  Rmvl ar#fi� dis� addl �rv�l Not Covered C

0098T  Rev ar#fi� dis� addl Not Covered C

0099T  Im�lant �orneal ring Not Covered T 0233 23.6288

0100T  Prosth re#na re�eive&gen Not Covered T 0673 42.0983

0101T  Extra�or� sho�kwv tx hi enrg Not Covered T 0050 35.0819

0102T  Extra�or� sho�kwv tx anesth Not Covered T 0050 35.0819

0103T  Holotrans�obalamin Not Covered A

0106T  Tou�h quant sensory test Not Covered Q1 0340 0.7061

0107T  Vibrate quant sensory test Not Covered Q1 0340 0.7061

0108T  Cool quant sensory test Not Covered Q1 0420 1.7762

0109T  Heat quant sensory test Not Covered Q1 0340 0.7061
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0110T  Nos quant sensory test Not Covered Q1 0340 0.7061

0111T  Rb� membranes �aKy a�ids Not Covered A

0123T  S�leral fistuliza#on Not Covered T 0233 23.6288

0126T  Chd risk imt study Not Covered Q1 0340 0.7061

0159T  Cad breast mri Not Covered N

0163T  Lumb ar#� diske�tomy addl Not Covered C

0164T  Remove lumb ar#� dis� addl Not Covered C

0165T  Revise lumb ar#� dis� addl Not Covered C

0169T  Pla�e stereo �ath brain Not Covered C

0171T  Lumbar s�ine �ro�es distra�t Not Covered J1 0425 137.8399

0172T  Lumbar s�ine �ro�ess addl Not Covered N

0174T  Cad �xr with inter� Not Covered N

0175T  Cad �xr remote Not Covered N

0178T  64 lead e�g w/i&r Not Covered B

0179T  64 lead e�g w/tra�ing Not Covered S 0100 3.2093

0180T  64 lead e�g w/i&r only Not Covered B

0182T  Hdr ele�t bra�hythera�y Not Covered S 0313 9.8375

0184T  Ex� re�tal tumor endos�o�i� Covered N 1 T 0150 35.0675

0188T  Video�on� �rit �are 74 min Not Covered I

0189T  Video�on� �rit �are addl 30 Not Covered I

0190T  Pla�e intrao� radia#on sr� Not Covered N

0191T  Insert ant segment drain int Not Covered T 0673 42.0983

0195T  Pres�rl �use w/o instr l5/s1 Not Covered C

0196T  Pres�rl �use w/o instr l4/l5 Not Covered C

0198T  O�ular blood flow measure Not Covered Q1 0698 1.3596

0200T  Perq sa�ral augmt unilat in2 Not Covered T 0050 35.0819

0201T  Perq sa�ral augmt bilat in2 Not Covered T 0050 35.0819

0202T  Post vert arthr�lst 1 lumbar Not Covered C

0205T  Inirs ea�h vessel add-on Not Covered N

0206T  C�tr dbs alys �ar ele� dta Not Covered Q1 0420 1.7762

0207T  Clear eyelid gland w/heat Not Covered Q1 0230 0.7019

0208T  Audiometry air only Not Covered Q1 0364 0.5841

0209T  Audiometry air & bone Not Covered Q1 0364 0.5841

0210T  S�ee�h audiometry threshold Not Covered Q1 0364 0.5841

0211T  S�ee�h audiom thresh & re�og Not Covered Q1 0364 0.5841

0212T  Com�re audiometry evalua#on Not Covered Q1 0365 1.5902

0213T  N2x �aravert w/us �er/thor Not Covered T 0207 9.0607

0214T  N2x �aravert w/us �er/thor Not Covered N

0215T  N2x �aravert w/us �er/thor Not Covered N

0216T  N2x �aravert w/us lumb/sa� Not Covered T 0207 9.0607

0217T  N2x �aravert w/us lumb/sa� Not Covered N

0218T  N2x �aravert w/us lumb/sa� Not Covered N
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0219T  Plmt �ost �a�et im�lt �erv Not Covered C

0220T  Plmt �ost �a�et im�lt thor Not Covered C

0221T  Plmt �ost �a�et im�lt lumb Not Covered T 0050 35.0819

0222T  Plmt �ost �a�et im�lt addl Not Covered N

0223T  A�ous#� e�g w/i&r Not Covered Q1 0099 1.0579

0224T  A�ous#� e�g 1+ analysis Not Covered Q1 0690 0.4739

0225T  A�ous#� e�g analy & re�rog Not Covered Q1 0690 0.4739

0228T  N2x Yrml e�rl w/us �er/thor Not Covered T 0207 9.0607

0229T  N2x Yrml e�rl w/us �er/thor Not Covered N

0230T  N2x Yrml e�rl w/us lumb/sa� Not Covered T 0207 9.0607

0231T  N2x Yrml e�rl w/us lumb/sa� Not Covered N

0232T  N2x �latelet �lasma Not Covered Q1 0420 1.7762

0233T  Skin gly�a#on s�e�tros�o�y Not Covered A

0234T  Trluml �eri� athr� renal art Not Covered J1 0229 129.8028

0235T  Trluml �eri� athr� vis�eral Not Covered C

0236T  Trluml �eri� athr� abd aorta Not Covered J1 0229 129.8028

0237T  Trluml �eri� athr� br�hio��h Not Covered J1 0229 129.8028

0238T  Trluml �eri� athr� ilia� art Not Covered J1 0319 200.1597

0240T  Eso�h mo#lity 3d to�ogra�hy Not Covered S 0361 4.4320

0241T  Eso�h mo#lity w/s#m/�er� Not Covered N

0243T  Intm msr bron�hodil wheeze Not Covered Q1 0077 2.2195

0244T  Cont msr bron�hodil wheeze Not Covered S 0369 3.1934

0249T  Liga#on hemorrhoid w/us Not Covered T 0150 35.0675

0253T  Insert aqueous drain devi�e Not Covered T 0673 42.0983

0254T  Evas� r�r ilia� art bi�ur Not Covered C

0255T  Evas� r�r ilia� art bi�r s&i Not Covered C

0262T  Im�lt2 �ulm vlv evas� a��r Covered N 1 C By Re�ort

0263T  Im b1 mrw �el ther �m�l Not Covered S 0112 38.3671

0264T  Im b1 mrw �el ther x�l hrvst Not Covered S 0112 38.3671

0265T  Im b1 mrw �el ther hrvst onl Not Covered S 0112 38.3671

0266T  Im�lt/r�l �rtd sns dev total Not Covered C

0267T  Im�lt/r�l �rtd sns dev lead Not Covered T 0688 28.7006

0268T  Im�lt/r�l �rtd sns dev gen Not Covered J1 0039 230.6235

0269T  Rev/remvl �rtd sns dev total Not Covered Q2 0221 39.7387

0270T  Rev/remvl �rtd sns dev lead Not Covered Q2 0688 28.7006

0271T  Rev/remvl �rtd sns dev gen Not Covered Q2 0688 28.7006

0272T  Interrogate �rtd sns dev Not Covered S 0218 2.1417

0273T  Interrogate �rtd sns w/�grmg Not Covered S 0218 2.1417

0274T  Perq lamot/lam �rv/thr� Not Covered T 0208 55.4537

0275T  Perq lamot/lam lumbar Not Covered T 0208 55.4537

0278T  Tem�r Not Covered Q1 0215 1.2804

0281T  Laa �losure w/im�lant Not Covered C
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0282T  Peri�h field s#mul trial Not Covered J1 0061 71.3285

0283T  Peri�h field s#mul �erm Not Covered J1 0318 352.7212

0284T  Peri�h field s#mul revise Not Covered Q2 0688 28.7006

0285T  Peri�h field s#mul analys Not Covered S 0216 3.6766

0286T  Near i�r s�e�trs� o� wounds Not Covered N

0287T  Near i�r guide o� vas� site Not Covered N

0288T  Anos�o�y w/r� delivery Not Covered T 0150 35.0675

0289T  Laser in� �or �k�/lk� donor Not Covered N

0290T  Laser in� �or �k�/lk� re�i� Not Covered N

0291T  Iv o�t �or �ro� init vessel Not Covered N

0292T  Iv o�t �or �ro� addl vessel Not Covered N

0293T  Ins lt atrl �ress monitor Not Covered C

0294T  Ins lt atrl mont �res lead Not Covered C

0295T  Ext e�g �om�lete Covered N 1 I $85.79

0296T  Ext e�g re�ording Covered N 1 Q1 0099 1.0579

0297T  Ext e�g s�an w/re�ort Covered N 1 Q1 0099 1.0579

0298T  Ext e�g review and inter� Covered N 1 I $24.37

0299T  Esw wound healing init wound Not Covered T 0326 2.9651

0300T  Esw wound healing addl wound Not Covered N

0301T  Iw thera�y �or breast tumor Not Covered S 0066 25.6592

0302T  I�ar is�hm mntrng sys �om�l Not Covered J1 0089 127.9907

0303T  I�ar is�hm mntrng sys eltrd Not Covered J1 0090 88.2442

0304T  I�ar is�hm mntrng sys devi�e Not Covered J1 0090 88.2442

0305T  I�ar is�hm mntrng �rgrm eval Not Covered Q1 0690 0.4739

0306T  I�ar is�hm mntr interr eval Not Covered Q1 0690 0.4739

0307T  Rmvl i�ar is�hm mntrng dv�e Not Covered Q2 0105 31.6455

0308T  Ins2 o�ular teles�o�e �rosth Not Covered J1 0351 311.2228

0309T  Pres�rl �use w/ instr l4/l5 Not Covered C

0310T  Iotor �un�#on ma��ing ntms Not Covered S 0218 2.1417

0311T  Cal & alys �ntrl artl �ress Not Covered Q1 0099 1.0579

0312T  La�s im�lt2 ns#m vagus Not Covered C

0313T  La�s rmvl ns#m array vagus Not Covered T 0688 28.7006

0314T  La�s rmvl vgl arry&�ls gen Not Covered Q2 0688 28.7006

0315T  Rmvl vagus nerve �ls gen Not Covered Q2 0688 28.7006

0316T  Re�l� vagus nerve �ls gen Not Covered J1 0039 230.6235

0317T  Ele� alys vagus nrv �ls gen Not Covered Q1 0690 0.4739

0329T  Intr io �ress 24hrs/> uni/bi Not Covered E

0330T  Tear film img uni/bi w/i&r Not Covered Q1 0230 0.7019

0331T  Heart sym� image �lnr Not Covered S 0377 15.3768

0332T  Heart sym� image �lnr s�e�t Not Covered S 0377 15.3768

0333T  Visual e� a�uity s�reen auto Not Covered E

0335T  Extraosseous 2oint stblz#on Not Covered T 0062 27.5390
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0336T  La� ablat uterine fibroids Not Covered T 0174 108.7985

0337T  Endothel �xnassmnt non-invas Not Covered S 0097 1.5196

0338T  Trns�th renal sym� denrv unl Not Covered S 0279 34.5196

0339T  Trns�th renal sym� denrv bil Not Covered S 0279 34.5196

0340T Ablate �ulm tumors + extnsn Not Covered T 0423 55.2208

0341T Quant �u�illometry w/ r�rt Not Covered N

0342T  Thx� a�heresis w/hdl deli� Not Covered S 0112 38.3671

0345T  Trans�ath mtral vlve re�air Not Covered C

0346T  Ultrasound elastogra�hy Not Covered N

0347T  Ins bone devi�e �or rsa Not Covered Q1 0420 1.7762

0348T  Rsa s�ine exam Not Covered Q1 0261 1.2810

0349T  Rsa u��er extr exam Not Covered Q1 0261 1.2810

0350T  Rsa lower extr exam Not Covered Q1 0261 1.2810

0351T  Intrao� o�t brst/node s�e� Not Covered N

0352T  O�t brst/node i&r �er s�e� Not Covered B

0353T  Intrao� o�t breast �avity Not Covered N

0354T  O�t breast surg �avity i&r Not Covered B

0355T  Gi tra�t �a�sule endos�o�y Not Covered T 0142 11.4924

0356T  Insrt drug devi�e �or io� Not Covered S 0698 1.3596

0357T  Cryo�reserva#on oo�yte(s) Not Covered Q1 0433 2.4765

0358T  Bia whole body Not Covered Q1 0340 0.7061

0359T  Behavioral id assessment Not Covered V 0632 1.4327

0360T  Observ behav assessment Not Covered V 0632 1.4327

0361T  Observ behav assess addl Not Covered N

0362T  Ex�ose behav assessment Not Covered V 0632 1.4327

0363T  Ex�ose behav assess addl Not Covered N

0364T  Ada�#ve behavior treatment Not Covered S 0322 1.2065

0365T  Ada�#ve behavior tx addl Not Covered N

0366T  Grou� behavior treatment Not Covered S 0325 0.8905

0367T  Grou� behav treatment addl Not Covered N

0368T  Behavior treatment modified Not Covered S 0322 1.2065

0369T  Behav treatment modi�y addl Not Covered N

0370T  Fam behav treatment guidan�e Not Covered S 0324 1.6717

0371T  Iult �am behav treat guide Not Covered S 0324 1.6717

0372T  So�ial skills training grou� Not Covered S 0325 0.8905

0373T  Ex�osure behavior treatment Not Covered S 0323 1.5574

0374T  Ex�ose behav treatment addl Not Covered N

0375T  Total dis� arthr� ant a��r Not Covered C

0376T  Insert ant segment drain int Not Covered N

0377T  Anos��y in2 agent �or in�ont Covered N T 0150 35.0675

0378T  Visual field assmnt rev/r�rt Not Covered B

0379T  Vis field assmnt te�h su��t Not Covered Q1 0230 0.7019
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0380T  Com� animat ret imag series Not Covered Q1 0230 0.7019

0381T Ext h rate e�i sz 14 days Not Covered I

0382T Ext h rate sz 14 day ri only Not Covered I

0383T Ext h rate sz u� to 30 days Not Covered I

0384T Ex h rate sz 30 day ri only Not Covered I

0385T Ex h rate �or sz ovr 30 day Not Covered I

0386T Ex h rate sz 30+ day ri only Not Covered I

0387T Leadless � �m ins/r�l ventr Not Covered J1 0319 200.1597

0388T Leadless � �m remove ventr Not Covered T 0622 30.1495

0389T Prog eval in�er leadls �m Not Covered Q1 0690 0.4739

0390T Peri�ro� eval in�er ledls �m Not Covered N

0391T Intergt eval in�er leadls �m Not Covered Q1 0690 0.4739

0500F  Ini#al �renatal �are visit Not Covered E

0501F  Prenatal flow sheet Not Covered E

0502F  Subsequent �renatal �are Not Covered E

0503F  Post�artum �are visit Not Covered E

0505F  Hemodialysis �lan do�d Not Covered E

0507F  Periton dialysis �lan do�d Not Covered E

0509F  Urine in�on �lan do�d Not Covered I

0513F  Elev b� �lan o� �are do�d Not Covered I

0514F  Care �lan hgb do�d esa �t Not Covered E

0516F  Anemia �lan o� �are do�d Not Covered E

0517F  Glau�oma �lan o� �are do�d Not Covered I

0518F  Fall �lan o� �are do�d Not Covered I

0519F  Pland �hemo do�d b/4 txmnt Not Covered E

0520F  Rad dos limts b/4 3d rad Not Covered I

0521F  Plan o� �are 4 �ain do�d Not Covered I

0525F  Ini#al visit �or e�isode Not Covered E

0526F  Subs visit �or e�isode Not Covered I

0528F  R�mnd flw-u� 10 yrs do�d Not Covered I

0529F  Intrvl 3/>yr �ts �lns�� do�d Not Covered I

0535F  Dys�nea mngmnt �lan do�d Not Covered E

0540F  Glu�o mngmnt �lan do�d Not Covered I

0545F  Follow u� �are �lan mdd do�d Not Covered E

0550F  Cyto�ath re�ort nongyn s��mn Not Covered E

0551F  Cyto�ath re�ort non rou#ne Not Covered E

0555F  Sym�tom mgmnt �lan �are do�d Not Covered E

0556F  Plan �are li�id �ontrol do�d Not Covered E

0557F  Plan �aremng angnl sym�tdo�d Not Covered I

0575F  Hiv rna �lan �are do�d Not Covered E

0580F  Iul#dis�i�linary �are �lan Not Covered E

0581F  Pt trns�rd �rom anesth to �� Not Covered E
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0582F  No trns�r �rom anesth to �� Not Covered E

0583F  Trans�er �are �he�klist used Not Covered E

0584F  No trans�er�are �hklist used Not Covered E

1000F  Toba��o use assessed Not Covered E

1002F  Assess anginal sym�tom/level Not Covered E

1003F  Level o� a�#vity assess Not Covered E

1004F  Clin sym� vol ovrld assess Not Covered E

1005F  Asthma sym�toms evaluate Not Covered E

1006F  Osteoarthri#s assess Not Covered I

1007F  An#-inflm/anlgs� ot� assess Not Covered E

1008F  Gi/renal risk assess Not Covered E

1010F  Severity angina by a�tvty Not Covered I

1011F  Angina �resent Not Covered I

1012F  Angina absent Not Covered I

1015F  Co�d sym�toms assess Not Covered E

1018F  Assess dys�nea not �resent Not Covered E

1019F  Assess dys�nea �resent Not Covered E

1022F  Pneumo imm status assess Not Covered E

1026F  Co-morbid �ondi#on assess Not Covered E

1030F  Influenza imm status assess Not Covered E

1031F  Smoking & 2nd hand assessed Not Covered E

1032F  Smoker/ex�osed 2nd hnd smoke Not Covered E

1033F  Toba��o nonsmoker nor 2ndhnd Not Covered E

1034F  Current toba��o smoker Not Covered E

1035F  Smokeless toba��o user Not Covered E

1036F  Toba��o non-user Not Covered I

1038F  Persistent asthma Not Covered I

1039F  IntermiKent asthma Not Covered I

1040F  Dsm-5 in�o mdd do�d Not Covered E

1050F  History o� mole �hanges Not Covered E

1052F  Ty�e lo�a#on a�#vityassess Not Covered E

1055F  Visual �un�t status assess Not Covered E

1060F  Do� �erm/�ont/�arox atr fib Not Covered E

1061F Do� la�k �erm+�ont+�arox �ib Not Covered E

1065F  Is�hm stroke sym� lt3 hrsb/4 Not Covered E

1066F  Is�hm stroke sym� ge3 hrsb/4 Not Covered E

1070F  Alarm sym� assessed-absent Not Covered E

1071F  Alarm sym� assessed-1+ �rsnt Not Covered E

1090F  Pres/absn urine in�on assess Not Covered I

1091F  Urine in�on �hara�terized Not Covered E

1100F  PYalls assess-do�d ge2>/yr Not Covered I

1101F  Pt �alls assess-do�d le1/yr Not Covered I
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1110F  Pt l� in�t �a� w/in 60 days Not Covered E

1111F  Ds�hrg med/�urrent med merge Not Covered I

1116F  Auri�/�eri �ain assessed Not Covered E

1118F  Gerd sym�s assessed 12 month Not Covered E

1119F  Init eval �or �ondi#on Not Covered E

1121F  Subs eval �or �ondi#on Not Covered E

1123F  A�� dis�uss/ds�n mkr do�d Not Covered I

1124F  A�� dis�uss-no ds�nmkr do�d Not Covered I

1125F  Amnt �ain noted �ain �rsnt Not Covered I

1126F  Amnt �ain noted none �rsnt Not Covered I

1127F  New e�isode �or �ondi#on Not Covered E

1128F  Subs e�isode �or �ondi#on Not Covered E

1130F  Bk �ain & �xn assessed Not Covered E

1134F  E�sd bk �ain �or 6 wks/< Not Covered E

1135F  E�sd bk �ain �or >6 wks Not Covered E

1136F  E�sd bk �ain �or 12 wks/< Not Covered E

1137F  E�sd bk �ain �or >12 wks Not Covered E

1150F  Do� �t rsk death w/in 1yr Not Covered E

1151F  Do� no �t rsk death w/in 1yr Not Covered E

1152F  Do� advn�d dis �om�ort 1st Not Covered E

1153F  Do� advn�d dis �m�rt not 1st Not Covered E

1157F  Advn� �are �lan in r�rd Not Covered E

1158F  Advn� �are �lan tlk do�d Not Covered I

1159F  Ied list do�d in r�rd Not Covered E

1160F  Rvw meds by rx/dr in r�rd Not Covered E

1170F  Fxnl status assessed Not Covered I

1175F  Fun�#on stat assessed rvwd Not Covered I

1180F  Thromboemb risk assessed Not Covered E

1181F  Neuro�sy�hia sym�ts assessed Not Covered I

1182F  Neuro�sy�hi sym�t 1+�resent Not Covered E

1183F  Neuro�sy�hiatri� sym� absent Not Covered E

1200F  Seizure ty�e& �requ do�d Not Covered E

1205F  E�i e#ol synd rvwd and do�d Not Covered E

1220F  Pt s�reened �or de�ression Not Covered E

1400F  Prkns diag rviewed Not Covered I

1450F  Sym�toms im�roved/�onsist Not Covered E

1451F  Sym�t show �lin im�ort dro� Not Covered E

1460F  Qual �ard diag �rior 12 mons Not Covered I

1461F  No qual �ard diag �rior12mon Not Covered I

1490F  Dem severity �lassified mild Not Covered I

1491F  Dem severity �lassified mod Not Covered I

1493F  Dem severity �lass severe Not Covered I
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1494F  Cognit assessed and reviewed Not Covered I

1500F Sym�tom+sign symm �olyneuro Not Covered E

1501F  Not ini#al eval �or �ond Not Covered E

1502F  Pt queried �ain �xn w/ instr Not Covered E

1503F  Pt queried sym� res� insuff Not Covered E

1504F  Pt has res� insuffi�ien�y Not Covered E

1505F  Pt has no res� insuffi�ien�y Not Covered E

2000F  Blood �ressure measure Not Covered I

2001F  Weight re�ord Not Covered E

2002F  Clin sign vol ovrld assess Not Covered E

2004F  Ini#al exam involved 2oints Not Covered E

2010F  Vital signs re�orded Not Covered E

2014F  Iental status assess Not Covered E

2015F  Asthma im�airment assessed Not Covered E

2016F  Asthma risk assessed Not Covered E

2018F  Hydra#on status assess Not Covered E

2019F  Dilated ma�ul exam done Not Covered I

2020F  Dilated �undus eval done Not Covered E

2021F Dilat ma�ular exam done Not Covered E

2022F  Dil re#na exam inter� rev Not Covered I

2024F  7 field �hoto inter� do� rev Not Covered I

2026F  Eye image valid to dx rev Not Covered I

2027F  O�#� nerve head eval done Not Covered I

2028F  Foot exam �er�ormed Not Covered E

2029F  Com�lete �hys skin exam done Not Covered E

2030F  H2o stat do�d normal Not Covered E

2031F  H2o stat do�d dehydrated Not Covered E

2035F  Tym� memb mo#on examd Not Covered E

2040F  Bk �n xm on init visit date Not Covered E

2044F  Do� mntl tst b/4 bk trxmnt Not Covered E

2050F  Wound �har size et� do�d Not Covered E

2060F  Pt talk eval hlthwkr re mdd Not Covered E

3006F  Cxr do� rev Not Covered E

3008F  Body mass index do�d Not Covered E

3011F  Li�id �anel do� rev Not Covered E

3014F  S�reen mammo do� rev Not Covered I

3015F  Cerv �an�er s�reen do�d Not Covered E

3016F  Pt s�rnd unhlthy oh use Not Covered I

3017F  Colore�tal �a s�reen do� rev Not Covered I

3018F  Pre-�rxd rsk et al do�d Not Covered E

3019F  Lve� assess �lan�ost ds�hrge Not Covered E

3020F  Lv� assess Not Covered E
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3021F  Lve� mod/sever de�rs syst Not Covered I

3022F  Lve� >/=40G systoli� Not Covered I

3023F  S�irom do� rev Not Covered I

3025F  S�irom �ev/�v� <70G w/�o�d Not Covered E

3027F  S�irom �ev/�v�>/=70G/w/o�o�d Not Covered E

3028F  O2 satura#on do� rev Not Covered E

3035F  O2 satura#on</=88G/�ao</=55 Not Covered E

3037F  O2 satura#on >88G/�ao>55 hg Not Covered E

3038F  Pulm �x w/in 12 mon b/4 surg Not Covered E

3040F  Fev <40G �redi�ted value Not Covered E

3042F  Fev >/=40G �redi�ted value Not Covered E

3044F  Hg a1� level lt 7.0G Not Covered I

3045F  Hg a1� level 7.0-9.0G Not Covered I

3046F  Hemoglobin a1� level >9.0G Not Covered I

3048F  Ldl-� <100 mg/dl Not Covered E

3049F  Ldl-� 100-129 mg/dl Not Covered E

3050F  Ldl-� >/= 130 mg/dl Not Covered E

3055F  Lve� less than/equal to 35G Not Covered E

3056F  Lve� greater than 35G Not Covered E

3060F  Pos mi�roalbuminuria rev Not Covered I

3061F  Neg mi�roalbuminuria rev Not Covered I

3062F  Pos ma�roalbuminuria rev Not Covered I

3066F  Ne�hro�athy do� tx Not Covered I

3072F  Low risk �or re#no�athy Not Covered I

3073F  Pre-surg eye measures do�d Not Covered E

3074F  Syst b� lt 130 mm hg Not Covered E

3075F  Syst b� ge 130 - 139mm hg Not Covered E

3077F  Syst b� >/= 140 mm hg Not Covered E

3078F  Diast b� <80 mm hg Not Covered E

3079F  Diast b� 80-89 mm hg Not Covered E

3080F  Diast b� >/= 90 mm hg Not Covered E

3082F  Kt/v <1.2 Not Covered E

3083F  Kt/v =/> 1.2 & <1.7 Not Covered E

3084F Kt/v >/= 1.7 Not Covered E

3085F  Sui�ide risk assessed Not Covered E

3088F  Idd mild Not Covered E

3089F  Idd moderate Not Covered E

3090F  Idd severe w/o �sy�h Not Covered E

3091F  Idd severe w/�sy�h Not Covered E

3092F  Idd in remission Not Covered E

3093F  Do� new diag 1st/addl mdd Not Covered E

3095F  Central dexa results do�d Not Covered I
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3096F  Central dexa ordered Not Covered I

3100F  Image test re� �arot diam Not Covered I

3110F  Pres/absn hmrhg/lesion do�d Not Covered E

3111F  Ct/mri brain done w/in 24hrs Not Covered E

3112F  Ct/mri brain done 24 hrs Not Covered E

3115F  Quant results a�#vity &sym� Not Covered E

3117F  H� assessment tool �om�leted Not Covered E

3118F  Ny heart asso� �lass do�d Not Covered E

3119F  No eval a�#vity �lin sym� Not Covered E

3120F  12-lead e�g �er�ormed Not Covered I

3126F Eso�h bx r�rt w/dys�l in�o Not Covered I

3130F  U��er gi endos�o�y �er�ormed Not Covered E

3132F  Do� re� u��er gi endos�o�y Not Covered E

3140F  U��er gi endo shows barrKs Not Covered E

3141F  U��er gi endo not barrKs Not Covered E

3142F  Barium swallow test ordered Not Covered E

3150F  For�e�s eso�h bio�sy done Not Covered E

3155F  Cytogen test marrow b/4 tx Not Covered I

3160F  Do� �e+ stores b/4 e�o thx Not Covered I

3170F  Flow �yto done b/4 tx Not Covered I

3200F  Barium swallow test not req Not Covered E

3210F  Gr� a stre� test �er�ormed Not Covered I

3215F  Pt immunity to he� a do�d Not Covered I

3216F  Pt immunity to he� b do�d Not Covered E

3218F  Rna tstng he� � do�d done Not Covered E

3220F  He� � quant rna tstng do�d Not Covered E

3230F  Note hring tst w/in 6 mon Not Covered E

3250F  Non�rim lo� anat bx site tum Not Covered I

3260F  Pt �at/�n �at/hist grd do�d Not Covered I

3265F  Rna tstng he�� vir ord/do�d Not Covered E

3266F  He�� gn tstng do�d b/4txmnt Not Covered E

3267F  Path r�rt w/ �t �n �at et al Not Covered I

3268F  Psa/t/gls� do�d b/4 txmnt Not Covered E

3269F  Bone s�n b/4 txmnt/a�r dx Not Covered I

3270F  No bone s�n b/4 txmnt/a�rdx Not Covered I

3271F  Low risk �rostate �an�er Not Covered I

3272F  Ied risk �rostate �an�er Not Covered E

3273F  High risk �rostate �an�er Not Covered E

3274F  Prost �n�r rsk not lw/md/hgh Not Covered E

3278F  Serum lvls �a/i�th/l�d ord Not Covered E

3279F  Hgb lvl >/= 13 g/dl Not Covered E

3280F  Hgb lvl 11-12.9 g/dl Not Covered E
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3281F  Hgb lvl <11 g/dl Not Covered E

3284F  Io� down >15G o� �re-sv� lvl Not Covered I

3285F  Io� down <15G o� �re-sv� lvl Not Covered I

3288F  Fall risk assessment do�d Not Covered I

3290F  Pt=d(rh)- and unsensi#zed Not Covered E

3291F  Pt=d(rh)+ or sensi#zed Not Covered E

3292F  Hiv tstng asked/do�d/revwd Not Covered E

3293F  Abo rh blood ty�ing do�d Not Covered E

3294F  Gr� b stre� s�reening do�d Not Covered E

3300F  A2�� stage do�d b/4 thx�y Not Covered I

3301F  Can�er stage do�d metast Not Covered I

3315F  Er+ or �r+ breast �an�er Not Covered I

3316F  Er- or �r- breast �an�er Not Covered I

3317F  Path r�t malig �an�er do�d Not Covered E

3318F  Path r�t malig �an�er do�d Not Covered E

3319F  X-ray/�t/ultrsnd et al ord Not Covered I

3320F  No xray/�t/ et al ordd Not Covered I

3321F  A2�� �n�r 0/ia melan do�d Not Covered I

3322F  Ielanomaa2�� stage 0 or ia Not Covered I

3323F  Clin node stgng do�db/4 surg Not Covered E

3324F  Iri �t s�an ord rvwd rqstd Not Covered E

3325F  Preo� asses 4 �atara�t surg Not Covered E

3328F  Pr�rmn� do�d 2 wks b/4 surg Not Covered E

3330F  Imaging study ordered (bk�) Not Covered E

3331F  Bk imaging tst not ordered Not Covered E

3340F  Iammo assess in� xray do�d Not Covered I

3341F  Iammo assess nega#ve do�d Not Covered I

3342F  Iammo assess bengn do�d Not Covered I

3343F  Iammo �robably bengn do�d Not Covered I

3344F  Iammo assess sus� do�d Not Covered I

3345F  Iammo assess hghlymalig do� Not Covered I

3350F  Iammo bx �roven malig do�d Not Covered I

3351F  Neg s�rn de� sym� by de�tool Not Covered E

3352F  No sig de� sym� by de� tool Not Covered E

3353F  Iild-mod de� sym� by de�tool Not Covered E

3354F  Clin sig de� sym by de� tool Not Covered E

3370F  A2�� brst �n�r stage 0 do�d Not Covered I

3372F  A2�� brst �n�r stage 1 do�d Not Covered I

3374F  A2�� brst �n�r stage 1 do�d Not Covered I

3376F  A2�� brst�n�r stage 2 do�d Not Covered I

3378F  A2�� brst�n�r stage 3 do�d Not Covered I

3380F  A2�� brst�n�r stage 4 do�d Not Covered I
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3382F  A2�� �ln �n�r stage 0 do�d Not Covered I

3384F  A2�� �ln �n�r stage 1 do�d Not Covered I

3386F  A2�� �ln �n�r stage 2 do�d Not Covered I

3388F  A2�� �ln �n�r stage 3 do�d Not Covered I

3390F  A2�� �ln �n�r stage 4 do�d Not Covered I

3394F  Quant her2 ih� eval brst �x Not Covered I

3395F  Quant nonher2 ih� brst �x Not Covered I

3450F  Dys�nea s�rnd no-mild dys� Not Covered E

3451F  Dys�nea s�rnd mod-high dys� Not Covered E

3452F  Dys�nea not s�reened Not Covered E

3455F  Tb s�rng done-inter�d 6mon Not Covered I

3470F  Ra disease a�#vity low Not Covered I

3471F  Ra disease a�#vity mod Not Covered I

3472F  Ra disease a�#vity high Not Covered I

3475F  Disease �rogn ra �oor do�d Not Covered I

3476F  Disease �rogn ra good do�d Not Covered I

3490F  History aids-defining �ond Not Covered E

3491F  Hiv unsure baby o� hiv+moms Not Covered E

3492F  History �d4+ �ell �ount <350 Not Covered E

3493F  No hist �d4+ �ell �ount <350 Not Covered E

3494F  Cd4+�ell �ount <200�ells/mm3 Not Covered I

3495F  Cd4+�ell �nt 200-499 �ells Not Covered I

3496F Cd4+ �ell �ount + 500 �ells Not Covered I

3497F  Cd4+ �ell �er�entage <15G Not Covered E

3498F Cd4+ �ell =15G (hiv) Not Covered E

3500F  Cd4+�ell �nt/G do�d as done Not Covered E

3502F  Hiv rna vrl ld <lmts quan#� Not Covered E

3503F  Hiv rna vrl ldnot<lmts qunY Not Covered E

3510F  Do� tb s�rng-rslts inter�d Not Covered I

3511F  Chlmyd/gonrh tsts do�d done Not Covered E

3512F  Sy�h s�rng do�d as done Not Covered E

3513F  He� b s�rng do�d as done Not Covered E

3514F  He� � s�rng do�d as done Not Covered E

3515F  Pt has do�d immun to he� � Not Covered E

3517F  Hbv assess&results intr� 1yr Not Covered I

3520F  Cdiffi�ile tes#ng �er�ormed Not Covered E

3550F  Low rsk thromboembolism Not Covered E

3551F  Intrmed rsk thromboembolism Not Covered E

3552F  Hgh risk �or thromboembolism Not Covered E

3555F  Pt inr measurement �er�ormed Not Covered E

3570F  R�rt bone s�int xre� w xray Not Covered I

3572F  Pt �onsid �oss risk �x Not Covered E
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3573F  Pt not �onsid �oss risk �x Not Covered E

3650F  Eeg ordered rvwd reqstd Not Covered E

3700F  Psy�h disorders assessed Not Covered I

3720F  Cognit im�airment assessed Not Covered I

3725F  S�reen de�ression �er�ormed Not Covered I

3750F  Ptnotr�vngsteroid>/=10mg/day Not Covered E

3751F  Ele�trodiag �olyneuro 6 mn Not Covered E

3752F  No ele�trodiag �olyneuro 6mn Not Covered E

3753F  Pt has sym�&signs neuro�athy Not Covered E

3754F  S�reening tests dm done Not Covered E

3755F  Cog&behav im�rmnt s�rng done Not Covered E

3756F  Pt w/�seudobulb affe�t/als Not Covered E

3757F  Pt w/o �seudobulbaffe�t/als Not Covered E

3758F  Pt re� �ulm �x test/�eakflow Not Covered E

3759F  Pt s�rn dys�hag/wt loss/nutr Not Covered E

3760F Pt w/ dys�hag/wt loss/nutr Not Covered E

3761F  Pt w/o dys�hag/wt loss/nutr Not Covered E

3762F  Pa#ent is dysarthri� Not Covered E

3763F  Pa#ent is not dysarthri� Not Covered E

3775F Adenoma dete�ted s�reening Not Covered I

3776F Adenoma not dete�t s�reening Not Covered I

4000F  Toba��o use txmnt �ounseling Not Covered E

4001F  Toba��o use txmnt �harma�ol Not Covered E

4003F  Pt ed write/oral �ts w/ h� Not Covered E

4004F  Pt toba��o s�reen r�vd tlk Not Covered I

4005F  Pharm thx �or o� rxd Not Covered I

4008F  Beta-blo�ker thera�y rxd/tkn Not Covered I

4010F  A�e/arb thera�y rxd/taken Not Covered I

4011F  Oral an#�latelet thera�y rx Not Covered E

4012F  War�arin thera�y rx Not Covered E

4013F  Sta#n thera�y/�urrently tkn Not Covered E

4014F  WriKen dis�harge instr �rvd Not Covered E

4015F  Persist asthma medi�ine �trl Not Covered E

4016F  An#-inflm/anlgs� agent rx Not Covered E

4017F  Gi �ro�hylaxis �or nsaid rx Not Covered E

4018F  Thera�y exer�ise 2oint rx Not Covered E

4019F  Do� re��t �ounsl vit d/�al�+ Not Covered E

4025F  Inhaled bron�hodilator rx Not Covered I

4030F  Oxygen thera�y rx Not Covered E

4033F  Pulmonary rehab re� Not Covered E

4035F  Influenza imm re� Not Covered E

4037F  Influenza imm order/admin Not Covered E
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4040F  Pneumo� va�/admin/r�vd Not Covered I

4041F  Do� order �e�azolin/�e�urox Not Covered E

4042F  Do� an#bio not given Not Covered I

4043F  Do� order given sto� an#bio Not Covered E

4044F  Do� order given vte �ro�hylx Not Covered I

4045F  Em�iri� an#bio#� rx Not Covered E

4046F  Do� an#bio given b/4 surg Not Covered I

4047F  Do� an#bio given b/4 surg Not Covered E

4048F  Do� an#bio given b/4 surg Not Covered E

4049F  Do� order given sto� an#bio Not Covered I

4050F  Ht �are �lan do� Not Covered E

4051F  Re�erred �or an av fistula Not Covered E

4052F  Hemodialysis via av fistula Not Covered E

4053F  Hemodialysis via av gra� Not Covered E

4054F  Hemodialysis via �atheter Not Covered E

4055F  Pt r�vng �eriton dialysis Not Covered E

4056F  A��ro� oral rehyd re�ommd Not Covered E

4058F  Ped gastro ed given �aregvr Not Covered E

4060F  Psy�h sv�s �rovided Not Covered E

4062F  Pt re�erral �sy�h do�d Not Covered E

4063F  An#de�res rxthx�y not rxd Not Covered E

4064F  An#de�ressant rx Not Covered E

4065F  An#�sy�ho#� rx Not Covered E

4066F  E�t �rovided Not Covered E

4067F  Pt re�erral �or e�t do�d Not Covered E

4069F  Vte �ro�hylaxis r�vd Not Covered E

4070F  Dvt �ro�hylx re�vd day 2 Not Covered E

4073F  Oral an#�lat thx rx dis�hrg Not Covered E

4075F  An#�oag thx rx at dis�hrg Not Covered I

4077F  Do� t-�a admin �onsidered Not Covered E

4079F  Do� rehab sv�s �onsidered Not Covered E

4084F  As�irin re�vd w/in 24 hrs Not Covered E

4086F  As�irin/�lo�idogrel rxd Not Covered I

4090F  Pt r�vng e�o thx�y Not Covered I

4095F  Pt not r�vng e�o thx�y Not Covered E

4100F  Bi�hos thx�y vein ord/re�vd Not Covered I

4110F  Int mam art used �or �abg Not Covered I

4115F  Beta bl�kr admin w/in 24 hrs Not Covered I

4120F  An#biot rxd/given Not Covered I

4124F  An#biot not rxd/given Not Covered I

4130F  To�i�al �re� rx aoe Not Covered I

4131F  Syst an#mi�robial thx rx Not Covered I
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4132F  No syst an#mi�robial thx rx Not Covered I

4133F  An#hist/de�ong rx/re�om Not Covered E

4134F  No an#hist/de�ong rx/re�om Not Covered E

4135F  Systemi� �or#�osteroids rx Not Covered E

4136F  Syst �or#�osteroids not rx Not Covered E

4140F  Inhaled �or#�osteroids rxd Not Covered I

4142F  Cor#�oster s�arng thr�y rxd Not Covered I

4144F  Alt long-term �ntrl med rxd Not Covered I

4145F  2+ an#-hy�rtnsv agents tkn Not Covered E

4148F  He� a va� in2xn admin/re�vd Not Covered I

4149F  He� b va� in2xn admin/re�vd Not Covered I

4150F  Pt re�vng an#vir txmnt he�� Not Covered E

4151F  Pt not re�vng an#v he� � Not Covered I

4153F  Combo �eginY/rib rx Not Covered E

4155F  He� a va� series �rev re�vd Not Covered E

4157F  He� b va� series �rev re�vd Not Covered E

4158F  Pt edu re al�oh drnkng done Not Covered E

4159F  Contr�� talk b/4 an#v txmnt Not Covered E

4163F  Pt �ouns 4 txmnt o�t �rost Not Covered E

4164F  Ad2v hrmnl thx�y rxd Not Covered I

4165F  3d-�rt/imrt re�eived Not Covered E

4167F  Hd bed #lted 1st day vent Not Covered E

4168F  Pt �are i�u&vent w/in 24hrs Not Covered E

4169F  No �t �are i�u/vent in 24hrs Not Covered E

4171F  Pt r�vng esa thx�y Not Covered E

4172F  Pt not r�vng esa thx�y Not Covered E

4174F  Couns �otent glau� im��t Not Covered E

4175F  Vis 20/40/> w/in 90 days Not Covered I

4176F  Talk re uv light �t/�rgvr Not Covered E

4177F  Talk �t/�rgvr re areds �rev Not Covered I

4178F  An#d glbln r�vd w/in 26wks Not Covered E

4179F  Tamoxi�en/ai �res�ribed Not Covered I

4180F  Ad2v thx�yrxd/r�vd �olon �a Not Covered E

4181F  Con�ormal radn thx�y r�vd Not Covered E

4182F  No �on�ormal radn thx�y Not Covered E

4185F  Con#nuous ��i or h2ra r�vd Not Covered E

4186F  No �ont ��i or h2ra r�vd Not Covered E

4187F  An# rheum drugthx�yrxd/gvn Not Covered I

4188F  A��ro� a�e/arb tstng done Not Covered E

4189F  A��ro� digoxin tstng done Not Covered E

4190F  A��ro� diure#� tstng done Not Covered E

4191F  A��ro� an#�onvuls tstng Not Covered E
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4192F  Pt not r�vng glu�o�o thx�y Not Covered I

4193F  Pt r�vng<10mg daily �redniso Not Covered I

4194F  Pt r�vng10mg daily �redniso Not Covered I

4195F  Pt r�vng an#-rheum thx�y ra Not Covered I

4196F  Ptnot r�vng an#-rhm thx�yra Not Covered I

4200F  External beam to �rost only Not Covered E

4201F  Extrnl beam other than �rost Not Covered E

4210F  A�e/arb thx�y �or mos/> Not Covered E

4220F  Digoxin thx�y �or 6 mos/> Not Covered E

4221F  Diure#� thx�y �or 6 mos/> Not Covered E

4230F  An#�onv thx�y �or 6 mos/> Not Covered E

4240F  Instr xr�z ba�k �ain 12 wks Not Covered E

4242F  S�rvsd xr�z ba�k �n >12 wks Not Covered E

4245F  Pt instr nrml li�est Not Covered E

4248F  Pt instr no bd rest 4 days/> Not Covered E

4250F  Wrmng 4 surg normothermia Not Covered I

4255F  Anesth 60 min/> as do�d Not Covered I

4256F  Anesthe <60 min as do�d Not Covered E

4260F  Wound sr�� �ulturete�h used Not Covered E

4261F  Te�h other than sur�� �ultr Not Covered E

4265F  Wet-dry dressings rx re�md Not Covered E

4266F  No wet-dry drssings rx re�md Not Covered E

4267F  Com�rssion thx�y �res�ribed Not Covered E

4268F  Pt ed re �om� thx�y r�vd Not Covered E

4269F  A��ro�os mthd offloading rxd Not Covered E

4270F  Pt r�vng an# r-viral thx�y Not Covered E

4271F  Pt r�vng an# r-viral thx�y Not Covered E

4274F  Flu immuno admind r�vd Not Covered E

4276F  Potent an#vir thx�y rxd Not Covered E

4279F  P�� �ro�hylaxis rxd Not Covered E

4280F  P�� �ro�hylax rxd 3mon low G Not Covered E

4290F  Pt s�rned �or in2 drug use Not Covered E

4293F  Pt s�rnd hgh-risk sex behav Not Covered E

4300F  Pt r�vng war� thx�y Not Covered E

4301F  Pt not r�vng war� thx�y Not Covered E

4305F  Pt ed re � �are ins��t r�vd Not Covered E

4306F  Pt tlk �sy�h & rx o�d addi� Not Covered E

4320F  Pt talk �sy�hso�&rx oh d�nd Not Covered E

4322F  Crgvr �rov w/ ed addl rsr�s Not Covered I

4324F  Pt queried �rkns �om�li� Not Covered E

4325F  Ied txmnt o�#ons rvwd w/�t Not Covered I

4326F  Pt asked re sym� auto dys�xn Not Covered E
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4328F  Pt asked re slee� disturb Not Covered I

4330F  Cnslng e�i s�e� s�y issues Not Covered E

4340F  Cnslng �hldbrng women e�i Not Covered I

4350F  Cnslng �rovided sym� mngmnt Not Covered E

4400F  Rehab thx�y o�#ons w/�t Not Covered I

4450F  Sel�-�are ed �rovided to �t Not Covered E

4470F  I�d �ounseling �rovided Not Covered E

4480F  Pt r�vng a�e/arb b-blo�kertx Not Covered E

4481F  Pt r�vng a�e/arb blker >3mos Not Covered E

4500F  Re� to out�t �ard rehab �rog Not Covered I

4510F  Prev �ardrehab qual�ardevent Not Covered I

4525F  Neuro�sy�hia interven order Not Covered I

4526F  Neuro�sy�hia interven r�vd Not Covered I

4540F  Disease modi� �harma�othx�y Not Covered E

4541F  Pt offered tx �or �seudobulb Not Covered E

4550F  Noninvas res� su��ort talk Not Covered E

4551F  Nutri#onal su��ort offered Not Covered E

4552F  Pt re� �or s�ee�h lang �ath Not Covered E

4553F  Pt asst re end li�e issues Not Covered E

4554F  Pt re�vd inhal anesthe#� Not Covered E

4555F  Pt re�vd no inhal anesthi� Not Covered E

4556F Pt w/ 3+ �ost-o� nausea&vom Not Covered E

4557F  Pt w/o 3+ �ost-o�nausea&vom Not Covered E

4558F  Pt re�vd 2 rx an#-emet agt Not Covered E

4559F  1 bodytem� >=35.5�w/in 30min Not Covered E

4560F  Anesth w/o gen/neurax anesth Not Covered E

4561F  Pt w/ �oronary artery stent Not Covered E

4562F  Pt w/o �oronary artery stent Not Covered E

4563F  Pt re�vd as�irin w/in 24 hrs Not Covered E

5005F  Pt �ounsld on exam �or moles Not Covered E

5010F  Ia�ul result �hy/qh� mng dm Not Covered I

5015F  Do� �x & test/txmnt �or o� Not Covered I

5020F  Txmnts 2 �hys/qh� by 1 mon Not Covered E

5050F  Plan 2 main dr by 1 month Not Covered I

5060F  Fndngs mammo 2�t w/in 3 days Not Covered E

5062F  Iammo result �om to �t 5 day Not Covered E

5100F  Rsk �x re� w/n 24 hrs xray Not Covered E

5200F  Eval a��ros surg thx�y e�i Not Covered E

5250F  Asthma dis�harge �lan �resnt Not Covered E

6005F  Care level ra#onale do� Not Covered E

6010F  Dys�hag test done b/4 ea#ng Not Covered E

6015F  Dys�hag test done b/4 ea#ng Not Covered E
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6020F  N�o (nothing-mouth) ordered Not Covered E

6030F  Iax sterile barriers �ollwd Not Covered I

6040F  A��ro rad ds dv�s te�hs do�d Not Covered E

6045F  Radx�s in end r�rt4fluro �xd Not Covered I

6070F  Pt asked/�nsld aed effe�ts Not Covered E

6080F  Pt/�aregiver queried �alls Not Covered E

6090F  Pt/�aregiver �ounsel sa�ety Not Covered E

6100F  Veri�y �t site �xd do�d Not Covered E

6101F  Sa�ety �ounseling demen#a Not Covered I

6102F  Sa�ety �ounseling dem order Not Covered I

6110F  Counsel �rov driving risks Not Covered I

6150F  Pt notr�vng1st an#tn� txmnt Not Covered I

7010F  Pt in�o into re�all system Not Covered I

7020F  Iammo assess �at in dbase Not Covered E

7025F  Pt in�osys alarm 4 nxt mammo Not Covered I

9001F  Aor#� aneurysm<5�m diam �t Not Covered E

9002F  Aor#� aneurysm 5-5.4�m diam Not Covered E

9003F  Aor#� anrysm5.5-5.9�m diam Not Covered I

9004F  Aor#� anrysm 6/> �m diam Not Covered I

9005F  Asym�t �arot/vrtbrbas sten Not Covered E

9006F  Sym�t sten-#a/strk<120days Not Covered I

9007F  Other �arot sten 120 days/> Not Covered I

A0021  Outside state ambulan�e serv Not Covered E

A0080  Noninterest es�ort in non er Not Covered E

A0090  Interest es�ort in non er Not Covered E

A0100  Nonemergen�y trans�ort taxi Not Covered E

A0110  Nonemergen�y trans�ort bus Not Covered E

A0120  Noner trans�ort mini-bus Not Covered E

A0130  Noner trans�ort wheel�h van Not Covered E

A0140  Nonemergen�y trans�ort air Not Covered E

A0160  Noner trans�ort �ase worker Not Covered E

A0170  Trans�ort �arking �ees/tolls Not Covered E

A0180  Noner trans�ort lodgng re�i� Not Covered E

A0190  Noner trans�ort meals re�i� Not Covered E

A0200  Noner trans�ort lodgng es�rt Not Covered E

A0210  Noner trans�ort meals es�ort Not Covered E

A0225  Neonatal emergen�y trans�ort Not Covered E

A0380  Basi� li�e su��ort mileage Not Covered E

A0382  Basi� su��ort rou#ne su��ls Not Covered E

A0384  Bls defibrilla#on su��lies Not Covered E

A0390  Advan�ed li�e su��ort mileag Not Covered E

A0392  Als defibrilla#on su��lies Not Covered E
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A0394 Als iv drug thera�y su��lies Not Covered E

A0396  Als eso�hageal intub su��ls Not Covered E

A0398  Als rou#ne dis�osble su��ls Not Covered E

A0420  Ambulan�e wai#ng 1/2 hr Not Covered E

A0422  Ambulan�e 02 li�e sustaining Not Covered E

A0424  Extra ambulan�e aKendant Not Covered E

A0425  Ground mileage Not Covered A

A0426  Als 1 Not Covered A

A0427 Als1-emergen�y Not Covered A

A0428 Bls Not Covered A

A0429 Bls-emergen�y Not Covered A

A0430  Fixed wing air trans�ort Not Covered A

A0431  Rotary wing air trans�ort Not Covered A

A0432 Pi volunteer ambulan�e �o Not Covered A

A0433 Als 2 Not Covered A

A0434  S�e�ialty �are trans�ort Not Covered A

A0435  Fixed wing air mileage Not Covered A

A0436  Rotary wing air mileage Not Covered A

A0888  Non�overed ambulan�e mileage Not Covered E

A0998  Ambulan�e res�onse/treatment Not Covered E

A0999  Unlisted ambulan�e servi�e Not Covered A

A4206 1 �� sterile syringe&needle Covered N 36 N

A4207 2 �� sterile syringe&needle Not Covered N

A4208 3 �� sterile syringe&needle Covered N 36 N

A4209 5+ �� sterile syringe&needle Covered N 36 N

A4210  Nonneedle in2e�#on devi�e Not Covered E

A4211  Su�� �or sel�-adm in2e�#ons Not Covered N

A4212  Non �oring needle or stylet Covered N N

A4213 20+ �� syringe only Covered N 36 N

A4215  Sterile needle Covered N 5 N

A4216  Sterile water/saline, 10 ml Covered N N

A4217  Sterile water/saline, 500 ml Covered N N

A4218  Sterile saline or water Covered N N

A4220  In�usion �um� refill kit Not Covered N

A4221  Iaint drug in�us �ath �er wk Not Covered N

A4222  In�usion su��lies with �um� Covered N 31 N

A4223  In�usion su��lies w/o �um� Not Covered N

A4230  In�us insulin �um� non needl Not Covered N

A4231  In�usion insulin �um� needle Not Covered N

A4232  Syringe w/needle insulin 3�� Not Covered E

A4233  Alkalin baK �or glu�ose mon Not Covered E

A4234  J-�ell baK �or glu�ose mon Not Covered E
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A4235  Lithium baK �or glu�ose mon Not Covered E

A4236  Silvr oxide baK glu�ose mon Not Covered E

A4244  Al�ohol or �eroxide �er �int Covered N 1 N

A4245  Al�ohol wi�es �er box Covered N 4 N

A4246  Betadine/�hisohex solu#on Covered N 3 N

A4247  Betadine/iodine swabs/wi�es Covered N 5 N

A4248  Chlorhexidine an#se�t Not Covered N

A4250  Urine reagent stri�s/tablets Not Covered E

A4252  Blood ketone test or stri� Covered N E By Re�ort

A4253  Blood glu�ose/reagent stri�s Not Covered N

A4255  Glu�ose monitor �laYorms Covered N 6 N

A4256  Calibrator solu#on/�hi�s Covered N 1 N

A4257 Re�la�e lensshield �artridge Not Covered E

A4258  Lan�et devi�e ea�h Not Covered N

A4259  Lan�ets �er box Not Covered N

A4261  Cervi�al �a� �ontra�e�#ve Not Covered E

A4262  Tem�orary tear du�t �lug Not Covered N

A4263  Permanent tear du�t �lug Covered N 2 N

A4264  Intratubal o��lusion devi�e Covered N 1 E By Re�ort

A4265  Paraffin Not Covered N

A4266  Dia�hragm Not Covered E

A4267  Iale �ondom Not Covered E

A4268  Female �ondom Not Covered E

A4269  S�ermi�ide Not Covered E

A4270  Dis�osable endos�o�e sheath Not Covered N

A4280  Brst �rsths adhsv aK�hmnt Not Covered N

A4281  Re�la�ement breast�um� tube Covered N 1 E By Re�ort

A4282  Re�la�ement breast�um� ad�t Not Covered E

A4283  Re�la�ement breast�um� �a� Not Covered E

A4284  Re�l�mnt breast �um� shield Not Covered E

A4285  Re�l�mnt breast �um� boKle Not Covered E

A4286  Re�l�mnt breast�um� lok ring Not Covered E

A4290  Sa�ral nerve s#m test lead Not Covered N

A4300  Cath im�l vas� a��ess �ortal Not Covered N

A4301  Im�lantable a��ess syst �er� Not Covered N

A4305 Drug delivery system >=50 ml Not Covered N

A4306  Drug delivery system <=50 ml Not Covered N

A4310  Insert tray w/o bag/�ath Not Covered N

A4311  Catheter w/o bag 2-way latex Not Covered N

A4312  Cath w/o bag 2-way sili�one Not Covered N

A4313  Catheter w/bag 3-way Not Covered N

A4314  Cath w/drainage 2-way latex Not Covered N



Procedure 

Code Procedure Code Description

Iowa 

Medicaid 

Coverage

Prior 

Authorization 

Indicator

Procedure 

Max Units APC Status Indicator APC

APC 

Weight

Anesthesia 

Code Base 

Unit

Iowa Medicaid Fee 

Schedule Amount

A4315  Cath w/drainage 2-way sil�ne Not Covered N

A4316  Cath w/drainage 3-way Not Covered N

A4320  Irriga#on tray Not Covered N

A4321  Cath thera�eu#� irrig agent Not Covered N

A4322  Irriga#on syringe Not Covered N

A4326  Iale external �atheter Not Covered N

A4327  Fem urinary �olle�t dev �u� Not Covered N

A4328  Fem urinary �olle�t �ou�h Not Covered N

A4330  Stool �olle�#on �ou�h Covered N 5 N

A4331  Extension drainage tubing Covered N 9 N

A4332  Lube sterile �a�ket Not Covered N

A4333  Urinary �ath an�hor devi�e Covered N 9 N

A4334  Urinary �ath leg stra� Covered N 9 N

A4335  In�on#nen�e su��ly Covered N N

A4336  Urethral insert Covered R N

A4338  Indwelling �atheter latex Covered N 12 N

A4340  Indwelling �atheter s�e�ial Covered N 5 N

A4344  Cath indw �oley 2 way sili�n Covered N 12 N

A4346  Cath indw �oley 3 way Covered N 12 N

A4349  Dis�osable male external �at Covered N 35 N

A4351  Straight #� urine �atheter Covered N 45 N

A4352  Coude #� urinary �atheter Covered N 45 N

A4353  IntermiKent urinary �ath Covered N 12 N

A4354  Cath inser#on tray w/bag Covered N 12 N

A4355  Bladder irriga#on tubing Covered N 1 N

A4356  Ext ureth �lm� or �om�r dv� Covered N 3 N

A4357  Bedside drainage bag Covered N 12 N

A4358  Urinary leg or abdomen bag Covered N 12 N

A4360  Dis�osable ext urethral dev Covered R N

A4361  Ostomy �a�e �late Covered N 1 N

A4362  Solid skin barrier Covered N 12 N

A4363  Ostomy �lam�, re�la�ement Covered N 1 E $2.26

A4364  Adhesive, liquid or equal Covered N 1 N

A4366  Ostomy vent Not Covered N

A4367  Ostomy belt Not Covered N

A4368  Ostomy filter Covered N 1 N

A4369  Skin barrier liquid �er oz Not Covered N

A4371  Skin barrier �owder �er oz Not Covered N

A4372  Skin barrier solid 4x4 equiv Not Covered N

A4373  Skin barrier with flange Not Covered N

A4375  Drainable �las#� ��h w ���l Not Covered N

A4376  Drainable rubber ��h w ���lt Not Covered N
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A4377  Drainable �ls#� ��h w/o �� Not Covered N

A4378  Drainable rubber ��h w/o �� Not Covered N

A4379  Urinary �las#� �ou�h w ���l Not Covered N

A4380  Urinary rubber �ou�h w ���lt Not Covered N

A4381  Urinary �las#� �ou�h w/o �� Not Covered N

A4382  Urinary hvy �lst� ��h w/o �� Covered N 31 N

A4383  Urinary rubber �ou�h w/o �� Not Covered N

A4384  Ostomy �a�e�lt/sili�one ring Not Covered N

A4385  Ost skn barrier sld ext wear Not Covered N

A4387  Ost �lsd �ou�h w aK st barr Not Covered N

A4388  Drainable ��h w ex wear barr Not Covered N

A4389  Drainable ��h w st wear barr Not Covered N

A4390  Drainable ��h ex wear �onvex Not Covered N

A4391  Urinary �ou�h w ex wear barr Not Covered N

A4392  Urinary �ou�h w st wear barr Not Covered N

A4393  Urine ��h w ex wear bar �onv Not Covered N

A4394  Ostomy �ou�h liq deodorant Not Covered N

A4395  Ostomy �ou�h solid deodorant Not Covered N

A4396  Peristomal hernia su��rt blt Not Covered N

A4397  Irriga#on su��ly sleeve Not Covered N

A4398  Ostomy irriga#on bag Not Covered N

A4399  Ostomy irrig �one/�ath w brs Covered N 1 N

A4400  Ostomy irriga#on set Not Covered N

A4402  Lubri�ant �er oun�e Not Covered N

A4404  Ostomy ring ea�h Not Covered N

A4405  Non�e�#n based ostomy �aste Not Covered N

A4406  Pe�#n based ostomy �aste Not Covered N

A4407  Ext wear ost skn barr <=4sq" Not Covered N

A4408  Ext wear ost skn barr >4sq" Not Covered N

A4409  Ost skn barr �onvex <=4 sq i Not Covered N

A4410  Ost skn barr extnd >4 sq Not Covered N

A4411  Ost skn barr extnd =4sq Covered N 31 N

A4412  Ost �ou�h drain high out�ut Covered N 1 N

A4413  2 �� drainable ost �ou�h Not Covered N

A4414  Ost sknbar w/o �onv<=4 sq in Not Covered N

A4415  Ost skn barr w/o �onv >4 sqi Not Covered N

A4416  Ost ��h �lsd w barrier/filtr Not Covered N

A4417  Ost ��h w bar/bl#n�onv/fltr Not Covered N

A4418  Ost ��h �lsd w/o bar w filtr Not Covered N

A4419  Ost ��h �or bar w flange/flt Not Covered N

A4420  Ost ��h �lsd �or bar w lk fl Not Covered N

A4421  Ostomy su��ly mis� Not Covered N
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A4422  Ost �ou�h absorbent material Not Covered N

A4423  Ost ��h �or bar w lk fl/fltr Not Covered N

A4424  Ost ��h drain w bar & filter Not Covered N

A4425  Ost ��h drain �or barrier fl Not Covered N

A4426  Ost ��h drain 2 �ie�e system Not Covered N

A4427  Ost ��h drain/barr lk flng/� Not Covered N

A4428  Urine ost �ou�h w �au�et/ta� Not Covered N

A4429  Urine ost �ou�h w bl#n�onv Not Covered N

A4430  Ost urine ��h w b/bl#n �onv Not Covered N

A4431  Ost ��h urine w barrier/ta�v Not Covered N

A4432  Os ��h urine w bar/�ange/ta� Not Covered N

A4433  Urine ost ��h bar w lo�k fln Not Covered N

A4434  Ost ��h urine w lo�k flng/� Not Covered N

A4435  1�� ost ��h drain hgh out�ut Not Covered N

A4450  Non-water�roo� ta�e Not Covered N

A4452  Water�roo� ta�e Not Covered N

A4455  Adhesive remover �er oun�e Not Covered N

A4456  Adhesive remover, wi�es Covered N 15 N

A4458  Reusable enema bag Not Covered N

A4459 Ianual �um� enema, reusable Not Covered N

A4461  Surgi�l dress hold non-reuse Not Covered N

A4463  Surgi�al dress holder reuse Not Covered N

A4465  Non-elas#� extremity binder Not Covered N

A4466  Elas#� garment/�overing Covered N E By Re�ort

A4470  Gravlee 2et washer Not Covered N

A4480  Vabra as�irator Not Covered N

A4481  Tra�heostoma filter Covered N N

A4483  Ioisture ex�hanger Covered N 9 N

A4490  Above knee surgi�al sto�king Covered N 4 E $7.47

A4495  Thigh length surg sto�king Covered N 4 E $11.62

A4500  Below knee surgi�al sto�king Not Covered E

A4510  Full length surg sto�king Not Covered E

A4520  In�on#nen�e garment anyty�e Not Covered E

A4550  Surgi�al trays Not Covered B

A4554  Dis�osable under�ads Not Covered E

A4555 Ca tx e-stim ele�tr/transdu� Not Covered E

A4556  Ele�trodes, �air Not Covered N

A4557  Lead wires, �air Not Covered N

A4558  Condu�#ve gel or �aste Covered N 3 N

A4559  Cou�ling gel or �aste Covered N 3 N

A4561  Pessary rubber, any ty�e Covered N 1 N

A4562  Pessary, non rubber,any ty�e Not Covered N
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A4565  Slings Covered N 2 N

A4566  Should sling/vest/abrestrain Covered N 2 E By Re�ort

A4570  S�lint Covered N 2 E $7.18

A4575  Hy�erbari� o2 �hamber dis�s Not Covered E

A4580  Cast su��lies (�laster) Covered N 1 E By Re�ort

A4590  S�e�ial �as#ng material Not Covered E

A4595 Tens su��l 2 lead �er month Not Covered N

A4600  Sleeve, inter limb �om� dev Not Covered E

A4601 Lith ion non �rosth re�harge Not Covered E

A4602 Re�la�e lithium battery 1.5v Not Covered N

A4604  Tubing with hea#ng element Not Covered N

A4605  Tra�h su�#on �ath �lose sys Covered N 3 N

A4606  Oxygen �robe used w oximeter Not Covered N

A4608  Transtra�heal oxygen �ath Not Covered N

A4611  Heavy duty baKery Not Covered E

A4612  BaKery �ables Not Covered E

A4613  BaKery �harger Not Covered E

A4614 Hand-held �e�r meter Covered N 1 N

A4615  Cannula nasal Covered N 9 N

A4616  Tubing (oxygen) �er �oot Not Covered N

A4617  Iouth �ie�e Not Covered N

A4618  Breathing �ir�uits Covered N 1 N

A4619  Fa�e tent Covered N 1 N

A4620  Variable �on�entra#on mask Not Covered N

A4623  Tra�heostomy inner �annula Covered N N

A4624  Tra�heal su�#on tube Not Covered N

A4625  Tra�h �are kit �or new tra�h Covered N 1 N

A4626  Tra�heostomy �leaning brush Covered N 1 N

A4627  S�a�er bag/reservoir Not Covered E

A4628  Oro�haryngeal su�#on �ath Not Covered N

A4629  Tra�heostomy �are kit Not Covered N

A4630  Re�l bat t.e.n.s. own by �t Not Covered E

A4633  Uvl re�la�ement bulb Not Covered E

A4634  Re�la�ement bulb th lightbox Not Covered N

A4635  Underarm �rut�h �ad Not Covered E

A4636  Handgri� �or �ane et� Not Covered E

A4637  Re�l #� �ane/�rut�h/walker Not Covered E

A4638  Re�l baK �ulse gen sys Not Covered E

A4639  In�rared ht sys re�l�mnt �ad Not Covered E

A4640  Alterna#ng �ressure �ad Covered N 1 E $60.75

A4641  Radio�harm dx agent no� Covered N N

A4642  In111 satumomab Covered N 1 N
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A4648  Im�lantable #ssue marker Not Covered N

A4649  Surgi�al su��lies Covered N 1 N

A4650  Im�lant radia#on dosimeter Not Covered N

A4651  Calibrated mi�ro�a� tube Not Covered N

A4652  Ii�ro�a�illary tube sealant Not Covered N

A4653 Pd �atheter an�hor belt Not Covered N

A4657  Syringe w/wo needle Not Covered N

A4660  S�hyg/b� a�� w �uff and stet Covered N 1 N

A4663  Dialysis blood �ressure �uff Covered N 1 N

A4670  Automa#� b� monitor, dial Covered N 1 E $49.36

A4671  Dis�osable �y�ler set Not Covered B

A4672  Drainage ext line, dialysis Not Covered B

A4673  Ext line w easy lo�k �onne�t Not Covered B

A4674  Chem/an#se�t solu#on, 8oz Not Covered B

A4680  A�#vated �arbon filter, ea Not Covered N

A4690  Dialyzer, ea�h Not Covered N

A4706  Bi�arbonate �on� sol �er gal Not Covered N

A4707  Bi�arbonate �on� �ow �er �a� Not Covered N

A4708  A�etate �on� sol �er gallon Not Covered N

A4709  A�id �on� sol �er gallon Not Covered N

A4714  Treated water �er gallon Not Covered N

A4719 "y set" tubing Not Covered N

A4720  Dialysat sol fld vol > 249�� Covered N N

A4721  Dialysat sol fld vol > 999�� Covered N N

A4722  Dialys sol fld vol > 1999�� Covered N N

A4723  Dialys sol fld vol > 2999�� Covered N N

A4724  Dialys sol fld vol > 3999�� Covered N N

A4725  Dialys sol fld vol > 4999�� Covered N N

A4726  Dialys sol fld vol > 5999�� Covered N N

A4728  Dialysate solu#on, non-dex Not Covered B

A4730  Fistula �annula#on set, ea Not Covered N

A4736  To�i�al anesthe#�, �er gram Covered N 1 N

A4737  In2 anesthe#� �er 10 ml Covered N 1 N

A4740  Shunt a��essory Not Covered N

A4750  Art or venous blood tubing Not Covered N

A4755  Comb art/venous blood tubing Not Covered N

A4760  Dialysate sol test kit, ea�h Not Covered N

A4765  Dialysate �on� �ow �er �a�k Not Covered N

A4766  Dialysate �on� sol add 10 ml Covered N N

A4770  Blood �olle�#on tube/va�uum Not Covered N

A4771  Serum �lo0ng #me tube Not Covered N

A4772  Blood glu�ose test stri�s Not Covered N
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A4773  O��ult blood test stri�s Not Covered N

A4774  Ammonia test stri�s Not Covered N

A4802  Protamine sul�ate �er 50 mg Not Covered N

A4860  Dis�osable �atheter #�s Not Covered N

A4870  Plumb/ele� wk hm hemo equi� Not Covered N

A4890  Re�air/maint �ont hemo equi� Not Covered N

A4911  Drain bag/boKle Covered N 2 N

A4913  Iis� dialysis su��lies no� Not Covered N

A4918  Venous �ressure �lam� Not Covered N

A4927  Non-sterile gloves Not Covered N

A4928  Surgi�al mask Covered N 9 N

A4929  Tourniquet �or dialysis, ea Covered N 2 N

A4930  Sterile, gloves �er �air Not Covered N

A4931  Reusable oral thermometer Not Covered N

A4932  Reusable re�tal thermometer Not Covered N

A5051  Pou�h �lsd w barr aKa�hed Not Covered N

A5052  Clsd ostomy �ou�h w/o barr Not Covered N

A5053  Clsd ostomy �ou�h �a�e�late Not Covered N

A5054  Clsd ostomy �ou�h w/flange Not Covered N

A5055  Stoma �a� Not Covered N

A5056  1 �� ost �ou�h w filter Covered N 18 N

A5057  1 �� ost �ou w built-in �onv Covered N 18 N

A5061  Pou�h drainable w barrier at Not Covered N

A5062  Drnble ostomy �ou�h w/o barr Covered N 18 N

A5063  Drain ostomy �ou�h w/flange Not Covered N

A5071  Urinary �ou�h w/barrier Not Covered N

A5072  Urinary �ou�h w/o barrier Covered N 18 N

A5073  Urinary �ou�h on barr w/flng Covered N 18 N

A5081 Stoma �lug or seal, any ty�e Covered N 18 N

A5082  Con#nent stoma �atheter Covered N 18 N

A5083  Stoma absor�#ve �over Not Covered N

A5093  Ostomy a��essory �onvex inse Covered N 18 N

A5102  Bedside drain btl w/wo tube Covered N N

A5105  Urinary sus�ensory Covered N N

A5112  Urinary leg bag Not Covered N

A5113  Latex leg stra� Covered N 11 E $4.50

A5114  Foam/�abri� leg stra� Covered N 11 E $7.29

A5120  Skin barrier, wi�e or swab Covered N 1 N

A5121  Solid skin barrier 6x6 Covered N 9 N

A5122  Solid skin barrier 8x8 Covered N 9 N

A5126  Disk/�oam �ad +or- adhesive Not Covered N

A5131  A��lian�e �leaner Covered N N
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A5200  Per�utaneous �atheter an�hor Covered N N

A5500  Diab shoe �or density insert Not Covered W

A5501  Diabe#� �ustom molded shoe Not Covered W

A5503  Diabe#� shoe w/roller/ro�kr Not Covered W

A5504  Diabe#� shoe with wedge Not Covered W

A5505  Diab shoe w/metatarsal bar Not Covered W

A5506  Diabe#� shoe w/off set heel Not Covered W

A5507  Iodifi�a#on diabe#� shoe Not Covered W

A5508  Diabe#� deluxe shoe Not Covered W

A5510  Com�ression �orm shoe insert Not Covered N

A5512  Iul# den insert dire�t �orm Not Covered W

A5513  Iul# den insert �ustom mold Not Covered W

A6000  Wound warming wound �over Not Covered E

A6010  Collagen based wound filler Covered N N

A6011  Collagen gel/�aste wound fil Not Covered N

A6021  Collagen dressing <=16 sq in Covered N 372 N

A6022  Collagen drsg>16<=48 sq in Covered N 37 N

A6023  Collagen dressing >48 sq in Covered N 372 N

A6024  Collagen dsg wound filler Covered N N

A6025  Sili�one gel sheet, ea�h Covered N N

A6154  Wound �ou�h ea�h Covered N N

A6196  Alginate dressing <=16 sq in Covered N 372 N

A6197  Alginate drsg >16 <=48 sq in Covered N 372 N

A6198 Alginate dressing > 48 sq in Covered N 372 N

A6199  Alginate drsg wound filler Covered N N

A6203  Com�osite drsg <= 16 sq in Covered N 372 N

A6204  Com�osite drsg >16<=48 sq in Covered N 372 N

A6205  Com�osite drsg > 48 sq in Covered N 372 N

A6206  Conta�t layer <= 16 sq in Covered N 372 N

A6207  Conta�t layer >16<= 48 sq in Covered N 372 N

A6208  Conta�t layer > 48 sq in Covered N 372 N

A6209  Foam drsg <=16 sq in w/o bdr Covered N 372 N

A6210  Foam drg >16<=48 sq in w/o b Covered N 372 N

A6211  Foam drg > 48 sq in w/o brdr Covered N 372 N

A6212  Foam drg <=16 sq in w/border Covered N 372 N

A6213  Foam drg >16<=48 sq in w/bdr Covered N 372 N

A6214  Foam drg > 48 sq in w/border Covered N 372 N

A6215  Foam dressing wound filler Covered N N

A6216  Non-sterile gauze<=16 sq in Covered N 372 N

A6217  Non-sterile gauze>16<=48 sq Covered N 372 N

A6218  Non-sterile gauze > 48 sq in Covered N 372 N

A6219  Gauze <= 16 sq in w/border Covered N 372 N
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A6220  Gauze >16 <=48 sq in w/bordr Covered N 372 N

A6221  Gauze > 48 sq in w/border Covered N 372 N

A6222  Gauze <=16 in no w/sal w/o b Covered N 372 N

A6223  Gauze >16<=48 no w/sal w/o b Covered N 372 N

A6224  Gauze > 48 in no w/sal w/o b Covered N 372 N

A6228  Gauze <= 16 sq in water/sal Covered N 372 N

A6229  Gauze >16<=48 sq in watr/sal Covered N 372 N

A6230  Gauze > 48 sq in water/salne Covered N 372 N

A6231  Hydrogel dsg<=16 sq in Covered N 372 N

A6232  Hydrogel dsg>16<=48 sq in Covered N 372 N

A6233  Hydrogel dressing >48 sq in Covered N 372 N

A6234  Hydro�olld drg <=16 w/o bdr Covered N 372 N

A6235  Hydro�olld drg >16<=48 w/o b Covered N 372 N

A6236  Hydro�olld drg > 48 in w/o b Covered N 372 N

A6237  Hydro�olld drg <=16 in w/bdr Covered N 372 N

A6238  Hydro�olld drg >16<=48 w/bdr Covered N 372 N

A6239  Hydro�olld drg > 48 in w/bdr Covered N 372 N

A6240  Hydro�olld drg filler �aste Covered N N

A6241  Hydro�olloid drg filler dry Covered N N

A6242  Hydrogel drg <=16 in w/o bdr Covered N 372 N

A6243  Hydrogel drg >16<=48 w/o bdr Covered N 372 N

A6244  Hydrogel drg >48 in w/o bdr Covered N 372 N

A6245  Hydrogel drg <= 16 in w/bdr Covered N 372 N

A6246  Hydrogel drg >16<=48 in w/b Covered N 372 N

A6247  Hydrogel drg > 48 sq in w/b Covered N 372 N

A6248  Hydrogel drsg gel filler Covered N N

A6250  Skin seal �rote�t moisturizr Covered N N

A6251  Absor�t drg <=16 sq in w/o b Covered N 372 N

A6252  Absor�t drg >16 <=48 w/o bdr Covered N 372 N

A6253  Absor�t drg > 48 sq in w/o b Covered N 372 N

A6254  Absor�t drg <=16 sq in w/bdr Covered N 372 N

A6255  Absor�t drg >16<=48 in w/bdr Covered N 372 N

A6256  Absor�t drg > 48 sq in w/bdr Covered N 372 N

A6257  Trans�arent film <= 16 sq in Covered N 372 N

A6258  Trans�arent film >16<=48 in Covered N 372 N

A6259  Trans�arent film > 48 sq in Covered N 372 N

A6260  Wound �leanser any ty�e/size Covered N N

A6261  Wound filler gel/�aste /oz Covered N N

A6262  Wound filler dry �orm / gram Covered N N

A6266  Im�reg gauze no h20/sal/yard Covered N 123 N

A6402  Sterile gauze <= 16 sq in Covered N 372 N

A6403  Sterile gauze>16 <= 48 sq in Covered N 372 N
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A6404  Sterile gauze > 48 sq in Covered N 372 N

A6407  Pa�king stri�s, non-im�reg Not Covered N

A6410  Sterile eye �ad Not Covered N

A6411  Non-sterile eye �ad Not Covered N

A6412  O��lusive eye �at�h Not Covered N

A6413  Adhesive bandage, first-aid Not Covered E

A6441  Pad band w>=3" <5"/yd Not Covered N

A6442  Con�orm band n/s w<3"/yd Not Covered N

A6443  Con�orm band n/s w>=3"<5"/yd Not Covered N

A6444  Con�orm band n/s w>=5"/yd Not Covered N

A6445  Con�orm band s w <3"/yd Not Covered N

A6446  Con�orm band s w>=3" <5"/yd Not Covered N

A6447  Con�orm band s w >=5"/yd Not Covered N

A6448  Lt �om�res band <3"/yd Not Covered N

A6449  Lt �om�res band >=3" <5"/yd Not Covered N

A6450  Lt �om�res band >=5"/yd Not Covered N

A6451  Iod �om�res band w>=3"<5"/yd Not Covered N

A6452  High �om�res band w>=3"<5"yd Not Covered N

A6453  Sel�-adher band w <3"/yd Not Covered N

A6454  Sel�-adher band w>=3" <5"/yd Not Covered N

A6455  Sel�-adher band >=5"/yd Not Covered N

A6456  Sin� �aste band w >=3"<5"/yd Not Covered N

A6457  Tubular dressing Not Covered N

A6501  Com�res burngarment bodysuit Covered N 2 N

A6502  Com�res burngarment �hinstr� Covered N 2 N

A6503  Com�res burngarment �a�ehood Covered N 2 N

A6504  Cm�rsburngarment glove-wrist Covered N 31 N

A6505  Cm�rsburngarment glove-elbow Covered N 31 N

A6506  Cm�rsburngrmnt glove-axilla Covered N 31 N

A6507  Cm�rs burngarment �oot-knee Covered N 31 N

A6508  Cm�rs burngarment �oot-thigh Covered N 31 N

A6509  Com�res burn garment 2a�ket Covered N 2 N

A6510  Com�res burn garment leotard Covered N 2 N

A6511  Com�res burn garment �anty Covered N 2 N

A6512  Com�res burn garment, no� Covered N 31 N

A6513  Com�ress burn mask �a�e/ne�k Not Covered B

A6530 Com�ression sto�king bk18-30 Covered N 4 E $30.36

A6531 Com�ression sto�king bk30-40 Covered N 4 N

A6532 Com�ression sto�king bk40-50 Covered N 4 N

A6533  G� sto�king thighlngth 18-30 Covered N 4 E $42.16

A6534  G� sto�king thighlngth 30-40 Covered N 4 E $42.16

A6535  G� sto�king thighlngth 40-50 Covered N 4 E $42.16
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A6536  G� sto�king �ull lngth 18-30 Covered N 4 E $42.16

A6537  G� sto�king �ull lngth 30-40 Covered N 4 E $42.16

A6538  G� sto�king �ull lngth 40-50 Covered N 4 E $42.16

A6539  G� sto�king waistlngth 18-30 Covered N 4 E $42.16

A6540  G� sto�king waistlngth 30-40 Covered N 4 E $42.16

A6541  G� sto�king waistlngth 40-50 Covered N 4 E $42.16

A6544  G� sto�king garter belt Covered N 2 E $42.16

A6545 Grad �om� non-elasti� bk Covered N 2 N

A6549  G �om�ression sto�king Covered N 4 E $42.16

A6550  Neg �res wound ther drsg set Not Covered N

A7000  Dis�osable �anister �or �um� Not Covered W

A7001  Nondis�osable �um� �anister Not Covered W

A7002  Tubing used w su�#on �um� Covered N 4 W $3.67

A7003  Nebulizer administra#on set Covered N W $2.62

A7004  Dis�osable nebulizer sml vol Covered N W $1.72

A7005  Nondis�osable nebulizer set Covered N W $29.57

A7006  Filtered nebulizer admin set Covered N W $9.15

A7007  Lg vol nebulizer dis�osable Not Covered W

A7008  Dis�osable nebulizer �refill Covered N 1 W $10.55

A7009  Nebulizer reservoir boKle Covered N 1 W $40.34

A7010  Dis�osable �orrugated tubing Covered N 2 W $22.63

A7011  Nondis�os �orrugated tubing Not Covered W

A7012  Nebulizer water �olle� devi� Covered N 1 W $3.62

A7013  Dis�osable �om�ressor filter Covered N W $0.79

A7014  Com�ressor nondis�os filter Covered N 1 W $4.30

A7015  Aerosol mask used w nebulize Not Covered W

A7016  Nebulizer dome & mouth�ie�e Covered N 2 W $6.95

A7017  Nebulizer not used w oxygen Covered N 1 W $128.61

A7018  Water dis#lled w/nebulizer Covered N 3 W $0.36

A7020  Inter�a�e, �ough s#m devi�e Not Covered W

A7025  Re�la�e �hest �om�ress vest Not Covered N

A7026  Re�la�e �hst �m�rss sys hose Not Covered W

A7027  Combina#on oral/nasal mask Not Covered W

A7028  Re�l oral �ushion �ombo mask Not Covered W

A7029  Re�l nasal �illow �omb mask Not Covered W

A7030 C�a� �ull �a�e mask Not Covered W

A7031  Re�la�ement �a�emask inter�a Not Covered W

A7032  Re�la�ement nasal �ushion Not Covered W

A7033  Re�la�ement nasal �illows Not Covered W

A7034  Nasal a��li�a#on devi�e Not Covered W

A7035  Pos airway �ress headgear Not Covered W

A7036  Pos airway �ress �hinstra� Not Covered W
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A7037  Pos airway �ressure tubing Not Covered W

A7038  Pos airway �ressure filter Not Covered W

A7039  Filter, non dis�osable w �a� Not Covered W

A7040  One way �hest drain valve Not Covered N

A7041  Water seal drain �ontainer Not Covered N

A7044 Pa� oral inter�a�e Not Covered W

A7045 Re�l exhalation �ort �or �a� Covered N 1 W $18.68

A7046 Re�l water �hamber, �a� dev Not Covered W

A7047 Res� su�tion oral inter�a�e Not Covered N

A7048 Va�uum drain bottle/tube kit Not Covered N

A7501  Tra�heostoma valve w dia�hra Covered N N

A7502  Re�la�ement dia�hragm/��late Covered N N

A7503 Hmes �ilter holder or �a� Covered N N

A7504 Tra�heostoma hmes �ilter Covered N N

A7505 Hmes or tra�h valve housing Covered N N

A7506 Hmes/tra�hvalve adhesivedisk Covered N N

A7507  Integrated filter & holder Covered N N

A7508 Housing & integrated adhesiv Covered N N

A7509  Heat & moisture ex�hange sys Covered N N

A7520  Tra�h/laryn tube non-�uffed Not Covered N

A7521  Tra�h/laryn tube �uffed Not Covered N

A7522  Tra�h/laryn tube stainless Not Covered N

A7523  Tra�heostomy shower �rote�t Not Covered N

A7524  Tra�heostoma stent/stud/bKn Not Covered N

A7525  Tra�heostomy mask Not Covered N

A7526  Tra�heostomy tube �ollar Not Covered N

A7527  Tra�h/laryn tube �lug/sto� Covered N 2 N

A8000  So� �rote�t helmet �re�ab Covered N 1 W By Re�ort

A8001  Hard �rote�t helmet �re�ab Covered N 1 W By Re�ort

A8002  So� �rote�t helmet �ustom Covered N 1 W By Re�ort

A8003  Hard �rote�t helmet �ustom Covered N 1 W By Re�ort

A8004  Re�l so� inter�a�e, helmet Covered N 1 W By Re�ort

A9150  Iis�/ex�er non-�res�ri�t dru Not Covered B

A9152  Single vitamin nos Not Covered E

A9153  Iul#-vitamin nos Not Covered E

A9155  Ar#fi�ial saliva Not Covered B

A9180  Li�e treatment, to�i�al Not Covered E

A9270  Non-�overed item or servi�e Not Covered E

A9272  Dis� wound su�t, drsg/a��ess Not Covered E

A9273  Hot/�old h2obot/�a�/�ol/wra� Not Covered E

A9274  Ext amb insulin delivery sys Covered R 31 E By Re�ort

A9275  Dis� home glu�ose monitor Not Covered E
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A9276 Dis�osable sensor, �gm sys Not Covered E

A9277 External transmitter, �gm Not Covered E

A9278 External re�eiver, �gm sys Not Covered E

A9279 Ionitoring �eature/devi�eno� Not Covered E

A9280  Alert devi�e, no� Not Covered E

A9281  Rea�hing/grabbing devi�e Not Covered E

A9282  Wig any ty�e Not Covered E

A9283  Foot �ress off load su�� dev Not Covered E

A9284  Non-ele�troni� s�irometer Not Covered N

A9300  Exer�ise equi�ment Not Covered E

A9500  T�99m sestamibi Covered N 3 N

A9501 Te�hnetium t�-99m teboroxime Not Covered N

A9502  T�99m tetro�osmin Covered N 3 N

A9503  T�99m medronate Covered N 1 N

A9504  T�99m a��i#de Covered N 1 N

A9505 Tl201 thallium Covered N N

A9507  In111 �a�romab Covered N 1 N

A9508  I131 iodobenguate, dx Covered N N

A9509 Iodine i-123 sod iodide mil Not Covered N

A9510  T�99m diso�enin Covered N 1 N

A9512  T�99m �erte�hnetate Not Covered N

A9516 Iodine i-123 sod iodide mi� Covered N 4 N

A9517  I131 iodide �a�, rx Covered N K 1064 By Re�ort

A9520 T�99 tilmano�e�t diag 0.5m�i Covered N 1 G 1463 By Re�ort

A9521  T�99m exametazime Covered N 2 N

A9524  I131 serum albumin, dx Not Covered N

A9526 Nitrogen n-13 ammonia Not Covered N

A9527 Iodine i-125 sodium iodide Not Covered U 2632 0.1787

A9528 Iodine i-131 iodide �a�, dx Not Covered N

A9529  I131 iodide sol, dx Not Covered N

A9530  I131 iodide sol, rx Not Covered K 1150

A9531 I131 max 100u�i Not Covered N

A9532  I125 serum albumin, dx Not Covered N

A9536  T�99m de�reo#de Covered N 1 N

A9537  T�99m mebro�enin Covered N 1 N

A9538  T�99m �yro�hos�hate Covered N 1 N

A9539  T�99m �entetate Covered N 2 N

A9540 T�99m maa Covered N 2 N

A9541  T�99m sul�ur �olloid Covered N 1 N

A9542  In111 ibritumomab, dx Covered N 1 N

A9543  W90 ibritumomab, rx Covered N 1 K 1643 By Re�ort

A9544  I131 tositumomab, dx Covered N 1 N
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A9545  I131 tositumomab, rx Not Covered E

A9546  Co57/58 Covered N 1 N

A9547  In111 oxyquinoline Covered N N

A9548  In111 �entetate Covered N N

A9550  T�99m glu�e�tate Covered N 1 N

A9551  T�99m su��imer Covered N 1 N

A9552  F18 �dg Covered N 1 N

A9553  Cr51 �hromate Covered N 1 N

A9554  I125 iothalamate, dx Covered N 1 N

A9555  Rb82 rubidium Covered N 3 N

A9556  Ga67 gallium Covered N 1 N

A9557  T�99m bi�isate Covered N 1 N

A9558  Xe133 xenon 10m�i Covered N 1 N

A9559  Co57 �yano Covered N 1 N

A9560  T�99m labeled rb� Covered N 1 N

A9561  T�99m oxidronate Covered N 1 N

A9562  T�99m mer#a#de Covered N 1 N

A9563 P32 na �hos�hate Covered N 1 K 1675 By Re�ort

A9564  P32 �hromi� �hos�hate Covered N 1 K 1676 By Re�ort

A9566  T�99m �anolesomab Covered N 1 N

A9567 Te�hnetium t�-99m aerosol Covered N 2 N

A9568  Te�hne#um t�99m ar�itumomab Covered N 1 N

A9569 Te�hnetium t�-99m auto wb� Not Covered N

A9570 Indium in-111 auto wb� Not Covered N

A9571 Indium in-111 auto �latelet Not Covered N

A9572 Indium in-111 �entetreotide Not Covered N

A9575 In2 gadoterate meglumi 0.1ml Covered N 1 N

A9576  In2 �rohan�e mul#�a�k Not Covered N

A9577  In2 mul#han�e Not Covered N

A9578  In2 mul#han�e mul#�a�k Not Covered N

A9579 Gad-base mr �ontrast nos,1ml Covered N N

A9580 Sodium �luoride �-18 Covered N 1 N

A9581  Gadoxetate disodium in2 Covered N N

A9582 Iodine i-123 iobenguane Covered N 1 N

A9583  Gado�osveset trisodium in2 Covered N N

A9584 Iodine i-123 io�lu�ane Covered N 1 N

A9585  Gadobutrol in2e�#on Covered N 7 N

A9586 Florbeta�ir �18 Not Covered G 1664

A9599 Radio�ha dx beta amyloid �et Covered N 1 N

A9600  Sr89 stron#um Covered N K 0701 By Re�ort

A9604  Sm 153 lexidronam Covered N 1 K 1295 By Re�ort

A9606 Radium ra223 di�hloride ther Covered N 1 K 1745 $125.26
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A9698 Non-rad �ontrast materialno� Covered N N

A9699  Radio�harm rx agent no� Covered N N

A9700 E�ho�ardiogra�hy �ontrast Covered N 2 N

A9900  Su��ly/a��essory/servi�e Covered N W By Re�ort

A9901  Delivery/set u�/dis�ensing Not Covered A

A9999 Dme su��ly or a��essory, nos Covered N W Iax Fee

B4034  Enter �eed su�kit syr by day Covered N 31 W $5.44

B4035  Enteral �eed su�� �um� �er d Covered N 31 W $10.24

B4036  Enteral �eed su� kit grav by Covered N 31 W $7.10

B4081  Enteral ng tubing w/ stylet Covered N 15 W $27.70

B4082  Enteral ng tubing w/o stylet Covered N 18 W $15.29

B4083  Enteral stoma�h tube levine Covered N 1 W $2.26

B4087  Gastro/2e2uno tube, std Covered N 1 A $37.03

B4088  Gastro/2e2uno tube, low-�ro Covered N 1 A $193.11

B4100  Food thi�kener oral Covered N 1 E By Re�ort

B4102 E� adult �luids and ele�tro Covered N W By Re�ort

B4103 E� �ed �luid and ele�trolyte Covered N W $4.99

B4104  Addi#ve �or enteral �ormula Covered N E By Re�ort

B4149 E� blenderized �oods Covered N W By Re�ort

B4150 E� �om�let w/inta�t nutrient Covered N W By Re�ort

B4152 E� �alorie dense>/=1.5k�al Covered N W By Re�ort

B4153 E� hydrolyzed/amino a�ids Covered N W By Re�ort

B4154 E� s�e� metaboli� noninherit Covered N W By Re�ort

B4155 E� in�om�lete/modular Covered N W By Re�ort

B4157 E� s�e�ial metaboli� inherit Covered N W By Re�ort

B4158 E� �ed �om�lete inta�t nut Covered N W By Re�ort

B4159 E� �ed �om�lete soy based Covered N W By Re�ort

B4160 E� �ed �alori� dense>/=0.7k� Covered N W By Re�ort

B4161 E� �ed hydrolyzed/amino a�id Covered N W By Re�ort

B4162 E� �ed s�e�metaboli� inherit Covered N W By Re�ort

B4164  Parenteral 50G dextrose solu Covered N 27 W $13.83

B4168  Parenteral sol amino a�id 3. Covered N 27 W $38.41

B4172  Parenteral sol amino a�id 5. Covered N 27 W $30.47

B4176  Parenteral sol amino a�id 7- Covered N 27 W $78.37

B4178  Parenteral sol amino a�id > Covered N 27 W $78.37

B4180  Parenteral sol �arb > 50G Covered N 27 W $31.06

B4185  Parenteral sol 10 gm li�ids Not Covered B

B4189  Parenteral sol amino a�id & Covered N 27 W $54.78

B4193  Parenteral sol 52-73 gm �rot Covered N 27 W $68.29

B4197  Parenteral sol 74-100 gm �ro Covered N 27 W $80.23

B4199  Parenteral sol > 100gm �rote Covered N 27 W $91.53

B4216  Parenteral nutri#on addi#v Not Covered W
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B4220  Parenteral su��ly kit �remix Not Covered W

B4222  Parenteral su��ly kit homemi Not Covered W

B4224  Parenteral administra#on ki Covered N 1 W $640.21

B5000  Parenteral sol renal-amirosy Not Covered W

B5100  Parenteral sol he�a#�-�ream Not Covered W

B5200  Parenteral sol stres-brn�h � Not Covered W

B9000  Enter in�usion �um� w/o alrm Not Covered W

B9002  Enteral in�usion �um� w/ ala Not Covered W

B9004  Parenteral in�us �um� �ortab Not Covered W

B9006  Parenteral in�us �um� sta#o Not Covered W

B9998  Enteral su�� not otherwise � Covered N 3 W Iax Fee

B9999  Parenteral su�� not othrws � Covered N 1 W Iax Fee

C1713  An�hor/s�rew bn/bn,#s/bn Covered N 1 N

C1714  Cath, trans athere�tomy, dir Not Covered N

C1715  Bra�hythera�y needle Not Covered N

C1716 Bra�hytx, non-str, gold-198 Not Covered U 1716 0.5030

C1717 Bra�hytx, non-str,hdr ir-192 Not Covered U 1717 3.6722

C1719 Bra�hytx, ns, non-hdrir-192 Not Covered U 1719 0.7244

C1721 Ai�d, dual �hamber Covered N 1 N

C1722 Ai�d, single �hamber Not Covered N

C1724  Cath, trans athere�,rota#on Not Covered N

C1725  Cath, translumin non-laser Covered N 1 N

C1726  Cath, bal dil, non-vas�ular Covered N 1 N

C1727  Cath, bal #s dis, non-vas Not Covered N

C1728  Cath, bra�hytx seed adm Not Covered N

C1729  Cath, drainage Covered N 1 N

C1730 Cath, e�, 19 or �ew ele�t Covered N 1 N

C1731 Cath, e�, 20 or more ele� Not Covered N

C1732 Cath, e�, diag/abl, 3d/ve�t Covered N 1 N

C1733 Cath, e�, othr than �ool-ti� Covered N 1 N

C1749  Endo, �olon, retro imaging Not Covered N

C1750  Cath, hemodialysis,long-term Covered N 1 N

C1751  Cath, in�, �er/�ent/midline Covered N 1 N

C1752  Cath,hemodialysis,short-term Covered N 1 N

C1753  Cath, intravas ultrasound Covered N 1 N

C1754  Catheter, intradis�al Not Covered N

C1755  Catheter, intras�inal Covered N 1 N

C1756  Cath, �a�ing, transeso�h Not Covered N

C1757  Cath, thrombe�tomy/embole�t Covered N 1 N

C1758  Catheter, ureteral Covered N 1 N

C1759  Cath, intra e�ho�ardiogra�hy Covered N 1 N

C1760  Closure dev, vas� Covered N 1 N
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C1762  Conn #ss, human(in� �as�ia) Covered N 1 N

C1763  Conn #ss, non-human Covered N 1 N

C1764  Event re�order, �ardia� Covered N 1 N

C1765  Adhesion barrier Covered N 1 N

C1766  Intro/sheath,strble,non-�eel Covered N 1 N

C1767  Generator, neuro non-re�harg Covered N 1 N

C1768  Gra�, vas�ular Not Covered N

C1769  Guide wire Covered N 1 N

C1770 Imaging �oil, mr, insertable Not Covered N

C1771  Re� dev, urinary, w/sling Covered N 1 N

C1772  In�usion �um�, �rogrammable Covered N 1 N

C1773  Ret dev, insertable Covered N 1 N

C1776  Joint devi�e (im�lantable) Covered N 1 N

C1777 Lead, ai�d, endo single �oil Not Covered N

C1778  Lead, neuros#mulator Covered N 1 N

C1779 Lead, �mkr, transvenous vdd Not Covered N

C1780  Lens, intrao�ular (new te�h) Covered N 1 N

C1781  Iesh (im�lantable) Covered N 1 N

C1782  Ior�ellator Not Covered N

C1783  O�ular im�, aqueous drain de Covered N 1 N

C1784  O�ular dev, intrao�, det ret Covered N 1 N

C1785  Pmkr, dual, rate-res� Covered N 1 N

C1786  Pmkr, single, rate-res� Not Covered N

C1787  Pa#ent �rogr, neuros#m Covered N 1 N

C1788  Port, indwelling, im� Covered N 1 N

C1789  Prosthesis, breast, im� Covered N 1 N

C1813  Prosthesis, �enile, inflatab Not Covered N

C1814  Re#nal tam�, sili�one oil Covered N 1 N

C1815  Pros, urinary s�h, im� Covered N 1 N

C1816  Re�eiver/transmiKer, neuro Not Covered N

C1817  Se�tal de�e�t im� sys Covered N 1 N

C1818  Integrated kerato�rosthesis Not Covered N

C1819  Tissue lo�aliza#on-ex�ision Covered N 1 N

C1820  Generator neuro re�hg bat sy Covered N 1 N

C1821  Inters�inous im�lant Not Covered N

C1830  Power bone marrow bx needle Covered N 1 N

C1840  Teles�o�i� intrao�ular lens Covered N 1 N

C1841 Retinal �rosth int/ext �om� Not Covered H 1841

C1874  Stent, �oated/�ov w/del sys Covered N 1 N

C1875  Stent, �oated/�ov w/o del sy Covered N 1 N

C1876  Stent, non-�oa/non-�ov w/del Covered N 1 N

C1877  Stent, non-�oat/�ov w/o del Covered N 1 N
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C1878  Iatrl �or vo�al �ord Covered N 1 N

C1880  Vena �ava filter Not Covered N

C1881  Dialysis a��ess system Not Covered N

C1882 Ai�d, other than sing/dual Covered N 1 N

C1883  Ada�t/ext, �a�ing/neuro lead Covered N 1 N

C1884 Embolization �rote�t syst Not Covered N

C1885  Cath, translumin angio laser Not Covered N

C1886  Catheter, abla#on Covered N 1 N

C1887  Catheter, guiding Covered N 1 N

C1888  Endovas non-�ardia� abl �ath Covered N 1 N

C1891  In�usion �um�,non-�rog, �erm Not Covered N

C1892  Intro/sheath,fixed,�eel-away Covered N 1 N

C1893  Intro/sheath, fixed,non-�eel Covered N 1 N

C1894  Intro/sheath, non-laser Covered N 1 N

C1895 Lead, ai�d, endo dual �oil Covered N 1 N

C1896 Lead, ai�d, non sing/dual Not Covered N

C1897  Lead, neuros#m test kit Not Covered N

C1898  Lead, �mkr, other than trans Covered N 1 N

C1899 Lead, �mkr/ai�d �ombination Covered N 1 N

C1900  Lead, �oronary venous Covered N 1 N

C2614  Probe, �er� lumb dis� Not Covered N

C2615  Sealant, �ulmonary, liquid Not Covered N

C2616 Bra�hytx, non-str,yttrium-90 Not Covered U 2616 210.0856

C2617  Stent, non-�or, tem w/o del Covered N 1 N

C2618 Probe/needle, �ryo Not Covered N

C2619  Pmkr, dual, non rate-res� Not Covered N

C2620  Pmkr, single, non rate-res� Not Covered N

C2621  Pmkr, other than sing/dual Not Covered N

C2622  Prosthesis, �enile, non-in� Not Covered N

C2624 Wireless �ressure sensor Not Covered H 2624

C2625  Stent, non-�or, tem w/del sy Covered N 1 N

C2626  In�usion �um�, non-�rog,tem� Not Covered N

C2627  Cath, su�ra�ubi�/�ystos�o�i� Not Covered N

C2628  Catheter, o��lusion Covered N 1 N

C2629  Intro/sheath, laser Not Covered N

C2630 Cath, e�, �ool-ti� Covered N 1 N

C2631  Re� dev, urinary, w/o sling Not Covered N

C2634 Bra�hytx, non-str, ha, i-125 Not Covered U 2634 1.1569

C2635 Bra�hytx, non-str, ha, �-103 Not Covered U 2635 0.3480

C2636 Bra�hy linear, non-str,�-103 Not Covered U 2636 0.2621

C2637 Bra�hy,non-str,ytterbium-169 Not Covered B

C2638 Bra�hytx, stranded, i-125 Not Covered U 2638 0.5719
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C2639 Bra�hytx, non-stranded,i-125 Not Covered U 2639 0.4995

C2640 Bra�hytx, stranded, �-103 Not Covered U 2640 0.8831

C2641 Bra�hytx, non-stranded,�-103 Not Covered U 2641 0.9158

C2642 Bra�hytx, stranded, �-131 Not Covered U 2642 1.4209

C2643 Bra�hytx, non-stranded,�-131 Not Covered U 2643 0.7376

C2644 Bra�hytx �esium-131 �hloride Not Covered U 2644 0.1787

C2698 Bra�hytx, stranded, nos Not Covered U 2698 0.5719

C2699 Bra�hytx, non-stranded, nos Not Covered U 2699 0.2621

C5271  Low �ost skin subs#tute a�� Not Covered T 0327 5.7989

C5272  Low �ost skin subs#tute a�� Not Covered N

C5273  Low �ost skin subs#tute a�� Not Covered T 0328 18.9748

C5274  Low �ost skin subs#tute a�� Not Covered N

C5275  Low �ost skin subs#tute a�� Not Covered T 0327 5.7989

C5276  Low �ost skin subs#tute a�� Not Covered N

C5277  Low �ost skin subs#tute a�� Not Covered T 0327 5.7989

C5278  Low �ost skin subs#tute a�� Not Covered N

C8900 Ira w/�ont, abd Covered N 1 Q3 0284 5.7574

C8901 Ira w/o �ont, abd Covered N 1 Q3 0336 3.8614

C8902 Ira w/o �ol w/�ont, abd Covered N 1 Q3 0337 6.5129

C8903 Iri w/�ont, breast,  uni Not Covered Q3 0284 5.7574

C8904 Iri w/o �ont, breast, uni Not Covered Q3 0336 3.8614

C8905 Iri w/o �ol w/�ont, brst, un Not Covered Q3 0337 6.5129

C8906 Iri w/�ont, breast,  bi Not Covered Q3 0284 5.7574

C8907 Iri w/o �ont, breast, bi Not Covered Q3 0336 3.8614

C8908 Iri w/o �ol w/�ont, breast, Not Covered Q3 0337 6.5129

C8909 Ira w/�ont, �hest Covered N 1 Q3 0284 5.7574

C8910 Ira w/o �ont, �hest Covered N 1 Q3 0336 3.8614

C8911 Ira w/o �ol w/�ont, �hest Covered N 1 Q3 0337 6.5129

C8912 Ira w/�ont, lwr ext Covered H 1 Q3 0284 5.7574

C8913 Ira w/o �ont, lwr ext Covered H 1 Q3 0336 3.8614

C8914 Ira w/o �ol w/�ont, lwr ext Covered H 1 Q3 0337 6.5129

C8918 Ira w/�ont, �elvis Covered N 1 Q3 0284 5.7574

C8919 Ira w/o �ont, �elvis Covered N 1 Q3 0336 3.8614

C8920 Ira w/o �ol w/�ont, �elvis Covered N 1 Q3 0337 6.5129

C8921 Tte w or w/o �ol w/�ont, �om Not Covered S 0178 9.2840

C8922 Tte w or w/o �ol w/�ont, �/u Not Covered S 0177 6.6127

C8923 2d tte w or w/o �ol w/�on,�o Not Covered S 0177 6.6127

C8924 2d tte w or w/o �ol w/�on,�u Not Covered S 0177 6.6127

C8925 2d tee w or w/o �ol w/�on,in Not Covered S 0178 9.2840

C8926 Tee w or w/o �ol w/�ont,�ong Not Covered S 0178 9.2840

C8927 Tee w or w/o �ol w/�ont, mon Not Covered S 0178 9.2840

C8928 Tte w or w/o �ol w/�on,stres Not Covered S 0178 9.2840
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C8929 Tte w or wo �ol w�on,do��ler Covered N 1 S 0178 9.2840

C8930 Tte w or w/o �ontr, �ont e�g Covered N 1 S 0178 9.2840

C8931 Ira, w/dye, s�inal �anal Covered N 1 Q3 0284 5.7574

C8932 Ira, w/o dye, s�inal �anal Covered N 1 Q3 0336 3.8614

C8933 Ira, w/o&w/dye, s�inal �anal Covered N 1 Q3 0337 6.5129

C8934 Ira, w/dye, u��er extremity Covered N 1 Q3 0284 5.7574

C8935 Ira, w/o dye, u��er extr Covered N 1 Q3 0336 3.8614

C8936 Ira, w/o&w/dye, u��er extr Covered N 1 Q3 0337 6.5129

C8957 Prolonged iv in�, req �um� Not Covered S 0440 3.8439

C9025 In2e�tion, ramu�irumab Not Covered G 1488

C9026 In2e�tion, vedolizumab Not Covered G 1489

C9027 In2e�tion, �embrolizumab Not Covered G 1490

C9113  In2 �anto�razole sodium, via Not Covered N

C9121  In2e�#on, argatroban Not Covered K 9121

C9132  K�entra, �er i.u. Not Covered G 9132

C9136 Fa�tor viii (elo�tate) Not Covered G 1656

C9248  In2, �levidi�ine butyrate Covered N 16 K 9248 By Re�ort

C9250  Ar#ss fibrin sealant Covered N N

C9254  In2e�#on, la�osamide Covered N N

C9257  Beva�izumab in2e�#on Covered N 455 K 1281 $1.64

C9275 Hexaminolevulinate h�l Covered N 1 N

C9285  Pat�h, lido�aine/tetra�aine Covered N 1 N

C9290  In2, bu�iva�aine li�osome Covered N 288 N

C9293  In2e�#on, glu�ar�idase Covered N 4 K 9293 By Re�ort

C9349 Fortaderm, �ortaderm antimi� Not Covered G 1657

C9352  Neuragen nerve guide, �er �m Not Covered N

C9353  Neurawra� nerve �rote�tor,�m Not Covered N

C9354  Veritas �ollagen matrix, �m2 Not Covered N

C9355  Neuromatrix nerve �uff, �m Not Covered N

C9356 Tenoglide tendon �rot, �m2 Covered N 1 N

C9358 Surgimend, �etal Covered N 1 N

C9359  Im�lnt,bon void filler-�uKy Covered N 1 N

C9360 Surgimend, neonatal Covered N 2 N

C9361 Neuromend nerve wra� Covered N 1 N

C9362  Im�lnt,bon void filler-stri� Covered N 1 N

C9363 Integra meshed bil wound mat Covered N 1 N

C9364 Por�ine im�lant, �erma�ol Covered N 1 N

C9399  Un�lassified drugs or biolog Not Covered A

C9442 In2e�tion, belinostat Not Covered G 1658

C9443 In2e�tion, dalbavan�in Not Covered G 1659

C9444 In2e�tion, oritavan�in Not Covered G 1660

C9446 In2, tedizolid �hos�hate Not Covered G 1662
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C9447 In2, �henyle�hrine ketorola� Not Covered G 1663

C9497 Loxa�ine, inhalation �owder Not Covered G 9497

C9600  Per� drug-el �or stent sing Covered N 1 J1 0229 129.8028

C9601  Per� drug-el �or stent bran Covered N 1 N

C9602  Per� d-e �or stent ather s Covered N 1 J1 0319 200.1597

C9603  Per� d-e �or stent ather br Covered N 1 N

C9604  Per� d-e �or revas� t �abg s Covered N 1 J1 0229 129.8028

C9605 Per� d-e �or revas� t �abg b Covered N 1 N

C9606 Per� d-e �or revas� w ami s Covered N 1 J1 0319 200.1597

C9607  Per� d-e �or revas� �hro sin Covered N 1 J1 0319 200.1597

C9608  Per� d-e �or revas� �hro add Covered N 1 N

C9724 E�s stoma�h �li� Covered N 1 T 0422 25.8201

C9725  Pla�e endore�tal a�� Covered N 1 T 0148 5.9659

C9726  Rxt breast a��l �la�e/remov Not Covered N

C9727  Insert �alate im�lants Not Covered T 0252 8.7183

C9728  Pla�e devi�e/marker, non �ro Not Covered S 0310 14.0014

C9733 Non-o�hthalmi� �va Covered N 1 Q2 0263 4.5438

C9734 U/s trtmt, not leiomyomata Not Covered S 0066 25.6592

C9737  La� eso�h augmenta#on Not Covered T 0174 108.7985

C9739 Cystos�o�y �rostati� im� 1-3 Not Covered T 0162 28.1079

C9740 Cysto im�l 4 or more Not Covered T 1564

C9741 Im�l �ressure sensor w/angio         Not Covered T 0080 34.7342

C9742 Laryngos�o�y with in2e�tion Not Covered T 0073 16.9813

C9800  Dermal filler in2 �x/su��l Not Covered T 0328 18.9748

C9898  In�nt stay radiolabeled item Covered N 1 N

C9899  In�t im�lant �ros dev,no �ov Covered N 1 A By Re�ort

D0120  Periodi� oral evalua#on Covered N 1 E $553.25

D0140  Limit oral eval �roblm �o�us Covered N 1 E $553.25

D0145  Oral evalua#on, �t < 3yrs Not Covered E

D0150  Com�rehensve oral evalua#on Covered N 1 S 0330 3.4106

D0160  Extensv oral eval �rob �o�us Not Covered E

D0170  Re-eval,est �t,�roblem �o�us Not Covered E

D0171 Re-eval �ost-o� visit Not Covered E

D0180  Com� �eriodontal evalua#on Not Covered E

D0190  S�reening o� a �a#ent Not Covered E

D0191  Assessment o� a �a#ent Not Covered E

D0210  Intraor �om�lete film series Not Covered E

D0220  Intraoral �eria�i�al first Covered N 1 E $9.72

D0230  Intraoral �eria�i�al ea add Covered N 1 E $7.86

D0240  Intraoral o��lusal film Covered N S 0330 3.4106

D0250  Extraoral first film Covered N 1 S 0330 3.4106

D0260  Extraoral ea addi#onal film Covered N 14 S 0330 3.4106
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D0270  Dental bitewing single image Covered N 1 S 0330 3.4106

D0272  Dental bitewings two images Covered N 1 S 0330 3.4106

D0273  Bitewings - three images Covered N 1 E $553.25

D0274  Bitewings �our images Covered N 1 S 0330 3.4106

D0277  Vert bitewings 7 to 8 images Not Covered S 0330 3.4106

D0290  Skull/�a�ial bone image Not Covered E

D0310  Dental saliogra�hy Not Covered E

D0320  Dental tm2 arthrogram in�l i Not Covered E

D0321 Other tm2 images by re�ort Not Covered E

D0322  Dental tomogra�hi� survey Not Covered E

D0330  Panorami� image Not Covered E

D0340  Ce�halometri� image Not Covered E

D0350  Oral/�a�ial �hoto images Not Covered E

D0351 3d �hotogra�hi� image Not Covered E

D0364  Cone beam �t �a�t & inter� Not Covered E

D0365  Cone beam �t inter�rete man Not Covered E

D0366  Cone beam �t inter�rete max Not Covered E

D0367  Cone beam �t inter� both 2aw Not Covered E

D0368 Cone beam �t inter�rete tm2 Not Covered E

D0369 Iax mri �a�ture & inter�rete Not Covered E

D0370  Iax ultrasound �a�t & inter� Not Covered E

D0371  Sialoendos�o�y �a�t & inter� Not Covered E

D0380  Cone beam �t �a�ture limited Not Covered E

D0381  Cone beam �t �a�t mandible Not Covered E

D0382  Cone beam �t �a�t maxilla Not Covered E

D0383  Cone beam �t both 2aws Not Covered E

D0384 Cone beam �t �a�ture tm2 Not Covered E

D0385 Iax mri image �a�ture Not Covered E

D0386  Iax ultrasound image �a�ture Not Covered E

D0391  Imter�rete diagnos#� image Not Covered E

D0393 Trtmnt simulation 3d image Not Covered E

D0394 Digital sub 2 or more images Not Covered E

D0395 Fusion 2 or more 3d images Not Covered E

D0415  Colle�#on o� mi�roorganisms Not Covered E

D0416  Viral �ulture Not Covered B

D0417  Colle�t & �re� saliva sam�le Not Covered E

D0418  Analysis o� saliva sam�le Not Covered E

D0421  Gen tst sus�e�t oral disease Not Covered B

D0425  Caries sus�e�#bility test Not Covered E

D0431  Diag tst dete�t mu�os abnorm Not Covered B

D0460  Pul� vitality test Not Covered S 0330 3.4106

D0470  Diagnos#� �asts Covered N 1 E $553.25
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D0472  Gross exam, �re� & re�ort Not Covered B

D0473  Ii�ro exam, �re� & re�ort Not Covered B

D0474  Ii�ro w exam o� surg margins Not Covered B

D0475  De�al�ifi�a#on �ro�edure Not Covered B

D0476  S�e� stains �or mi�roorganis Not Covered B

D0477  S�e� stains not �or mi�roorg Not Covered B

D0478  Immunohisto�hemi�al stains Not Covered B

D0479  Tissue in-situ hybridiza#on Not Covered B

D0480  Cyto�ath smear �re� & re�ort Not Covered B

D0481 Ele�tron mi�ros�o�y Not Covered B

D0482  Dire�t immunofluores�en�e Not Covered B

D0483  Indire�t immunofluores�en�e Not Covered B

D0484  Consult slides �re� elsewher Not Covered B

D0485  Consult in� �re� o� slides Not Covered B

D0486  A��ess o� transe� �ytol sam� Not Covered E

D0502  Other oral �athology �ro�edu Not Covered B

D0601 Caries risk assess low risk Not Covered E

D0602 Caries risk assess mod risk Not Covered E

D0603 Caries risk assess high risk Not Covered E

D0999  Uns�e�ified diagnos#� �ro�e Not Covered B

D1110  Dental �ro�hylaxis adult Covered N 1 E $553.25

D1120  Dental �ro�hylaxis �hild Covered N 1 E $553.25

D1206  To�i�al fluoride varnish Covered N 1 E $553.25

D1208 To�i�al a�� �luorid ex vrnsh Covered N 1 E $553.25

D1310  Nutri �ounsel-�ontrol �aries Not Covered E

D1320  Toba��o �ounseling Not Covered E

D1330  Oral hygiene instru�#on Not Covered E

D1351  Dental sealant �er tooth Covered N 1 E $553.25

D1352  Prev resin rest, �erm tooth Covered N 1 E $33.58

D1353 Sealant re�air �er tooth Not Covered E

D1510  S�a�e maintainer �xd unilat Covered N 2 S 0330 3.4106

D1515  Fixed bilat s�a�e maintainer Covered N 2 S 0330 3.4106

D1520  Remove unilat s�a�e maintain Covered N 4 S 0330 3.4106

D1525  Remove bilat s�a�e maintain Covered N 2 S 0330 3.4106

D1550  Re�ement s�a�e maintainer Covered N 4 S 0330 3.4106

D1555  Remove fix s�a�e maintainer Covered N 4 E $553.25

D1999 Uns�e�i�ied �reventive �ro� Not Covered E

D2140  Amalgam one sur�a�e �ermanen Covered N 1 E $553.25

D2150  Amalgam two sur�a�es �ermane Covered N 1 E $553.25

D2160  Amalgam three sur�a�es �erma Covered N 1 E $553.25

D2161  Amalgam 4 or > sur�a�es �erm Covered N 1 E $553.25

D2330  Resin one sur�a�e-anterior Covered N 1 E $553.25
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D2331  Resin two sur�a�es-anterior Covered N 1 E $553.25

D2332  Resin three sur�a�es-anterio Covered N 1 E $553.25

D2335  Resin 4/> sur� or w in�is an Covered N 1 E $553.25

D2390  Ant resin-based �m�st �rown Covered N E $553.25

D2391  Post 1 sr�� resinbased �m�st Covered N E $553.25

D2392  Post 2 sr�� resinbased �m�st Covered N E $553.25

D2393  Post 3 sr�� resinbased �m�st Covered N E $553.25

D2394  Post >=4sr�� resinbase �m�st Covered N E $553.25

D2410  Dental gold �oil one sur�a�e Not Covered E

D2420  Dental gold �oil two sur�a�e Not Covered E

D2430  Dental gold �oil three sur�a Not Covered E

D2510  Dental inlay metali� 1 sur� Not Covered E

D2520  Dental inlay metalli� 2 sur� Not Covered E

D2530  Dental inlay metl 3/more sur Not Covered E

D2542  Dental onlay metalli� 2 sur� Not Covered E

D2543  Dental onlay metalli� 3 sur� Not Covered E

D2544  Dental onlay metl 4/more sur Not Covered E

D2610  Inlay �or�elain/�erami� 1 su Not Covered E

D2620  Inlay �or�elain/�erami� 2 su Not Covered E

D2630  Dental onlay �or� 3/more sur Not Covered E

D2642  Dental onlay �or�elin 2 sur� Not Covered E

D2643  Dental onlay �or�elin 3 sur� Not Covered E

D2644  Dental onlay �or� 4/more sur Not Covered E

D2650  Inlay �om�osite/resin one su Not Covered E

D2651  Inlay �om�osite/resin two su Not Covered E

D2652  Dental inlay resin 3/mre sur Not Covered E

D2662  Dental onlay resin 2 sur�a�e Not Covered E

D2663  Dental onlay resin 3 sur�a�e Not Covered E

D2664  Dental onlay resin 4/mre sur Not Covered E

D2710  Crown resin-based indire�t Covered N 1 E $553.25

D2712  Crown 3/4 resin-based �om�os Covered N E $553.25

D2720  Crown resin w/ high noble me Covered N 1 E $553.25

D2721  Crown resin w/ base metal Covered N 1 E $553.25

D2722  Crown resin w/ noble metal Not Covered E

D2740  Crown �or�elain/�erami� subs Covered N 1 E $553.25

D2750  Crown �or�elain w/ h noble m Covered N 2 E $553.25

D2751  Crown �or�elain �used base m Covered N 1 E $553.25

D2752  Crown �or�elain w/ noble met Covered N 1 E $553.25

D2780  Crown 3/4 �ast hi noble met Not Covered E

D2781  Crown 3/4 �ast base metal Covered N 1 E $553.25

D2782  Crown 3/4 �ast noble metal Not Covered E

D2783  Crown 3/4 �or�elain/�erami� Not Covered E
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D2790  Crown �ull �ast high noble m Covered N 1 E $553.25

D2791  Crown �ull �ast base metal Covered N 1 E $553.25

D2792  Crown �ull �ast noble metal Covered N 1 E $553.25

D2794  Crown-#tanium Not Covered E

D2799  Provisional �rown Not Covered E

D2910  Re�ement inlay onlay or �art Covered N 1 E $553.25

D2915  Re�ement �ast or �re�ab �ost Covered N 1 E $553.25

D2920 Re-�ement or re-bond �rown Covered N 5 E $553.25

D2921 Reatta�h tooth �ragment Not Covered E

D2929  Pre�ab �or�/�eram �rown �ri Not Covered E

D2930  Pre�ab stnlss steel �rwn �ri Covered N 1 E $553.25

D2931  Pre�ab stnlss steel �rown �e Covered N 1 E $553.25

D2932  Pre�abri�ated resin �rown Covered N 1 E $553.25

D2933  Pre�ab stainless steel �rown Not Covered E

D2934  Pre�ab steel �rown �rimary Covered N 1 E $553.25

D2940  Prote�#ve restora#on Covered N 1 E $553.25

D2941 Int thera�euti� restoration Not Covered E

D2949 Restorative �oundation Not Covered E

D2950  Core build-u� in�l any �ins Not Covered E

D2951  Tooth �in reten#on Not Covered E

D2952  Post and �ore �ast + �rown Not Covered E

D2953  Ea�h addtnl �ast �ost Not Covered E

D2954  Pre�ab �ost/�ore + �rown Not Covered E

D2955  Post removal Not Covered E

D2957  Ea�h addtnl �re�ab �ost Not Covered E

D2960  Laminate labial veneer Not Covered E

D2961  Lab labial veneer resin Not Covered E

D2962  Lab labial veneer �or�elain Not Covered E

D2970  Tem� �rown (�ra�tured tooth) Not Covered E

D2971  Add �ro� �onstru�t new �rown Not Covered E

D2975  Co�ing Not Covered E

D2980  Crown re�air Not Covered E

D2981  Inlay re�air Not Covered E

D2982  Onlay re�air Not Covered E

D2983  Veneer re�air Not Covered E

D2990  Resin infiltra#on o� lesion Not Covered E

D2999  Dental uns�e� restora#ve �r Covered N 1 S 0330 3.4106

D3110  Pul� �a� dire�t Not Covered E

D3120  Pul� �a� indire�t Not Covered E

D3220  Thera�eu#� �ul�otomy Covered N 1 E $553.25

D3221  Gross �ul�al debridement Covered N 1 E $553.25

D3222  Part �ul� �or a�exogenesis Not Covered E
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D3230  Pul�al thera�y anterior �rim Not Covered E

D3240  Pul�al thera�y �osterior �ri Not Covered E

D3310  End thx�y, anterior tooth Covered N 1 E $553.25

D3320  End thx�y, bi�us�id tooth Covered N 1 E $553.25

D3330  End thx�y, molar Covered N 1 E $553.25

D3331  Non-surg tx root �anal obs Not Covered E

D3332  In�om�lete endodon#� tx Not Covered E

D3333  Internal root re�air Not Covered E

D3346  Retreat root �anal anterior Covered N 1 E $553.25

D3347  Retreat root �anal bi�us�id Covered N 1 E $553.25

D3348  Retreat root �anal molar Covered N 1 E $553.25

D3351  A�exifi�a#on/re�al� ini#al Covered N 1 E $553.25

D3352  A�exifi�a#on/re�al� interim Covered N 1 E $553.25

D3353  A�exifi�a#on/re�al� final Covered N 1 E $553.25

D3355 Pul�al regeneration initial Not Covered E

D3356 Pul�al regeneration interim Not Covered E

D3357 Pul�al regeneration �om�lete Not Covered E

D3410 A�i�oe�tomy - anterior Covered N 1 E $553.25

D3421  Root surgery bi�us�id Covered N 1 E $553.25

D3425  Root surgery molar Covered N 1 E $553.25

D3426  Root surgery ea add root Covered N 2 E $553.25

D3427 Periradi�ular surgery Not Covered E

D3428 Bone gra�t �eri �er tooth Not Covered E

D3429 Bone gra�t �eri ea�h addl Not Covered E

D3430  Retrograde filling Covered N 3 E $553.25

D3431 Biologi�al materials Not Covered E

D3432 Guided tissue regeneration Not Covered E

D3450  Root am�uta#on Covered N 3 E $553.25

D3460  Endodon#� endosseous im�lan Not Covered S 0330 3.4106

D3470  Inten#onal re�lanta#on Not Covered E

D3910  Isola#on- tooth w rubb dam Not Covered E

D3920  Tooth s�li0ng Not Covered E

D3950  Canal �re�/fi0ng o� dowel Not Covered E

D3999  Endodon#� �ro�edure Covered N 1 S 0330 3.4106

D4210  Gingive�tomy/�lasty 4 or mor Covered N 4 E $553.25

D4211  Gingive�tomy/�lasty 1 to 3 Covered N 1 E $553.25

D4212  Gingive�tomy/�lasty rest Not Covered E

D4230  Ana �rown ex� 4 or> �er quad Not Covered E

D4231  Ana �rown ex� 1-3 �er quad Not Covered E

D4240  Gingival fla� �ro� w/ �lanin Covered N E $553.25

D4241  Gngvl fla� w root�lan 1-3 th Covered N 4 E $553.25

D4245  A�i�ally �osi#oned fla� Not Covered E
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D4249  Crown lengthen hard #ssue Not Covered E

D4260  Osseous surgery 4 or more Covered N 4 S 0330 3.4106

D4261  Osseous surg 1 to 3 teeth Covered N 4 E $553.25

D4263  Bone re�l�e gra� first site Covered N 1 S 0330 3.4106

D4264  Bone re�l�e gra� ea�h add Covered N S 0330 3.4106

D4265  Bio mtrls to aid so�/os reg Not Covered E

D4266  Guided #ss regen resorble Not Covered E

D4267  Guided #ss regen nonresorb Not Covered E

D4268  Surgi�al revision �ro�edure Not Covered S 0330 3.4106

D4270  Pedi�le so� #ssue gra� �r Covered N S 0330 3.4106

D4273  Sube�ithelial #ssue gra� Not Covered S 0330 3.4106

D4274  Distal/�roximal wedge �ro� Not Covered E

D4275  So� #ssue allogra� Covered N 1 E $369.49

D4276  Con #ssue w dble �ed gra� Not Covered E

D4277  So� #ssue gra� firsKooth Not Covered E

D4278  So� #ssue gra� addl tooth Not Covered E

D4320  Provision s�lnt intra�oronal Not Covered E

D4321  Provisional s�lint extra�oro Not Covered E

D4341  Periodontal s�aling & root Covered N 4 E $553.25

D4342  Periodontal s�aling 1-3teeth Covered N 4 E $553.25

D4355  Full mouth debridement Covered N 1 S 0330 3.4106

D4381  Lo�alized delivery an#mi�ro Not Covered S 0330 3.4106

D4910  Periodontal maint �ro�edures Covered N 4 E $553.25

D4920  Uns�heduled dressing �hange Not Covered E

D4921 Gingival irrigation �er quad Not Covered E

D4999  Uns�e�ified �eriodontal �ro� Covered N 1 E $553.25

D5110  Dentures �om�lete maxillary Not Covered E

D5120  Dentures �om�lete mandible Not Covered E

D5130  Dentures immediat maxillary Not Covered E

D5140  Dentures immediat mandible Not Covered E

D5211  Dentures maxill �art resin Not Covered E

D5212  Dentures mand �art resin Not Covered E

D5213  Dentures maxill �art metal Not Covered E

D5214  Dentures mandibl �art metal Not Covered E

D5225  Iaxillary �art denture flex Not Covered E

D5226  Iandibular �art denture flex Not Covered E

D5281  Removable �ar#al denture Not Covered E

D5410  Dentures ad2ust �m�lt maxil Not Covered E

D5411  Dentures ad2ust �m�lt mand Not Covered E

D5421  Dentures ad2ust �art maxill Not Covered E

D5422  Dentures ad2ust �art mandbl Not Covered E

D5510  Dentur re�r broken �om�l bas Not Covered E



Procedure 

Code Procedure Code Description

Iowa 

Medicaid 

Coverage

Prior 

Authorization 

Indicator

Procedure 

Max Units APC Status Indicator APC

APC 

Weight

Anesthesia 

Code Base 

Unit

Iowa Medicaid Fee 

Schedule Amount

D5520  Re�la�e denture teeth �om�lt Not Covered E

D5610  Dentures re�air resin base Not Covered E

D5620  Re� �art denture �ast �rame Not Covered E

D5630  Re� �ar#al denture �las� Not Covered E

D5640  Re�la�e �art denture teeth Not Covered E

D5650  Add tooth to �ar#al denture Not Covered E

D5660  Add �las� to �ar#al denture Not Covered E

D5670  Re�l� Kh&a�rl� on mtl �rmwk Not Covered E

D5671  Re�l� Kh&a�rl� mandibular Not Covered E

D5710  Dentures rebase �m�lt maxil Not Covered E

D5711  Dentures rebase �m�lt mand Not Covered E

D5720  Dentures rebase �art maxill Not Covered E

D5721  Dentures rebase �art mandbl Not Covered E

D5730  Denture reln �m�lt maxil �h Not Covered E

D5731  Denture reln �m�lt mand �hr Not Covered E

D5740  Denture reln �art maxil �hr Not Covered E

D5741  Denture reln �art mand �hr Not Covered E

D5750  Denture reln �m�lt max lab Not Covered E

D5751  Denture reln �m�lt mand lab Not Covered E

D5760  Denture reln �art maxil lab Not Covered E

D5761  Denture reln �art mand lab Not Covered E

D5810  Denture interm �m�lt maxill Not Covered E

D5811  Denture interm �m�lt mandbl Not Covered E

D5820  Denture interm �art maxill Not Covered E

D5821  Denture interm �art mandbl Not Covered E

D5850  Denture #ss �onditn maxill Not Covered E

D5851  Denture #ss �ond#n mandbl Not Covered E

D5862  Pre�ision aKa�hment Not Covered E

D5863 Overdenture �om�lete max Not Covered E

D5864 Overdenture �artial max Not Covered E

D5865 Overdenture �om�lete mandib Not Covered E

D5866 Overdenture �artial mandib Not Covered E

D5867  Re�la�ement o� �re�ision aK Not Covered E

D5875  Prosthesis modifi�a#on Not Covered E

D5899  Removable �rosthodon#� �ro� Not Covered E

D5911  Fa�ial moulage se�#onal Not Covered S 0330 3.4106

D5912  Fa�ial moulage �om�lete Not Covered S 0330 3.4106

D5913  Nasal �rosthesis Not Covered E

D5914  Auri�ular �rosthesis Not Covered E

D5915  Orbital �rosthesis Not Covered E

D5916  O�ular �rosthesis Not Covered E

D5919  Fa�ial �rosthesis Not Covered E
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D5922  Nasal se�tal �rosthesis Not Covered E

D5923  O�ular �rosthesis interim Not Covered E

D5924  Cranial �rosthesis Not Covered E

D5925  Fa�ial augmenta#on im�lant Not Covered E

D5926  Re�la�ement nasal �rosthesis Not Covered E

D5927  Auri�ular re�la�ement Not Covered E

D5928  Orbital re�la�ement Not Covered E

D5929  Fa�ial re�la�ement Not Covered E

D5931  Surgi�al obturator Not Covered E

D5932  Postsurgi�al obturator Not Covered E

D5933  Refi0ng o� obturator Not Covered E

D5934  Iandibular flange �rosthesis Not Covered E

D5935  Iandibular denture �rosth Not Covered E

D5936  Tem� obturator �rosthesis Not Covered E

D5937  Trismus a��lian�e Not Covered E

D5951  Feeding aid Not Covered E

D5952  Pediatri� s�ee�h aid Not Covered E

D5953  Adult s�ee�h aid Not Covered E

D5954  Su�erim�osed �rosthesis Not Covered E

D5955  Palatal li� �rosthesis Not Covered E

D5958  Intraoral �on de� inter �lt Not Covered E

D5959  Intraoral �on de� mod �alat Not Covered E

D5960  Iodi�y s�ee�h aid �rosthesis Not Covered E

D5982  Surgi�al stent Not Covered E

D5983  Radia#on a��li�ator Not Covered S 0330 3.4106

D5984  Radia#on shield Not Covered S 0330 3.4106

D5985  Radia#on �one lo�ator Not Covered S 0330 3.4106

D5986  Fluoride a��li�ator Not Covered E

D5987  Commissure s�lint Not Covered S 0330 3.4106

D5988  Surgi�al s�lint Not Covered E

D5991 Vesi�ulobullous disease �arr Not Covered E

D5992  Ad2ust max �rost a��lian�e Not Covered E

D5993  Iain/�lean max �rosthesis Not Covered E

D5994 Peridontal medi�ament Not Covered E

D5999  Iaxillo�a�ial �rosthesis Not Covered E

D6010  Odon#�s endosteal im�lant Not Covered E

D6011 Se�ond stage im�lant surgery Not Covered E

D6012  Endosteal im�lant Not Covered E

D6013 Surgi�al �la�e mini im�lant Not Covered E

D6040  Odon#�s e�osteal im�lant Not Covered E

D6050  Odon#�s transosteal im�lnt Not Covered E

D6051  Interim abutment Not Covered E
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D6052 Semi �re�ision atta�h abut Not Covered E

D6055  Im�lant �onne�#ng bar Not Covered E

D6056  Pre�abri�ated abutment Not Covered E

D6057  Custom abutment Not Covered E

D6058  Abutment su��orted �rown Not Covered E

D6059  Abutment su��orted mtl �rown Not Covered E

D6060  Abutment su��orted mtl �rown Not Covered E

D6061  Abutment su��orted mtl �rown Not Covered E

D6062  Abutment su��orted mtl �rown Not Covered E

D6063  Abutment su��orted mtl �rown Not Covered E

D6064  Abutment su��orted mtl �rown Not Covered E

D6065  Im�lant su��orted �rown Not Covered E

D6066  Im�lant su��orted mtl �rown Not Covered E

D6067  Im�lant su��orted mtl �rown Not Covered E

D6068  Abutment su��orted retainer Not Covered E

D6069  Abutment su��orted retainer Not Covered E

D6070  Abutment su��orted retainer Not Covered E

D6071  Abutment su��orted retainer Not Covered E

D6072  Abutment su��orted retainer Not Covered E

D6073  Abutment su��orted retainer Not Covered E

D6074  Abutment su��orted retainer Not Covered E

D6075  Im�lant su��orted retainer Not Covered E

D6076  Im�lant su��orted retainer Not Covered E

D6077  Im�lant su��orted retainer Not Covered E

D6080  Im�lant maintenan�e Not Covered E

D6090  Re�air im�lant Not Covered E

D6091  Re�l semi/�re�ision aKa�h Not Covered E

D6092  Re�ement su�� �rown Not Covered E

D6093  Re�ement su�� �art denture Not Covered E

D6094  Abut su��ort �rown #tanium Not Covered E

D6095  Odon#�s re�r abutment Not Covered E

D6100  Removal o� im�lant Not Covered E

D6101  Debridement o� a �eriim�lant Not Covered E

D6102  Debridement & �ontouring Not Covered E

D6103  Bone gra� re�air �erim�lant Not Covered E

D6104  Bone gra� #me o� im�lant Not Covered E

D6110 Im�lnt/abut remov dent max Not Covered E

D6111 Im�lnt/abut remov dent mand Not Covered E

D6112 Im�/abut rem dent �art max Not Covered E

D6113 Im�/abut rem dent �art mand Not Covered E

D6114 Im�lnt/abut �ixed dent max Not Covered E

D6115 Im�lnt/abut �ixed dent mand Not Covered E
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D6116 Im�/abut �ixed dent �art max Not Covered E

D6117 Im�/abut �ixed dent �art man Not Covered E

D6190  Radio/surgi�al im�lant index Not Covered E

D6194  Abut su��ort retainer #tani Not Covered E

D6199  Im�lant �ro�edure Not Covered E

D6205  Pon#�-indire�t resin based Not Covered E

D6210  Prosthodont high noble metal Not Covered E

D6211  Bridge base metal �ast Not Covered E

D6212  Bridge noble metal �ast Not Covered E

D6214  Pon#� #tanium Not Covered E

D6240  Bridge �or�elain high noble Not Covered E

D6241  Bridge �or�elain base metal Not Covered E

D6242  Bridge �or�elain nobel metal Not Covered E

D6245  Bridge �or�elain/�erami� Not Covered E

D6250  Bridge resin w/high noble Not Covered E

D6251  Bridge resin base metal Not Covered E

D6252  Bridge resin w/noble metal Not Covered E

D6253  Provisional �on#� Not Covered E

D6545  Dental retainr �ast metl Not Covered E

D6548  Por�elain/�erami� retainer Not Covered E

D6549 Resin retainer Not Covered E

D6600  Por�elain/�erami� inlay 2sr� Not Covered E

D6601  Por�/�eram inlay >= 3 sur�a� Not Covered E

D6602  Cst hgh nble mtl inlay 2 sr� Not Covered E

D6603  Cst hgh nble mtl inlay >=3sr Not Covered E

D6604  Cst bse mtl inlay 2 sur�a�es Not Covered E

D6605  Cst bse mtl inlay >= 3 sur�a Not Covered E

D6606  Cast noble metal inlay 2 sur Not Covered E

D6607  Cst noble mtl inlay >=3 sur� Not Covered E

D6608  Onlay �or�/�rm� 2 sur�a�es Not Covered E

D6609  Onlay �or�/�rm� >=3 sur�a�es Not Covered E

D6610  Onlay �st hgh nbl mtl 2 sr�� Not Covered E

D6611  Onlay �st hgh nbl mtl >=3sr� Not Covered E

D6612  Onlay �st base mtl 2 sur�a�e Not Covered E

D6613  Onlay �st base mtl >=3 sur�a Not Covered E

D6614  Onlay �st nbl mtl 2 sur�a�es Not Covered E

D6615  Onlay �st nbl mtl >=3 sur�a� Not Covered E

D6624  Inlay #tanium Not Covered E

D6634  Onlay #tanium Not Covered E

D6710  Crown-indire�t resin based Not Covered E

D6720  Retain �rown resin w hi nble Not Covered E

D6721  Crown resin w/base metal Not Covered E



Procedure 

Code Procedure Code Description

Iowa 

Medicaid 

Coverage

Prior 

Authorization 

Indicator

Procedure 

Max Units APC Status Indicator APC

APC 

Weight

Anesthesia 

Code Base 

Unit

Iowa Medicaid Fee 

Schedule Amount

D6722  Crown resin w/noble metal Not Covered E

D6740  Crown �or�elain/�erami� Not Covered E

D6750  Crown �or�elain high noble Not Covered E

D6751  Crown �or�elain base metal Not Covered E

D6752  Crown �or�elain noble metal Not Covered E

D6780  Crown 3/4 high noble metal Not Covered E

D6781  Crown 3/4 �ast based metal Not Covered E

D6782  Crown 3/4 �ast noble metal Not Covered E

D6783  Crown 3/4 �or�elain/�erami� Not Covered E

D6790  Crown �ull high noble metal Not Covered E

D6791  Crown �ull base metal �ast Not Covered E

D6792  Crown �ull noble metal �ast Not Covered E

D6793  Provisional retainer �rown Not Covered E

D6794  Crown #tanium Not Covered E

D6920  Dental �onne�tor bar Covered N 1 S 0330 3.4106

D6930 Re�ement/bond �art denture Not Covered E

D6940  Stress breaker Not Covered E

D6950  Pre�ision aKa�hment Not Covered E

D6980  Fixed �ar#al re�air Not Covered E

D6985  Pediatri� �ar#al denture �x Not Covered E

D6999  Fixed �rosthodon#� �ro� Not Covered E

D7111  Extra�#on �oronal remnants Covered N S 0330 3.4106

D7140  Extra�#on eru�ted tooth/exr Covered N S 0330 3.4106

D7210  Rem im� tooth w mu�o�er fl� Covered N S 0330 3.4106

D7220  Im�a�t tooth remov so� #ss Covered N S 0330 3.4106

D7230  Im�a�t tooth remov �art bony Covered N S 0330 3.4106

D7240  Im�a�t tooth remov �om� bony Covered N S 0330 3.4106

D7241  Im�a�t tooth rem bony w/�om� Covered N S 0330 3.4106

D7250  Tooth root removal Covered N 1 S 0330 3.4106

D7251  Corone�tomy Covered N 1 E $209.42

D7260  Oral antral fistula �losure Covered N S 0330 3.4106

D7261  Primary �losure sinus �er� Covered N 1 S 0330 3.4106

D7270  Tooth reim�lanta#on Covered N E $553.25

D7272  Tooth trans�lanta#on Not Covered E

D7280  Ex�osure im�a�t tooth orthod Covered N E $553.25

D7282  Iobilize eru�ted/mal�os toot Not Covered E

D7283  Pla�e devi�e im�a�ted tooth Not Covered B

D7285  Bio�sy o� oral #ssue hard Covered N E $553.25

D7286  Bio�sy o� oral #ssue so� Covered N E $553.25

D7287  Ex�olia#ve �ytolog �olle�t Covered N 1 E $553.25

D7288  Brush bio�sy Not Covered B

D7290  Re�osi#oning o� teeth Not Covered E
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D7291  Transse�tal fiberotomy Not Covered S 0330 3.4106

D7292  S�rew retained �late Not Covered E

D7293  Tem� an�horage dev w fla� Not Covered E

D7294  Tem� an�horage dev w/o fla� Not Covered E

D7295  Bone harvest,auto gra� �ro� Covered N 1 E $689.25

D7310  Alveo�lasty w/ extra�#on Covered N 4 E $553.25

D7311  Alveolo�lasty w/extra�t 1-3 Covered N 4 E $553.25

D7320  Alveo�lasty w/o extra�#on Covered N 4 E $553.25

D7321  Alveolo�lasty not w/extra�ts Not Covered B

D7340  Ves#bulo�lasty ridge extens Covered N E $553.25

D7350  Ves#bulo�lasty exten gra� Covered N E $553.25

D7410  Rad ex� lesion u� to 1.25 �m Covered N E $553.25

D7411  Ex�ision benign lesion>1.25� Covered N 1 E $553.25

D7412  Ex�ision benign lesion �om�l Covered N 1 E $553.25

D7413  Ex�ision malig lesion<=1.25� Covered N 1 E $553.25

D7414  Ex�ision malig lesion>1.25�m Covered N 1 E $553.25

D7415  Ex�ision malig les �om�li�at Covered N 1 E $553.25

D7440  Ialig tumor ex� to 1.25 �m Covered N E $553.25

D7441  Ialig tumor > 1.25 �m Covered N E $553.25

D7450  Rem odontogen �yst to 1.25�m Covered N E $553.25

D7451  Rem odontogen �yst > 1.25 �m Covered N E $553.25

D7460  Rem nonodonto �yst to 1.25�m Covered N E $553.25

D7461  Rem nonodonto �yst > 1.25 �m Covered N E $553.25

D7465  Lesion destru�#on Covered N E $553.25

D7471  Rem exostosis any site Covered N 2 E $553.25

D7472  Removal o� torus �ala#nus Covered N 1 E $553.25

D7473  Remove torus mandibularis Covered N 2 E $553.25

D7485  Surg redu�t osseoustuberosit Covered N 2 E $553.25

D7490  Iaxilla or mandible rese�#o Covered N 1 E $553.25

D7510  I&d abs� intraoral so� #ss Covered N E $553.25

D7511  In�ision/drain abs�ess intra Not Covered B

D7520  I&d abs�ess extraoral Covered N E $553.25

D7521  In�ision/drain abs�ess extra Not Covered B

D7530  Removal Q skin/areolar #ss Covered N E $553.25

D7540  Removal o� Q rea�#on Covered N E $553.25

D7550  Removal o� sloughed off bone Covered N E $553.25

D7560  Iaxillary sinusotomy Covered N 1 E $553.25

D7610  Iaxilla o�en redu�t sim�le Covered N E $553.25

D7620  Clsd redu�t sim�l maxilla �x Covered N E $553.25

D7630  O�en red sim�l mandible �x Covered N E $553.25

D7640  Clsd red sim�l mandible �x Covered N E $553.25

D7650  O�en red sim� malar/zygom �x Covered N E $553.25
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D7660  Clsd red sim� malar/zygom �x Covered N E $553.25

D7670  Closd rdu�tn s�lint alveolus Covered N E $553.25

D7671  Alveolus o�en redu�#on Covered N 1 E $553.25

D7680  Redu�t sim�le �a�ial bone �x Covered N E $553.25

D7710  Iaxilla o�en redu�t �om�ound Covered N E $553.25

D7720  Clsd redu�t �om�d maxilla �x Covered N E $553.25

D7730  O�en redu�t �om�d mandble �x Covered N E $553.25

D7740  Clsd redu�t �om�d mandble �x Covered N E $553.25

D7750  O�en red �om� malar/zygma �x Covered N E $553.25

D7760  Clsd red �om� malar/zygma �x Covered N E $553.25

D7770  O�en redu� �om�d alveolus �x Covered N E $553.25

D7771  Alveolus �lsd redu� stblz te Covered N 1 E $553.25

D7780  Redu�t �om�nd �a�ial bone �x Covered N E $553.25

D7810  Tm2 o�en redu�t-dislo�a#on Covered N E $553.25

D7820  Closed tm� mani�ula#on Covered N E $553.25

D7830  Tm2 mani�ula#on under anest Covered N E $553.25

D7840  Removal o� tm2 �ondyle Covered N 1 E $553.25

D7850  Tm2 menis�e�tomy Covered N 2 E $553.25

D7852  Tm2 re�air o� 2oint dis� Not Covered E

D7854  Tm2 ex�isn o� 2oint membrane Not Covered E

D7856  Tm2 �u0ng o� a mus�le Not Covered E

D7858  Tm2 re�onstru�#on Not Covered E

D7860  Tm2 �u0ng into 2oint Covered N 2 E $553.25

D7865  Tm2 resha�ing �om�onents Not Covered E

D7870  Tm2 as�ira#on 2oint fluid Covered N 2 E $553.25

D7871  Lysis + lavage w �atheters Not Covered E

D7872  Tm2 diagnos#� arthros�o�y Not Covered E

D7873  Tm2 arthros�o�y lysis adhesn Not Covered E

D7874  Tm2 arthros�o�y dis� re�osit Not Covered E

D7875  Tm2 arthros�o�y synove�tomy Not Covered E

D7876  Tm2 arthros�o�y dis�e�tomy Not Covered E

D7877  Tm2 arthros�o�y debridement Not Covered E

D7880  O��lusal ortho#� a��lian�e Covered N 1 E $553.25

D7899  Tm2 uns�e�ified thera�y Not Covered E

D7910  Dent sutur re�ent wnd to 5�m Covered N 1 E $553.25

D7911  Dental suture wound to 5 �m Covered N 1 E $553.25

D7912  Suture �om�li�ate wnd > 5 �m Covered N 1 E $553.25

D7920  Dental skin gra� Covered N 1 E $553.25

D7921  Colle�t & a��l blood �rodu�t Not Covered E

D7940  Resha�ing bone orthognathi� Covered N 1 S 0330 3.4106

D7941  Bone �u0ng ramus �losed Covered N 1 E $553.25

D7943  Cu0ng ramus o�en w/gra� Covered N 1 E $553.25
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D7944  Bone �u0ng segmented Covered N 1 E $553.25

D7945  Bone �u0ng body mandible Covered N 1 E $553.25

D7946  Re�onstru�#on maxilla total Covered N 1 E $553.25

D7947  Re�onstru�t maxilla segment Covered N 1 E $553.25

D7948  Re�onstru�t mid�a�e no gra� Covered N 1 E $553.25

D7949  Re�onstru�t mid�a�e w/gra� Covered N 1 E $553.25

D7950  Iandible gra� Covered N 1 E $553.25

D7951  Sinus aug w bone or bone sub Not Covered E

D7952  Sinus augmenta#on ver#�al Not Covered E

D7953  Bone re�la�ement gra� Covered N E $553.25

D7955  Re�air maxillo�a�ial de�e�ts Covered N 1 E $553.25

D7960  Frenule�tomy/�rene�tomy Covered N 2 E $553.25

D7963  Frenulo�lasty Covered N 1 E $553.25

D7970  Ex�ision hy�er�las#� #ssue Covered N 2 E $553.25

D7971  Ex�ision �eri�oronal gingiva Covered N 1 E $553.25

D7972  Surg red�t fibrous tuberosit Covered N 1 E $553.25

D7980  Sialolithotomy Covered N E $553.25

D7981  Ex�ision o� salivary gland Covered N E $553.25

D7982  Sialodo�ho�lasty Covered N E $553.25

D7983  Closure o� salivary fistula Covered N E $553.25

D7990  Emergen�y tra�heotomy Covered N E $553.25

D7991  Dental �oronoide�tomy Covered N 1 E $553.25

D7995  Synthe#� gra� �a�ial bones Not Covered E

D7996  Im�lant mandible �or augment Not Covered E

D7997  A��lian�e removal Not Covered E

D7998  Intraoral �la�e o� fix dev Covered N 1 E $553.25

D7999  Oral surgery �ro�edure Covered N E Billed Charges

D8010  Limited dental tx �rimary Not Covered E

D8020  Limited dental tx transi#on Not Covered E

D8030  Limited dental tx adoles�ent Not Covered E

D8040  Limited dental tx adult Not Covered E

D8050  Inter�e� dental tx �rimary Not Covered E

D8060  Inter�e� dental tx transitn Not Covered E

D8070  Com�re dental tx transi#on Not Covered E

D8080  Com�re dental tx adoles�ent Not Covered E

D8090  Com�re dental tx adult Not Covered E

D8210  Orthodon#� rem a��lian�e tx Not Covered E

D8220  Fixed a��lian�e thera�y habt Not Covered E

D8660  Preorthodon#� tx visit Not Covered E

D8670  Periodi� orthodont� tx visit Not Covered E

D8680  Orthodon#� reten#on Not Covered E

D8690  Orthodon#� treatment Not Covered E
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D8691  Re�air ortho a��lian�e Not Covered E

D8692  Re�la�ement retainer Not Covered E

D8693 Rebond/re�ement retainers Not Covered E

D8694 Re�air �ixed retainers Not Covered E

D8999  Orthodon#� �ro�edure Not Covered E

D9110  Tx dental �ain minor �ro� Not Covered N

D9120  Fix �ar#al denture se�#on Not Covered E

D9210  Dent anesthesia w/o surgery Not Covered E

D9211  Regional blo�k anesthesia Not Covered E

D9212  Trigeminal blo�k anesthesia Not Covered E

D9215  Lo�al anesthesia Not Covered E

D9219 Eval �or dee� sed/gen anesth Not Covered E

D9220  General anesthesia Not Covered E

D9221  General anesthesia ea ad 15m Not Covered E

D9230  Analgesia Not Covered N

D9241  Intravenous seda#on Not Covered E

D9242 Iv sedation ea ad 15 m Not Covered E

D9248  Seda#on (non-iv) Not Covered N

D9310  Dental �onsulta#on Not Covered E

D9410  Dental house �all Not Covered E

D9420 Hos�ital/as� �all Not Covered E

D9430  Offi�e visit during hours Not Covered E

D9440  Offi�e visit a�er hours Not Covered E

D9450  Case �resenta#on tx �lan Not Covered E

D9610  Dent thera�eu#� drug in2e�t Not Covered E

D9612  Thera �ar drugs 2 or > admin Not Covered E

D9630  Other drugs/medi�aments Not Covered S 0330 3.4106

D9910  Dent a��l desensi#zing med Not Covered E

D9911  A��l desensi#zing resin Not Covered E

D9920  Behavior management Not Covered E

D9930  Treatment o� �om�li�a#ons Covered N S 0330 3.4106

D9931 Clean/ins�e�t rem a��lian�e Not Covered E

D9940  Dental o��lusal guard Covered N 1 S 0330 3.4106

D9941  Fabri�a#on athle#� guard Not Covered E

D9942  Re�air/reline o��lusal guard Not Covered E

D9950  O��lusion analysis Not Covered S 0330 3.4106

D9951  Limited o��lusal ad2ustment Not Covered S 0330 3.4106

D9952  Com�lete o��lusal ad2ustment Not Covered S 0330 3.4106

D9970  Enamel mi�roabrasion Not Covered E

D9971  Odonto�lasty 1-2 teeth Not Covered E

D9972  Extrnl blea�hing �er ar�h Not Covered E

D9973  Extrnl blea�hing �er tooth Not Covered E
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D9974  Intrnl blea�hing �er tooth Not Covered E

D9975  External blea�hing home a�� Not Covered E

D9985 Sales tax Not Covered E

D9986 Iissed a��ointment Not Covered E

D9987 Can�elled a��ointment Not Covered E

D9999  Ad2un�#ve �ro�edure Not Covered E

E0100  Cane ad2ust/fixed with #� Not Covered W

E0105  Cane ad2ust/fixed quad/3 �ro Not Covered W

E0110  Crut�h �orearm �air Not Covered W

E0111  Crut�h �orearm ea�h Not Covered W

E0112  Crut�h underarm �air wood Not Covered W

E0113  Crut�h underarm ea�h wood Not Covered W

E0114  Crut�h underarm �air no wood Not Covered W

E0116  Crut�h underarm ea�h no wood Not Covered W

E0117  Underarm s�ringassist �rut�h Not Covered W

E0118  Crut�h subs#tute Not Covered E

E0130  Walker rigid ad2ust/fixed ht Not Covered W

E0135  Walker �olding ad2ust/fixed Not Covered W

E0140  Walker w trunk su��ort Not Covered W

E0141  Rigid wheeled walker ad2/fix Not Covered W

E0143  Walker �olding wheeled w/o s Not Covered W

E0144  En�losed walker w rear seat Not Covered W

E0147  Walker variable wheel resist Not Covered W

E0148  Heavyduty walker no wheels Not Covered W

E0149  Heavy duty wheeled walker Not Covered W

E0153  Forearm �rut�h �laYorm aKa Not Covered W

E0154  Walker �laYorm aKa�hment Not Covered W

E0155  Walker wheel aKa�hment,�air Not Covered W

E0156  Walker seat aKa�hment Not Covered W

E0157  Walker �rut�h aKa�hment Not Covered W

E0158  Walker leg extenders set o�4 Not Covered W

E0159  Brake �or wheeled walker Not Covered W

E0160  Sitz ty�e bath or equi�ment Not Covered W

E0161  Sitz bath/equi�ment w/�au�et Not Covered W

E0162  Sitz bath �hair Not Covered W

E0163  Commode �hair with fixed arm Not Covered W

E0165  Commode �hair with deta�harm Not Covered W

E0167  Commode �hair �ail or �an Not Covered W

E0168  Heavyduty/wide �ommode �hair Not Covered W

E0170  Commode �hair ele�tri� Covered N 1 W $154.20

E0171  Commode �hair non-ele�tri� Not Covered W

E0172  Seat li� me�hanism toilet Not Covered E
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E0175  Commode �hair �oot rest Not Covered W

E0181  Press �ad alterna#ng w/ �um Not Covered W

E0182  Re�la�e �um�, alt �ress �ad Not Covered W

E0184  Dry �ressure maKress Not Covered W

E0185  Gel �ressure maKress �ad Not Covered W

E0186  Air �ressure maKress Not Covered W

E0187  Water �ressure maKress Not Covered W

E0188  Synthe#� shee�skin �ad Not Covered W

E0189  Lambswool shee�skin �ad Not Covered W

E0190  Posi#oning �ushion Covered N 1 E Iax Fee

E0191  Prote�tor heel or elbow Not Covered W

E0193  Powered air flota#on bed Not Covered W

E0194  Air fluidized bed Not Covered W

E0196  Gel �ressure maKress Not Covered W

E0197  Air �ressure �ad �or maKres Not Covered W

E0198  Water �ressure �ad �or maKr Not Covered W

E0199  Dry �ressure �ad �or maKres Not Covered W

E0200  Heat lam� without stand Not Covered W

E0202  Photothera�y light w/ �hotom Not Covered W

E0203  Thera�eu#� lightbox tablet� Not Covered E

E0205  Heat lam� with stand Not Covered W

E0210  Ele�tri� heat �ad standard Not Covered W

E0215  Ele�tri� heat �ad moist Not Covered W

E0217  Water �ir� heat �ad w �um� Not Covered W

E0218  Water �ir� �old �ad w �um� Not Covered W

E0221  In�rared hea#ng �ad system Not Covered W

E0225  Hydro�ollator unit Not Covered W

E0231  Wound warming devi�e Not Covered E

E0232 Warming �ard �or nwt Not Covered E

E0235  Paraffin bath unit �ortable Not Covered W

E0236  Pum� �or water �ir�ula#ng � Not Covered W

E0239  Hydro�ollator unit �ortable Not Covered W

E0240  Bath/shower �hair Not Covered E

E0241  Bath tub wall rail Not Covered E

E0242  Bath tub rail floor Not Covered E

E0243  Toilet rail Not Covered E

E0244  Toilet seat raised Not Covered E

E0245  Tub stool or ben�h Not Covered E

E0246  Trans�er tub rail aKa�hment Not Covered E

E0247  Trans ben�h w/wo �omm o�en Not Covered E

E0248 Hdtrans ben�h w/wo �omm o�en Not Covered E

E0249  Pad water �ir�ula#ng heat u Not Covered W
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E0250  Hos� bed fixed ht w/ maKres Not Covered W

E0251  Hos� bed fixd ht w/o maKres Not Covered W

E0255  Hos�ital bed var ht w/ maKr Not Covered W

E0256  Hos�ital bed var ht w/o maK Not Covered W

E0260  Hos� bed semi-ele�tr w/ maK Not Covered W

E0261  Hos� bed semi-ele�tr w/o mat Not Covered W

E0265  Hos� bed total ele�tr w/ mat Not Covered W

E0266  Hos� bed total ele� w/o maK Not Covered W

E0270  Hos�ital bed ins#tu#onal t Not Covered E

E0271  IaKress inners�ring Not Covered W

E0272  IaKress �oam rubber Not Covered W

E0273  Bed board Not Covered E

E0274  Over-bed table Not Covered E

E0275  Bed �an standard Not Covered W

E0276  Bed �an �ra�ture Not Covered W

E0277  Powered �res-redu air maKrs Not Covered W

E0280  Bed �radle Not Covered W

E0290  Hos� bed �x ht w/o rails w/m Not Covered W

E0291  Hos� bed �x ht w/o rail w/o Not Covered W

E0292  Hos� bed var ht w/o rail w/o Not Covered W

E0293  Hos� bed var ht w/o rail w/ Not Covered W

E0294  Hos� bed semi-ele�t w/ maKr Not Covered W

E0295  Hos� bed semi-ele�t w/o maK Not Covered W

E0296  Hos� bed total ele�t w/ maK Not Covered W

E0297  Hos� bed total ele�t w/o mat Not Covered W

E0300  En�losed �ed �rib hos� grade Not Covered W

E0301 Hd hos� bed, 350-600 lbs Not Covered W

E0302  Ex hd hos� bed > 600 lbs Not Covered W

E0303  Hos� bed hvy dty xtra wide Not Covered W

E0304  Hos� bed xtra hvy dty x wide Not Covered W

E0305  Rails bed side hal� length Not Covered W

E0310  Rails bed side �ull length Not Covered W

E0315  Bed a��essory brd/tbl/su��rt Not Covered E

E0316  Bed sa�ety en�losure Covered N 1 W $202.72

E0325  Urinal male 2ug-ty�e Not Covered W

E0326  Urinal �emale 2ug-ty�e Not Covered W

E0328  Ped hos�ital bed, manual Not Covered W

E0329  Ped hos�ital bed semi/ele�t Not Covered W

E0350  Control unit bowel system Not Covered E

E0352  Dis�osable �a�k w/bowel syst Not Covered E

E0370  Air elevator �or heel Not Covered E

E0371  Non�ower maKress overlay Not Covered W
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E0372  Powered air maKress overlay Not Covered W

E0373  Non�owered �ressure maKress Covered N 1 W $589.58

E0424  Sta#onary �om�ressed gas 02 Not Covered W

E0425  Gas system sta#onary �om�re Not Covered E

E0430  Oxygen system gas �ortable Not Covered E

E0431  Portable gaseous 02 Not Covered W

E0433  Portable liquid oxygen sys Not Covered W

E0434  Portable liquid 02 Not Covered W

E0435  Oxygen system liquid �ortabl Not Covered E

E0439  Sta#onary liquid 02 Not Covered W

E0440  Oxygen system liquid sta#on Not Covered E

E0441 Stationary o2 �ontents, gas Not Covered W

E0442 Stationary o2 �ontents, liq Not Covered W

E0443  Portable 02 �ontents, gas Not Covered W

E0444  Portable 02 �ontents, liquid Not Covered W

E0445  Oximeter non-invasive Not Covered N

E0446 To�i�al ox deliver sys, nos Not Covered E

E0450  Vol �ontrol vent invasiv int Not Covered W

E0455  Oxygen tent ex�l �rou�/�ed t Not Covered W

E0457  Chest shell Not Covered E

E0459  Chest wra� Not Covered E

E0460  Neg �ress vent �ortabl/statn Not Covered W

E0461  Vol �ontrol vent noninv int Not Covered W

E0462  Ro�king bed w/ or w/o side r Not Covered W

E0463  Press su�� vent invasive int Not Covered W

E0464  Press su�� vent noninv int Not Covered W

E0470 Rad w/o ba�ku� non-inv int�� Not Covered W

E0471 Rad w/ba�ku� non inv intr�� Not Covered W

E0472 Rad w ba�ku� invasive intr�� Not Covered W

E0480  Per�ussor ele�t/�neum home m Not Covered W

E0481  Intr�ulmnry �er�uss vent sys Not Covered E

E0482  Cough s#mula#ng devi�e Not Covered W

E0483  Chest �om�ression gen system Not Covered W

E0484  Non-ele� os�illatory �e� dv� Not Covered W

E0485  Oral devi�e/a��lian�e �re�ab Not Covered W

E0486  Oral devi�e/a��lian�e �us�ab Not Covered W

E0487  Ele�troni� s�irometer Not Covered N

E0500  I��b all ty�es Not Covered W

E0550  Humidi� extens su��le w i��b Not Covered W

E0555  Humidifier �or use w/ regula Not Covered W

E0560  Humidifier su��lemental w/ i Not Covered W

E0561 Humidi�ier nonheated w �a� Not Covered W
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E0562 Humidi�ier heated used w �a� Not Covered W

E0565  Com�ressor air �ower sour�e Not Covered W

E0570  Nebulizer with �om�ression Not Covered W

E0572  Aerosol �om�ressor ad2ust �r Not Covered W

E0574  Ultrasoni� generator w svneb Not Covered W

E0575  Nebulizer ultrasoni� Not Covered W

E0580  Nebulizer �or use w/ regulat Covered N 1 W $128.61

E0585  Nebulizer w/ �om�ressor & he Not Covered W

E0600  Su�#on �um� �ortab hom modl Not Covered W

E0601  Cont airway �ressure devi�e Not Covered W

E0602  Ianual breast �um� Not Covered W

E0603  Ele�tri� breast �um� Not Covered N

E0604  Hos� grade ele� breast �um� Not Covered A

E0605  Va�orizer room ty�e Not Covered W

E0606  Drainage board �ostural Not Covered W

E0607  Blood glu�ose monitor home Not Covered W

E0610  Pa�emaker monitr audible/vis Not Covered W

E0615  Pa�emaker monitr digital/vis Not Covered W

E0616  Cardia� event re�order Not Covered N

E0617  Automa#� ext defibrillator Not Covered W

E0618  A�nea monitor Not Covered W

E0619  A�nea monitor w re�order Not Covered W

E0620  Ca� bld skin �ier�ing laser Not Covered W

E0621  Pa#ent li� sling or seat Not Covered W

E0625  Pa#ent li� bathroom or toi Not Covered E

E0627  Seat li� in�or� li�-�hair Not Covered W

E0628  Seat li� �or �t �urn-ele�tr Not Covered W

E0629  Seat li� �or �t �urn-non-el Not Covered W

E0630  Pa#ent li� hydrauli� Not Covered W

E0635  Pa#ent li� ele�tri� Not Covered W

E0636 Pt su��ort & �ositioning sys Not Covered W

E0637  Combina#on sit to stand sys Not Covered E

E0638  Standing �rame sys Not Covered E

E0639  Ioveable �a#ent li� system Not Covered E

E0640  Fixed �a#ent li� system Not Covered E

E0641  Iul#-�osi#on stnd �ram sys Not Covered E

E0642  Dynami� standing �rame Not Covered E

E0650  Pneuma �om�resor non-segment Not Covered W

E0651  Pneum �om�ressor segmental Not Covered W

E0652  Pneum �om�res w/�al �ressure Not Covered W

E0655  Pneuma#� a��lian�e hal� arm Covered N 1 W $77.77

E0656  Segmental �neuma#� trunk Not Covered W
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E0657  Segmental �neuma#� �hest Not Covered W

E0660  Pneuma#� a��lian�e �ull leg Not Covered W

E0665  Pneuma#� a��lian�e �ull arm Not Covered W

E0666  Pneuma#� a��lian�e hal� leg Not Covered W

E0667  Seg �neuma#� a��l �ull leg Not Covered W

E0668  Seg �neuma#� a��l �ull arm Not Covered W

E0669  Seg �neuma#� a��li hal� leg Not Covered W

E0670  Seg �neum int legs/trunk Not Covered W

E0671  Pressure �neum a��l �ull leg Not Covered W

E0672  Pressure �neum a��l �ull arm Not Covered W

E0673  Pressure �neum a��l hal� leg Not Covered W

E0675  Pneuma#� �om�ression devi�e Not Covered W

E0676 Inter limb �om�ress dev nos Not Covered W

E0691  Uvl �nl 2 sq � or less Not Covered W

E0692  Uvl sys �anel 4 � Not Covered W

E0693  Uvl sys �anel 6 � Not Covered W

E0694  Uvl md �abinet sys 6 � Not Covered W

E0700  Sa�ety equi�ment Covered N 1 E By Re�ort

E0705  Trans�er devi�e Not Covered B

E0710  Restraints any ty�e Not Covered E

E0720  Tens two lead Not Covered W

E0730  Tens �our lead Not Covered W

E0731  Condu�#ve garment �or tens/ Not Covered W

E0740  In�on#nen�e treatment systm Covered N 2 W $501.69

E0744  Neuromus�ular s#m �or s�oli Not Covered W

E0745  Neuromus�ular s#m �or sho�k Not Covered W

E0746  Ele�tromyogra�h bio�eedba�k Not Covered N

E0747  Ele� osteogen s#m not s�ine Not Covered W

E0748  Ele� osteogen s#m s�inal Not Covered W

E0749  Ele� osteogen s#m im�lanted Not Covered N

E0755  Ele�troni� salivary reflex s Not Covered E

E0760  Osteogen ultrasound s#mltor Not Covered W

E0761  Nontherm ele�tromgnt� devi�e Not Covered E

E0762  Trans ele� 2t s#m dev sys Not Covered B

E0764  Fun�#onal neuromus�ulars#m Not Covered W

E0765  Nerve s#mulator �or tx n&v Not Covered W

E0766 Ele� stim �an�er treatment Not Covered W

E0769  Ele�tri� wound treatment dev Not Covered B

E0770 Fun�tional ele�tri� stim nos Covered N 1 W By Re�ort

E0776  Iv �ole Not Covered W

E0779  Amb in�usion �um� me�hani�al Not Covered W

E0780  Ie�h amb in�usion �um� <8hrs Not Covered W
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E0781  External ambulatory in�us �u Not Covered W

E0782  Non-�rogramble in�usion �um� Not Covered N

E0783  Programmable in�usion �um� Not Covered N

E0784  Ext amb in�usn �um� insulin Not Covered W

E0785  Re�la�ement im�l �um� �athet Not Covered N

E0786  Im�lantable �um� re�la�ement Not Covered N

E0791  Parenteral in�usion �um� sta Not Covered W

E0830  Ambulatory tra�#on devi�e Not Covered N

E0840  Tra�t �rame aKa�h headboard Not Covered W

E0849  Cervi�al �neum tra� equi� Covered N 1 W $494.44

E0850  Tra�#on stand �ree standing Not Covered W

E0855  Cervi�al tra�#on equi�ment Not Covered W

E0856 Cervi� �ollar w air bladders Not Covered W

E0860  Tra�t equi� �ervi�al tra�t Not Covered W

E0870  Tra�t �rame aKa�h �ootboard Not Covered W

E0880  Tra� stand �ree stand extrem Not Covered W

E0890  Tra�#on �rame aKa�h �elvi� Not Covered W

E0900  Tra� stand �ree stand �elvi� Not Covered W

E0910  Tra�eze bar aKa�hed to bed Not Covered W

E0911 Hd tra�eze bar atta�h to bed Not Covered W

E0912 Hd tra�eze bar �ree standing Not Covered W

E0920  Fra�ture �rame aKa�hed to b Not Covered W

E0930  Fra�ture �rame �ree standing Not Covered W

E0935  Cont �as mo#on exer�ise dev Not Covered W

E0936 C�m devi�e, other than knee Not Covered E

E0940  Tra�eze bar �ree standing Not Covered W

E0941  Gravity assisted tra�#on de Not Covered W

E0942  Cervi�al head harness/halter Not Covered W

E0944  Pelvi� belt/harness/boot Not Covered W

E0945  Belt/harness extremity Not Covered W

E0946  Fra�ture �rame dual w �ross Not Covered W

E0947  Fra�ture �rame aKa�hmnts �e Not Covered W

E0948  Fra�ture �rame aKa�hmnts �e Not Covered W

E0950  Tray Not Covered W

E0951  Loo� heel Not Covered W

E0952  Toe loo�/holder, ea�h Not Covered W

E0955  Cushioned headrest Not Covered W

E0956  W/� lateral trunk/hi� su��or Not Covered W

E0957  W/� medial thigh su��ort Not Covered W

E0958  Whl�hr aK- �onv 1 arm drive Not Covered W

E0959  Am�utee ada�ter Not Covered B

E0960  W/� shoulder harness/stra�s Not Covered W
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E0961  Wheel�hair brake extension Not Covered B

E0966  Wheel�hair head rest extensi Not Covered B

E0967  Ianual w� hand rim w �ro2e�t Not Covered W

E0968  Wheel�hair �ommode seat Not Covered W

E0969  Wheel�hair narrowing devi�e Not Covered W

E0970  Wheel�hair no. 2 �oot�lates Not Covered E

E0971  Wheel�hair an#-#��ing devi Not Covered B

E0973 W/�h a��ess det ad2 armrest Not Covered B

E0974 W/�h a��ess anti-rollba�k Not Covered B

E0978 W/� a��,sa� belt �elv stra� Not Covered B

E0980  Wheel�hair sa�ety vest Not Covered W

E0981  Seat u�holstery, re�la�ement Not Covered W

E0982  Ba�k u�holstery, re�la�ement Not Covered W

E0983  Add �wr 2oys#�k Not Covered W

E0984  Add �wr #ller Not Covered W

E0985  W/� seat li� me�hanism Not Covered W

E0986 Ian w/� �ush-rim �owr system Not Covered W

E0988  Lever-a�#vated wheel drive Covered N 1 W $308.51

E0990  Wheel�hair eleva#ng leg res Not Covered B

E0992  Wheel�hair solid seat insert Not Covered B

E0994  Wheel�hair arm rest Not Covered W

E0995  Wheel�hair �al� rest Not Covered B

E1002  Pwr seat #lt Not Covered W

E1003  Pwr seat re�line Not Covered W

E1004  Pwr seat re�line me�h Not Covered W

E1005  Pwr seat re�line �wr Not Covered W

E1006  Pwr seat �ombo w/o shear Not Covered W

E1007  Pwr seat �ombo w/shear Not Covered W

E1008  Pwr seat �ombo �wr shear Not Covered W

E1009  Add me�h leg eleva#on Not Covered W

E1010  Add �wr leg eleva#on Not Covered W

E1011  Ped w� modi�y width ad2ustm Not Covered W

E1014  Re�lining ba�k add �ed w/� Covered N 1 W $350.35

E1015  Sho�k absorber �or man w/� Not Covered W

E1016  Sho�k absorber �or �ower w/� Not Covered W

E1017 Hd sh�k absrbr �or hd man w� Not Covered W

E1018 Hd sh�k absrber �or hd �oww� Not Covered W

E1020  Residual limb su��ort system Not Covered W

E1028  W/� manual swingaway Not Covered W

E1029  W/� vent tray fixed Not Covered W

E1030  W/� vent tray gimbaled Not Covered W

E1031  Rollabout �hair with �asters Not Covered W
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E1035  Pa#ent trans�er system <300 Covered N 1 W By Re�ort

E1036  Pa#ent trans�er system >300 Not Covered W

E1037  Trans�ort �hair, �ed size Not Covered W

E1038  Trans�ort �hair �t wt<=300lb Not Covered W

E1039  Trans�ort �hair �t wt >300lb Covered N 1 W $32.81

E1050  Whel�hr �xd �ull length arms Not Covered W

E1060  Wheel�hair deta�hable arms Not Covered W

E1070  Wheel�hair deta�hable �oot r Not Covered W

E1083  Hemi-wheel�hair fixed arms Not Covered W

E1084  Hemi-wheel�hair deta�hable a Not Covered W

E1085  Hemi-wheel�hair fixed arms Not Covered E

E1086  Hemi-wheel�hair deta�hable a Not Covered E

E1087  Wheel�hair lightwt fixed arm Not Covered W

E1088  Wheel�hair lightweight det a Not Covered W

E1089  Wheel�hair lightwt fixed arm Not Covered E

E1090  Wheel�hair lightweight det a Not Covered E

E1092  Wheel�hair wide w/ leg rests Not Covered W

E1093  Wheel�hair wide w/ �oot rest Not Covered W

E1100  Wh�hr s-re�l �xd arm leg res Not Covered W

E1110  Wheel�hair semi-re�l deta�h Covered N 1 W $97.54

E1130  Whl�hr stand �xd arm � rest Not Covered E

E1140  Wheel�hair standard deta�h a Not Covered E

E1150  Wheel�hair standard w/ leg r Not Covered W

E1160  Wheel�hair fixed arms Not Covered W

E1161  Ianual adult w� w #l#ns�a� Not Covered W

E1170  Whl�hr am�u �xd arm leg rest Not Covered W

E1171  Wheel�hair am�utee w/o leg r Not Covered W

E1172  Wheel�hair am�utee deta�h ar Not Covered W

E1180  Wheel�hair am�utee w/ �oot r Not Covered W

E1190  Wheel�hair am�utee w/ leg re Not Covered W

E1195  Wheel�hair am�utee heavy dut Not Covered W

E1200  Wheel�hair am�utee fixed arm Not Covered W

E1220  Whl�hr s�e�ial size/�onstr� Not Covered W

E1221  Wheel�hair s�e� size w �oot Not Covered W

E1222  Wheel�hair s�e� size w/ leg Not Covered W

E1223  Wheel�hair s�e� size w �oot Not Covered W

E1224  Wheel�hair s�e� size w/ leg Not Covered W

E1225  Ianual semi-re�lining ba�k Not Covered W

E1226  Ianual �ully re�lining ba�k Not Covered B

E1227  Wheel�hair s�e� sz s�e� ht a Not Covered W

E1228  Wheel�hair s�e� sz s�e� ht b Not Covered W

E1229 Pediatri� wheel�hair nos Covered N 1 W By Re�ort
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E1230  Power o�erated vehi�le Not Covered W

E1231  Rigid �ed w/� #lt-in-s�a�e Not Covered W

E1232  Folding �ed w� #lt-in-s�a�e Not Covered W

E1233  Rig �ed w� tltns�� w/o seat Not Covered W

E1234  Fld �ed w� tltns�� w/o seat Not Covered W

E1235  Rigid �ed w� ad2ustable Not Covered W

E1236  Folding �ed w� ad2ustable Not Covered W

E1237  Rgd �ed w� ad2stabl w/o seat Not Covered W

E1238  Fld �ed w� ad2stabl w/o seat Not Covered W

E1239 Ped �ower wheel�hair nos Not Covered W

E1240  Wh�hr litwt det arm leg rest Not Covered W

E1250  Wheel�hair lightwt fixed arm Not Covered E

E1260  Wheel�hair lightwt �oot rest Not Covered E

E1270  Wheel�hair lightweight leg r Not Covered W

E1280  Wh�hr h-duty det arm leg res Not Covered W

E1285  Wheel�hair heavy duty fixed Not Covered E

E1290  Wheel�hair hvy duty deta�h a Not Covered E

E1295  Wheel�hair heavy duty fixed Not Covered W

E1296  Wheel�hair s�e�ial seat heig Not Covered W

E1297  Wheel�hair s�e�ial seat de�t Not Covered W

E1298  Wheel�hair s�e� seat de�th/w Not Covered W

E1300  Whirl�ool �ortable Not Covered E

E1310  Whirl�ool non-�ortable Not Covered W

E1352  O2 flow reg �os ins�ir �ress Not Covered W

E1353  Oxygen su��lies regulator Not Covered W

E1354  Wheeled �art, �ort �yl/�on� Not Covered W

E1355  Oxygen su��lies stand/ra�k Not Covered W

E1356  BaK �a�k/�art, �ort �on� Not Covered W

E1357  BaKery �harger, �ort �on� Not Covered W

E1358 D� �ower ada�ter, �ort �on� Not Covered W

E1372  Oxy su��l heater �or nebuliz Not Covered W

E1390  Oxygen �on�entrator Not Covered W

E1391  Oxygen �on�entrator, dual Not Covered W

E1392  Portable oxygen �on�entrator Not Covered W

E1399  Durable medi�al equi�ment mi Not Covered W

E1405  O2/water va�or enri�h w/heat Not Covered W

E1406  O2/water va�or enri�h w/o he Not Covered W

E1500  Centri�uge Covered N 1 A By Re�ort

E1510  Kidney dialysate delivry sys Covered N 1 A By Re�ort

E1520  He�arin in�usion �um� Not Covered A

E1530  Re�la�ement air bubble dete� Not Covered A

E1540  Re�la�ement �ressure alarm Not Covered A
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E1550  Bath �ondu�#vity meter Not Covered A

E1560  Re�la�e blood leak dete�tor Not Covered A

E1570  Ad2ustable �hair �or esrd �t Not Covered A

E1575  Transdu�er �rote�t/fld bar Not Covered A

E1580  Uni�un�ture �ontrol system Not Covered A

E1590  Hemodialysis ma�hine Not Covered A

E1592  Auto interm �eritoneal dialy Not Covered A

E1594  Cy�ler dialysis ma�hine Not Covered A

E1600  Deli/install �hrg hemo equi� Not Covered A

E1610  Reverse osmosis h2o �uri sys Not Covered A

E1615 Deionizer h2o �uri system Not Covered A

E1620  Re�la�ement blood �um� Not Covered A

E1625  Water so�ening system Not Covered A

E1630  Re�i�ro�a#ng �eritoneal dia Covered N 1 A By Re�ort

E1632  Wearable ar#fi�ial kidney Not Covered A

E1634  Peritoneal dialysis �lam� Not Covered B

E1635  Com�a�t travel hemodialyzer Not Covered A

E1636  Sorbent �artridges �er 10 Not Covered A

E1637  Hemostats �or dialysis, ea�h Covered N A By Re�ort

E1639  Dialysis s�ale Covered N 1 A By Re�ort

E1699  Dialysis equi�ment no� Not Covered A

E1700  Jaw mo#on rehab system Not Covered W

E1701  Re�l �ushions �or 2aw mo#on Not Covered W

E1702  Re�l measr s�ales 2aw mo#on Not Covered W

E1800  Ad2ust elbow ext/flex devi�e Not Covered W

E1801 S�s elbow devi�e Not Covered W

E1802  Ad2st �orearm �ro/su� devi�e Not Covered W

E1805  Ad2ust wrist ext/flex devi�e Not Covered W

E1806 S�s wrist devi�e Not Covered W

E1810  Ad2ust knee ext/flex devi�e Not Covered W

E1811 S�s knee devi�e Not Covered W

E1812  Knee ext/flex w a�t res �trl Not Covered W

E1815  Ad2ust ankle ext/flex devi�e Not Covered W

E1816 S�s ankle devi�e Not Covered W

E1818 S�s �orearm devi�e Not Covered W

E1820  So� inter�a�e material Not Covered W

E1821 Re�la�ement inter�a�e s�sd Not Covered W

E1825  Ad2ust finger ext/flex dev� Not Covered W

E1830  Ad2ust toe ext/flex devi�e Not Covered W

E1831  Sta#� str toe dev ext/flex Not Covered W

E1840  Ad2 shoulder ext/flex devi�e Not Covered W

E1841  Sta#� str shldr dev rom ad2 Not Covered W
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E1902 Aa� non-ele�troni� board Not Covered W

E2000  Gastri� su�#on �um� hme mdl Not Covered W

E2100  Bld glu�ose monitor w voi�e Covered N 1 W $617.14

E2101  Bld glu�ose monitor w lan�e Not Covered W

E2120  Pulse gen sys tx endolym� fl Not Covered W

E2201  Ian w/�h a�� seat w>=20"<24" Not Covered W

E2202  Seat width 24-27 in Not Covered W

E2203  Frame de�th less than 22 in Not Covered W

E2204  Frame de�th 22 to 25 in Not Covered W

E2205  Ianual w� a��essory, handrim Covered N 1 W $30.80

E2206  Com�lete wheel lo�k assembly Covered N 2 W $38.39

E2207  Crut�h and �ane holder Not Covered W

E2208  Cylinder tank �arrier Not Covered W

E2209  Arm trough ea�h Not Covered W

E2210  Wheel�hair bearings Not Covered W

E2211  Pneuma#� �ro�ulsion #re Not Covered W

E2212  Pneuma#� �ro� #re tube Not Covered W

E2213  Pneuma#� �ro� #re insert Not Covered W

E2214  Pneuma#� �aster #re ea�h Not Covered W

E2215  Pneuma#� �aster #re tube Not Covered W

E2216  Foam filled �ro�ulsion #re Not Covered W

E2217  Foam filled �aster #re ea�h Not Covered W

E2218  Foam �ro�ulsion #re ea�h Not Covered W

E2219  Foam �aster #re any size ea Not Covered W

E2220  Solid �ro�ulsion #re ea�h Not Covered W

E2221  Solid �aster #re ea�h Not Covered W

E2222  Solid �aster integrated whl Not Covered W

E2224  Pro�ulsion whl ex�ludes #re Not Covered W

E2225  Caster wheel ex�ludes #re Not Covered W

E2226  Caster �ork re�la�ement only Not Covered W

E2227  Gear redu�#on drive wheel Not Covered W

E2228  Iw� a��, wheel�hair brake Not Covered W

E2230  Ianual standing system Covered N 1 W By Re�ort

E2231  Solid seat su��ort base Covered N 1 W $154.82

E2291  Planar ba�k �or �ed size w� Covered N 1 W By Re�ort

E2292  Planar seat �or �ed size w� Covered N 1 W By Re�ort

E2293  Contour ba�k �or �ed size w� Covered N 1 W By Re�ort

E2294  Contour seat �or �ed size w� Covered N 1 W By Re�ort

E2295  Ped dynami� sea#ng �rame Covered N 1 W By Re�ort

E2300  Pwr seat eleva#on sys Not Covered W

E2301  Pwr standing Not Covered W

E2310  Ele�tro �onne�t btw �ontrol Not Covered W
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E2311  Ele�tro �onne�t btw 2 sys Not Covered W

E2312  Iini-�ro� remote 2oys#�k Not Covered W

E2313 Pw� harness, ex�and �ontrol Not Covered W

E2321  Hand inter�a�e 2oys#�k Not Covered W

E2322  Iult me�h swit�hes Not Covered W

E2323  S�e�ial 2oys#�k handle Not Covered W

E2324  Chin �u� inter�a�e Not Covered W

E2325  Si� and �uff inter�a�e Not Covered W

E2326  Breath tube kit Not Covered W

E2327  Head �ontrol inter�a�e me�h Not Covered W

E2328  Head/extremity �ontrol inter Not Covered W

E2329  Head �ontrol non�ro�or#onal Not Covered W

E2330  Head �ontrol �roximity swit� Not Covered W

E2331  AKendant �ontrol Not Covered W

E2340  W/� wdth 20-23 in seat �rame Not Covered W

E2341  W/� wdth 24-27 in seat �rame Not Covered W

E2342  W/� d�th 20-21 in seat �rame Not Covered W

E2343  W/� d�th 22-25 in seat �rame Not Covered W

E2351 Ele�troni� sgd inter�a�e Not Covered W

E2358  Gr 34 nonsealed leada�id Covered N 3 W By Re�ort

E2359  Gr34 sealed leada�id baKery Covered N 3 W $179.46

E2360  22n� nonsealed leada�id Not Covered W

E2361  22n� sealed leada�id baKery Not Covered W

E2362  Gr24 nonsealed leada�id Not Covered W

E2363  Gr24 sealed leada�id baKery Not Covered W

E2364  U1nonsealed leada�id baKery Not Covered W

E2365  U1 sealed leada�id baKery Not Covered W

E2366  BaKery �harger, single mode Not Covered W

E2367  BaKery �harger, dual mode Not Covered W

E2368  Pwr w� drivewheel motor re�l Covered N 2 W $495.64

E2369  Pwr w� drivewheel gear re�l Covered N 2 W $431.71

E2370  Pwr w� dr wh motor/gear �omb Covered N 2 W $770.32

E2371  Gr27 sealed leada�id baKery Not Covered W

E2372  Gr27 non-sealed leada�id Not Covered W

E2373  Hand/�hin �trl s�e� 2oys#�k Not Covered W

E2374  Hand/�hin �trl std 2oys#�k Not Covered W

E2375  Non-ex�andable �ontroller Not Covered W

E2376  Ex�andable �ontroller, re�l Not Covered W

E2377  Ex�andable �ontroller, initl Not Covered W

E2378  Pw a�tuator re�la�ement Not Covered W

E2381  Pneum drive wheel #re Not Covered W

E2382  Tube, �neum wheel drive #re Not Covered W
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E2383  Insert, �neum wheel drive Not Covered W

E2384  Pneuma#� �aster #re Not Covered W

E2385  Tube, �neuma#� �aster #re Not Covered W

E2386  Foam filled drive wheel #re Not Covered W

E2387  Foam filled �aster #re Not Covered W

E2388  Foam drive wheel #re Not Covered W

E2389  Foam �aster #re Not Covered W

E2390  Solid drive wheel #re Not Covered W

E2391  Solid �aster #re Not Covered W

E2392  Solid �aster #re, integrate Not Covered W

E2394  Drive wheel ex�ludes #re Not Covered W

E2395  Caster wheel ex�ludes #re Not Covered W

E2396  Caster �ork Not Covered W

E2397  Pw� a��, lith-based baKery Not Covered W

E2402  Neg �ress wound thera�y �um� Not Covered W

E2500 Sgd digitized �re-re� <=8min Not Covered W

E2502 Sgd �rere� msg >8min <=20min Not Covered W

E2504 Sgd �rere� msg>20min <=40min Not Covered W

E2506 Sgd �rere� msg > 40 min Not Covered W

E2508 Sgd s�elling �hys �onta�t Not Covered W

E2510 Sgd w multi methods msg/a��s Not Covered W

E2511 Sgd s�twre �rgrm �or ��/�da Not Covered W

E2512 Sgd a��essory, mounting sys Not Covered W

E2599 Sgd a��essory no� Not Covered W

E2601  Gen w/� �ushion wdth < 22 in Covered N 1 W $58.68

E2602  Gen w/� �ushion wdth >=22 in Covered N 1 W $114.56

E2603  Skin �rote�t w� �us wd <22in Covered N 1 W $145.45

E2604  Skin �rote�t w� �us wd>=22in Covered N 1 W $180.78

E2605  Posi#on w� �ush wdth <22 in Covered N 1 W $258.27

E2606  Posi#on w� �ush wdth>=22 in Covered N 1 W $402.91

E2607  Skin �ro/�os w� �us wd <22in Covered N 1 W $278.10

E2608  Skin �ro/�os w� �us wd>=22in Covered N 1 W $333.99

E2609  Custom �abri�ate w/� �ushion Covered N 1 W $796.78

E2610  Powered w/� �ushion Not Covered B

E2611  Gen use ba�k �ush wdth <22in Covered N 1 W $299.70

E2612  Gen use ba�k �ush wdth>=22in Covered N 1 W $405.42

E2613  Posi#on ba�k �ush wd <22in Covered N 1 W $377.12

E2614  Posi#on ba�k �ush wd>=22in Covered N 1 W $521.89

E2615  Pos ba�k �ost/lat wdth <22in Covered N 1 W $434.00

E2616  Pos ba�k �ost/lat wdth>=22in Not Covered W

E2617  Custom �ab w/� ba�k �ushion Covered N 1 W $789.58

E2619  Re�la�e �over w/� seat �ush Not Covered W
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E2620 W� �lanar ba�k �ush wd <22in Not Covered W

E2621 W� �lanar ba�k �ush wd>=22in Not Covered W

E2622  Ad2 skin �ro w/� �us wd<22in Covered N 1 W $287.54

E2623  Ad2 skin �ro w� �us wd>=22in Covered N 1 W $365.88

E2624  Ad2 skin �ro/�os �us<22in Covered N 1 W $289.90

E2625  Ad2 skin �ro/�os w� �us>=22 Covered N 1 W $366.99

E2626  Seo mobile arm su� aK to w� Covered N 1 W $640.14

E2627  Arm su�� aK to w� ran�ho ty Covered N 1 W $1,021.46

E2628  Iobile arm su��orts re�linin Covered N 1 W $769.50

E2629  Fri�#on dam�ening arm su�� Covered N 1 W $950.82

E2630  Ionosus�ension arm/hand su�� Covered N 1 W $680.97

E2631  Elevat �roximal arm su��ort Covered N 1 W $272.39

E2632  Offset/lat ro�ker arm w/ela Covered N 1 W $160.70

E2633  Iobile arm su��ort su�inator Covered N 1 W $146.92

E8000  Posterior gait trainer Not Covered E

E8001  U�right gait trainer Not Covered E

E8002  Anterior gait trainer Not Covered E

G0008  Admin influenza virus va� Covered N 1 S 0436 0.4393

G0009  Admin �neumo�o��al va��ine Covered N 12 S 0437 0.7218

G0010  Admin he�a##s b va��ine Not Covered S 0437 0.7218

G0027  Semen analysis Not Covered N

G0101 Ca s�reen;�elvi�/breast exam Covered N 1 V 0631 0.7242

G0102  Prostate �a s�reening; dre Covered N 1 N

G0103 Psa s�reening Not Covered N

G0104 Ca s�reen;�lexi sigmoids�o�e Covered N 1 S 0159 6.3219

G0105  Colore�tal s�rn; hi risk ind Covered N 1 T 0158 8.8312

G0106 Colon �a s�reen;barium enema Not Covered S 0157 4.6315

G0108 Diab manage trn  �er indiv Not Covered A

G0109  Diab manage trn ind/grou� Not Covered A

G0117  Glau�oma s�rn hgh risk dire� Not Covered S 0230 0.7019

G0118  Glau�oma s�rn hgh risk dire� Not Covered S 0230 0.7019

G0120  Colon �a s�rn; barium enema Not Covered S 0157 4.6315

G0121  Colon �a s�rn not hi rsk ind Covered N 1 T 0158 8.8312

G0122  Colon �a s�rn; barium enema Not Covered E

G0123  S�reen �erv/vag thin layer Not Covered N

G0124 S�reen �/v thin layer by md Not Covered B

G0127  Trim nail(s) Not Covered Q1 0340 0.7061

G0128 Cor� skilled nursing servi�e Not Covered B

G0129  Par#al hos� �rog servi�e Covered N 3 P Billed Charges

G0130  Single energy x-ray study Not Covered S 0260 0.8004

G0141  S�r �/v �yto,autosys and md Not Covered B

G0143  S�r �/v �yto,thinlayer,res�r Not Covered N
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G0144  S�r �/v �yto,thinlayer,res�r Not Covered N

G0145  S�r �/v �yto,thinlayer,res�r Not Covered N

G0147  S�r �/v �yto, automated sys Not Covered N

G0148  S�r �/v �yto, autosys, res�r Not Covered N

G0151 Hh��-serv o� �t,ea 15 min Not Covered B

G0152 Hh��-serv o� ot,ea 15 min Not Covered B

G0153 Hh��-svs o� s/l �ath,ea 15mn Not Covered B

G0154 Hh��-svs o� rn,ea 15 min Not Covered B

G0155 Hh��-svs o� �sw,ea 15 min Not Covered B

G0156 Hh��-svs o� aide,ea 15 min Not Covered B

G0157 Hh� �t assistant ea 15 Not Covered B

G0158 Hh� ot assistant ea 15 Not Covered B

G0159 Hh� �t maint ea 15 min Not Covered B

G0160 Hh� o��u� thera�y ea 15 Not Covered B

G0161 Hh� sl� ea 15 min Not Covered B

G0162 Hh� rn e&m �lan svs, 15 min Not Covered B

G0163 Hh� l�n/rn obs/asses ea 15 Not Covered B

G0164 Hh� lis nurse train ea 15 Not Covered B

G0166  Extrnl �ounter�ulse, �er tx Not Covered Q1 0420 1.7762

G0168  Wound �losure by adhesive Not Covered B

G0175 O��s servi�e,s�hed team �on� Not Covered V 0633 5.2168

G0176 O��s/�h�;a�tivity thera�y Not Covered P

G0177 O��s/�h�; train & edu� serv Not Covered N

G0179 Id re�erti�i�ation hha �t Not Covered I

G0180 Id �erti�i�ation hha �atient Not Covered I

G0181  Home health �are su�ervision Not Covered I

G0182  Hos�i�e �are su�ervision Not Covered I

G0186  Dstry eye lesn,�dr vssl te�h Not Covered T 0247 5.9810

G0202  S�reeningmammogra�hydigital Covered N 1 A $78.80

G0204  Diagnos#�mammogra�hydigital Covered N 1 A $86.25

G0206  Diagnos#�mammogra�hydigital Covered N 1 A $68.79

G0219 Pet img wholbod melano non�o Not Covered E

G0235 Pet not otherwise s�e�i�ied Not Covered E

G0237  Thera�eu#� �ro�d strg endur Not Covered Q1 0340 0.7061

G0238  Oth res� �ro�, indiv Not Covered Q1 0340 0.7061

G0239  Oth res� �ro�, grou� Covered N 1 Q1 0450 0.3942

G0245  Ini#al �oot exam �t lo�s Not Covered V 0632 1.4327

G0246  Followu� eval o� �oot �t lo� Not Covered V 0632 1.4327

G0247  Rou#ne �oot�are �t w lo�s Not Covered Q1 0012 1.3279

G0248  Demonstrate use home inr mon Not Covered V 0632 1.4327

G0249 Provide inr test mater/equi� Not Covered V 0632 1.4327

G0250 Id inr test revie inter mgmt Not Covered I
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G0252 Pet imaging initial dx Not Covered E

G0255  Current �er�e� threshold tst Not Covered E

G0257 Uns�hed dialysis esrd �t hos Not Covered S 0170 8.2721

G0259  In2e�t �or sa�roilia� 2oint Not Covered N

G0260  In2 �or sa�roilia� 2t anesth Covered N 1 T 0207 9.0607

G0268  Removal o� im�a�ted wax md Covered N 1 N

G0269  O��lusive devi�e in vein art Not Covered N

G0270 Int subs tx �or �hange dx Not Covered A

G0271 Grou� mnt 2 or more 30 mins Not Covered A

G0276 Pild/�la�ebo �ontrol �lin tr Not Covered T 0208 55.4537

G0277 Hbot, �ull body �hamber, 30m Covered N 4 S 0659 1.4734

G0278  Ilia� art angio,�ardia� �ath Not Covered N

G0279 Tomosynthesis, mammo s�reen Not Covered A

G0281  Ele� s#m unaKend �or �ress Covered N 1 A $12.05

G0282  Ele�t s#m wound �are not �d Not Covered E

G0283  Ele� s#m other than wound Covered N 1 A $12.05

G0288 Re�on, �ta �or surg �lan Covered N 1 N

G0289  Arthro, loose body + �hondro Covered N 1 N

G0293  Non-�ov surg �ro�,�lin trial Not Covered Q1 0340 0.7061

G0294  Non-�ov �ro�, �lini�al trial Not Covered Q1 0340 0.7061

G0295  Ele�tromagne#� thera�y on� Not Covered E

G0302 Pre-o� servi�e lvrs �om�lete Not Covered S 0209 3.1121

G0303 Pre-o� servi�e lvrs 10-15dos Not Covered S 0209 3.1121

G0304 Pre-o� servi�e lvrs 1-9 dos Not Covered S 0213 2.3813

G0305 Post o� servi�e lvrs min 6 Not Covered S 0213 2.3813

G0306 Cb�/di��wb� w/o �latelet Not Covered N

G0307 Cb� without �latelet Not Covered N

G0328  Fe�al blood s�rn immunoassay Not Covered N

G0329  Ele�tromagn#� tx �or ul�ers Not Covered A

G0333  Dis�ense �ee ini#al 30 day Not Covered I

G0337  Hos�i�e evalua#on �reele�# Not Covered B

G0339  Robot lin-radsurg �om, first Not Covered B

G0340  Robt lin-radsurg �ra�tx 2-5 Not Covered B

G0341  Per�utaneous islet �elltrans Not Covered C

G0342  La�aros�o�y islet �ell trans Not Covered C

G0343  La�arotomy islet �ell trans� Not Covered C

G0364  Bone marrow as�irate &bio�sy Covered N 1 N

G0365  Vessel ma��ing hemo a��ess Not Covered S 0267 2.5565

G0372 Id servi�e required �or �md Not Covered I

G0378  Hos�ital observa#on �er hr Covered N 48 N

G0379  Dire�t re�er hos�ital observ Covered N 1 Q3 0633 5.2168

G0380 Lev 1 hos� ty�e b ed visit Covered N 1 V 0626 0.8456
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G0381 Lev 2 hos� ty�e b ed visit Covered N 1 V 0627 0.9372

G0382 Lev 3 hos� ty�e b ed visit Covered N 1 V 0628 1.5231

G0383 Lev 4 hos� ty�e b ed visit Covered N 1 V 0629 2.6827

G0384 Lev 5 hos� ty�e b ed visit Covered N 1 Q3 0630 4.1037

G0389 Ultrasound exam aaa s�reen Covered N 1 S 0265 1.2362

G0390 Trauma res�ons w/hos� �riti Covered N 1 S 0618 11.9898

G0396  Al�ohol/subs interv 15-30mn Not Covered S 0432 0.6773

G0397  Al�ohol/subs interv >30 min Not Covered S 0322 1.2065

G0398 Home slee� test/ty�e 2 �orta Not Covered S 0213 2.3813

G0399 Home slee� test/ty�e 3 �orta Not Covered S 0213 2.3813

G0400 Home slee� test/ty�e 4 �orta Not Covered S 0213 2.3813

G0402  Ini#al �reven#ve exam Not Covered V 0632 1.4327

G0403 Ekg �or initial �revent exam Not Covered I

G0404 Ekg tra�ing �or initial �rev Not Covered S 0450 0.3942

G0405 Ekg inter�ret & re�ort �reve Not Covered B

G0406  In�t/tele �ollow u� 15 Not Covered B

G0407  In�t/tele �ollow u� 25 Not Covered B

G0408  In�t/tele �ollow u� 35 Not Covered B

G0409 Cor� related serv 15 mins ea Not Covered B

G0410  Gr� �sy�h �ar#al hos� 45-50 Not Covered P

G0411  Inter a�#ve gr� �sy�h �ar# Not Covered P

G0412  O�en tx ilia� s�ine uni/bil Covered N 1 C $593.38

G0413  Pelvi� ring �ra�ture uni/bil Covered N 1 T 0050 35.0819

G0414  Pelvi� ring �x treat int fix Covered N 1 C $823.61

G0415  O�en tx �ost �elvi� �x�ture Covered N 1 C $1,128.37

G0416 Prostate bio�sy any meth  Covered N 1 S 0661 3.9671

G0420 Ed sv� �kd ind �er session Not Covered A

G0421 Ed sv� �kd gr� �er session Not Covered A

G0422  Intens �ardia� rehab w/exer� Covered N 1 S 0095 1.3927

G0423  Intens �ardia� rehab no exer Covered N 1 S 0095 1.3927

G0424  Pulmonary rehab w exer Covered N 2 Q1 0340 0.7061

G0425 In�t/ed tele�onsult30 Not Covered B

G0426 In�t/ed tele�onsult50 Not Covered B

G0427 In�t/ed tele�onsult70 Not Covered B

G0428 Collagen menis�us im�lant Covered N 1 E By Re�ort

G0429  Dermal filler in2e�#on(s) Not Covered B

G0431  Drug s�reen mul#�le �lass Covered N 1 N

G0432 Eia hiv-1/hiv-2 s�reen Covered N 1 N

G0433 Elisa hiv-1/hiv-2 s�reen Covered N 1 N

G0434  Drug s�reen mul# drug �lass Covered N 1 N

G0435 Oral hiv-1/hiv-2 s�reen Covered N 1 N

G0436  Toba��o-use �ounsel 3-10 min Not Covered S 0031 0.3508
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G0437  Toba��o-use �ounsel>10min Not Covered S 0432 0.6773

G0438 P��s, initial visit Covered N 1 A $147.63

G0439 P��s, subseq visit Covered N 1 A $98.96

G0442  Annual al�ohol s�reen 15 min Covered N 6 S 0432 0.6773

G0443  Brie� al�ohol misuse �ounsel Covered N 5 S 0432 0.6773

G0444  De�ression s�reen annual Covered N 6 S 0031 0.3508

G0445 High inten beh �ouns std 30m Covered N 3 S 0031 0.3508

G0446  Intens behave ther �ardio dx Covered N 6 S 0031 0.3508

G0447  Behavior �ounsel obesity 15m Covered N 5 S 0432 0.6773

G0448  Pla�e �erm �a�ing �ardiovert Not Covered B

G0451  Devlo�ment test inter�t&re� Covered N 1 Q3 0432 0.6773

G0452  Iole�ular �athology inter�r Not Covered B

G0453  Cont intrao� neuro monitor Covered N 4 N

G0454 Id do�ument visit by n�� Not Covered B

G0455  Fe�al mi�robiota �re� ins#l Not Covered Q1 0420 1.7762

G0458 Ldr �rostate bra�hy �om� rat Not Covered B

G0459  Telehealth in�t �harm mgmt Not Covered B

G0460 Autologous �r� �or ul�ers Not Covered T 0327 5.7989

G0463  Hos�ital out�t �lini� visit Covered N 1 Q3 0634 1.2977

G0464 Colore� CA s�r, sto bas DNA Covered N N

G0466 Fqh� visit new �atient Not Covered A

G0467 Fqh� visit, estab �t Not Covered A

G0468 Fqh� visit, i��e or awv Not Covered A

G0469 Fqh� visit, mh new �t Not Covered A

G0470 Fqh� visit, mh estab �t Not Covered A

G0471 Ven blood �oll sn�/hha Covered N A $4.80

G0472 He� � s�reen high risk/other Covered N 1 N

G0473 Grou� behave �ouns 2-10 Covered N 1 S 0432 0.6773

G0913  Im�rove visual �un�t Not Covered I

G0914  Survey not �om�lete Not Covered I

G0915  No im�rove visual �un�t Not Covered I

G0916  Sa#s�y with �are Not Covered I

G0917  Sa#s�y survey not �om�lete Not Covered I

G0918  No sa#s�y with �are Not Covered I

G3001  Admin + su��ly, tositumomab Not Covered S 0442 15.5257

G6001 E�ho guidan�e radiothera�y Not Covered B

G6002 Stereos�o�i� x-ray guidan�e Not Covered B

G6003 Radiation treatment delivery Not Covered B

G6004 Radiation treatment delivery Not Covered B

G6005 Radiation treatment delivery Not Covered B

G6006 Radiation treatment delivery Not Covered B

G6007 Radiation treatment delivery Not Covered B
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G6008 Radiation treatment delivery Not Covered B

G6009 Radiation treatment delivery Not Covered B

G6010 Radiation treatment delivery Not Covered B

G6011 Radiation treatment delivery Not Covered B

G6012 Radiation treatment delivery Not Covered B

G6013 Radiation treatment delivery Not Covered B

G6014 Radiation treatment delivery Not Covered B

G6015 Radiation tx delivery imrt Not Covered B

G6016 Delivery �om� imrt Not Covered B

G6017 Intra�ra�tion tra�k motion Not Covered B

G6018 Ileos�o�y w/stent Not Covered B

G6019 Colonos�o�y lesion removal Not Covered B

G6020 Colonos�o�y w/stent Not Covered B

G6021 Unlisted �x small intestine Not Covered B

G6022 Sigmoidos�o�y w/ablate tumr Not Covered B

G6023 Sigmoidos�o�y w/stent Not Covered B

G6024 Lesion removal �olonos�o�y Not Covered B

G6025 Colonos�o�y w/stent Not Covered B

G6027 Anos�o�y hra w/s�e� �olle�t Not Covered B

G6028 Anos�o�y hra w/bio�sy Not Covered B

G6030 Assay o� amitri�tyline Covered N 1 N

G6031 Assay o� benzodiaze�ines Covered N 1 N

G6032 Assay o� desi�ramine Covered N 1 N

G6034 Assay o� doxe�in Covered N 1 N

G6035 Assay o�  gold Covered N 1 N

G6036 Assay o� Imi�ramine Covered N 1 N

G6037 Assay o� norti�tyline Covered N 1 N

G6038 Assay o� sali�ylate Covered N 1 N

G6039 Assay o� a�etamino�hen Covered N 1 N

G6040 Assay o� ethanol Covered N 1 N

G6041 Assay o� urine alkaloids Covered N 1 N

G6042 Assay o� am�hetamines Covered N 1 N

G6043 Assay o� barbiturates Covered N 1 N

G6044 Assay o� �o�aine Covered N 1 N

G6045 Assay o� dihydro�odeinone Covered N 1 N

G6046 Assay o� dihydromor�hinone Covered N 1 N

G6047 Assay o� dihydrotestosterone Covered N 1 N

G6048 Assay o� dimethadione Covered N 1 N

G6049 Assay o� E�iandrosterone Covered N 1 N

G6050 Assay o� Eth�hlorvynol Covered N 1 N

G6051 Assay o� �luraze�am Covered N 1 N

G6052 Assay o� me�robamate Covered N 1 N
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G6053 Assay o� methadone Covered N 1 N

G6054 Assay o� methsuximide Covered N 1 N

G6055 Assay o� ni�otine Covered N 1 N

G6056 O�iate(s),drug and metabolites, ea�h �ro�edure Covered N 1 N

G6057 Assay o� �henothiazine Covered N 1 N

G6058 drug �on�irmation Covered N N

G8395 Lve�>=40G do� normal or mild Not Covered I

G8396 Lve� not �er�ormed Not Covered I

G8397  Dil ma�ula/�undus exam/w do� Not Covered I

G8398  Dil ma�ular/�undus not �er�o Not Covered I

G8399 Pt w/dxa do�ument or order Not Covered I

G8400 Pt w/dxa no do�ument or orde Not Covered I

G8401  Pt inelig osteo s�reen measu Not Covered I

G8404  Low extemity neur exam do�um Not Covered I

G8405  Low extemity neur not �er�or Not Covered I

G8410  Eval on �oot do�umented Not Covered I

G8415  Eval on �oot not �er�ormed Not Covered I

G8416  Pt inelig �ootwear evalua#o Not Covered I

G8417 Cal� bmi abv u� �aram �/u Not Covered I

G8418 Cal� bmi blw low �aram �/u Not Covered I

G8419 Cal� bmi out nrm �aram no�/u Not Covered I

G8420 Cal� bmi norm �arameters Not Covered I

G8421 Bmi not �al�ulated Not Covered I

G8422 Pt inelig bmi �al�ulation Not Covered I

G8427  Do� �ur meds by �rov Not Covered I

G8428  Cur meds not do�ument Not Covered I

G8430  Pt inelig med �he�k Not Covered I

G8431  Pos �lin de�res s�rn �/u do� Not Covered I

G8432  Clin de�ression s�reen not d Not Covered I

G8433  Pt inelig; s�rn �lin de� Not Covered I

G8442  Pt inelig �ain assessment Not Covered I

G8450  Beta-blo� rx �t w/abn lve� Not Covered I

G8451  Pt w/abn lve� inelig b-blo� Not Covered I

G8452  Pt w/abn lve� b-blo� no rx Not Covered I

G8458  Pt inelig geno no antvir tx Not Covered I

G8460 Pt inelig rna no antvir tx Not Covered I

G8461  Pt re� an#vir treat he� � Not Covered I

G8465  High risk re�urren�e �ro �a Not Covered I

G8473 A�e/arb thx�y rx'd Not Covered I

G8474 A�e/arb not rx'd; do� reas Not Covered I

G8475 A�e/arb thx�y not rx'd Not Covered I

G8476 B� sys <140 and dias <90 Not Covered I
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G8477 B� sys>=140 and/or dias >=90 Not Covered I

G8478 B� not �er�ormed/do� Not Covered I

G8482  Flu immunize order/admin Not Covered I

G8483 Flu imm no admin do� rea Not Covered I

G8484 Flu immunize no admin Not Covered I

G8485 Re�ort, diabetes measures Not Covered I

G8486 Re�ort, �rev �are measures Not Covered I

G8487 Re�ort �kd measures Not Covered I

G8489 Cad measures gr� Not Covered I

G8490 Ra measures gr� Not Covered I

G8491 Hiv/aids measures gr� Not Covered I

G8494 Dm meas qual a�t �er�orm Not Covered I

G8495 Ckd meas qual a�t �er�orm Not Covered I

G8496 Prev �are mg qual a�t �er�rm Not Covered I

G8497 Cabg meas qual a�t �er�orm Not Covered I

G8498 Cad meas qual a�t �er�orm Not Covered I

G8499 Ra meas qual a�t �er�orm Not Covered I

G8500 Hiv meas qual a�t �er�orm Not Covered I

G8506 Pt re� a�e/arb Not Covered I

G8509  Pos �ain assess no �/u do� Not Covered I

G8510  Pt inelig neg s�rn de�res Not Covered I

G8511  Clin de�res s�rn no �/u do� Not Covered I

G8530 Auto av �istula re�d Not Covered I

G8531 Pt inelig; auto av �istula Not Covered I

G8532 No auto av �istula; no reas Not Covered I

G8535  Pt inelig no eld mal s�rn Not Covered I

G8536  No do� elder mal s�rn Not Covered I

G8539  Do� �un�t and �are �lan Not Covered I

G8540  Pt inelig �un�t assess Not Covered I

G8541  No do� �ur �un�t assess Not Covered I

G8542  Do� �un�t no defi�ien�ies Not Covered I

G8543  Cur �un�t asses; no �are �ln Not Covered I

G8544 Cabg measures gr� Not Covered I

G8545 He�� measures gr� Not Covered I

G8548 H� measures gr� Not Covered I

G8549 He�� mg qual a�t �er�orm Not Covered I

G8551 H� mg qual a�t �er�orm Not Covered I

G8559  Pt re� do� oto eval Not Covered I

G8560  Pt hx a�t drain �rev 90 days Not Covered I

G8561  Pt inelig �or re� oto eval Not Covered I

G8562  Pt no hx a�t drain 90 d Not Covered I

G8563  Pt no re� oto reas no s�e� Not Covered I
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G8564  Pt re� oto eval Not Covered I

G8565  Ver do� hear loss Not Covered I

G8566  Pt inelig re� oto eval Not Covered I

G8567  Pt no do� hear loss Not Covered I

G8568  Pt no re� otolo no s�e� Not Covered I

G8569  Prol intuba#on req Not Covered I

G8570  No �rol intub req Not Covered I

G8571  Ster wd i�x 30 d �osto� Not Covered I

G8572  No ster wd i�x Not Covered I

G8573 Stk �abg Not Covered I

G8574 No strk �abg Not Covered I

G8575  Posto� ren �ail Not Covered I

G8576  No �osto� ren �ail Not Covered I

G8577  Reo� req bld gr� oth Not Covered I

G8578  No reo� req bld gr� oth Not Covered I

G8598  As� ther� used Not Covered I

G8599  No as� ther� used Not Covered I

G8600 T�a initi w/in 3 hrs Not Covered I

G8601 No elig t�a init w/in 3 hrs Not Covered I

G8602 No t�a init w/in 3 hrs Not Covered I

G8627  Surg �ro� w/in 30 days Not Covered I

G8628  No surg �ro� w/in 30 days Not Covered I

G8633  Pharm ther osteo rx Not Covered I

G8634  Pt no elg �har ther osteo Not Covered I

G8635  No �harm ther osteo rx Not Covered I

G8645  Asthma measures gr� Not Covered I

G8646 Asthma mg qual a�t �er�orm Not Covered I

G8647  Fun stat s�ore knee >= 0 Not Covered I

G8648  Fun stat s�ore knee < 0 Not Covered I

G8649  Fun stat s�ore knee �t noelg Not Covered I

G8650  Fun stat s�ore knee not done Not Covered I

G8651  Fun stat s�ore hi� >= 0 Not Covered I

G8652  Fun stat s�ore hi� < 0 Not Covered I

G8653  Fun stat s�ore hi� �t no elg Not Covered I

G8654  Fun stat s�ore hi� not done Not Covered I

G8655 Fun stat s�ore le >= 0 Not Covered I

G8656 Fun stat s�ore le < 0 Not Covered I

G8657 Fun stat s�ore le �t no elg Not Covered I

G8658 Fun stat s�ore le not done Not Covered I

G8659 Fun stat s�ore ls >= 0 Not Covered I

G8660 Fun stat s�ore ls < 0 Not Covered I

G8661 Fun stat s�ore ls �t no elg Not Covered I
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G8662 Fun stat s�ore ls not done Not Covered I

G8663  Fun stat s�ore shdl >=0 Not Covered I

G8664  Fun stat s�ore shdl < 0 Not Covered I

G8665  Fun stat s�ore shdl �t no el Not Covered I

G8666  Fun stat s�ore shdl not done Not Covered I

G8667 Fun stat s�ore ue >=0 Not Covered I

G8668 Fun stat s�ore ue < 0 Not Covered I

G8669 Fun stat s�ore ue �t no elg Not Covered I

G8670 Fun stat s�ore ue not done Not Covered I

G8671 Fun stat s�ore ne�k/ts >=0 Not Covered I

G8672 Fun stat s�ore ne�k/ts < 0 Not Covered I

G8673 Fun stat s�or nek/ts �t no e Not Covered I

G8674 Fun stat s�or nek/ts not don Not Covered I

G8694  Lve� <40G Not Covered I

G8696  An#thromb thx �res� Not Covered I

G8697  An#thromb no �res� do� reas Not Covered I

G8698  An#thromb no �res� no reas Not Covered I

G8708  An#bio#� not �res Not Covered I

G8709  Ied reas an#bio#� �res Not Covered I

G8710  Pt �res an#bio#� Not Covered I

G8711  Pres an#bio#� Not Covered I

G8712  Not �res an#bio#� Not Covered I

G8713 S�kt/v great 1.2 kt/v Not Covered I

G8714  Hemodialysis 3 #mes week Not Covered I

G8717 Less 1.2 kt/v Not Covered I

G8718 Great 1.7 kt/v �er week Not Covered I

G8720 Less 1.7 kt/v �er week Not Covered I

G8721  Pt, �n, hist grade do� Not Covered I

G8722  Ied reas �t, �n, not do� Not Covered I

G8723  S�e� sit not �rim tumor Not Covered I

G8724  Pt, �n, hist grade not do� Not Covered I

G8725  Li�id �rofile �er� do� Not Covered I

G8726  Do� reas no li�id �rofile Not Covered I

G8728  Li�id �rofile not �er� Not Covered I

G8730  Pain do� �os and �lan Not Covered I

G8731  Pain neg no �lan Not Covered I

G8732  No do� o� �ain Not Covered I

G8733  Do� �os elder mal s�rn �lan Not Covered I

G8734  Do� neg elder mal no �lan Not Covered I

G8735  Eld mal s�rn �os no �lan Not Covered I

G8749  Signs o� melanoma absent Not Covered I

G8752 Sys b� less 140 Not Covered I
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G8753 Sys b� > or = 140 Not Covered I

G8754 Dias b� less 90 Not Covered I

G8755 Dias b� > or = 90 Not Covered I

G8756 No b� measure do� Not Covered I

G8757 Co�d mg qual a�t �er�orm Not Covered I

G8758 Ibd mg qual a�t �er�orm Not Covered I

G8759 Osa mg qual a�t �er�orm Not Covered I

G8761 Dementia mg qual a�t �er�orm Not Covered I

G8762 Pd mg qual a�t �er�orm Not Covered I

G8765 Catara�t mg qual a�t �er�orm Not Covered I

G8783 B� s�rn �er� re� interval Not Covered I

G8784 Pt no elig �or b� assess Not Covered I

G8785 B� s�rn no �er� at interval Not Covered I

G8797  S�e�imen site not eso�hagus Not Covered I

G8798  S�e�imen site not �rostate Not Covered I

G8806 Transab or transvag us Not Covered I

G8807 Do� reas no us Not Covered I

G8808 No transab or transvag us Not Covered I

G8809  Rh-immunoglobulin order Not Covered I

G8810 Do� reas no rh-immuno Not Covered I

G8811 No rh-immunoglobulin order Not Covered I

G8815  Do� reas no sta#n thera�y Not Covered I

G8816  Sta#n med �res at dis�h Not Covered I

G8817  Do� reas no sta#n med dis�h Not Covered I

G8818  Pt dis�h to home by day#7 Not Covered I

G8825  Pt not dis�h to home day#7 Not Covered I

G8826 Pt dis�h home day #2 evar Not Covered I

G8833 Pt not dis�h home day#2 evar Not Covered I

G8834 Pt dis�h home day #2 �ea Not Covered I

G8838  Not dis�h home by day #2 Not Covered I

G8839  Slee� a�nea assess Not Covered I

G8840  Do� reas no slee� a�nea Not Covered I

G8841  No slee� a�nea assess Not Covered I

G8842 Ahi or rdi initial dx Not Covered I

G8843 Do� reas no ahi or rdi Not Covered I

G8844 No ahi or rdi initial dx Not Covered I

G8845 Pos airway �ress �res�ribed Not Covered I

G8846 Iod or severe osa Not Covered I

G8848 Iild osa Not Covered I

G8849 Do� reas no �os air �ress Not Covered I

G8850 No �a� �res�ribed Not Covered I

G8851 Adhere �os air �ress thera�y Not Covered I
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G8852 Pos air �ress �res�ribe Not Covered I

G8853 Pos air �ress not �res�ribe Not Covered I

G8854 Reas no adhere �os air �res Not Covered I

G8855 Pos air �ress adhere no �er� Not Covered I

G8856  Re� �or oto eval Not Covered I

G8857  No elig re� �or oto eval Not Covered I

G8858  Not re� �or oto eval Not Covered I

G8861 Dxa ordered �or osteo Not Covered I

G8863  No assess bone loss Not Covered I

G8864  Pneumo�o��al va��ine admin Not Covered I

G8865  Do� med reas no �neumo�o��al Not Covered I

G8866  Do� �t reas no �neumo�o��al Not Covered I

G8867  No �neumo�o��al admin Not Covered I

G8868 1st �ourse antitn� Not Covered I

G8869 Do� immun he� b 1st antitn� Not Covered I

G8870 He�b admin 1st antitn� Not Covered I

G8871 No 1st antitn� Not Covered I

G8872  Intrao� image �onfirm ex�ise Not Covered I

G8873  S�e�imen not intrao� image Not Covered I

G8874  Tissue not image intrao� Not Covered I

G8875  Breast �an�er dx min invsive Not Covered I

G8876  Do� reas no min inv dx Not Covered I

G8877  No brst �n�r dx min invasive Not Covered I

G8878  Sent lym�h node bio�sy Not Covered I

G8879  Node neg inv brst �n�r Not Covered I

G8880  Do� reas no lym�h node bio� Not Covered I

G8881 Brst �n�r stage > t1n0m0 Not Covered I

G8882  No sent lym�h node bio�sy Not Covered I

G8883  Rev, �omm, tra�k, do� bio�sy Not Covered I

G8884  Do� reas bio�sy not review Not Covered I

G8885  No rev, �omm, tra�k bio�sy Not Covered I

G8898 Co�d measures grou� Not Covered I

G8899 In�lammatory bowel dis mg Not Covered I

G8900 Obstru�tive slee� a�nea mg Not Covered I

G8902 Dementia measures grou� Not Covered I

G8903 Parkinson's disease mg Not Covered I

G8906 Catara�t measures grou� Not Covered I

G8907  Pt do� no events on dis�harg Not Covered I

G8908 Pt do� w burn �rior to d/� Not Covered I

G8909 Pt do� no burn �rior to d/� Not Covered I

G8910 Pt do� to have �all in as� Not Covered I

G8911 Pt do� no �all in as� Not Covered I
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G8912  Pt do� with wrong event Not Covered I

G8913  Pt do� no wrong event Not Covered I

G8914 Pt trans to hos� �ost d/� Not Covered I

G8915 Pt not trans to hos� at d/� Not Covered I

G8916 Pt w iv ab given on time Not Covered I

G8917 Pt w iv ab not given on time Not Covered I

G8918 Pt w/o �reo� order iv ab �ro Not Covered I

G8923 Lve� < 40G or lvsd Not Covered I

G8924 S�iro ev1/�v� <60G �o�d sym Not Covered I

G8925 S�iro>=60G or �t no �o�d sym Not Covered I

G8926  S�iro no �er� or do� Not Covered I

G8927 Ad2 �hem �res a2�� iii Not Covered I

G8928  Ad2 �hem not �res rsn s�e� Not Covered I

G8929  Ad2 �mo not �res rsn not gvn Not Covered I

G8934 Lve� <40G or de� lv sys ��n Not Covered I

G8935 Rx a�e or arb thera�y Not Covered I

G8936 Pt not eligible a�e/arb Not Covered I

G8937 No rx a�e/arb thera�y Not Covered I

G8938 Bmi �al�, �t no �/u �lan elg Not Covered I

G8939  Pain assess do�, �/u no do� Not Covered I

G8940  Srn �lin de� do� no �/u �ln Not Covered I

G8941  No do� elder s�rn, �t no el Not Covered I

G8942  Do� ��n/�are �lan w/30 days Not Covered I

G8944 A2�� mel �nr stg 0 - ii� Not Covered I

G8946 Iibm but no dx o� breast �a Not Covered I

G8947  1 or more neuro�sy�h Not Covered I

G8948  No neuro�sy�h sym�toms Not Covered I

G8950  Pre-htn or htn do�, �/u ind� Not Covered I

G8951  Pre-htn/htn do�, no �t �/u Not Covered I

G8952  Pre-htn/htn, no �/u, not gvn Not Covered I

G8953 On�ology mg qual a�t �er�orm Not Covered I

G8955  Iost re�ent assess vol mgmt Not Covered I

G8956 Pt r�v hedia out�t dyls �a� Not Covered I

G8958  Assess vol mgmt not do� Not Covered I

G8959 Clin tx mdd �omm to tx �lin Not Covered I

G8960 Clin tx mdd not �omm Not Covered I

G8961 Csit lowrisk surg �ts �reo� Not Covered I

G8962 Csit on �t any reas 30 days Not Covered I

G8963 Csi �er asx �t w/��i 2 yrs Not Covered I

G8964 Csi any other than ��i 2 yr Not Covered I

G8965 Csit �er� on low �hd rsk Not Covered I

G8966 Csit �er� sx or high �hd rsk Not Covered I
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G8967  Wr�rn or oral an#goag �res Not Covered I

G8968 Id rsn no �res wr�rn or othr Not Covered I

G8969 Pt rsn no �res wr�rn or othr Not Covered I

G8970 No rsk �a� or 1 mod risk te Not Covered I

G8971  War�rn or othr ant�og no rx Not Covered I

G8972 1>=risk or>= mod risk �or te Not Covered I

G8973 Ist r�nt hbb < 10g/dl Not Covered I

G8974  Hgb not do� rns not gvn Not Covered I

G8975 Hgb <10g/dl, med rsn Not Covered I

G8976 Hgb >= 10 g/dl Not Covered I

G8977  On�ology measures gr� Not Covered I

G8978  Iobility �urrent status Not Covered E

G8979  Iobility goal status Not Covered E

G8980 Iobility d/� status Not Covered E

G8981  Body �os �urrent status Not Covered E

G8982  Body �os goal status Not Covered E

G8983 Body �os d/� status Not Covered E

G8984  Carry �urrent status Not Covered E

G8985  Carry goal status Not Covered E

G8986 Carry d/� status Not Covered E

G8987  Sel� �are �urrent status Not Covered E

G8988  Sel� �are goal status Not Covered E

G8989 Sel� �are d/� status Not Covered E

G8990 Other �t/ot �urrent status Not Covered E

G8991 Other �t/ot goal status Not Covered E

G8992 Other �t/ot  d/� status Not Covered E

G8993 Sub �t/ot �urrent status Not Covered E

G8994 Sub �t/ot goal status Not Covered E

G8995 Sub �t/ot d/� status Not Covered E

G8996  Swallow �urrent status Not Covered E

G8997  Swallow goal status Not Covered E

G8998 Swallow d/� status Not Covered E

G8999  Iotor s�ee�h �urrent status Not Covered E

G9001 I��d, initial rate Not Covered B

G9002 I��d,maintenan�e rate Not Covered B

G9003 I��d, risk ad2 hi, initial Not Covered B

G9004 I��d, risk ad2 lo, initial Not Covered B

G9005 I��d, risk ad2, maintenan�e Not Covered B

G9006 I��d, home monitoring Not Covered B

G9007 I��d, s�h team �on� Not Covered B

G9008  I��d,�hys �oor-�are ovrsght Not Covered B

G9009 I��d, risk ad2, level 3 Not Covered B
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G9010 I��d, risk ad2, level 4 Not Covered B

G9011 I��d, risk ad2, level 5 Not Covered B

G9012 Other s�e�i�ied �ase mgmt Not Covered B

G9013 Esrd demo bundle level i Not Covered E

G9014 Esrd demo bundle-level ii Not Covered E

G9016  Demo-smoking �essa#on �oun Not Covered E

G9017 Amantadine h�l 100mg oral Not Covered A

G9018  Sanamivir,inhala#on �wd 10m Not Covered A

G9019  Oseltamivir �hos�hate 75mg Not Covered A

G9020 Rimantadine h�l 100mg oral Not Covered A

G9033 Amantadine h�l oral brand Not Covered A

G9034  Sanamivir, inh �wdr, brand Not Covered A

G9035  Oseltamivir �hos�, brand Not Covered A

G9036 Rimantadine h�l, brand Not Covered A

G9050  On�ology work-u� evalua#on Not Covered E

G9051  On�ology tx de�ision-mgmt Not Covered E

G9052  On� surveillan�e �or disease Not Covered E

G9053  On� ex�e�tant management �t Not Covered E

G9054  On� su�ervision �allia#ve Not Covered E

G9055 On� visit uns�e�i�ied nos Not Covered E

G9056  On� �ra� mgmt adheres guide Not Covered E

G9057  On� �ra�t mgmt differs trial Not Covered E

G9058  On� �ra� mgmt disagree w/gui Not Covered E

G9059  On� �ra� mgmt �t o�t alterna Not Covered E

G9060  On� �ra� mgmt di� �t �omorb Not Covered E

G9061  On� �ra� �ond noadd by guide Not Covered E

G9062  On� �ra� guide differs nos Not Covered E

G9063 On� dx ns�l� stgi no �rogres Not Covered I

G9064  On� dx ns�l� stg2 no �rogres Not Covered I

G9065 On� dx ns�l� stg3a no �rogre Not Covered I

G9066 On� dx ns�l� stg3b-4 metasta Not Covered I

G9067  On� dx ns�l� dx unknown nos Not Covered I

G9068  On� dx s�l�/ns�l� limited Not Covered I

G9069  On� dx s�l�/ns�l� ext at dx Not Covered I

G9070  On� dx s�l�/ns�l� ext unknwn Not Covered I

G9071 On� dx brst stg1-2b hr,no�ro Not Covered I

G9072  On� dx brst stg1-2 no�rogres Not Covered I

G9073 On� dx brst stg3-hr, no �ro Not Covered I

G9074  On� dx brst stg3-no�rogress Not Covered I

G9075  On� dx brst metas#�/ re�ur Not Covered I

G9077 On� dx �rostate t1no �rogres Not Covered I

G9078 On� dx �rostate t2no �rogres Not Covered I
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G9079 On� dx �rostate t3b-t4no�rog Not Covered I

G9080 On� dx �rostate w/rise �sa Not Covered I

G9083  On� dx �rostate unknwn nos Not Covered I

G9084  On� dx �olon t1-3,n1-2,no �r Not Covered I

G9085 On� dx �olon t4, n0 w/o �rog Not Covered I

G9086 On� dx �olon t1-4 no dx �rog Not Covered I

G9087  On� dx �olon metas evid dx Not Covered I

G9088  On� dx �olon metas noevid dx Not Covered I

G9089  On� dx �olon extent unknown Not Covered I

G9090 On� dx re�tal t1-2 no �rogr Not Covered I

G9091 On� dx re�tal t3 n0 no �rog Not Covered I

G9092 On� dx re�tal t1-3,n1-2no�rg Not Covered I

G9093 On� dx re�tal t4,n,m0 no �rg Not Covered I

G9094 On� dx re�tal m1 w/mets �rog Not Covered I

G9095  On� dx re�tal extent unknwn Not Covered I

G9096 On� dx eso�hag t1-t3 no�rog Not Covered I

G9097 On� dx eso�hageal t4 no �rog Not Covered I

G9098  On� dx eso�hageal mets re�ur Not Covered I

G9099  On� dx eso�hageal unknown Not Covered I

G9100  On� dx gastri� no re�urren�e Not Covered I

G9101 On� dx gastri� � r1-r2no�rog Not Covered I

G9102  On� dx gastri� unrese�table Not Covered I

G9103  On� dx gastri� re�urrent Not Covered I

G9104 On� dx gastri� unknown nos Not Covered I

G9105 On� dx �an�reat� � r0 res no Not Covered I

G9106 On� dx �an�reat� � r1/r2 no Not Covered I

G9107  On� dx �an�rea#� unrese�tab Not Covered I

G9108 On� dx �an�reati� unknwn nos Not Covered I

G9109 On� dx head/ne�k t1-t2no �rg Not Covered I

G9110 On� dx head/ne�k t3-4 no�rog Not Covered I

G9111 On� dx head/ne�k m1 mets re� Not Covered I

G9112  On� dx head/ne�k ext unknown Not Covered I

G9113 On� dx ovarian stg1a-b no �r Not Covered I

G9114 On� dx ovarian stg1a-b or 2 Not Covered I

G9115  On� dx ovarian stg3/4 no�rog Not Covered I

G9116  On� dx ovarian re�urren�e Not Covered I

G9117 On� dx ovarian unknown nos Not Covered I

G9123 On� dx �ml �hroni� �hase Not Covered I

G9124 On� dx �ml a��eler �hase Not Covered I

G9125 On� dx �ml blast �hase Not Covered I

G9126 On� dx �ml remission Not Covered I

G9128 On� dx multi myeloma stage i Not Covered I
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G9129  On� dx mult myeloma stg2 hig Not Covered I

G9130  On� dx mul# myeloma unknown Not Covered I

G9131 On� dx brst unknown nos Not Covered I

G9132  On� dx �rostate mets no �ast Not Covered I

G9133  On� dx �rostate �lini�al met Not Covered I

G9134 On� nhlstg 1-2 no rela� no Not Covered I

G9135 On� dx nhl stg 3-4 not rela� Not Covered I

G9136 On� dx nhl trans to lg b�ell Not Covered I

G9137 On� dx nhl rela�se/re�ra�tor Not Covered I

G9138 On� dx nhl stg unknown Not Covered I

G9139 On� dx �ml dx status unknown Not Covered I

G9140  Fron#er extended stay demo Not Covered A

G9143  War�arin res�on gene#� test Not Covered N

G9147 Out�t iv insulin tx any mea Not Covered E

G9148 Iedi�al home level 1 Not Covered I

G9149 Iedi�al home level ii Not Covered I

G9150 Iedi�al home level iii Not Covered I

G9151 Ia��� demo state Not Covered I

G9152 Ia��� demo �ommunity Not Covered I

G9153 Ia��� demo �hysi�ian Not Covered I

G9156  Evalua#on �or wheel�hair Not Covered I

G9157 Transeso�h do��l �ardia� mon Not Covered B

G9158 Iotor s�ee�h d/� status Not Covered E

G9159  Lang �om� �urrent status Not Covered E

G9160  Lang �om� goal status Not Covered E

G9161 Lang �om� d/� status Not Covered E

G9162  Lang ex�ress �urrent status Not Covered E

G9163  Lang ex�ress goal status Not Covered E

G9164 Lang ex�ress d/� status Not Covered E

G9165  AKen �urrent status Not Covered E

G9166  AKen goal status Not Covered E

G9167 Atten d/� status Not Covered E

G9168  Iemory �urrent status Not Covered E

G9169  Iemory goal status Not Covered E

G9170 Iemory d/� status Not Covered E

G9171  Voi�e �urrent status Not Covered E

G9172  Voi�e goal status Not Covered E

G9173 Voi�e d/� status Not Covered E

G9174  S�ee�h lang �urrent status Not Covered E

G9175  S�ee�h lang goal status Not Covered E

G9176 S�ee�h lang d/� status Not Covered E

G9186  Iotor s�ee�h goal status Not Covered E
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G9187 B��i home visit Not Covered E

G9188  Beta not given no reason Not Covered I

G9189  Beta �res or already taking Not Covered I

G9190  Iedi�al reason �or no beta Not Covered I

G9191  Pt reason �or no beta Not Covered I

G9192  System reason �or no beta Not Covered I

G9196  Ied reason �or no �e�h Not Covered I

G9197  Order �or �e�h Not Covered I

G9198  No order �or �e�h no reason Not Covered I

G9203  He� � rna done �rior to med Not Covered I

G9204  No reason �or no he� � rna Not Covered I

G9205  He� � an#viral started Not Covered I

G9206  He� � thera�y started Not Covered I

G9207  He� � genoty�e �rior to med Not Covered I

G9208  No reason �or no he� � geno Not Covered I

G9209  He� � rna 4to12 wk a�er med Not Covered I

G9210 No he�� rna a�ter med do�rsn Not Covered I

G9211  No he�� rna a�er med no rsn Not Covered I

G9212  Do� o� dsm-iv init eval Not Covered I

G9213 No do� o� dsm-iv Not Covered I

G9217  No ��� �ro�h low �d4 norsn Not Covered I

G9219  No oder �2� �or med reason Not Covered I

G9222  P2� �ro�h ordered low �d4 Not Covered I

G9223  P2� �ro�h ordered �d4 low Not Covered I

G9225  Norsn no �oot exam Not Covered I

G9226  3 �om� �oot exam �om�leted Covered N 1 I By Re�ort

G9227  Do�rsn no �are �lan Not Covered I

G9228  G� �hl sy� do�umented Not Covered I

G9229  Ptrsn no g� �hl sy� test Not Covered I

G9230 Norsn �or g� �hl sy� test Not Covered I

G9231  Do� esrd dia trans �reg Not Covered I

G9232  Do�rsn no �omm �omorb Not Covered I

G9233  Tkr �om�osite Not Covered I

G9234  Tkr intent Not Covered I

G9235  Gs mg �om�osite Not Covered I

G9236  O� rad mg �om�osite Not Covered I

G9237  Gs mg intent Not Covered I

G9238  O� rad mg intent Not Covered I

G9239  Do�rsn �or �atheter Not Covered I

G9240  Do� �t w �ath maint dia Not Covered I

G9241 Do� �t w out �ath maint dia Not Covered I

G9242 Do� viral load >=200 Not Covered I
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G9243  Do� viral load <200 Not Covered I

G9244  An#viral not ordered Not Covered I

G9245  An#viral ordered Not Covered I

G9246  No med visit in 24mo Not Covered I

G9247  1 med visit in 24mo Not Covered I

G9250  Do� o� �ain �om�ort 48hr Not Covered I

G9251  Do� no �ain �om�ort 48hr Not Covered I

G9254  Do� �t dis�hg >2d Not Covered I

G9255 Do� �t dis�hg <=2d Not Covered I

G9256  Do� death a�er �as Not Covered I

G9257  Do� stroke a�er �as Not Covered I

G9258  Do� stroke a�er �ea Not Covered I

G9259  Do� surv no stroke a�er �as Not Covered I

G9260  Do� death a�er �ea Not Covered I

G9261  Do� surv no stroke a�er �ea Not Covered I

G9262  Do� death in hos� aaa re�air Not Covered I

G9263 Do� surv in hos� aaa re�air Not Covered I

G9264  Do�rsn �or �ath maint dia Not Covered I

G9265  Do� �ath >90d �or maint dia Not Covered I

G9266 Norsn �t �ath >=90d Not Covered I

G9267  Do� �om� or mort w in 30d Not Covered I

G9268  Do� �om� or mort w in 90d Not Covered I

G9269  Do� no �om� or mort w in 30d Not Covered I

G9270  Do� no �om� or mort w in 90d Not Covered I

G9273  Sys<140 and dia<90 Not Covered I

G9274 B� out o� nrml limits Not Covered I

G9275  Do� o� non toba��o user Not Covered I

G9276  Do� o� toba��o user Not Covered I

G9277  Do� daily as�irin or �ontra Not Covered I

G9278  Do� no daily as�irin Not Covered I

G9279  Pne s�rn done do� va� done Not Covered I

G9280  Pne not given norsn Not Covered I

G9281  Pne s�rn done do� not ind Not Covered I

G9282  Do� medrsn no histo ty�e Not Covered I

G9283  Hist ty�e do� on re�ort Not Covered I

G9284  No hist ty�e do� on re�ort Not Covered I

G9285  Site not small �ell lung �a Not Covered I

G9286  Do� an#bio order w in 7d Not Covered I

G9287  No do� an#bio order w in 7d Not Covered I

G9288  Do� medrsn no hist ty�e r�t Not Covered I

G9289  Do� ty�e nsm lung �a Not Covered I

G9290  No do� ty�e nsm lung �a Not Covered I
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G9291  Not nsm lung �a Not Covered I

G9292  Iedrsn no �t �ategory Not Covered I

G9293  No �t �ategory on re�ort Not Covered I

G9294  Pt �at and th�k on re�ort Not Covered I

G9295  Non �utaneous lo� Not Covered I

G9296  Do� share de� �rior �ro� Not Covered I

G9297  No do� share de� �rior �ro� Not Covered I

G9298  Eval risk vte �ard 30d �rior Not Covered I

G9299 No eval riskk vte �ard �rior Not Covered I

G9300  Do� medrsn no �om�l an#bio Not Covered I

G9301  Do� �om�l in� an#bio Not Covered I

G9302  Norsn in�om� in� an#bio Not Covered I

G9303  Norsn no �ros in�o o� r�t Not Covered I

G9304  Pros in�o o� r�t Not Covered I

G9305  No interv req �or leak Not Covered I

G9306  Interv req �or leak Not Covered I

G9307  No ret �or surg w in 30d Not Covered I

G9308  Un�lnd ret to surg w in 30d Not Covered I

G9309 No un�lnd hos� readm in 30d Not Covered I

G9310 Un�lnd hos� readm in 30d Not Covered I

G9311  No surg site in�e�#on Not Covered I

G9312  Surgi�al site in�e�#on Not Covered I

G9313  Do�rsn not first line amox Not Covered I

G9314  Norsn not first line amox Not Covered I

G9315  Do� first line amox Not Covered I

G9316 Do� �omm risk �al� Not Covered I

G9317  No do� �omm risk �al� Not Covered I

G9318  Image std nomen�lature Not Covered I

G9319  Image not std nomen�lature Not Covered I

G9320  Iedrsn no std nomen�lature Not Covered I

G9321  Do� �ount o� �t in 12mo Not Covered I

G9322  No do� �ount o� �t in 12mo Not Covered I

G9323  Idrsn no do� �nt o� �t Not Covered I

G9324  Not all data norsn Not Covered I

G9325  Iedrsn no �t r�t to reg Not Covered I

G9326  Norsn no �t r�t to reg Not Covered I

G9327  Ct r�t to reg Not Covered I

G9328  Iedrsn no di�om �ormat do� Not Covered I

G9329  Norsn no di�om �ormat do� Not Covered I

G9340  Di�om �ormat do� on r�t Not Covered I

G9341 Sr�h �or �t w in 12 mos Not Covered I

G9342 No sr�h �or �t in 12mo norsn Not Covered I
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G9343 Iedrsn no di�om sr�h Not Covered I

G9344 Sysrsn no di�om sr�h Not Covered I

G9345  Follow u� �ulm nod Not Covered I

G9346  No �ollow u� �ulm nod Not Covered I

G9347  No �ollow u� �ulm nod norsn Not Covered I

G9348  Do�rsn no sinus �t dx Not Covered I

G9349  Do� sinus �t 28d Not Covered I

G9350  No do� sinus �t 28d or dx Covered N I By Re�ort

G9351  Do� >1 sinus �t w 90d dx Not Covered I

G9352  Not >1 sinus �t w 90d dx Not Covered I

G9353  Iedrsn >1 sinus �t w 90d dx Not Covered I

G9354  Norsn >1 sinus �t w 90d dx Not Covered I

G9355  No early ind/delivery Not Covered I

G9356  Early ind/delivery Not Covered I

G9357  P� eval/edu �er� Not Covered I

G9358  P� eval/edu not �er� Not Covered I

G9359  Do� o� neg or man �os tb s�n Not Covered I

G9360  No do� o� neg or man �os tb Not Covered I

G9361 Ied ind �or indu�tion Not Covered I

G9362 Ia� or �nb w/o genanes >60m Not Covered I

G9363 Ia� or �nb w/o genanes <60m Not Covered I

G9364 Sinus �aus ba� inx Not Covered I

G9365 1high risk med ord Not Covered I

G9366 1high risk no ord Not Covered I

G9367 2high risk med ord Not Covered I

G9368 2high risk no ord Not Covered I

G9369 Fill 2 rx anti�sy�h Not Covered I

G9370 Not �ill 2 rx anti�sy�h Not Covered I

G9376 Contd ret atta�h at 6mth �/u Not Covered I

G9377 No ret atta�h a�ter 6mt Not Covered I

G9378 Contd ret atta�h �/u vis Not Covered I

G9379 No a�heive �lat ret 6mth Not Covered I

G9380 O�� assis eol iss Not Covered I

G9381 Do� med reas no o��er eol Not Covered I

G9382 No o�� assis eol Not Covered I

G9383 Re�d s�rn h�v in�e� Not Covered I

G9384 Do� med reas no o��er eol Not Covered I

G9385 Do� �t reas not re� h�v srn Not Covered I

G9386 S�rn h�v in�e� not re�d Not Covered I

G9389 Un�ln ru� �ost �a� Not Covered I

G9390 No un�ln ru� �ost �a� Not Covered I

G9391 A�hv re�ra� +1d Not Covered I
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G9392 Not a�hv re�ra� +1d Not Covered I

G9393 Ini �hq9 >9 remiss <5 Not Covered I

G9394 Dx bi�ol, death, nhres, hos� Not Covered I

G9395 Ini �hq9 >9 no remiss >=5 Not Covered I

G9396 Ini �hq9 >9 not assess Not Covered I

G9399 Do� dis� tx �hoi�es Not Covered I

G9400 Do� reas no dis� tx o�t Not Covered I

G9401 No dis� tx �hoi�es Not Covered I

G9402 Re�d �/u w/in 30d dis�h Not Covered I

G9403 Do� reas no 30 day �/u Not Covered I

G9404 No 30 day �/u Not Covered I

G9405 Re�d �/u w/in 7d dis�h Not Covered I

G9406 Do� reas no 7d �/u Not Covered I

G9407 No 7d �/u Not Covered I

G9408 Card tam� w/in 30d Not Covered I

G9409 No �ard tam� e/in 30d Not Covered I

G9410 Admit w/in 180d req remov Not Covered I

G9411 No admit w/in 180d req remov Not Covered I

G9412 Admit w/in 180d req surg rev Not Covered I

G9413 No admit req surg rev Not Covered I

G9414 1dose menig va� btwn 11 & 13 Not Covered I

G9415 No 1dose meni va� btwn 11&13 Not Covered I

G9416 Tda� or td or 1tet/di�th Not Covered I

G9417 No tda� or td or 1tet/di�th Not Covered I

G9418 Lung�x bx r�t do�s �lass Not Covered I

G9419 Ied reas no r�t histo ty�e Not Covered I

G9420 S�e� site no lung Not Covered I

G9421 Lung �x bx r�t no do� �lass Not Covered I

G9422 R�t do� �lass histo ty�e Not Covered I

G9423 Ied reas r�t no histo ty�e Not Covered I

G9424 Site no lung or lung �x Not Covered I

G9425 S�e� r�t no do� �lass histo Not Covered I

G9426 Im�r med time edarr �ain med Not Covered I

G9427 No im�ro med time �ain med Not Covered I

G9428 R�t �t �at and �t1 Not Covered I

G9429 Do� med reas no �t �at Not Covered I

G9430 S�e� site no �utaneous Not Covered I

G9431 No �t �at and  �t1 Not Covered I

G9432 Asth �ontrolled Not Covered I

G9433 Death, nhres, hos�i�e Not Covered I

G9434 Asth not �ontrolled Not Covered I

G9435 As� �res� dis�h Not Covered I
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G9436 As� not �res� do� reas Not Covered I

G9437 As� not �res� dis�h Not Covered I

G9438 P2y inhib �res� Not Covered I

G9439 P2y inhib not �res� do� reas Not Covered I

G9440 P2y inhib not �res� Not Covered I

G9441 Statin �res� dis�h Not Covered I

G9442 Statin not �res� do� reas Not Covered I

G9443 Statin not �res� dis�h Not Covered I

G9448 Born 1945-1965 Not Covered I

G9449 Hx bld trans� b/� 1992 Not Covered I

G9450 Hx in2e� drug use Not Covered I

G9451 1x s�rn h�v in�e�t Not Covered I

G9452 Do� med reas no s�rn h�v Not Covered I

G9453 Pt reas no h�v in�e�t Not Covered I

G9454 No h�v in�e�t srn Not Covered I

G9455 Abd imag w/us, �t or mri Not Covered I

G9456 Do� med �t reas no h�� s�rn Not Covered I

G9457 No abd imag w/o reason Not Covered I

G9458 Tob user re�d �ess interv Not Covered I

G9459 Tob non-user Not Covered I

G9460 No tob assess or �ess inter Not Covered I

G9463 Sinusitis intent Not Covered I

G9464 Sinusitis �om� Not Covered I

G9465 Aoe intent Not Covered I

G9466 Aoe �om� Not Covered I

G9467 Re�d �orti�o >=10mg/day >60d Not Covered I

G9468 No re�d �orti�o>=10mg/d >60d Not Covered I

G9469 Re� �orti�o>60d or 1rx 600mg Not Covered I

G9470 No re� �orti�o>60d 1rx 600mg Not Covered I

G9471 W/in 2yr dxa not order Not Covered I

G9472 No dxa no med hx no rv sx Not Covered I

H0017 Behavioral Health; Residential (Hos�.) Covered N Non-In�atient Program $164.85

H0046 Iental Health Servi�es NOS Covered N 1 Non-In�atient Program $15.43

H0047 Al�ohol & Or Drug Abuse Servi�e, NOS Covered N Non-In�atient Program $74.93

H2001 Rehabilitation Program Per Hal� Day Covered N Non-In�atient Program $51.49

H2012 Behavioral Health Treatment Per Hour Covered N Non-In�atient Program $13.22

J0120  Tetra�y�lin in2e�#on Covered N 2 K 1666 $12.12

J0129  Abata�e�t in2e�#on Covered N 75 K 9230 By Re�ort

J0130  Ab�iximab in2e�#on Covered N 1 K 1605 $527.43

J0131  A�etamino�hen in2e�#on Covered N 1 N

J0132  A�etyl�ysteine in2e�#on Covered N 1 K 1272 $2.19

J0133  A�y�lovir in2e�#on Covered N 1 N
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J0135  Adalimumab in2e�#on Covered N 2 K 1083 $338.19

J0153 Adenosine in2 1mg Covered N 3 N

J0171  Adrenalin e�ine�hrine in2e�t Covered N 6 N

J0178  Afliber�e�t in2e�#on Covered R K 1420 $937.23

J0180  Agalsidase beta in2e�#on Covered N 9 K 9208 $120.78

J0190  In2 bi�eriden la�tate/5 mg Covered N 1 E $3.24

J0200  Alatrofloxa�in mesylate Covered N K 1667 $19.57

J0205  Alglu�erase in2e�#on Covered N E $38.59

J0207  Ami�os#ne Covered N K 7000 $465.71

J0210  Iethyldo�ate h�l in2e�#on Covered N 1 N

J0215  Ale�a�e�t Covered N 3 K 1633 $30.69

J0220  Alglu�osidase al�a in2e�#on Covered N 1 K 9234 $130.82

J0221  Lumizyme in2e�#on Covered N 14 K 1413 $145.07

J0256  Al�ha 1 �roteinase inhibitor Covered N 1 K 0901 $2.73

J0257  Glassia in2e�#on Covered N 42 K 1415 $4.74

J0270  Al�rostadil �or in2e�#on Not Covered B

J0275  Al�rostadil urethral su��os Not Covered B

J0278  Amika�in sul�ate in2e�#on Covered N 1 N

J0280 Amino�hyllin 250 mg in2 Covered N 1 N

J0282 Amiodarone h�l Covered N N

J0285 Am�hoteri�in b Covered N N

J0287  Am�hoteri�in b li�id �om�lex Covered N K 9024 $21.28

J0288  Am�ho b �holesteryl sul�ate Covered N N

J0289  Am�hoteri�in b li�osome in2 Covered N K 0736 $34.87

J0290 Am�i�illin 500 mg in2 Covered N 2 N

J0295  Am�i�illin sodium �er 1.5 gm Covered N N

J0300 Amobarbital 125 mg in2 Covered N 4 K 1341 $2.73

J0330  Su��iny�holine �hloride in2 Covered N N

J0348  Anidula�ungin in2e�#on Covered N 1 N

J0350  In2e�#on anistre�lase 30 u Not Covered E 

J0360  Hydralazine h�l in2e�#on Covered N 1 N

J0364  A�omor�hine hydro�hloride Covered N 1 E By Re�ort

J0365  A�rotonin, 10,000 kiu Covered N K 1439 $2.74

J0380  In2 metaraminol bitartrate Covered N 1 N

J0390  Chloroquine in2e�#on Covered N N

J0395  Arbutamine h�l in2e�#on Covered N E $187.53

J0400  Ari�i�razole in2e�#on Covered N 6 N

J0401 In2 ari�i�razole ext rel 1mg Covered N 4 K 1468 By Re�ort

J0456  Azithromy�in Covered N N

J0461  Atro�ine sul�ate in2e�#on Covered N 3 N

J0470  Dime�a�rol in2e�#on Covered N N

J0475 Ba�lo�en 10 mg in2e�tion Covered N 4 K 9032 $209.58
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J0476  Ba�lo�en intrathe�al trial Covered N K 1631 $82.04

J0480  Basiliximab Covered N K 1683 By Re�ort

J0485  Belata�e�t in2e�#on Covered N 8 K 9286 $3.73

J0490  Belimumab in2e�#on Covered N 7 K 1353 $38.27

J0500  Di�y�lomine in2e�#on Covered N 1 N

J0515  In2 benztro�ine mesylate Covered N N

J0520  Bethane�hol �hloride in2e�t Covered N 1 N

J0558 Peng benzathine/�ro�aine in2 Covered N 24 N

J0561  Peni�illin g benzathine in2 Covered N 24 N

J0571 Bu�renor�hine oral 1mg Covered N 24 E $1.42

J0572 Bu�renor�hin/nalox u� to 3mg Covered N 8 E $8.79

J0573 Bu�renor�h/nalox 3.1 to 6mg Covered N 4 E $17.58

J0574 Bu�renor�h/nalox 6.1 to 10mg Covered N 3 E $35.17

J0575 Bu�renor�h/nalox over 10mg Covered N 2 E $52.75

J0583  Bivalirudin Covered N 1 K 3041 $1.69

J0585 In2e�tion,onabotulinumtoxina Covered N 36 K 0902 $5.21

J0586 Abobotulinumtoxina Covered N K 1289 $7.35

J0587 In2, rimabotulinumtoxinb Covered N K 9018 $9.03

J0588  In�obotulinumtoxin a Covered N 12 K 9278 $5.43

J0592  Bu�renor�hine hydro�hloride Covered N N

J0594  Busul�an in2e�#on Covered N 1 K 1178 By Re�ort

J0595  Butor�hanol tartrate 1 mg Covered N N

J0597  C-1 esterase, berinert Covered N 1 K 9269 $35.77

J0598  C-1 esterase, �inryze Covered N 1 K 9251 $35.75

J0600  Edetate �al�ium disodium in2 Covered N 1 K 1274 $45.33

J0610  Cal�ium glu�onate in2e�#on Covered N 1 N

J0620 Cal�ium gly�er & la�t/10 ml Covered N 1 N

J0630  Cal�itonin salmon in2e�#on Covered N 1 K 1433 $39.49

J0636  In2 �al�itriol �er 0.1 m�g Covered N 2 N

J0637  Cas�o�ungin a�etate Covered N K 9019 $33.88

J0638  Canakinumab in2e�#on Covered N 15 K 1311 $91.15

J0640  Leu�ovorin �al�ium in2e�#on Covered N N

J0641  Levoleu�ovorin in2e�#on Covered N 2 K 1236 $1.33

J0670 In2 me�iva�aine h�l/10 ml Covered N 3 N

J0690  Ce�azolin sodium in2e�#on Covered N 1 N

J0692 Ce�e�ime h�l �or in2e�tion Covered N 1 N

J0694  Ce�oxi#n sodium in2e�#on Covered N N

J0696  Ce�riaxone sodium in2e�#on Covered N 16 N

J0697  Sterile �e�uroxime in2e�#on Covered N 4 N

J0698  Ce�otaxime sodium in2e�#on Covered N 12 N

J0702  Betamethasone a�et&sod �hos� Covered N 4 N

J0706  Caffeine �itrate in2e�#on Covered N 1 N



Procedure 

Code Procedure Code Description

Iowa 

Medicaid 

Coverage

Prior 

Authorization 

Indicator

Procedure 

Max Units APC Status Indicator APC

APC 

Weight

Anesthesia 

Code Base 

Unit

Iowa Medicaid Fee 

Schedule Amount

J0710  Ce�ha�irin sodium in2e�#on Covered N 1 E $3.99

J0712  Ce�aroline �osamil in2 Covered N 6 N

J0713  In2 �e�azidime �er 500 mg Covered N 4 N

J0715 Ce�tizoxime sodium / 500 mg Covered N N

J0716  Centruroides immune �(ab) Covered N 3 K 1431 By Re�ort

J0717 Certolizumab �egol in2 1mg Covered R K 1474 By Re�ort

J0720  Chloram�heni�ol sodium in2e� Covered N 1 N

J0725  Chorioni� gonadotro�in/1000u Covered N 5 K 1668 $3.17

J0735  Clonidine hydro�hloride Covered N N

J0740  Cido�ovir in2e�#on Covered N 1 K 9033 $867.31

J0743  Cilasta#n sodium in2e�#on Covered N N

J0744  Ci�rofloxa�in iv Covered N 5 N

J0745 In2 �odeine �hos�hate /30 mg Covered N 1 N

J0760  Col�hi�ine in2e�#on Covered N 1 N

J0770  Colis#methate sodium in2 Covered N 1 N

J0775  Collagenase, �lost hist in2 Covered N 1 K 1340 $37.42

J0780  Pro�hlor�erazine in2e�#on Covered N 1 N

J0795  Cor#�orelin ovine triflutal Covered N K 1684 $4.77

J0800  Cor#�otro�in in2e�#on Covered N 1 K 1280 $95.54

J0833 Cosyntro�in in2e�tion nos Covered N 3 K 0835 $103.54

J0834  Cosyntro�in �ortrosyn in2 Covered N 3 N

J0840  Crotalidae �oly immune �ab Covered N 6 K 9274 $2,106.20

J0850 Cytomegalovirus imm iv /vial Covered N 1 K 0903 $732.07

J0878  Da�tomy�in in2e�#on Covered N 5 K 9124 $0.37

J0881  Darbe�oe#n al�a, non-esrd Covered N 15 K 1685 $5.13

J0882  Darbe�oe#n al�a, esrd use Covered N 15 K 1482 $5.13

J0885  E�oe#n al�a, non-esrd Covered N 6 K 1686 $13.59

J0886 E�oetin al�a 1000 units esrd Covered N 4 N

J0887 E�oetin beta esrd use Covered N 1 N

J0888 E�oetin beta non esrd Covered N 1 N

J0890  Peginesa#de in2e�#on Covered N 4 E $10.95

J0894  De�itabine in2e�#on Covered N 1 K 9231 By Re�ort

J0895  De�eroxamine mesylate in2 Covered N N

J0897  Denosumab in2e�#on Covered N 12 K 9272 $14.24

J0945  Brom�heniramine maleate in2 Covered N 1 N

J1000  De�o-estradiol �y�ionate in2 Covered N 1 N

J1020 Iethyl�rednisolone 20 mg in2 Covered N 1 N

J1030 Iethyl�rednisolone 40 mg in2 Covered N 2 N

J1040 Iethyl�rednisolone 80 mg in2 Covered N 2 N

J1050  Iedroxy�rogesterone a�etate Covered N 15 N

J1071 In2 testosterone �y�ionate Covered N 4 N

J1094  In2 dexamethasone a�etate Covered N 8 N
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J1100  Dexamethasone sodium �hos Covered N 24 N

J1110  In2 dihydroergotamine mesylt Covered N 1 N

J1120  A�etazolamid sodium in2e�#o Covered N 1 N

J1160  Digoxin in2e�#on Covered N 1 N

J1162  Digoxin immune �ab (ovine) Covered N 1 K 1687 By Re�ort

J1165  Phenytoin sodium in2e�#on Covered N 1 N

J1170  Hydromor�hone in2e�#on Covered N 3 N

J1180  Dy�hylline in2e�#on Covered N E $9.27

J1190 Dexrazoxane h�l in2e�tion Covered N 1 K 0726 $240.54

J1200  Di�henhydramine h�l in2e�#o Covered N 1 N

J1205  Chlorothiazide sodium in2 Covered N 1 K 0747 $10.77

J1212 Dimethyl sul�oxide 50G 50 ml Covered N N

J1230  Iethadone in2e�#on Covered N 1 N

J1240  Dimenhydrinate in2e�#on Covered N 1 N

J1245  Di�yridamole in2e�#on Covered N 6 N

J1250 In2 dobutamine h�l/250 mg Covered N 1 N

J1260  Dolasetron mesylate Covered N 1 N

J1265  Do�amine in2e�#on Covered N 1 N

J1267  Dori�enem in2e�#on Covered N 5 N

J1270  In2e�#on, doxer�al�i�erol Covered N 8 N

J1290  E�allan#de in2e�#on Covered N 3 K 9263 $274.61

J1300  E�ulizumab in2e�#on Covered N 9 K 9236 $181.41

J1320  Amitri�tyline in2e�#on Covered N 1 N

J1322 Elosul�ase al�a, in2e�tion Covered N G 1480 $216.43

J1324  En�uvir#de in2e�#on Covered N 1 K 1361 By Re�ort

J1325  E�o�rostenol in2e�#on Covered N N

J1327  E�#fiba#de in2e�#on Covered N 1 K 1607 $13.19

J1330  Ergonovine maleate in2e�#on Covered N 1 N

J1335  Erta�enem in2e�#on Covered N N

J1364 Erythro la�tobionate /500 mg Covered N K 1669 $3.56

J1380 Estradiol valerate 10 mg in2 Covered N 1 N

J1410 In2 estrogen �on2ugate 25 mg Covered N 1 K 9038 $63.23

J1430  Ethanolamine oleate 100 mg Covered N K 1688 By Re�ort

J1435 In2e�tion estrone �er 1 mg Covered N 5 E $0.59

J1436  E#dronate disodium in2 Covered N 1 N

J1438  Etaner�e�t in2e�#on Covered N K 1608 $152.17

J1439 In2 �erri� �arboxymaltos 1mg Covered N G 9441 $1.12

J1442 In2, �ilgrastim g-�s� 1m�g Covered N 96 K 1469 By Re�ort

J1446  In2, tbo-filgras#m, 5 m�g Covered N 8 G 1477 By Re�ort

J1450  Flu�onazole Covered N N

J1451  Fome�izole, 15 mg Covered N K 1689 $12.80

J1452 Intrao�ular �omivirsen na Covered N 1 N
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J1453  Fosa�re�itant in2e�#on Covered N 15 K 9242 $1.63

J1455  Fos�arnet sodium in2e�#on Covered N N

J1457  Gallium nitrate in2e�#on Covered N 1 N

J1458  Galsul�ase in2e�#on Covered N 7 K 9224 By Re�ort

J1459 In2 ivig �rivigen 500 mg Covered N 85 K 1214 $46.65

J1460 Gamma globulin 1 �� in2 Covered N N

J1556 In2, imm glob bivigam, 500mg Covered N 1 G 9130 By Re�ort

J1557  Gamma�lex in2e�#on Covered N 1 K 9270 $29.53

J1559  Hizentra in2e�#on Covered N K 1312 $13.05

J1560 Gamma globulin > 10 �� in2 Covered N 1 N

J1561 Gamunex-�/gammaked Covered N 3 K 0948 $49.59

J1562  Vivaglobin, in2 Covered N E By Re�ort

J1566  Immune globulin, �owder Covered N 1 K 2731 $66.61

J1568  O�tagam in2e�#on Covered N K 0943 $57.59

J1569  Gammagard liquid in2e�#on Covered N 3 K 0944 $58.36

J1570  Gan�i�lovir sodium in2e�#on Covered N N

J1571  He�agam b im in2e�#on Covered N K 0946 $74.05

J1572  Flebogamma in2e�#on Covered N K 0947 $43.44

J1573  He�agam b intravenous, in2 Covered N K 1138 $74.05

J1580  Garamy�in gentami�in in2 Covered N 1 N

J1590  Ga#floxa�in in2e�#on Covered N N

J1595  In2e�#on gla#ramer a�etate Covered N K 1015 $37.36

J1599 Ivig non-lyo�hilized, nos Covered N N

J1600  Gold sodium thiomaleate in2 Covered N 1 K 1742 $13.89

J1602 Golimumab �or iv use 1mg Covered N 18 K 1475 By Re�ort

J1610 Glu�agon hydro�hloride/1 mg Covered N 2 K 9042 $46.87

J1620  Gonadorelin hydro�h/ 100 m�g Covered N 1 E $207.65

J1626  Granisetron h�l in2e�#on Covered N 11 N

J1630  Halo�eridol in2e�#on Covered N 2 N

J1631  Halo�eridol de�anoate in2 Covered N 6 N

J1640  Hemin, 1 mg Not Covered K 1690

J1642  In2 he�arin sodium �er 10 u Covered N N

J1644  In2 he�arin sodium �er 1000u Covered N 4 N

J1645  Dalte�arin sodium Covered N N

J1650  In2 enoxa�arin sodium Covered N 4 N

J1652  Fonda�arinux sodium Covered N N

J1655  Tinza�arin sodium in2e�#on Covered N E $3.93

J1670  Tetanus immune globulin in2 Covered N 1 K 1670 $123.06

J1675  Histrelin a�etate Not Covered B

J1700  Hydro�or#sone a�etate in2 Covered N 4 N

J1710  Hydro�or#sone sodium �h in2 Covered N 2 N

J1720  Hydro�or#sone sodium su�� i Covered N 3 N
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J1725  Hydroxy�rogesterone �a�roate Covered N K 1354 $2.85

J1730  Diazoxide in2e�#on Covered N E $126.40

J1740  Ibandronate sodium in2e�#on Covered N 1 K 9229 By Re�ort

J1741  Ibu�ro�en in2e�#on Covered N 1 N

J1742  Ibu#lide �umarate in2e�#on Covered N K 9044 $258.42

J1743  Idursul�ase in2e�#on Covered N 5 K 9232 $477.52

J1744  I�a#bant in2e�#on Covered N 9 K 1443 $76.55

J1745  Infliximab in2e�#on Covered N 6 K 7043 $67.55

J1750  In2 iron dextran Covered N 4 K 1237 $19.68

J1756  Iron su�rose in2e�#on Covered N 1 N

J1786  Imuglu�erase in2e�#on Covered N 54 K 1327 $41.08

J1790  Dro�eridol in2e�#on Covered N N

J1800  Pro�ranolol in2e�#on Covered N 1 N

J1810  Dro�eridol/�entanyl in2 Covered N E $9.70

J1815  Insulin in2e�#on Covered N 2 N

J1817  Insulin �or insulin �um� use Not Covered N

J1826 Inter�eron beta-1a in2 Covered N 1 E $222.41

J1830 Inter�eron beta-1b / .25 mg Covered N K 0910 $58.60

J1835  Itra�onazole in2e�#on Covered N 2 E $37.64

J1840 Kanamy�in sul�ate 500 mg in2 Covered N 1 N

J1850 Kanamy�in sul�ate 75 mg in2 Covered N N

J1885  Ketorola� tromethamine in2 Covered N 4 N

J1890  Ce�halothin sodium in2e�#on Covered N 1 N

J1930  Lanreo#de in2e�#on Covered N 9 K 9237 $29.42

J1931  Laronidase in2e�#on Covered N K 9209 $23.37

J1940  Furosemide in2e�#on Covered N 2 N

J1945  Le�irudin Covered N K 1693 $167.01

J1950 Leu�rolide a�etate /3.75 mg Covered N 4 K 0800 $531.87

J1953  Leve#ra�etam in2e�#on Covered N 3 N

J1955  In2 levo�arni#ne �er 1 gm Not Covered B

J1956  Levofloxa�in in2e�#on Covered N 2 N

J1960  Levor�hanol tartrate in2 Covered N 1 N

J1980  Hyos�yamine sul�ate in2 Covered N N

J1990  Chlordiaze�oxide in2e�#on Covered N 1 N

J2001  Lido�aine in2e�#on Covered N N

J2010  Lin�omy�in in2e�#on Covered N 2 N

J2020  Linezolid in2e�#on Covered N 6 K 9001 $37.96

J2060  Loraze�am in2e�#on Covered N 2 N

J2150  Iannitol in2e�#on Covered N 2 N

J2170  Ie�asermin in2e�#on Covered N N

J2175 Ie�eridine hydro�hl /100 mg Covered N 1 N

J2180  Ie�eridine/�romethazine in2 Covered N 2 N
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J2185  Iero�enem Covered N N

J2210  Iethylergonovin maleate in2 Covered N 1 N

J2212  Iethylnaltrexone in2e�#on Covered N 12 N

J2248  Ii�a�ungin sodium in2e�#on Covered N 1 K 9227 By Re�ort

J2250  In2 midazolam hydro�hloride Covered N 4 N

J2260 In2 milrinone la�tate / 5 mg Covered N 1 N

J2265  Iino�y�line hydro�hloride Covered N 2 N

J2270  Ior�hine sul�ate in2e�#on Covered N 1 N

J2274 In mor�hine �reservativ �ree Covered N 2 N

J2278  Si�ono#de in2e�#on Covered N K 1694 $7.17

J2280  In2, moxifloxa�in 100 mg Covered N N

J2300  In2 nalbu�hine hydro�hloride Covered N 2 N

J2310  In2 naloxone hydro�hloride Covered N 2 N

J2315  Naltrexone, de�ot �orm Covered N 1 K 0759 By Re�ort

J2320 Nandrolone de�anoate 50 mg Covered N 2 K 1743 $3.95

J2323  Natalizumab in2e�#on Covered N 3 K 9126 $12.84

J2325  Nesiri#de in2e�#on Covered N 1 K 1695 $32.69

J2353  O�treo#de in2e�#on, de�ot Covered N 3 K 1207 $90.26

J2354  O�treo#de in2, non-de�ot Covered N N

J2355  O�relvekin in2e�#on Covered N 1 K 7011 $260.88

J2357  Omalizumab in2e�#on Covered N 75 K 9300 $15.74

J2358  Olanza�ine long-a�#ng in2 Covered N 1 K 1331 $2.74

J2360  Or�henadrine in2e�#on Covered N 1 N

J2370  Phenyle�hrine h�l in2e�#on Covered N 1 N

J2400  Chloro�ro�aine h�l in2e�#on Covered N N

J2405  Ondansetron h�l in2e�#on Covered N 32 N

J2410  Oxymor�hone h�l in2e�#on Covered N 1 N

J2425  Pali�ermin in2e�#on Covered N K 1696 $12.72

J2426  Pali�eridone �almitate in2 Covered N 234 K 9255 $6.56

J2430 Pamidronate disodium /30 mg Covered N 3 N

J2440  Pa�averin h�l in2e�#on Covered N 1 N

J2460  Oxytetra�y�line in2e�#on Covered N 5 E $0.98

J2469  Palonosetron h�l Covered N 25 K 9210 $33.08

J2501  Pari�al�itol Covered N 15 N

J2503  Pega�tanib sodium in2e�#on Covered N 1 K 1697 By Re�ort

J2504  Pegademase bovine, 25 iu Covered N 1 K 1739 $181.36

J2505  In2e�#on, �egfilgras#m 6mg Covered N 1 K 9119 $2,729.64

J2507  Peglo#�ase in2e�#on Covered N 8 K 9281 $297.92

J2510  Peni�illin g �ro�aine in2 Covered N 8 N

J2513  Pentastar�h 10G solu#on Covered N 1 E By Re�ort

J2515  Pentobarbital sodium in2 Covered N 3 K 1456 $1.50

J2540  Peni�illin g �otassium in2 Covered N N
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J2543  Pi�era�illin/tazoba�tam Covered N N

J2545  Pentamidine non-�om� unit Not Covered B

J2550  Promethazine h�l in2e�#on Covered N 1 N

J2560  Phenobarbital sodium in2 Covered N 1 N

J2562  Plerixa�or in2e�#on Covered N K 9252 $269.86

J2590  Oxyto�in in2e�#on Covered N 1 N

J2597  In2 desmo�ressin a�etate Covered N K 1440 $3.54

J2650  Prednisolone a�etate in2 Covered N 4 N

J2670  Totazoline h�l in2e�#on Covered N 1 K 1457 $4.03

J2675 In2 �rogesterone �er 50 mg Covered N 5 N

J2680 Flu�henazine de�anoate 25 mg Covered N 4 N

J2690  Pro�ainamide h�l in2e�#on Covered N 1 N

J2700  Oxa�illin sodium in2e�iton Covered N 4 N

J2704 In2, �ro�o�ol, 10 mg Covered N 2 N

J2710  Neos#gmine methylsl�e in2 Covered N 1 N

J2720 In2 �rotamine sul�ate/10 mg Covered N 1 N

J2724  Protein � �on�entrate Covered N 1 K 1139 $12.56

J2725  In2 �ro#relin �er 250 m�g Covered N E $25.08

J2730  Pralidoxime �hloride in2 Covered N K 1023 $105.85

J2760  Phentolaine mesylate in2 Covered N 1 K 1458 $32.82

J2765  Ieto�lo�ramide h�l in2e�#on Covered N 4 N

J2770  Quinu�ris#n/dal�o�ris#n Covered N 1 K 2770 $117.80

J2778  Ranibizumab in2e�#on Covered N 5 K 9233 $425.19

J2780  Rani#dine hydro�hloride in2 Covered N N

J2783  Rasburi�ase Not Covered K 0738

J2785  Regadenoson in2e�#on Covered N 4 N

J2788  Rho d immune globulin 50 m�g Covered N 1 N

J2790  Rho d immune globulin in2 Covered N 1 N

J2791  Rho�hyla� in2e�#on Covered N K 0945 $5.14

J2792 Rho(d) immune globulin h, sd Covered N 15 K 1609 $21.14

J2793  Rilona�e�t in2e�#on Covered N K 1291 $23.55

J2794  Ris�eridone, long a�#ng Covered N 1 K 9125 $4.72

J2795 Ro�iva�aine h�l in2e�tion Covered N N

J2796  Romi�los#m in2e�#on Covered N K 9245 $44.92

J2800  Ietho�arbamol in2e�#on Covered N 1 N

J2805  Sin�alide in2e�#on Covered N 1 N

J2810 In2 theo�hylline �er 40 mg Covered N 1 N

J2820  Sargramos#m in2e�#on Covered N 15 K 0731 $29.88

J2850  In2 se�re#n synthe#� human Covered N 1 K 1700 $23.49

J2910  Aurothioglu�ose in2e�iton Covered N 1 N

J2916  Na �erri� glu�onate �om�lex Covered N 5 N

J2920  Iethyl�rednisolone in2e�#on Covered N 3 N
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J2930  Iethyl�rednisolone in2e�#on Covered N N

J2940  Somatrem in2e�#on Not Covered E

J2941  Somatro�in in2e�#on Not Covered K 7034

J2950  Promazine h�l in2e�#on Covered N 4 N

J2993  Rete�lase in2e�#on Not Covered K 9005

J2995 In2 stre�tokinase /250000 iu Not Covered N

J2997  Alte�lase re�ombinant Covered N 4 K 7048 $37.72

J3000  Stre�tomy�in in2e�#on Covered N 1 N

J3010  Fentanyl �itrate in2e�iton Covered N N

J3030 Sumatri�tan su��inate / 6 mg Covered N 1 N

J3060 In2, taliglu�era�e al�a 10 u Covered N 2 G 9294 By Re�ort

J3070  Pentazo�ine in2e�#on Covered N 1 K 1484 $5.38

J3095  Telavan�in in2e�#on Covered N 1 K 9258 $2.15

J3101  Tene�te�lase in2e�#on Covered N 5 K 9002 $51.90

J3105  Terbutaline sul�ate in2 Covered N 3 N

J3110  Teri�ara#de in2e�#on Not Covered B

J3121 In2 testostero enanthate 1mg Covered N 4 N

J3145 Testosterone unde�anoate 1mg Not Covered G 1487

J3230  Chlor�romazine h�l in2e�#on Covered N 1 N

J3240  Thyrotro�in in2e�#on Not Covered K 9108

J3243  Tige�y�line in2e�#on Covered N 1 K 9228 By Re�ort

J3246 Tiro�iban h�l Not Covered K 7041

J3250  Trimethobenzamide h�l in2 Covered N 1 N

J3260  Tobramy�in sul�ate in2e�#on Covered N 3 N

J3262  To�ilizumab in2e�#on Covered N 8 K 9264 $3.43

J3265  In2e�#on torsemide 10 mg/ml Covered N N

J3280  Thiethyl�erazine maleate in2 Covered N 1 N

J3285  Tre�ros#nil in2e�#on Covered N 1 K 1701 $60.14

J3300 Triam�inolone a in2 �rs-�ree Covered N 1 K 1253 $3.34

J3301 Triam�inolone a�et in2 nos Covered N 12 N

J3302  Triam�inolone dia�etate in2 Covered N 8 N

J3303  Triam�inolone hexa�etonl in2 Covered N 4 N

J3305  In2 trimetrexate glu�oronate Covered N E $146.50

J3310  Per�henazine in2e�iton Covered N 1 N

J3315  Tri�torelin �amoate Covered N 1 K 9122 $409.83

J3320  S�e�#nomy�n di-h�l in2 Covered N 2 N

J3350  Urea in2e�#on Not Covered K 1459

J3355  Uro�ollitro�in, 75 iu Covered N 1 K 1741 $72.17

J3357  Ustekinumab in2e�#on Covered N 9 K 9261 $112.64

J3360  Diaze�am in2e�#on Covered N 2 N

J3364 Urokinase 5000 iu in2e�tion Covered N N

J3365 Urokinase 250,000 iu in2 Covered N E $525.89
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J3370  Van�omy�in h�l in2e�#on Covered N 4 N

J3385  Velaglu�erase al�a Covered N 5 K 9271 $349.73

J3396  Verte�orfin in2e�#on Covered N 15 K 1203 $9.90

J3400  Triflu�romazine h�l in2 Covered N 1 E $12.96

J3410  Hydroxyzine h�l in2e�#on Covered N 4 N

J3411  Thiamine h�l 100 mg Covered N 8 N

J3415  Pyridoxine h�l 100 mg Not Covered N

J3420  Vitamin b12 in2e�#on Covered N 1 N

J3430  Vitamin k �hytonadione in2 Covered N 1 N

J3465  In2e�#on, vori�onazole Not Covered K 1052

J3470  Hyaluronidase in2e�#on Covered N 1 N

J3471 Ovine, u� to 999 us� units Covered N 1 N

J3472 Ovine, 1000 us� units Covered N 1 N

J3473  Hyaluronidase re�ombinant Covered N 1 N

J3475  In2 magnesium sul�ate Covered N N

J3480  In2 �otassium �hloride Covered N N

J3485  Sidovudine Covered N K 1744 $1.05

J3486  Si�rasidone mesylate Covered N N

J3489 Soledroni� a�id 1mg Covered N 4 K 1356 By Re�ort

J3490  Drugs un�lassified in2e�#on Covered N N

J3520  Edetate disodium �er 150 mg Covered N 2 E $1.05

J3530  Nasal va��ine inhala#on Not Covered N

J3535  Ietered dose inhaler drug Covered N 1 E By Re�ort

J3570 Laetrile amygdalin vit b17 Not Covered E

J3590  Un�lassified biologi�s Covered N N

J7030  Normal saline solu#on in�us Covered N N

J7040  Normal saline solu#on in�us Covered N 3 N

J7042  5G dextrose/normal saline Covered N N

J7050  Normal saline solu#on in�us Covered N N

J7060  5G dextrose/water Covered N N

J7070  D5w in�usion Covered N N

J7100  Dextran 40 in�usion Covered N N

J7110  Dextran 75 in�usion Covered N N

J7120  Ringers la�tate in�usion Covered N N

J7131  Hy�ertoni� saline sol Covered N 3 N

J7178  Human fibrinogen �on� in2 Covered N 13 K 1478 By Re�ort

J7180 Fa�tor xiii anti-hem �a�tor Covered N 8 N

J7181 Fa�tor xiii re�omb a-subunit Covered N 35 G 1746 By Re�ort

J7182 Fa�tor viii re�omb novoeight Covered N E By Re�ort

J7183  Wilate in2e�#on Covered N 6 K 1352 $1.14

J7185  Xyntha in2 Covered N 5,682 K 1268 $1.43

J7186  An#hemo�hili� viii/vw� �om� Covered N K 1213 By Re�ort
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J7187 Humate-�, in2 Covered N 1 K 1704 By Re�ort

J7189  Fa�tor viia Covered N 1 K 1705 $1.53

J7190  Fa�tor viii Covered N 45 K 0925 $0.89

J7191 Fa�tor viii (�or�ine) Not Covered K 1464

J7192 Fa�tor viii re�ombinant nos Covered N K 0927 $1.39

J7193 Fa�tor ix non-re�ombinant Covered N K 0931 $1.15

J7194  Fa�tor ix �om�lex Not Covered K 0928

J7195 Fa�tor ix re�ombinant nos Not Covered K 0932

J7196  An#thrombin re�ombinant Covered N 1 K 1332 By Re�ort

J7197  An#thrombin iii in2e�#on Covered N K 1263 $1.46

J7198  An#-inhibitor Covered N K 0929 $1.46

J7199  Hemo�hilia �lot �a�tor no� Not Covered B

J7200 Fa�tor ix re�ombinan rixubis Covered N G 1467 $1.45

J7201 Fa�tor ix �� �usion re�omb Covered N G 1486 $2.89

J7300  Intraut �o��er �ontra�e�#ve Covered N 1 E $605.91

J7301 Levonorgestrel iu 13.5 mg Covered N 1 E By Re�ort

J7302 Levonorgestrel iu 52 mg Covered N 1 E $743.73

J7303  Contra�e�#ve vaginal ring Not Covered E

J7304  Contra�e�#ve hormone �at�h Covered N 1 E $10.39

J7306  Levonorgestrel im�lant sys Covered N 1 E By Re�ort

J7307  Etonogestrel im�lant system Covered N 1 E $647.71

J7308  Aminolevulini� a�id h�l to� Not Covered K 7308

J7309  Iethyl aminolevulinate, to� Not Covered K 1338

J7310  Gan�i�lovir long a�t im�lant Not Covered K 0913

J7311  Fluo�inolone a�etonide im�lt Covered N 1 K 9225 By Re�ort

J7312  Dexamethasone intra im�lant Covered N K 9256 $191.70

J7315 O�hthalmi� mitomy�in Covered N 1 G 1448 $363.75

J7316 In2, o�ri�lasmin, 0.125 mg Covered N 4 G 9298 By Re�ort

J7321  Hyalgan/su�artz in2 �er dose Covered N 2 K 0873 $126.46

J7323  Euflexxa in2 �er dose Covered N 2 K 0875 $127.23

J7324  Orthovis� in2 �er dose Covered N 2 K 0877 $227.94

J7325 Synvis� or synvis�-one Covered N 96 K 0874 $15.19

J7326  Gel-one Covered N 48 K 1417 By Re�ort

J7327 Ionovis� in2 �er dose Covered N 2 K 1747 $987.91

J7330  Cultured �hondro�ytes im�lnt Not Covered B

J7336 Ca�sai�in 8G �at�h Covered N 1 K 1665 $2.58

J7500  Azathio�rine oral 50mg Covered N N

J7501  Azathio�rine �arenteral Covered N K 0887 $45.32

J7502  Cy�los�orine oral 100 mg Covered N N

J7504  Lym�ho�yte immune globulin Covered N K 0890 $277.59

J7505  Iono�lonal an#bodies Covered N N

J7506  Prednisone oral Not Covered N
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J7507 Ta�rolimus imme rel oral 1mg Not Covered N

J7508  Ta�rolimus ex rel oral 0.1mg Covered N 18 G 1465 By Re�ort

J7509  Iethyl�rednisolone oral Not Covered N

J7510  Prednisolone oral �er 5 mg Not Covered N

J7511  An#thymo�yte globuln rabbit Covered N 1 K 9104 $286.39

J7513  Da�lizumab, �arenteral Covered N 1 K 1612 $364.78

J7515  Cy�los�orine oral 25 mg Covered N N

J7516  Cy�los�orin �arenteral 250mg Covered N N

J7517  Iy�o�henolate mo�e#l oral Not Covered N

J7518  Iy�o�henoli� a�id Covered N 1 N

J7520  Sirolimus, oral Covered N N

J7525  Ta�rolimus in2e�#on Covered N K 9006 $121.07

J7527  Oral everolimus Covered N 4 N

J7599  Immunosu��ressive drug no� Covered N N

J7604  A�etyl�ysteine �om� unit Covered N 1 I By Re�ort

J7605  Ar�ormoterol non-�om� unit Covered N 1 I $5.02

J7606  Formoterol �umarate, inh Covered N 2 I $2.66

J7607  Levalbuterol �om� �on Covered N 1 I By Re�ort

J7608  A�etyl�ysteine non-�om� unit Covered N I $2.66

J7609  Albuterol �om� unit Covered N 1 I By Re�ort

J7610  Albuterol �om� �on Covered N I By Re�ort

J7611  Albuterol non-�om� �on Covered N I $0.14

J7612  Levalbuterol non-�om� �on Covered N I $1.70

J7613  Albuterol non-�om� unit Covered N I $0.15

J7614  Levalbuterol non-�om� unit Covered N I $1.12

J7615  Levalbuterol �om� unit Covered N I By Re�ort

J7620  Albuterol i�ratro� non-�om� Covered N 1 I $0.80

J7622  Be�lomethasone �om� unit Not Covered I

J7624  Betamethasone �om� unit Not Covered I

J7626  Budesonide non-�om� unit Covered N I $4.21

J7627  Budesonide �om� unit Covered N 1 I By Re�ort

J7628  Bitolterol mesylate �om� �on Covered N I $0.18

J7629  Bitolterol mesylate �om� unt Covered N I $0.18

J7631  Cromolyn sodium non�om� unit Covered N I $0.67

J7632  Cromolyn sodium �om� unit Covered N 1 I By Re�ort

J7633  Budesonide non-�om� �on Covered N I $0.03

J7634  Budesonide �om� �on Covered N 1 I By Re�ort

J7635  Atro�ine �om� �on Covered N I $0.24

J7636  Atro�ine �om� unit Covered N I $0.07

J7637  Dexamethasone �om� �on Covered N I $0.01

J7638  Dexamethasone �om� unit Covered N I $0.12

J7639  Dornase al�a non-�om� unit Covered N I $18.25
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J7640  Formoterol �om� unit Covered N 1 E $2.74

J7641  Flunisolide �om� unit Not Covered I

J7642  Gly�o�yrrolate �om� �on Not Covered I

J7643  Gly�o�yrrolate �om� unit Not Covered I

J7644  I�ratro�ium bromide non-�om� Covered N I $0.21

J7645  I�ratro�ium bromide �om� Covered N I By Re�ort

J7647  Isoetharine �om� �on Not Covered I

J7648  Isoetharine non-�om� �on Not Covered I

J7649  Isoetharine non-�om� unit Not Covered I

J7650  Isoetharine �om� unit Not Covered I

J7657  Iso�roterenol �om� �on Covered N 1 I By Re�ort

J7658  Iso�roterenol non-�om� �on Covered N I $0.54

J7659  Iso�roterenol non-�om� unit Covered N I $0.54

J7660  Iso�roterenol �om� unit Covered N 1 I By Re�ort

J7665  Iannitol �or inhaler Covered N 4 N

J7667  Ieta�roterenol �om� �on Covered N 1 I By Re�ort

J7668  Ieta�roterenol non-�om� �on Covered N I $0.22

J7669  Ieta�roterenol non-�om� unit Not Covered I

J7670  Ieta�roterenol �om� unit Covered N I By Re�ort

J7674  Ietha�holine �hloride, neb Not Covered N

J7676  Pentamidine �om� unit dose Not Covered I

J7680  Terbutaline sul� �om� �on Covered N I $0.02

J7681  Terbutaline sul� �om� unit Covered N I $15.12

J7682  Tobramy�in non-�om� unit Covered N I $49.42

J7683  Triam�inolone �om� �on Covered N I $0.58

J7684  Triam�inolone �om� unit Covered N I $0.58

J7685  Tobramy�in �om� unit Covered N 1 I By Re�ort

J7686  Tre�ros#nil, non-�om� unit Covered N I $271.17

J7699 Inhalation solution �or dme Covered N I By Re�ort

J7799 Non-inhalation drug �or dme Covered N N

J8498 Antiemeti� re�tal/su�� nos Not Covered B

J8499  Oral �res�ri� drug non �hemo Covered N E By Re�ort

J8501  Oral a�re�itant Covered N K 0868 $6.90

J8510  Oral busul�an Covered N N

J8515  Cabergoline, oral 0.25mg Covered N 1 E $16.00

J8520  Ca�e�itabine, oral, 150 mg Covered N K 7042 $2.37

J8521  Ca�e�itabine, oral, 500 mg Covered N K 0934 $7.90

J8530 Cy�lo�hos�hamide oral 25 mg Covered N N

J8540  Oral dexamethasone Covered N 1 N

J8560 Eto�oside oral 50 mg Covered N K 0802 $46.52

J8562  Oral fludarabine �hos�hate Covered N 5 E $7.99

J8565  Gefi#nib oral Covered N 1 E $57.74
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J8597 Antiemeti� drug oral nos Covered N N

J8600 Iel�halan oral 2 mg Covered N N

J8610 Iethotrexate oral 2.5 mg Covered N N

J8650  Nabilone oral Covered N 1 K 1424 By Re�ort

J8700  Temozolomide Covered N K 1086 $6.35

J8705  To�ote�an oral Covered N 12 K 1238 $71.03

J8999  Oral �res�ri�#on drug �hemo Not Covered B

J9000  Doxorubi�in h�l in2e�#on Covered N 15 N

J9010  Alemtuzumab in2e�#on Covered N 3 E $600.97

J9015  Aldesleukin in2e�#on Covered N 1 K 0807 $755.09

J9017  Arseni� trioxide in2e�#on Covered N 14 K 9012 $35.86

J9019  Erwinaze in2e�#on Covered N 25 K 9289 $322.41

J9020 As�araginase, nos Covered N 2 K 0814 $64.36

J9025  Aza�i#dine in2e�#on Covered N 2 K 1709 $4.58

J9027  Clo�arabine in2e�#on Covered N 1 K 1710 $130.11

J9031  B�g live intravesi�al va� Covered N 1 K 0809 $164.63

J9033  Bendamus#ne in2e�#on Covered N 2 K 9243 $19.43

J9035  Beva�izumab in2e�#on Covered N 125 K 9214 $58.68

J9040  Bleomy�in sul�ate in2e�#on Covered N 2 N

J9041  Bortezomib in2e�#on Covered N 35 K 9207 $29.17

J9042  Brentuximab vedo#n in2 Covered N 15 K 9287 $94.39

J9043  Cabazitaxel in2e�#on Covered N 75 K 9276 $138.17

J9045  Carbo�la#n in2e�#on Covered N 2 N

J9047 In2e�tion, �ar�ilzomib, 1 mg Covered N 54 G 9295 By Re�ort

J9050  Carmus#ne in2e�#on Covered N 4 K 0812 $138.79

J9055  Cetuximab in2e�#on Covered N 5 K 9215 $51.03

J9060 Cis�latin 10 mg in2e�tion Covered N 2 N

J9065 In2 �ladribine �er 1 mg Covered N 8 K 0858 $60.12

J9070 Cy�lo�hos�hamide 100 mg in2 Covered N 2 K 1408 $5.58

J9098  Cytarabine li�osome in2 Not Covered K 1166

J9100 Cytarabine h�l 100 mg in2 Covered N 4 N

J9120  Da�#nomy�in in2e�#on Covered N 2 K 0752 $14.26

J9130  Da�arbazine 100 mg in2 Covered N 8 N

J9150  Daunorubi�in in2e�#on Covered N 1 K 0820 $72.30

J9151  Daunorubi�in �itrate in2 Covered N K 0821 $66.42

J9155  Degarelix in2e�#on Covered N 24 K 1296 $4.03

J9160  Denileukin di�itox in2 Covered N 6 E $1,368.37

J9165  Diethyls#lbestrol in2e�#on Covered N 3 E $14.81

J9171  Do�etaxel in2e�#on Covered N 24 K 0823 $20.05

J9175  EllioKs b solu#on �er ml Covered N 1 N

J9178  In2, e�irubi�in h�l, 2 mg Covered N 25 N

J9179  Eribulin mesylate in2e�#on Covered N 4 K 1426 $88.07
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J9181  Eto�oside in2e�#on Covered N 3 N

J9185  Fludarabine �hos�hate in2 Covered N 1 K 0842 $339.60

J9190  Fluoroura�il in2e�#on Covered N 25 N

J9200  Floxuridine in2e�#on Covered N K 0827 $135.00

J9201  Gem�itabine h�l in2e�#on Covered N 1 N

J9202  Goserelin a�etate im�lant Covered N 1 K 0810 $459.04

J9206  Irinote�an in2e�#on Covered N 35 N

J9207  Ixabe�ilone in2e�#on Covered N 8 K 9240 $66.32

J9208  I�os�amide in2e�#on Covered N 3 K 0831 $146.46

J9209  Iesna in2e�#on Covered N 2 N

J9211  Idarubi�in h�l in2e�#on Covered N K 0832 $431.75

J9212  Inter�eron al�a�on-1 in2 Covered N 5 E $4.20

J9213  Inter�eron al�a-2a in2 Covered N K 1460 $35.86

J9214  Inter�eron al�a-2b in2 Covered N 6 K 0836 $15.30

J9215  Inter�eron al�a-n3 in2 Covered N N

J9216  Inter�eron gamma 1-b in2 Covered N K 0838 $215.11

J9217  Leu�rolide a�etate sus�nsion Covered N 4 K 9217 $459.04

J9218  Leu�rolide a�etate in2e�iton Covered N 1 N

J9219  Leu�rolide a�etate im�lant Covered N E $2,268.30

J9225  Vantas im�lant Covered N 1 K 1711 By Re�ort

J9226 Su��relin la im�lant Covered N 1 K 1142 $15,263.24

J9228  I�ilimumab in2e�#on Covered N 3 K 9284 $124.35

J9230  Ie�hlorethamine h�l in2 Covered N 4 K 0751 $12.34

J9245 In2 mel�halan hydro�hl 50 mg Covered N K 0840 $431.91

J9250  Iethotrexate sodium in2 Covered N 6 N

J9260  Iethotrexate sodium in2 Covered N 5 N

J9261  Nelarabine in2e�#on Covered N 1 K 0825 By Re�ort

J9262 In2, oma�etaxine me�, 0.01mg Covered N 125 G 9297 By Re�ort

J9263  Oxali�la#n Covered N 34 K 1738 $9.22

J9264  Pa�litaxel �rotein bound Covered N 4 K 1712 $9.38

J9266  Pegas�argase in2e�#on Covered N 1 K 0843 $1,587.15

J9267 Pa�litaxel in2e�tion Covered N 4 N

J9268  Pentosta#n in2e�#on Covered N K 0844 $1,789.94

J9270  Pli�amy�in (mithramy�in) in2 Covered N 3 N

J9280  Iitomy�in in2e�#on Covered N 3 K 1232 $124.09

J9293 Iitoxantrone hydro�hl / 5 mg Covered N 5 K 0864 $350.00

J9300  Gemtuzumab ozogami�in in2 Covered N E $2,245.19

J9301 Obinutuzumab in2 Covered N 1 G 1476 $52.28

J9302  O�atumumab in2e�#on Covered N 2 K 9260 $45.59

J9303  Panitumumab in2e�#on Covered N 54 K 9235 $89.17

J9305  Pemetrexed in2e�#on Covered N 5 K 9213 $41.68

J9306 In2e�tion, �ertuzumab, 1 mg Covered N 84 K 1471 By Re�ort
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J9307  Pralatrexate in2e�#on Covered N 6 K 9259 $161.91

J9310  Rituximab in2e�#on Covered N 1 K 0849 $488.72

J9315  Romide�sin in2e�#on Covered N 28 K 9265 $218.77

J9320  Stre�tozo�in in2e�#on Covered N 4 K 0850 $145.44

J9328  Temozolomide in2e�#on Covered N 36 K 9253 $1.70

J9330  Temsirolimus in2e�#on Covered N 25 K 1168 $49.77

J9340  Thiote�a in2e�#on Covered N 3 K 0851 $91.15

J9351  To�ote�an in2e�#on Covered N 3 K 1350 $28.64

J9354 In2, ado-trastuzumab emt 1mg Covered N 3 G 9131 By Re�ort

J9355  Trastuzumab in2e�#on Covered N 7 K 1613 $75.34

J9357  Valrubi�in in2e�#on Covered N K 1235 $541.48

J9360  Vinblas#ne sul�ate in2 Covered N 3 N

J9370 Vin�ristine sul�ate 1 mg in2 Covered N 4 N

J9371  In2, vin�ris#ne sul li� 1mg Covered N 5 G 1466 By Re�ort

J9390  Vinorelbine tartrate in2 Covered N 5 N

J9395 In2e�tion, �ulvestrant Covered N 2 K 9120 $85.29

J9400  In2, ziv-afliber�e�t, 1mg Covered N 2 G 9296 By Re�ort

J9600  Porfimer sodium in2e�#on Covered N K 0856 $2,676.85

J9999  Chemothera�y drug Covered N N

K0001  Standard wheel�hair Not Covered W

K0002  Stnd hemi (low seat) whl�hr Not Covered W

K0003  Lightweight wheel�hair Not Covered W

K0004  High strength ltwt whl�hr Not Covered W

K0005  Ultralightweight wheel�hair Not Covered W

K0006  Heavy duty wheel�hair Not Covered W

K0007  Extra heavy duty wheel�hair Not Covered W

K0008  Cstm manual wheel�hair/base Not Covered W

K0009  Other manual wheel�hair/base Not Covered W

K0010  Stnd wt �rame �ower whl�hr Not Covered W

K0011  Stnd wt �wr whl�hr w �ontrol Not Covered W

K0012  Ltwt �ortbl �ower whl�hr Not Covered W

K0013  Custom �ower whl�hr base Not Covered W

K0014  Other �ower whl�hr base Not Covered W

K0015  Deta�h non-ad2us hght armrst Not Covered W

K0017  Deta�h ad2ust armrest base Not Covered W

K0018  Deta�h ad2ust armrst u��er Not Covered W

K0019  Arm �ad ea�h Not Covered W

K0020  Fixed ad2ust armrest �air Not Covered W

K0037  High mount fli�-u� �ootrest Not Covered W

K0038  Leg stra� ea�h Not Covered W

K0039  Leg stra� h style ea�h Not Covered W

K0040  Ad2ustable angle �oot�late Not Covered W
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K0041  Large size �oot�late ea�h Not Covered W

K0042  Standard size �oot�late ea�h Not Covered W

K0043  Ftrst lower extension tube Not Covered W

K0044  Ftrst u��er hanger bra�ket Not Covered W

K0045  Footrest �om�lete assembly Not Covered W

K0046  Elevat legrst low extension Not Covered W

K0047  Elevat legrst u� hangr bra�k Not Covered W

K0050  Rat�het assembly Not Covered W

K0051  Cam relese assem �rst/lgrst Not Covered W

K0052  Swingaway deta�h �ootrest Not Covered W

K0053  Elevate �ootrest ar#�ulate Not Covered W

K0056  Seat ht <17 or >=21 ltwt w� Not Covered W

K0065  S�oke �rote�tors Not Covered W

K0069  Rear whl �om�lete solid #re Not Covered W

K0070  Rear whl �om�l �neum #re Not Covered W

K0071  Front �astr �om�l �neum #re Not Covered W

K0072  Frnt �str �m�l sem-�neum #r Not Covered W

K0073  Caster �in lo�k ea�h Not Covered W

K0077  Front �aster assem �om�lete Not Covered W

K0098  Drive belt �ower wheel�hair Not Covered W

K0105  Iv hanger Not Covered W

K0108 W/� �om�onent-a��essory nos Not Covered W

K0195  Eleva#ng whl�hair leg rests Not Covered W

K0455  Pum� uninterru�ted in�usion Not Covered W

K0462  Tem�orary re�la�ement eq�mnt Not Covered W

K0552  Su��ly/ext in� �um� syr ty�e Covered N 16 W $2.50

K0601  Re�l baK silver oxide 1.5 v Not Covered W

K0602  Re�l baK silver oxide 3 v Not Covered W

K0603  Re�l baK alkaline 1.5 v Not Covered W

K0604  Re�l baK lithium 3.6 v Not Covered W

K0605  Re�l baK lithium 4.5 v Not Covered W

K0606 Aed garment w ele� analysis Not Covered W

K0607 Re�l batt �or aed Not Covered W

K0608 Re�l garment �or aed Not Covered W

K0609 Re�l ele�trode �or aed Not Covered W

K0669  Seat/ba�k �us no dme�da� ver Not Covered W

K0672 Removable so�t inter�a�e le Covered N 1 A $73.30

K0730  Ctrl dose inh drug deliv sys Covered N 1 W By Re�ort

K0733  12-24hr sealed lead a�id Not Covered W

K0738  Portable gas oxygen system Not Covered W

K0739 Re�air/sv� dme non-oxygen eq Not Covered W

K0740  Re�air/sv� oxygen equi�ment Not Covered E
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K0743  Portable home su�#on �um� Not Covered W

K0744  Absor� drg <= 16 su� �um� Not Covered A

K0745  Absor� drg >16<=48 su� �um� Not Covered A

K0746  Absor� drg >48 su� �um� Not Covered A

K0800 Pov grou� 1 std u� to 300lbs Not Covered W

K0801 Pov grou� 1 hd 301-450 lbs Not Covered W

K0802 Pov grou� 1 vhd 451-600 lbs Not Covered W

K0806 Pov grou� 2 std u� to 300lbs Not Covered W

K0807 Pov grou� 2 hd 301-450 lbs Not Covered W

K0808 Pov grou� 2 vhd 451-600 lbs Not Covered W

K0812 Power o�erated vehi�le no� Not Covered W

K0813 Pw� g� 1 std �ort seat/ba�k Not Covered W

K0814 Pw� g� 1 std �ort �a� �hair Not Covered W

K0815 Pw� g� 1 std seat/ba�k Not Covered W

K0816 Pw� g� 1 std �a� �hair Not Covered W

K0820 Pw� g� 2 std �ort seat/ba�k Not Covered W

K0821 Pw� g� 2 std �ort �a� �hair Not Covered W

K0822 Pw� g� 2 std seat/ba�k Not Covered W

K0823 Pw� g� 2 std �a� �hair Not Covered W

K0824 Pw� g� 2 hd seat/ba�k Not Covered W

K0825 Pw� g� 2 hd �a� �hair Not Covered W

K0826 Pw� g� 2 vhd seat/ba�k Not Covered W

K0827 Pw� g� vhd �a� �hair Not Covered W

K0828 Pw� g� 2 xtra hd seat/ba�k Not Covered W

K0829 Pw� g� 2 xtra hd �a� �hair Not Covered W

K0830 Pw� g�2 std seat elevate s/b Not Covered W

K0831 Pw� g�2 std seat elevate �a� Not Covered W

K0835 Pw� g�2 std sing �ow o�t s/b Not Covered W

K0836 Pw� g�2 std sing �ow o�t �a� Not Covered W

K0837 Pw� g� 2 hd sing �ow o�t s/b Not Covered W

K0838 Pw� g� 2 hd sing �ow o�t �a� Not Covered W

K0839 Pw� g�2 vhd sing �ow o�t s/b Not Covered W

K0840 Pw� g�2 xhd sing �ow o�t s/b Not Covered W

K0841 Pw� g�2 std mult �ow o�t s/b Not Covered W

K0842 Pw� g�2 std mult �ow o�t �a� Not Covered W

K0843 Pw� g�2 hd mult �ow o�t s/b Not Covered W

K0848 Pw� g� 3 std seat/ba�k Not Covered W

K0849 Pw� g� 3 std �a� �hair Not Covered W

K0850 Pw� g� 3 hd seat/ba�k Not Covered W

K0851 Pw� g� 3 hd �a� �hair Not Covered W

K0852 Pw� g� 3 vhd seat/ba�k Not Covered W

K0853 Pw� g� 3 vhd �a� �hair Not Covered W
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K0854 Pw� g� 3 xhd seat/ba�k Not Covered W

K0855 Pw� g� 3 xhd �a� �hair Not Covered W

K0856 Pw� g�3 std sing �ow o�t s/b Not Covered W

K0857 Pw� g�3 std sing �ow o�t �a� Not Covered W

K0858 Pw� g�3 hd sing �ow o�t s/b Not Covered W

K0859 Pw� g�3 hd sing �ow o�t �a� Not Covered W

K0860 Pw� g�3 vhd sing �ow o�t s/b Not Covered W

K0861 Pw� g�3 std mult �ow o�t s/b Not Covered W

K0862 Pw� g�3 hd mult �ow o�t s/b Not Covered W

K0863 Pw� g�3 vhd mult �ow o�t s/b Not Covered W

K0864 Pw� g�3 xhd mult �ow o�t s/b Not Covered W

K0868 Pw� g� 4 std seat/ba�k Not Covered W

K0869 Pw� g� 4 std �a� �hair Not Covered W

K0870 Pw� g� 4 hd seat/ba�k Not Covered W

K0871 Pw� g� 4 vhd seat/ba�k Not Covered W

K0877 Pw� g�4 std sing �ow o�t s/b Not Covered W

K0878 Pw� g�4 std sing �ow o�t �a� Not Covered W

K0879 Pw� g�4 hd sing �ow o�t s/b Not Covered W

K0880 Pw� g�4 vhd sing �ow o�t s/b Not Covered W

K0884 Pw� g�4 std mult �ow o�t s/b Not Covered W

K0885 Pw� g�4 std mult �ow o�t �a� Not Covered W

K0886 Pw� g�4 hd mult �ow s/b Not Covered W

K0890 Pw� g�5 �ed sing �ow o�t s/b Not Covered W

K0891 Pw� g�5 �ed mult �ow o�t s/b Not Covered W

K0898 Power wheel�hair no� Not Covered W

K0899  Pow mobil dev no dme�da� Not Covered W

K0900  Cstm dme other than wheel�hr Not Covered W

K0901 Ko single u�right �re ots Not Covered A

K0902 Ko double u�right �re ots Not Covered A

L0112  Cranial �ervi�al orthosis Not Covered A

L0113  Cranial �ervi�al tor#�ollis Covered N 1 A By Re�ort

L0120  Cerv flex n/ad2 �oam �re ots Covered N 1 A $27.36

L0130  Flex thermo�las#� �ollar mo Covered N 1 A $126.22

L0140  Cervi�al semi-rigid ad2ustab Covered N 1 A $66.03

L0150  Cerv semi-rig ad2 molded �hn Covered N 1 A $110.87

L0160  Cerv sr wire o��/man �re ots Covered N 1 A $134.73

L0170  Cervi�al �ollar molded to �t Covered N 1 A $508.46

L0172  Cerv �ol sr �oam 2�� �re ots Covered N 1 A $99.31

L0174  Cerv sr 2�� thor ext �re ots Covered N 1 A $224.96

L0180  Cer �ost �ol o��/man su� ad2 Covered N 1 A $288.77

L0190  Cerv �ollar su�� ad2 �erv ba Covered N 1 A $405.98

L0200  Cerv �ol su�� ad2 bar & thor Covered N 1 A $487.41
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L0220  Thor rib belt �ustom �abri�a Covered N 1 A $105.58

L0450 Tlso �lex trunk/thor �re ots Not Covered A

L0452 Tlso �lex �ustom �ab thora�i Not Covered A

L0454 Tlso trnk s2-t9 �re �st Covered N 1 A $285.56

L0455 Tlso �lex trnk s2-t9 �re ots Covered N 1 A $312.27

L0456 Tlso �lex trnk s2-ss �re �st Not Covered A

L0457 Tlso �lex trnk s2-ss �re ots Covered N 1 A $895.49

L0458 Tlso 2mod sym�his-xi�ho �re Not Covered A

L0460 Tlso 2 shl sym�hys-stern �st Not Covered A

L0462 Tlso 3mod sa�ro-s�a� �re Not Covered A

L0464 Tlso 4mod sa�ro-s�a� �re Not Covered A

L0466  Tlso r �ram so� ant �re �st Not Covered A

L0467 Tlso r �ram so�t �re ots Covered N 1 A $330.18

L0468  Tlso rig �ram �elvi� �re �st Not Covered A

L0469 Tlso rig �ram �elvi� �re ots Covered N 1 A $419.36

L0470 Tlso rigid �rame �re sub�lav Not Covered A

L0472 Tlso rigid �rame hy�erex �re Not Covered A

L0480 Tlso rigid �lasti� �ustom �a Not Covered A

L0482 Tlso rigid lined �ustom �ab Not Covered A

L0484 Tlso rigid �lasti� �ust �ab Not Covered A

L0486 Tlso rigidlined �ust �ab two Not Covered A

L0488 Tlso rigid lined �re one �ie Not Covered A

L0490 Tlso rigid �lasti� �re one Not Covered A

L0491 Tlso 2 �ie�e rigid shell Not Covered A

L0492 Tlso 3 �ie�e rigid shell Not Covered A

L0621 Sio �lex �elvi�/sa�r �re ots Covered N 1 A $93.08

L0622 Sio �lex �elvisa�ral �ustom Covered N 1 A $238.83

L0623 Sio rig �nl �elv/sa� �re ots Covered N 1 A By Re�ort

L0624 Sio �anel �ustom Covered N 1 A By Re�ort

L0625 Lo �lex l1-below l5 �re ots Covered N 1 A $45.34

L0626  Lo sag rig �nl stays �re �st Covered N 1 A $64.18

L0627 Lo sag ri an/�os �nl �re �st Covered N 1 A $338.43

L0628 Lso �lex no ri stays �re ots Covered N 1 A $69.07

L0629 Lso �lex w/rigid stays �ust Covered N 1 A $0.00

L0630 Lso r �ost �nl s2-t9 �re �st Covered N 1 A $133.32

L0631 Lso sag r an/�os �nl �re �st Covered N 1 A $845.22

L0632 Lso sag rigid �rame �ust Covered N 1 A By Re�ort

L0633 Lso s� r �os/lat �nl �re �st Covered N 1 A $236.10

L0634 Lso �lexion �ontrol �ustom Covered N 1 A By Re�ort

L0635 Lso sagit rigid �anel �re�ab Covered N 1 A $828.10

L0636 Lso sagittal rigid �anel �us Covered N 1 A $1,362.10

L0637 Lso s� r ant/�os �nl �re �st Covered N 1 A $980.65
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L0638 Lso sag-�oronal �anel �ustom Covered N 1 A $1,085.93

L0639 Lso s/� shell/�anel �re�ab Covered N 1 A $980.65

L0640 Lso s/� shell/�anel �ustom Covered N 1 A $861.55

L0641 Lo rig �os �nl l1-l5 �re ots Covered N 1 A $70.19

L0642 Lo sag ri an/�os �nl �re ots Covered N 1 A $370.09

L0643 Lso sag �tr rigi �os �re ots Covered N 1 A $145.79

L0648 Lso sag r an/�os �nl �re ots Covered N 1 A $924.31

L0649 Lso s� r �os/lat �nl �re ots Covered N 1 A $258.17

L0650 Lso s� r ant/�os �nl �re ots Covered N 1 A $1,072.38

L0651 Lso sag-�o shell �nl �re ots Covered N 1 A $1,072.38

L0700  Ctlso a-�-l �ontrol molded Covered N 1 A $2,085.49

L0710  Ctlso a-�-l �ontrol w/ inter Covered N 1 A $1,730.32

L0810  Halo �ervi�al into 2�kt vest Not Covered A

L0820  Halo �ervi�al into body 2a�k Not Covered A

L0830  Halo �erv into milwaukee ty� Not Covered A

L0859 Iri �om�atible system Not Covered A

L0861  Halo re�l liner/inter�a�e Not Covered A

L0970  Tlso �orset �ront Covered N 1 A $88.42

L0972  Lso �orset �ront Covered N 1 A $80.97

L0974  Tlso �ull �orset Covered N 1 A $147.56

L0976  Lso �ull �orset Covered N 1 A $137.83

L0978  Axillary �rut�h extension Covered N 1 A $197.42

L0980  Peroneal stra�s �air �re ots Covered N 1 A $13.51

L0982  Sto�king su� gri�s 4 �re ots Covered N 1 A $14.47

L0984  Prote�t body so�k ea �re ots Covered N 2 A $53.92

L0999 Add to s�inal orthosis nos Covered N A By Re�ort

L1000  Ctlso milwauke ini#al model Covered N 1 A $1,642.83

L1001 Ctlso in�ant immobilizer Covered N 1 A By Re�ort

L1005  Tension based s�oliosis orth Covered N 1 A $2,635.25

L1010  Ctlso axilla sling Covered N 1 A $57.94

L1020  Ky�hosis �ad Covered N 1 A $66.86

L1025  Ky�hosis �ad floa#ng Covered N 1 A $96.47

L1030  Lumbar bolster �ad Covered N 1 A $49.21

L1040  Lumbar or lumbar rib �ad Covered N 1 A $61.00

L1050  Sternal �ad Covered N 1 A $64.41

L1060  Thora�i� �ad Covered N 1 A $76.11

L1070  Tra�ezius sling Covered N 1 A $69.61

L1080  Outrigger Covered N 2 A $42.81

L1085  Outrigger bil w/ vert extens Covered N 1 A $119.08

L1090  Lumbar sling Covered N 1 A $71.63

L1100  Ring flange �las#�/leather Covered N 1 A $135.32

L1110  Ring flange �las/leather mol Covered N 1 A $248.94
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L1120  Covers �or u�right ea�h Covered N 2 A $30.72

L1200  Furnsh ini#al orthosis only Covered N 1 A $1,403.97

L1210  Lateral thora�i� extension Covered N 1 A $202.43

L1220  Anterior thora�i� extension Covered N 1 A $177.43

L1230  Iilwaukee ty�e su�erstru�tur Covered N 1 A $439.78

L1240  Lumbar derota#on �ad Covered N 1 A $60.07

L1250  Anterior asis �ad Covered N 2 A $55.89

L1260  Anterior thora�i� derota#on Covered N 1 A $58.53

L1270  Abdominal �ad Covered N 1 A $59.94

L1280  Rib gusset (elas#�) ea�h Covered N 2 A $66.74

L1290  Lateral tro�hanteri� �ad Covered N 2 A $60.80

L1300  Body 2a�ket mold to �a#ent Covered N 1 A $1,391.50

L1310  Post-o�era#ve body 2a�ket Covered N 1 A $1,483.18

L1499 S�inal orthosis nos Covered N A By Re�ort

L1600  Ho flex �re2ka w/�ov �re �st Covered N 1 A $99.68

L1610  Ho �re2ka �ov only �re �st Covered N 1 A $39.99

L1620  Ho flex �avlik harns �re �st Covered N 1 A $106.97

L1630  Abdu�t �ontrol hi� semi-flex Covered N 1 A $143.52

L1640  Pelv band/s�read bar thigh � Covered N 1 A $402.96

L1650 Ho abdu�tion hi� ad2ustable Covered N 1 A $188.65

L1652 Ho bi thigh�u��s w s�rdr bar Not Covered A

L1660 Ho abdu�tion stati� �lasti� Covered N 1 A $132.39

L1680  Pelvi� & hi� �ontrol thigh � Covered N 1 A $1,148.00

L1685  Post-o� hi� abdu�t �ustom �a Covered N 1 A $920.27

L1686 Ho �ost-o� hi� abdu�tion Covered N 1 A $705.73

L1690 Combination bilateral ho Covered N 1 A $1,592.13

L1700  Leg �erthes orth toronto ty� Covered N 1 A $1,293.05

L1710  Legg �erthes orth newington Covered N 1 A $1,383.05

L1720  Legg �erthes orthosis trilat Covered N 1 A $1,197.47

L1730  Legg �erthes orth s�o0sh r Covered N 1 A $962.42

L1755  Legg �erthes �aKen boKom t Covered N 2 A $1,253.37

L1810 Ko elasti� with 2oints Covered N 2 A $77.43

L1812  Ko elas#� w/2oints �re ots Covered N 2 A $84.68

L1820  Ko elas w/ �ondyle �ads & 2o Covered N 2 A $102.70

L1830 Ko immob �anvas long �re ots Covered N 2 A $70.50

L1831  Knee orth �os lo�king 2oint Not Covered A

L1832  Ko ad2 2nt �os r su� �re �st Covered N 2 A $470.36

L1833  Ko ad2 2nt �os r su� �re ots Covered N 2 A $514.37

L1834  Ko w/0 2oint rigid molded to Covered N 2 A $648.58

L1836 Ko rigid w/o 2oints �re ots Not Covered A

L1840  Ko derot ant �ru�iate �ustom Covered N 2 A $728.81

L1843  Ko single u�right �re �st Covered N 2 A $738.77
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L1844  Ko w/ad2 2t rot �ntrl molded Covered N 2 A $1,556.77

L1845  Ko double u�right �re �st Covered N 2 A $632.36

L1846  Ko w ad2 flex/ext rotat mold Covered N 2 A $864.28

L1847  Ko dbl u�right w/air �re �st Covered N 2 A $473.56

L1848  Ko dbl u�right w/air �re ots Covered N 2 A $517.85

L1850 Ko swedish ty�e �re ots Covered N 2 A $230.81

L1860  Ko su�ra�ondylar so�ket mold Covered N 2 A $1,054.81

L1900  A�o s�rng wir drsflx �al� bd Covered N 2 A $217.34

L1902  A�o ankle gauntlet �re ots Covered N 1 A $65.17

L1904  A�o molded ankle gauntlet Covered N 2 A $365.71

L1906  A�o mul#lig ank su� �re ots Covered N 2 A $93.03

L1907 A�o su�ramalleolar �ustom Not Covered A

L1910  A�o sing bar �las� aKa�h sh Covered N 1 A $206.89

L1920  A�o sing u�right w/ ad2ust s Covered N 2 A $270.47

L1930  A�o �las#� Covered N 2 A $213.89

L1932 A�o rig ant tib �re�ab t��/= Covered N 1 A $734.72

L1940  A�o molded to �a#ent �las# Covered N 2 A $419.00

L1945  A�o molded �las rig ant #b Covered N 2 A $716.18

L1950  A�o s�iral molded to �t �las Covered N 2 A $602.21

L1951 A�o s�iral �re�abri�ated Not Covered A

L1960  A�o �os solid ank �las#� mo Covered N 2 A $428.83

L1970  A�o �las#� molded w/ankle 2 Covered N 2 A $658.01

L1971 A�o w/ankle 2oint, �re�ab Not Covered A

L1980  A�o sing solid s#rru� �al� Covered N 2 A $314.97

L1990  A�o doub solid s#rru� �al� Covered N 2 A $398.07

L2000  Ka�o sing �re s#rr thi/�al� Covered N 2 A $784.71

L2005 Ka�o sng/dbl me�hani�al a�t Covered N 1 A $3,373.87

L2010  Ka�o sng solid s#rru� w/o 2 Covered N 2 A $719.19

L2020  Ka�o dbl solid s#rru� band/ Covered N 2 A $903.36

L2030  Ka�o dbl solid s#rru� w/o 2 Covered N 2 A $834.69

L2034 Ka�o �la sin u� w/wo k/a �us Covered N 2 A $1,707.72

L2035 Ka�o �lasti� �ediatri� size Covered N 1 A $142.61

L2036  Ka�o �las doub �ree knee mol Covered N 2 A $1,435.39

L2037  Ka�o �las sing �ree knee mol Covered N 2 A $1,288.62

L2038  Ka�o w/o 2oint mul#-axis an Covered N 2 A $1,106.13

L2040  Hka�o torsion bil rot stra�s Covered N 1 A $137.36

L2050  Hka�o torsion �able hi� �elv Covered N 1 A $368.54

L2060  Hka�o torsion ball bearing 2 Covered N 1 A $465.06

L2070  Hka�o torsion unilat rot str Covered N 1 A $107.72

L2080  Hka�o unilat torsion �able Covered N 1 A $302.40

L2090  Hka�o unilat torsion ball br Covered N 1 A $375.77

L2106  A�o #b �x �ast �laster mold Covered N 2 A $526.02
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L2108  A�o #b �x �ast molded to �t Covered N 2 A $826.62

L2112  A�o #bial �ra�ture so� Covered N 2 A $360.95

L2114  A�o #b �x semi-rigid Covered N 2 A $474.40

L2116  A�o #bial �ra�ture rigid Covered N 2 A $583.04

L2126  Ka�o �em �x �ast thermo�las Covered N 2 A $926.43

L2128  Ka�o �em �x �ast molded to � Covered N 2 A $1,326.63

L2132  Ka�o �emoral �x �ast so� Covered N 2 A $624.09

L2134  Ka�o �em �x �ast semi-rigid Covered N 2 A $748.27

L2136  Ka�o �emoral �x �ast rigid Covered N 2 A $923.77

L2180  Plas shoe insert w ank 2oint Covered N 2 A $91.29

L2182  Dro� lo�k knee Covered N 4 A $85.06

L2184  Limited mo#on knee 2oint Covered N A $95.83

L2186  Ad2 mo#on knee 2nt lerman t Covered N 4 A $120.82

L2188  Quadrilateral brim Covered N 2 A $231.71

L2190  Waist belt Covered N 1 A $71.41

L2192  Pelvi� band & belt thigh fla Covered N 1 A $349.47

L2200  Limited ankle mo#on ea 2nt Covered N 4 A $36.78

L2210  Dorsiflexion assist ea�h 2oi Covered N 4 A $52.00

L2220  Dorsi & �lantar flex ass/res Covered N 4 A $64.95

L2230  S�lit flat �ali�er s#rr & � Covered N 2 A $61.11

L2232 Ro�ker bottom, �onta�t a�o Covered N 2 A $80.36

L2240  Round �ali�er and �late aKa Covered N 1 A $68.17

L2250  Foot �late molded s#rru� at Covered N 2 A $323.87

L2260  Rein�or�ed solid s#rru� Covered N 2 A $155.09

L2265  Long tongue s#rru� Covered N 2 A $92.98

L2270  Varus/valgus stra� �added/li Not Covered A

L2275  Plas#� mod low ext �ad/line Covered N 2 A $123.37

L2280  Iolded inner boot Covered N 2 A $350.33

L2300  Abdu�#on bar 2ointed ad2ust Covered N 1 A $216.30

L2310  Abdu�#on bar-straight Covered N 1 A $95.17

L2320  Non-molded la�er Covered N 2 A $170.19

L2330  La�er molded to �a#ent mode Covered N 2 A $321.96

L2335  Anterior swing band Covered N 2 A $234.35

L2340  Pre-#bial shell molded to � Covered N 2 A $347.98

L2350  Prosthe#� ty�e so�ket molde Covered N 2 A $754.19

L2360  Extended steel shank Covered N 2 A $42.82

L2370  PaKen boKom Covered N 2 A $264.80

L2375  Torsion ank & hal� solid s# Covered N 2 A $94.28

L2380  Torsion straight knee 2oint Covered N 2 A $115.14

L2385  Straight knee 2oint heavy du Covered N 4 A $105.36

L2387 Add le �oly knee �ustom ka�o Covered N 2 A $128.03

L2390  Offset knee 2oint ea�h Covered N 4 A $84.68
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L2395  Offset knee 2oint heavy duty Covered N 4 A $127.33

L2397  Sus�ension sleeve lower ext Covered N A $104.23

L2405  Knee 2oint dro� lo�k ea 2nt Covered N 4 A $71.76

L2415  Knee 2oint �am lo�k ea�h 2oi Covered N 4 A $100.01

L2425  Knee dis�/dial lo�k/ad2 flex Covered N 4 A $118.00

L2430  Knee 2nt rat�het lo�k ea 2nt Covered N 2 A $118.00

L2492  Knee li� loo� dro� lo�k rin Covered N 4 A $78.89

L2500  Thi/glut/is�hia wgt bearing Covered N 1 A $244.64

L2510  Th/wght bear quad-lat brim m Covered N 2 A $608.05

L2520  Th/wght bear quad-lat brim � Covered N 2 A $356.40

L2525  Th/wght bear nar m-l brim mo Covered N 2 A $1,033.18

L2526  Th/wght bear nar m-l brim �u Covered N 1 A $529.92

L2530  Thigh/wght bear la�er non-mo Covered N 1 A $199.80

L2540  Thigh/wght bear la�er molded Covered N 2 A $327.09

L2550  Thigh/wght bear high roll �u Covered N 2 A $222.20

L2570  Hi� �levis ty�e 2 �osit 2nt Covered N 2 A $423.95

L2580  Pelvi� �ontrol �elvi� sling Not Covered A

L2600  Hi� �levis/thrust bearing �r Covered N 2 A $158.89

L2610  Hi� �levis/thrust bearing lo Covered N 2 A $187.88

L2620  Pelvi� �ontrol hi� heavy dut Covered N 2 A $261.18

L2622  Hi� 2oint ad2ustable flexion Covered N 2 A $249.43

L2624  Hi� ad2 flex ext abdu�t �ont Covered N 2 A $302.19

L2627  Plas#� mold re�i�ro hi� & � Covered N 1 A $1,326.29

L2628  Ietal �rame re�i�ro hi� & �a Covered N 1 A $1,296.19

L2630  Pelvi� �ontrol band & belt u Covered N 1 A $191.57

L2640  Pelvi� �ontrol band & belt b Covered N 1 A $259.99

L2650  Pelv & thor �ontrol gluteal Covered N 2 A $114.60

L2660  Thora�i� �ontrol thora�i� ba Covered N 1 A $144.19

L2670  Thora� �ont �aras�inal u�rig Covered N 1 A $134.10

L2680  Thora� �ont lat su��ort u�ri Covered N 2 A $135.67

L2750  Pla#ng �hrome/ni�kel �r bar Covered N 1 A $71.42

L2755  Carbon gra�hite lamina#on Covered N 4 A $107.59

L2760  Extension �er extension �er Covered N 4 A $47.00

L2768  Ortho sidebar dis�onne�t Covered N A $107.29

L2780  Non-�orrosive finish Covered N 8 A $52.35

L2785  Dro� lo�k retainer ea�h Covered N A $26.16

L2795  Knee �ontrol �ull knee�a� Covered N 2 A $65.73

L2800  Knee �a� medial or lateral � Covered N 2 A $82.53

L2810  Knee �ontrol �ondylar �ad Covered N 2 A $60.42

L2820  So� inter�a�e below knee se Covered N 2 A $67.18

L2830  So� inter�a�e above knee se Covered N 2 A $72.68

L2840  Tibial length so�k �x or equ Covered N 4 A $34.97
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L2850  Femoral lgth so�k �x or equa Covered N A $63.87

L2861  Torsion me�hanism knee/ankle Covered N E By Re�ort

L2999 Lower extremity orthosis nos Covered N 1 A Iax Fee

L3000  Ft insert u�b berkeley shell Not Covered A

L3001  Foot insert remov molded s�e Covered N 2 A $108.89

L3002  Foot insert �lastazote or eq Covered N 2 A $132.98

L3003  Foot insert sili�one gel ea� Covered N 2 A $143.48

L3010  Foot longitudinal ar�h su��o Covered N 2 A $143.48

L3020  Foot longitud/metatarsal su� Covered N 2 A $163.36

L3030  Foot ar�h su��ort remov �rem Covered N 2 A $62.83

L3031  Foot lamin/�re�reg �om�osite Not Covered A

L3040  Ft ar�h su�rt �remold longit Covered N 2 A $38.75

L3050  Foot ar�h su�� �remold metat Covered N 2 A $38.75

L3060  Foot ar�h su�� longitud/meta Covered N 2 A $60.71

L3070  Ar�h su�rt aK to sho longit Covered N 2 A $26.18

L3080  Ar�h su�� aK to shoe metata Covered N 2 A $26.18

L3090  Ar�h su�� aK to shoe long/m Covered N 2 A $33.50

L3100  Hallus-valgus nt dyn �re ots Covered N 1 A $35.61

L3140  Abdu�#on rota#on bar shoe Covered N 1 A $73.30

L3150  Abdu�t rota#on bar w/o shoe Covered N 1 A $67.01

L3160  Shoe styled �osi#oning dev Covered N 1 A By Re�ort

L3170  Foot �las heel stabi �re ots Covered N 2 A $41.88

L3201  Ox�ord w su�inat/�ronat in� Covered N 2 A $47.40

L3202  Ox�ord w/ su�inat/�ronator � Covered N 2 A $47.40

L3203  Ox�ord w/ su�inator/�ronator Covered N 2 A $47.40

L3204  Highto� w/ su��/�ronator in� Covered N 2 A $47.40

L3206  Highto� w/ su��/�ronator �hi Covered N 2 A $47.40

L3207  Highto� w/ su��/�ronator 2un Covered N 2 A $47.40

L3208  Surgi�al boot ea�h in�ant Covered N 2 A $12.13

L3209  Surgi�al boot ea�h �hild Covered N 2 A $11.76

L3211  Surgi�al boot ea�h 2unior Covered N 2 A $12.13

L3212  Benes�h boot �air in�ant Covered N 1 A $47.40

L3213  Benes�h boot �air �hild Covered N 1 A $47.40

L3214  Benes�h boot �air 2unior Covered N 1 A $47.40

L3215  Ortho�edi� �wear ladies ox� Covered N 2 E $55.31

L3216  Ortho�ed ladies shoes d�th i Not Covered E

L3217  Ladies shoes highto� de�th i Covered N 2 E $55.31

L3219  Ortho�edi� mens shoes ox�ord Covered N 2 E $57.46

L3221  Ortho�edi� mens shoes d�th i Covered N 2 E $71.70

L3222  Iens shoes highto� de�th inl Covered N 2 E $71.70

L3224  Woman's shoe ox�ord bra�e Covered N 2 A $55.59

L3225  Ian's shoe ox�ord bra�e Covered N 2 A $64.68
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L3230  Custom shoes de�th inlay Covered N 2 A $227.28

L3250  Custom mold shoe remov �rost Covered N 2 A $227.28

L3251  Shoe molded to �t sili�one s Covered N 1 A $227.28

L3252  Shoe molded �lastazote �ust Covered N 2 A $227.28

L3253  Shoe molded �lastazote �ust Covered N 2 A $227.28

L3254  Orth �oot non-stndard size/w Covered N 1 A By Re�ort

L3255  Orth �oot non-standard size/ Covered N 1 A By Re�ort

L3257  Orth �oot add �harge s�lit s Not Covered A

L3260  Ambulatory surgi�al boot ea� Covered N 2 E $18.05

L3265  Plastazote sandal ea�h Covered N 2 A $46.68

L3300  Sho li� ta�er to metatarsal Covered N A $42.94

L3310  Shoe li� elev heel/sole neo Covered N 8 A $67.01

L3320  Shoe li� elev heel/sole �or Covered N 8 A $62.48

L3330  Li�s eleva#on metal extens Covered N 2 A $465.96

L3332  Shoe li�s ta�ered to one-ha Covered N 2 A $60.71

L3334  Shoe li�s eleva#on heel /i Covered N 4 A $31.40

L3340  Shoe wedge sa�h Covered N 2 A $70.17

L3350  Shoe heel wedge Covered N 2 A $18.85

L3360  Shoe sole wedge outside sole Covered N 2 A $29.31

L3370  Shoe sole wedge between sole Covered N 2 A $40.82

L3380  Shoe �lub�oot wedge Covered N 2 A $40.82

L3390  Shoe ouYlare wedge Covered N 2 A $40.82

L3400  Shoe metatarsal bar wedge ro Covered N 2 A $33.50

L3410  Shoe metatarsal bar between Covered N 2 A $76.44

L3420  Full sole/heel wedge btween Covered N 2 A $45.02

L3430  Sho heel �ount �last rein�or Covered N 2 A $131.95

L3440  Heel leather rein�or�ed Covered N 2 A $62.83

L3450  Shoe heel sa�h �ushion ty�e Covered N 2 A $86.91

L3455  Shoe heel new leather standa Covered N 1 A $33.50

L3460  Shoe heel new rubber standar Covered N 1 A $28.26

L3465  Shoe heel thomas with wedge Covered N 2 A $48.18

L3470  Shoe heel thomas extend to b Covered N 2 A $51.32

L3480  Shoe heel �ad & de�ress �or Covered N 2 A $51.32

L3485  Shoe heel �ad removable �or Covered N 2 A $18.44

L3500  Ortho shoe add leather insol Covered N 1 A $24.07

L3510  Ortho�edi� shoe add rub insl Covered N 1 A $24.07

L3520  O shoe add �elt w leath insl Covered N 1 A $26.18

L3530  Ortho shoe add hal� sole Not Covered A

L3540  Ortho shoe add �ull sole Not Covered A

L3550  O shoe add standard toe ta� Covered N 1 A $7.35

L3560  O shoe add horseshoe toe ta� Covered N 1 A $18.85

L3570  O shoe add inste� extension Covered N 1 A $70.17
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L3580  O shoe add inste� vel�ro �lo Covered N 2 A $53.42

L3590  O shoe �onvert to so� �ounte Covered N 2 A $43.99

L3595  Ortho shoe add mar�h bar Covered N 1 A $34.52

L3600  Trans shoe �ali� �late exist Covered N 2 A $62.83

L3610  Trans shoe �ali�er �late new Covered N 2 A $82.73

L3620  Trans shoe solid s#rru� exi Not Covered A

L3630  Trans shoe solid s#rru� new Covered N 2 A $82.73

L3640  Shoe dennis browne s�lint bo Covered N 1 A $35.61

L3649 Ortho�edi� shoe modi�i�a nos Covered N 2 A By Re�ort

L3650  So 8 abd restraint �re ots Covered N 1 A $53.29

L3660  So 8 ab rstr �an/web �re ots Covered N 2 A $97.44

L3670  So a�ro/�lav �an web �re ots Covered N 2 A $114.14

L3671 So �a� design w/o 2nts �� Covered N 1 A $675.17

L3674 So air�lane w/wo 2oint �� Covered N 2 A $929.11

L3675  So vest �anvas/web �re ots Covered N 1 A $131.48

L3677  So hard �las stabili �re �st Covered N 1 A By Re�ort

L3678  So hard �las stabili �re ots Covered N 2 A By Re�ort

L3702 Eo w/o 2oints �� Covered N 2 A $216.38

L3710  Eo elas w/metal 2nts �re ots Covered N 1 A $93.58

L3720  Forearm/arm �uffs �ree mo#o Covered N 2 A $518.45

L3730  Forearm/arm �uffs ext/flex a Covered N 1 A $812.68

L3740  Cuffs ad2 lo�k w/ a�#ve �on Covered N 2 A $859.59

L3760 Eo with2oint, �re�abri�ated Covered N 1 A $374.73

L3762  Eo rigid w/o 2oints �re ots Not Covered A

L3763 Ewho rigid w/o 2nts �� Covered N 2 A $531.97

L3764 Ewho w/2oint(s) �� Covered N 2 A $559.32

L3765 Ewh�o rigid w/o 2nts �� Covered N 2 A $960.83

L3766 Ewh�o w/2oint(s) �� Covered N 2 A $1,017.44

L3806 Wh�o w/2oint(s) �ustom �ab Covered N 2 A $340.38

L3807  Wh�o w/o 2oints �re �st Covered N 2 A $187.36

L3808 Wh�o, rigid w/o 2oints Covered N 2 A $257.46

L3809  Wh�o w/o 2oints �re ots Covered N 2 A $204.88

L3891  Torsion me�hanism wrist/elbo Covered N E By Re�ort

L3900  Hinge extension/flex wrist/� Covered N 2 A $1,225.49

L3901  Hinge ext/flex wrist finger Covered N 1 A $1,420.07

L3904  Wh�o ele�tri� �ustom fiKed Covered N 1 A $2,217.03

L3905 Who w/nontorsion 2nt(s) �� Covered N 2 A $743.10

L3906 Who w/o 2oints �� Covered N 2 A $302.61

L3908  Who �o�k-u� nonmolde �re ots Covered N 2 A $46.09

L3912  H�o flexion glove �re ots Covered N 2 A $88.82

L3913 H�o w/o 2oints �� Covered N 2 A $202.94

L3915  Who nontorsion 2nts �re �st Covered N 2 A $398.34
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L3916  Who nontorsion 2nts �re ots Covered N 2 A $435.58

L3917  Ieta�ar� �x orthosis �re �st Not Covered A

L3918  Ieta�ar� �x orthosis �re ots Covered N 2 A $86.54

L3919 Ho w/o 2oints �� Covered N 2 A $202.94

L3921 H�o w/2oint(s) �� Covered N 2 A $240.67

L3923  H�o without 2oints �re �st Covered N 2 A $67.25

L3924  H�o without 2oints �re ots Covered N 2 A $73.53

L3925  Fo �i� di� 2nt/s�rng �re ots Covered N 1 A $48.11

L3927  Fo �i� di� no 2t s�r �re ots Not Covered A

L3929  H�o nontorsion 2nts �re �st Covered N 1 A $76.28

L3930  H�o nontorsion 2nts �re ots Covered N 2 A $83.41

L3931 Wh�o nontorsion 2oint �re�ab Covered N 1 A $169.66

L3933 Fo w/o 2oints �� Covered N 2 A $159.88

L3935 Fo nontorsion 2oint �� Covered N 2 A $165.55

L3956  Add 2oint u��er ext orthosis Covered N A By Re�ort

L3960  Sewho air�lan desig abdu �os Covered N 1 A $609.82

L3961 Sewho �a� design w/o 2nts �� Covered N 1 A $1,258.96

L3962  Sewho erbs �alsey design abd Covered N 1 A $634.01

L3967 Sewho air�lane w/o 2nts �� Covered N 1 A $1,486.41

L3971 Sewho �a� design w/2nt(s) �� Covered N 1 A $1,410.92

L3973 Sewho air�lane w/2nt(s) �� Covered N 1 A $1,486.41

L3975 Sewh�o �a� design w/o 2nt �� Covered N 1 A $1,258.96

L3976 Sewh�o air�lane w/o 2nts �� Covered N 1 A $1,258.96

L3977 Sewh�o �a� desgn w/2nt(s) �� Covered N 1 A $1,410.92

L3978 Sewh�o air�lane w/2nt(s) �� Covered N 1 A $1,486.41

L3980 U� ext �x orthos humeral nos Covered N 1 A $278.72

L3981 Ue �x orth shoul �a� �orearm Not Covered A

L3982  U��er ext �x orthosis rad/ul Covered N 1 A $294.45

L3984  U��er ext �x orthosis wrist Covered N 2 A $313.61

L3995  So�k �ra�ture or equal ea�h Covered N A $24.75

L3999 U��er limb orthosis nos Covered N A Iax Fee

L4000  Re�l girdle milwaukee orth Covered N 1 A $1,097.24

L4002  Re�la�e stra�, any orthosis Covered N 2 A By Re�ort

L4010  Re�la�e trilateral so�ket br Covered N 1 A $581.67

L4020  Re�la�e quadlat so�ket brim Covered N 1 A $749.14

L4030  Re�la�e so�ket brim �ust fit Covered N 1 A $403.11

L4040  Re�la�e molded thigh la�er Covered N 2 A $332.89

L4045  Re�la�e non-molded thigh la� Covered N 2 A $273.25

L4050  Re�la�e molded �al� la�er Covered N 1 A $360.51

L4055  Re�la�e non-molded �al� la�e Covered N 2 A $221.13

L4060  Re�la�e high roll �uff Covered N 1 A $253.20

L4070  Re�la�e �rox & dist u�right Covered N 2 A $247.60
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L4080  Re�l met band ka�o-a�o �rox Covered N 1 A $94.78

L4090  Re�l met band ka�o-a�o �al�/ Covered N 4 A $89.59

L4100  Re�l leath �uff ka�o �rox th Covered N 2 A $85.09

L4110  Re�l leath �uff ka�o-a�o �al Covered N 4 A $69.70

L4130  Re�la�e �re#bial shell Covered N 1 A $423.16

L4205  Ortho dv� re�air �er 15 min Covered N 4 A $16.65

L4210  Orth dev re�air/re�l minor � Covered N 1 A By Re�ort

L4350  Ankle �ontrol ortho �re ots Not Covered A

L4360  Pneumat walking boot �re �st Covered N 2 A $214.22

L4361  Pneuma/va� walk boot �re ots Covered N 2 A $234.26

L4370  Pneum �ull leg s�lnt �re ots Covered N 2 A $146.05

L4386  Non-�neum walk boot �re �st Not Covered A

L4387  Non-�neum walk boot �re ots Covered N 2 A $142.76

L4392 Re�la�e a�o so�t inter�a�e Covered N 2 A $18.69

L4394  Re�la�e �oot dro� s�int Covered N 2 A $13.61

L4396  Sta#� or dynami a�o �re �st Covered N 2 A $133.26

L4397  Sta#� or dynami a�o �re ots Covered N 2 A $145.71

L4398  Foot dro� s�lint �re ots Covered N 2 A $61.34

L4631  A�o, walk boot ty�e, �us �ab Covered N 2 A $1,242.94

L5000  Sho insert w ar�h toe filler Covered N 2 A $435.04

L5010  Iold so�ket ank hgt w/ toe � Covered N 1 A $1,161.95

L5020  Tibial tuber�le hgt w/ toe � Covered N 1 A $1,633.45

L5050  Ank symes mold s�kt sa�h � Covered N 1 A $1,906.85

L5060  Symes met �r leath so�ket ar Covered N 1 A $2,512.38

L5100  Iolded so�ket shin sa�h �oot Covered N 2 A $2,170.97

L5105  Plast so�ket 2ts/thgh la�er Covered N 1 A $3,067.30

L5150  Iold s�kt ext knee shin sa�h Covered N 1 A $3,378.71

L5160  Iold so�ket bent knee shin s Covered N 1 A $3,590.36

L5200  Kne sing axis �ri� shin sa�h Covered N 2 A $2,907.23

L5210  No knee/ankle 2oints w/ � b Covered N 2 A $2,146.96

L5220  No knee 2oint with ar#� ali Covered N 1 A $2,513.38

L5230  Fem �o�al defi� �onstant �ri Covered N 1 A $3,346.04

L5250  Hi� �anad sing axi �ons �ri� Covered N 1 A $4,806.49

L5270  Tilt table lo�king hi� sing Covered N 1 A $5,034.86

L5280  Hemi�elve�t �anad sing axis Covered N 1 A $4,941.76

L5301 Bk mold so�ket sa�h �t endo Covered N 2 A $2,144.37

L5312 Knee disart, sa�h �t, endo Covered N 2 A $3,466.73

L5321 Ak o�en end sa�h Not Covered A

L5331 Hi� disart �anadian sa�h �t Covered N 2 A $4,579.44

L5341 Hemi�elve�tomy �anadian sa�h Covered N 2 A $4,680.83

L5400  Posto� dress & 1 �ast �hg bk Covered N 1 A $1,115.72

L5410  Posto� dsg bk ea add �ast �h Covered N 1 A $414.72
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L5420  Posto� dsg & 1 �ast �hg ak/d Covered N 1 A $1,503.17

L5430  Posto� dsg ak ea add �ast �h Covered N 1 A $492.35

L5450  Posto� a�� non-wgt bear dsg Covered N 1 A $405.70

L5460  Posto� a�� non-wgt bear dsg Covered N 1 A $532.13

L5500  Init bk �tb �laster dire�t Covered N 1 A $1,386.73

L5505  Init ak is�hal �lstr dire�t Covered N 1 A $1,623.38

L5510 Pre� bk �tb �laster molded Covered N 1 A $1,424.30

L5520 Per� bk �tb thermo�ls dire�t Covered N 2 A $1,446.71

L5530 Pre� bk �tb thermo�ls molded Covered N 1 A $1,516.30

L5535 Pre� bk �tb o�en end so�ket Covered N 2 A $1,678.15

L5540 Pre� bk �tb laminated so�ket Covered N 2 A $1,860.91

L5560 Pre� ak is�hial �last molded Covered N 1 A $1,789.90

L5570 Pre� ak is�hial dire�t �orm Covered N 1 A $1,979.80

L5580 Pre� ak is�hial thermo mold Covered N 1 A $2,149.07

L5585 Pre� ak is�hial o�en end Covered N 1 A $2,291.79

L5590 Pre� ak is�hial laminated Covered N 1 A $2,315.46

L5595  Hi� disar#� sa�h thermo�ls Covered N 2 A $3,318.82

L5600  Hi� disart sa�h laminat mold Covered N 2 A $3,698.79

L5610  Above knee hydra�aden�e Covered N 1 A $2,275.35

L5611  Ak 4 bar link w/�ri� swing Covered N 2 A $1,522.34

L5613  Ak 4 bar ling w/hydraul swig Covered N 2 A $2,459.27

L5614  4-bar link above knee w/swng Covered N 1 A $1,392.08

L5616  Ak univ mul#�lex sys �ri�t Covered N 1 A $1,310.72

L5617 Ak/bk sel�-aligning unit ea Not Covered A

L5618  Test so�ket symes Covered N 1 A $245.15

L5620  Test so�ket below knee Covered N 2 A $233.29

L5622  Test so�ket knee disar#�ula Covered N 1 A $300.59

L5624  Test so�ket above knee Covered N 2 A $299.66

L5626  Test so�ket hi� disar#�ulat Covered N 1 A $401.88

L5628  Test so�ket hemi�elve�tomy Covered N 1 A $417.12

L5629  Below knee a�ryli� so�ket Covered N 1 A $261.94

L5630  Syme ty� ex�andabl wall s�kt Covered N 1 A $475.15

L5631  Ak/knee disar#� a�ryli� so� Covered N 2 A $362.15

L5632  Symes ty�e �tb brim design s Covered N 2 A $207.55

L5634  Symes ty�e �oster o�ening so Covered N 1 A $269.59

L5636  Symes ty�e medial o�ening so Covered N 2 A $212.60

L5637  Below knee total �onta�t Covered N 1 A $238.12

L5638  Below knee leather so�ket Covered N 1 A $401.13

L5639  Below knee wood so�ket Covered N 2 A $924.12

L5640  Knee disar#�ulat leather so Covered N 1 A $551.12

L5642  Above knee leather so�ket Covered N 1 A $523.27

L5643  Hi� flex inner so�ket ext �r Covered N 1 A $1,282.89
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L5644  Above knee wood so�ket Covered N 1 A $532.15

L5645  Bk flex inner so�ket ext �ra Covered N 1 A $657.66

L5646  Below knee �ushion so�ket Covered N 1 A $451.60

L5647  Below knee su�#on so�ket Covered N 1 A $874.20

L5648  Above knee �ushion so�ket Covered N 1 A $593.81

L5649  Is�h �ontainmt/narrow m-l so Covered N 2 A $1,569.31

L5650  Tot �onta�t ak/knee disart s Covered N 2 A $402.38

L5651  Ak flex inner so�ket ext �ra Covered N 2 A $989.84

L5652  Su�#on sus� ak/knee disart Covered N 2 A $359.35

L5653  Knee disart ex�and wall so�k Covered N 1 A $555.29

L5654  So�ket insert symes Covered N 1 A $292.16

L5655  So�ket insert below knee Covered N 2 A $218.61

L5656  So�ket insert knee ar#�ulat Covered N 1 A $346.47

L5658  So�ket insert above knee Covered N 1 A $360.83

L5661  Iul#-durometer symes Covered N 2 A $562.66

L5665  Iul#-durometer below knee Covered N 2 A $556.11

L5666  Below knee �uff sus�ension Covered N 2 A $61.51

L5668 Bk molded distal �ushion Covered N 2 A $84.24

L5670  Bk molded su�ra�ondylar sus� Covered N 2 A $223.66

L5671 Bk/ak lo�king me�hanism Covered N 2 A $546.64

L5672  Bk removable medial brim sus Covered N 1 A $254.11

L5673  So�ket insert w lo�k me�h Not Covered A

L5676  Bk knee 2oints single axis � Covered N 1 A $298.68

L5677  Bk knee 2oints �oly�entri� � Covered N 1 A $437.16

L5678  Bk 2oint �overs �air Covered N 1 A $36.82

L5679  So�ket insert w/o lo�k me�h Not Covered A

L5680  Bk thigh la�er non-molded Covered N 1 A $275.31

L5681  Intl �ustm �ong/laty� insert Not Covered A

L5682  Bk thigh la�er glut/is�hia m Covered N 1 A $554.41

L5683  Ini#al �ustom so�ket insert Not Covered A

L5684  Bk �ork stra� Covered N 2 A $43.91

L5685  Below knee sus/seal sleeve Covered N 2 A $105.68

L5686  Bk ba�k �he�k Covered N 1 A $45.38

L5688  Bk waist belt webbing Covered N 2 A $58.46

L5690  Bk waist belt �added and lin Covered N 2 A $82.18

L5692  Ak �elvi� �ontrol belt light Covered N 1 A $131.33

L5694  Ak �elvi� �ontrol belt �ad/l Covered N 1 A $149.52

L5695  Ak sleeve sus� neo�rene/equa Covered N 2 A $134.42

L5696  Ak/knee disar#� �elvi� 2oin Covered N 1 A $162.78

L5697  Ak/knee disar#� �elvi� band Covered N 1 A $66.16

L5698  Ak/knee disar#� silesian ba Covered N 2 A $95.58

L5699  Shoulder harness Covered N 1 A $153.68
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L5700  Re�la�e so�ket below knee Covered N 2 A $2,777.73

L5701  Re�la�e so�ket above knee Covered N 2 A $3,268.19

L5702  Re�la�e so�ket hi� Covered N 1 A $4,758.21

L5703 Symes ankle w/o (sa�h) �oot Covered N 2 A $1,734.01

L5704 Custom sha�e �over bk Covered N 1 A $512.45

L5705 Custom sha�e �over ak Covered N 2 A $841.28

L5706  Custom sha�e �vr knee disart Covered N 1 A $833.83

L5707  Custom sha�e �vr hi� disart Not Covered A

L5710  Kne-shin exo sng axi mnl lo� Covered N 1 A $336.01

L5711  Knee-shin exo mnl lo�k ultra Covered N 2 A $471.88

L5712  Knee-shin exo �ri�t swg & st Covered N 2 A $358.00

L5714  Knee-shin exo variable �ri�t Covered N 1 A $392.83

L5716  Knee-shin exo me�h stan�e �h Covered N 2 A $674.36

L5718  Knee-shin exo �r�t swg & sta Covered N 1 A $1,001.15

L5722  Knee-shin �neum swg �r�t exo Covered N 1 A $889.55

L5724  Knee-shin exo fluid swing �h Covered N 1 A $1,508.98

L5726  Knee-shin ext 2nts fld swg e Covered N 1 A $1,670.88

L5728  Knee-shin fluid swg & stan�e Covered N 2 A $2,087.51

L5780  Knee-shin �neum/hydra �neum Covered N 1 A $1,258.24

L5781  Lower limb �ros va�uum �um� Covered N 1 A $3,300.81

L5782 Hd low limb �ros va�uum �um� Covered N 1 A $3,479.82

L5785  Exoskeletal bk ultralt mater Covered N 2 A $428.23

L5790  Exoskeletal ak ultra-light m Covered N 2 A $608.95

L5795  Exoskel hi� ultra-light mate Covered N 2 A $884.98

L5810  Endoskel knee-shin mnl lo�k Covered N 2 A $401.29

L5811  Endo knee-shin mnl l�k ultra Covered N 2 A $631.94

L5812  Endo knee-shin �r�t swg & st Covered N 2 A $500.00

L5814  Endo knee-shin hydral swg �h Covered N 2 A $3,063.80

L5816  Endo knee-shin �oly� m�h sta Covered N 2 A $700.97

L5818  Endo knee-shin �r�t swg & st Covered N 2 A $934.14

L5822  Endo knee-shin �neum swg �r� Covered N 2 A $1,403.61

L5824  Endo knee-shin fluid swing � Covered N 2 A $1,311.01

L5826  Iiniature knee 2oint Covered N 2 A $2,576.30

L5828  Endo knee-shin fluid swg/sta Covered N 2 A $2,584.89

L5830  Endo knee-shin �neum/swg �ha Covered N 2 A $1,711.63

L5840  Iul#-axial knee/shin system Covered N 2 A $3,391.76

L5845  Knee-shin sys stan�e flexion Not Covered A

L5848  Knee-shin sys hydraul stan�e Not Covered A

L5850  Endo ak/hi� knee extens assi Covered N 2 A $105.43

L5855  Ie�h hi� extension assist Covered N 2 A $339.40

L5856  Ele� knee-shin swing/stan�e Covered N 2 A $19,799.35

L5857  Ele� knee-shin swing only Covered N 1 A $7,022.62
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L5858  Stan�e �hase only Covered N 2 A $15,332.09

L5859  Knee-shin �ro flex/ext �ont Covered R 2 A By Re�ort

L5910  Endo below knee alignable sy Covered N 2 A $298.52

L5920  Endo ak/hi� alignable system Covered N 2 A $437.32

L5925  Above knee manual lo�k Covered N 2 A $366.47

L5930  High a�#vity knee �rame Not Covered A

L5940  Endo bk ultra-light material Covered N 2 A $548.35

L5950  Endo ak ultra-light material Covered N 2 A $688.90

L5960  Endo hi� ultra-light materia Covered N 2 A $881.10

L5961  Endo �oly hi�, �neu/hyd/rot Covered N 2 A By Re�ort

L5962  Below knee flex �over system Covered N 2 A $645.98

L5964  Above knee flex �over system Covered N 2 A $948.11

L5966  Hi� flexible �over system Covered N 2 A $1,229.18

L5968  Iul#axial ankle w dorsiflex Covered N 2 A $2,997.84

L5969 Ak/�t �ower asst in�l motors Covered R A $13,089.32

L5970  Foot external keel sa�h �oot Covered N 2 A $172.83

L5971 Sa�h �oot, re�la�ement Covered N 2 A $172.83

L5972  Flexible keel �oot Covered N 2 A $321.53

L5973  Ank-�oot sys dors-�lant flex Covered R 2 A $15,227.49

L5974  Foot single axis ankle/�oot Covered N 2 A $209.19

L5975  Combo ankle/�oot �rosthesis Covered N 2 A $382.43

L5976  Energy storing �oot Covered N 2 A $519.94

L5978  Ft �rosth mul#axial ankl/� Covered N 2 A $320.72

L5979  Iul#-axial ankle/� �rosth Covered N 2 A $2,507.64

L5980  Flex �oot system Covered N 2 A $3,401.27

L5981  Flex-walk sys low ext �rosth Covered N 2 A $2,752.61

L5982  Exoskeletal axial rota#on u Covered N 2 A $555.29

L5984  Endoskeletal axial rota#on Covered N 2 A $550.22

L5985  Lwr ext dynami� �rosth �ylon Covered N 2 A $232.71

L5986  Iul#-axial rota#on unit Covered N 2 A $588.80

L5987  Shank � w vert load �ylon Covered N 2 A $5,934.58

L5988  Ver#�al sho�k redu�ing �ylo Covered N 2 A $1,648.01

L5990  User ad2ustable heel height Covered N 2 A $1,496.64

L5999 Lowr extremity �rosthes nos Covered N A By Re�ort

L6000  Part hand thumb rem Covered N 1 A $1,419.76

L6010  Part hand liKle/ring Covered N 1 A $1,585.46

L6020  Part hand no fingers Covered N 1 A $1,515.05

L6026 Part hand myo ex�lu term dev Not Covered A

L6050 Wrst mld s�k �lx hng tri �ad Covered N 1 A $1,877.59

L6055  Wrst mold so�k w/ex� inter�a Covered N 2 A $2,297.39

L6100  Elb mold so�k flex hinge �ad Covered N 1 A $1,941.02

L6110  Elbow mold so�k sus�ension t Covered N 1 A $2,101.74
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L6120  Elbow mold doub s�lt so� ste Covered N 1 A $2,338.72

L6130  Elbow stum� a�#vated lo�k h Covered N 1 A $2,444.57

L6200  Elbow mold outsid lo�k hinge Covered N 1 A $2,692.28

L6205  Elbow molded w/ ex�and inter Covered N 2 A $3,083.33

L6250  Elbow inter lo� elbow �orarm Covered N 1 A $2,608.02

L6300  Shlder disart int lo�k elbow Covered N 1 A $3,457.83

L6310  Shoulder �assive restor �om� Covered N 1 A $3,050.55

L6320  Shoulder �assive restor �a� Covered N 1 A $1,878.11

L6350  Thora�i� intern lo�k elbow Covered N 1 A $3,887.31

L6360  Thora�i� �assive restor �om� Covered N 1 A $2,648.24

L6370  Thora�i� �assive restor �a� Covered N 1 A $1,857.87

L6380  Posto� dsg �ast �hg wrst/elb Covered N 2 A $1,055.17

L6382  Posto� dsg �ast �hg elb dis/ Not Covered A

L6384  Posto� dsg �ast �hg shlder/t Covered N 2 A $1,571.51

L6386  Posto� ea �ast �hg & realign Covered N 2 A $376.32

L6388  Posto� a��li�at rigid dsg on Covered N 2 A $389.96

L6400  Below elbow �rosth #ss sha� Covered N 1 A $2,073.40

L6450  Elb disart �rosth #ss sha� Covered N 1 A $2,870.47

L6500  Above elbow �rosth #ss sha� Covered N 1 A $3,099.07

L6550  Shldr disar �rosth #ss sha� Covered N 1 A $3,379.99

L6570  S�a� thora� �rosth #ss sha� Covered N 1 A $3,680.25

L6580  Wrist/elbow bowden �able mol Covered N 2 A $1,386.41

L6582  Wrist/elbow bowden �bl dir � Covered N 2 A $1,178.76

L6584  Elbow �air lead �able molded Covered N 2 A $1,710.63

L6586  Elbow �air lead �able dir �o Covered N 2 A $1,583.52

L6588  Shdr �air lead �able molded Covered N 2 A $2,507.64

L6590  Shdr �air lead �able dire�t Covered N 2 A $2,212.75

L6600  Poly�entri� hinge �air Covered N 1 A $155.57

L6605  Single �ivot hinge �air Covered N 1 A $152.66

L6610  Flexible metal hinge �air Covered N 1 A $152.48

L6611  Addi#onal swit�h, ext �ower Covered N 2 A $339.66

L6615  Dis�onne�t lo�king wrist uni Covered N 1 A $157.16

L6616  Dis�onne�t insert lo�king wr Covered N 2 A $53.46

L6620  Flexion/extension wrist unit Covered N 2 A $312.83

L6621  Flex/ext wrist w/wo �ri�#on Covered N 2 A $1,886.96

L6623  S�ring-ass rot wrst w/ lat�h Covered N 1 A $598.63

L6624  Flex/ext/rota#on wrist unit Covered N 2 A $3,106.90

L6625  Rota#on wrst w/ �able lo�k Covered N 1 A $438.37

L6628  Qui�k dis�onn hook ada�ter o Covered N 2 A $484.82

L6629  Lamina#on �ollar w/ �ou�lin Covered N 2 A $124.34

L6630  Stainless steel any wrist Covered N 2 A $177.64

L6632  Latex sus�ension sleeve ea�h Covered N 2 A $59.06
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L6635  Li� assist �or elbow Covered N 1 A $163.06

L6637  Nudge �ontrol elbow lo�k Covered N 2 A $320.91

L6638  Ele� lo�k on manual �w elbow Not Covered A

L6640  Shoulder abdu�#on 2oint �ai Covered N 1 A $236.97

L6641  Ex�ursion am�lifier �ulley t Covered N 2 A $160.82

L6642  Ex�ursion am�lifier lever ty Covered N 2 A $220.19

L6645  Shoulder flexion-abdu�#on 2 Covered N 1 A $278.86

L6646  Iul#�o lo�king shoulder 2nt Not Covered A

L6647  Shoulder lo�k a�tuator Not Covered A

L6648  Ext �wrd shlder lo�k/unlo�k Not Covered A

L6650  Shoulder universal 2oint Covered N 1 A $278.99

L6655  Standard �ontrol �able extra Covered N 1 A $74.10

L6660  Heavy duty �ontrol �able Covered N 1 A $94.14

L6665  Teflon or equal �able lining Covered N 1 A $37.95

L6670  Hook to hand �able ada�ter Covered N 2 A $47.71

L6672  Harness �hest/shlder saddle Covered N 1 A $139.06

L6675  Harness figure o� 8 sing �on Covered N 1 A $98.98

L6676  Harness figure o� 8 dual �on Covered N 2 A $107.27

L6677 Ue tri�le �ontrol harness Covered N 2 A $244.70

L6680  Test so�k wrist disart/bel e Covered N 1 A $198.59

L6682  Test so�k elbw disart/above Covered N 2 A $214.60

L6684  Test so�ket shldr disart/tho Covered N 1 A $287.31

L6686  Su�#on so�ket Covered N 2 A $486.61

L6687  Frame ty� so�ket bel elbow/w Covered N 2 A $475.43

L6688  Frame ty� so�k above elb/dis Covered N 2 A $459.23

L6689  Frame ty� so�ket shoulder di Covered N 2 A $573.20

L6690  Frame ty� so�k inters�a�-tho Covered N 2 A $600.93

L6691  Removable insert ea�h Covered N 2 A $338.49

L6692  Sili�one gel insert or equal Covered N 2 A $466.42

L6693  Lo�kingelbow �orearm �ntrbal Covered N 2 A $2,342.06

L6694  Elbow so�ket ins use w/lo�k Covered N 2 A $617.43

L6695  Elbow so�ket ins use w/o l�k Covered N 1 A $514.52

L6696  Cus elbo skt in �or �on/aty� Not Covered A

L6697  Cus elbo skt in not �on/aty� Not Covered A

L6698  Below/above elbow lo�k me�h Covered N 1 A $546.64

L6703  Term dev, �assive hand miK Covered N 1 A $278.94

L6704  Term dev, s�ort/re�/work aK Covered N 1 A $553.03

L6706  Term dev me�h hook vol o�en Covered N 1 A $336.48

L6707  Term dev me�h hook vol �lose Covered N 1 A $1,214.73

L6708  Term dev me�h hand vol o�en Covered N 2 A $816.02

L6709  Term dev me�h hand vol �lose Covered N 2 A $1,133.15

L6711  Ped term dev, hook, vol o�en Covered N 1 A $582.38
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L6712  Ped term dev, hook, vol �los Covered N 1 A $1,072.27

L6713  Ped term dev, hand, vol o�en Covered N 1 A $1,353.27

L6714  Ped term dev, hand, vol �los Covered N 1 A $1,146.22

L6715  Term devi�e, mul# art digit Covered N 1 A By Re�ort

L6721  Hook/hand, hvy dty, vol o�en Covered N 1 A $2,037.30

L6722  Hook/hand, hvy dty, vol �los Covered N 1 A $1,756.31

L6805  Term dev modifier wrist unit Covered N 1 A $358.79

L6810  Term dev �re�ision �in�h dev Covered N 2 A $167.78

L6880  Ele� hand ind art digits Not Covered A

L6881  Term dev auto gras� �eature Covered N 2 A $3,372.62

L6882  Ii�ro�ro�essor �ontrol u�lmb Not Covered A

L6883  Re�l� so�kt below e/w disa Covered N 1 A $1,705.22

L6884  Re�l� so�kt above elbow disa Covered N 1 A $2,193.29

L6885  Re�l� so�kt shldr dis/inter� Covered N 1 A $2,648.24

L6890  Pre�ab glove �or term devi�e Covered N 2 A $186.92

L6895  Custom glove �or term devi�e Covered N 2 A $527.16

L6900  Hand restorat thumb/1 finger Covered N 1 A $1,628.38

L6905  Hand restora#on mul#�le fi Covered N 1 A $1,293.13

L6910  Hand restora#on no fingers Covered N 1 A $1,571.93

L6915  Hand restora#on re�la�mnt g Covered N 1 A $682.58

L6920  Wrist disar#�ul swit�h �trl Covered N 2 A $6,188.72

L6925  Wrist disart myoele�troni� � Covered N 2 A $6,808.51

L6930  Below elbow swit�h �ontrol Covered N 2 A $6,139.55

L6935  Below elbow myoele�troni� �t Covered N 2 A $6,942.32

L6940  Elbow disar#�ula#on swit�h Covered N 2 A $7,249.12

L6945  Elbow disart myoele�troni� � Covered N 2 A $8,413.26

L6950  Above elbow swit�h �ontrol Covered N 2 A $8,219.86

L6955  Above elbow myoele�troni� �t Covered N 2 A $9,844.39

L6960  Shldr disar#� swit�h �ontro Covered N 2 A $10,219.99

L6965  Shldr disar#� myoele�troni� Covered N 2 A $11,839.36

L6970  Inters�a�ular-thor swit�h �t Covered N 2 A $12,443.65

L6975  Inters�a�-thor myoele�troni� Covered N 2 A $14,029.61

L7007  Adult ele�tri� hand Covered N 2 A $2,836.28

L7008  Pediatri� ele�tri� hand Covered N 2 A $4,551.74

L7009  Adult ele�tri� hook Covered N 2 A $2,893.91

L7040  Prehensile a�tuator Covered N 2 A $2,384.77

L7045  Pediatri� ele�tri� hook Covered N 2 A $1,332.25

L7170  Ele�troni� elbow hosmer swit Covered N 2 A $4,832.96

L7180  Ele�troni� elbow sequen#al Covered N 2 A $29,785.66

L7181  Ele�troni� elbo simultaneous Covered N 2 A $33,054.59

L7185  Ele�tron elbow adoles�ent sw Covered N 2 A $4,894.03

L7186  Ele�tron elbow �hild swit�h Covered N 2 A $8,978.81
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L7190  Elbow adoles�ent myoele�tron Covered N 2 A $6,282.09

L7191  Elbow �hild myoele�troni� �t Covered N 2 A $8,741.38

L7259 Ele�troni� wrist rotator any Not Covered A

L7360  Six volt bat oKo bo�k/eq ea Covered N 4 A $188.20

L7362  BaKery �hrgr six volt oKo Covered N 1 A $206.50

L7364  Twelve volt baKery utah/equ Covered N 4 A $388.26

L7366  BaKery �hrgr 12 volt utah/e Covered N 1 A $486.19

L7367  Re�la�emnt lithium ionbaKer Covered N 1 A $321.17

L7368  Lithium ion baKery �harger Covered N 1 A $416.34

L7400 Add ue �rost be/wd, ultlite Covered N 2 A $252.84

L7401 Add ue �rost a/e ultlite mat Covered N 2 A $283.05

L7402 Add ue �rost s/d ultlite mat Covered N 2 A $305.68

L7403 Add ue �rost b/e a�ryli� Covered N 2 A $303.79

L7404 Add ue �rost a/e a�ryli� Covered N 2 A $458.52

L7405 Add ue �rost s/d a�ryli� Covered N 2 A $599.67

L7499 U��er extremity �rosthes nos Covered N 1 A By Re�ort

L7510  Prosthe#� devi�e re�air re� Covered N A By Re�ort

L7520  Re�air �rosthesis �er 15 min Covered N 8 A $16.65

L7600  Prosthe#� donning sleeve Covered N 2 E $7.18

L7900  Iale va�uum ere�#on system Not Covered A

L7902  Tension ring, va� ere�t dev Covered N 1 A By Re�ort

L8000  Iaste�tomy bra Covered N 2 A $33.33

L8001  Breast �rosthesis bra & �orm Covered N 2 A $103.46

L8002  Brst �rsth bra & bilat �orm Covered N 2 A $136.13

L8010  Iaste�tomy sleeve Covered N 2 A $57.25

L8015  Ext breast�rosthesis garment Covered N 2 A $49.43

L8020  Iaste�tomy �orm Covered N 2 A $196.34

L8030  Breast �rosthes w/o adhesive Covered N 2 A $293.92

L8031  Breast �rosthesis w adhesive Covered R 2 A By Re�ort

L8032  Reusable ni��le �rosthesis Covered R 2 A By Re�ort

L8035  Custom breast �rosthesis Covered N 2 A $3,022.34

L8039 Breast �rosthesis nos Covered N 2 A By Re�ort

L8040  Nasal �rosthesis Not Covered A

L8041  Iid�a�ial �rosthesis Not Covered A

L8042  Orbital �rosthesis Not Covered A

L8043  U��er �a�ial �rosthesis Not Covered A

L8044  Hemi-�a�ial �rosthesis Not Covered A

L8045  Auri�ular �rosthesis Not Covered A

L8046  Par#al �a�ial �rosthesis Not Covered A

L8047  Nasal se�tal �rosthesis Not Covered A

L8048  Uns�e� maxillo�a�ial �rosth Not Covered A

L8049  Re�air maxillo�a�ial �rosth Not Covered A
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L8300  Truss single w/ standard �ad Not Covered A

L8310  Truss double w/ standard �ad Not Covered A

L8320  Truss addi#on to std �ad wa Not Covered A

L8330  Truss add to std �ad s�rotal Not Covered A

L8400  Sheath below knee Not Covered A

L8410  Sheath above knee Not Covered A

L8415  Sheath u��er limb Not Covered A

L8417  Pros sheath/so�k w gel �ushn Not Covered A

L8420 Prostheti� so�k multi �ly bk Not Covered A

L8430 Prostheti� so�k multi �ly ak Not Covered A

L8435  Pros so�k mul# �ly u��er lm Covered N 4 A $19.19

L8440  Shrinker below knee Not Covered A

L8460  Shrinker above knee Covered N 4 A $54.93

L8465  Shrinker u��er limb Not Covered A

L8470 Pros so�k single �ly bk Not Covered A

L8480 Pros so�k single �ly ak Not Covered A

L8485  Pros so�k single �ly u��er l Not Covered A

L8499  Unlisted mis� �rosthe#� ser Covered N 1 A By Re�ort

L8500  Ar#fi�ial larynx Not Covered A

L8501  Tra�heostomy s�eaking valve Not Covered A

L8505  Ar#fi�ial larynx, a��essory Covered N 3 A By Re�ort

L8507  Tra�h-eso�h voi�e �ros �t in Covered N 3 A $34.58

L8509  Tra�h-eso�h voi�e �ros md in Covered N 1 A $90.08

L8510  Voi�e am�lifier Covered N 1 A $208.47

L8511  Indwelling tra�h insert Not Covered A

L8512  Gel �a� �or tra�h voi�e �ros Not Covered A

L8513  Tra�h �ros �leaning devi�e Not Covered A

L8514  Re�l tra�h �un�ture dilator Not Covered A

L8515  Gel �a� a�� devi�e �or tra�h Covered N 1 A $52.08

L8600  Im�lant breast sili�one/eq Not Covered N

L8603  Collagen im� urinary 2.5 ml Not Covered N

L8604  Dextranomer/hyaluroni� a�id Not Covered N

L8605  In2 bulking agent anal �anal Covered N 1 N

L8606  Synthe#� im�lnt urinary 1ml Not Covered N

L8609  Ar#fi�ial �ornea Covered N 1 N

L8610  O�ular im�lant Not Covered N

L8612  Aqueous shunt �rosthesis Not Covered N

L8613  Ossi�ular im�lant Not Covered N

L8614  Co�hlear devi�e Not Covered N

L8615  Co�h im�lant headset re�la�e Covered N 1 A $372.06

L8616  Co�h im�lant mi�ro�hone re�l Covered N 1 A $86.65

L8617  Co�h im�lant trans �oil re�l Covered N 1 A $75.68
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L8618  Co�h im�lant tran �able re�l Covered N 1 A $21.64

L8619  Co�h im� ext �ro�/�ontr r�l� Not Covered A

L8621  Re�l zin� air baKery Covered N 1 A $0.50

L8622  Re�l alkaline baKery Covered N 1 A $0.27

L8623 Lith ion batt �id,non-earlvl Covered N 2 A $56.04

L8624 Lith ion batt �id, ear level Covered N 2 A $139.69

L8627 Cid ext s�ee�h �ro�ess re�l Covered R 1 A $5,967.08

L8628 Cid ext �ontroller re�l Covered R 1 A $1,082.04

L8629 Cid transmit �oil and �able Covered N 1 A By Re�ort

L8630  Ieta�ar�o�halangeal im�lant Not Covered N

L8631 I�� 2oint re�l 2 �� or more Not Covered N

L8641  Ietatarsal 2oint im�lant Not Covered N

L8642  Hallux im�lant Not Covered N

L8658  Inter�halangeal 2oint s�a�er Not Covered N

L8659  Inter�halangeal 2oint re�l Not Covered N

L8670  Vas�ular gra�, synthe#� Not Covered N

L8679 Im� neurosti �ls gn any ty�e Not Covered N

L8680  Im�lt neuros#m el�tr ea�h Not Covered E

L8681  Pt �rgrm �or im�lt neuros#m Not Covered A

L8682  Im�lt neuros#m radio�q re� Not Covered N

L8683  Radio�q trsmtr �or im�lt neu Not Covered A

L8684  Radio� trsmtr im�lt s�rl neu Not Covered A

L8685  Im�lt nrostm �ls gen sng re� Not Covered E

L8686  Im�lt nrostm �ls gen sng non Not Covered E

L8687  Im�lt nrostm �ls gen dua re� Not Covered E

L8688  Im�lt nrostm �ls gen dua non Not Covered E

L8689  External re�harg sys intern Not Covered A

L8690  Aud osseo dev, int/ext �om� Covered N 1 N

L8691  Osseointegrated snd �ro� r�l Covered N 1 A By Re�ort

L8692  Non-osseointegrated snd �ro� Not Covered E

L8693  Aud osseo dev, abutment Covered N 1 A $1,312.17

L8695  External re�harg sys extern Not Covered A

L8696 Ext antenna �hren nerve stim Not Covered A

L8699 Prostheti� im�lant nos Not Covered N

L9900 O&� su��ly/a��essory/servi�e Not Covered N

I0075  Cellular thera�y Not Covered E

I0076  Prolothera�y Not Covered E

I0100  Intragastri� hy�othermia Not Covered E

I0300 Iv �helationthera�y Not Covered E

I0301  Fabri� wra��ing o� aneurysm Not Covered E

P2028  Ce�halin flo�ula#on test Not Covered A

P2029  Congo red blood test Not Covered A
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P2031  Hair analysis Not Covered E

P2033  Blood thymol turbidity Not Covered A

P2038  Blood mu�o�rotein Not Covered A

P3000  S�reen �a� by te�h w md su�v Not Covered A

P3001  S�reening �a� smear by �hys Not Covered B

P7001  Culture ba�terial urine Not Covered E

P9010  Whole blood �or trans�usion Covered N 1 R 0950 2.9289

P9011  Blood s�lit unit Covered N 1 R 0967 1.7588

P9012  Cryo�re�i�itate ea�h unit Covered N 1 R 0952 0.9548

P9016 Rb� leuko�ytes redu�ed Covered N 1 R 0954 2.5541

P9017  Plasma 1 donor �rz w/in 8 hr Covered N 1 R 9508 1.0091

P9019  Platelets, ea�h unit Covered N 1 R 0957 1.5552

P9020  Plaelet ri�h �lasma unit Covered N 1 R 0958 1.8326

P9021  Red blood �ells unit Covered N 1 R 0959 2.0300

P9022  Washed red blood �ells unit Covered N 1 R 0960 4.3185

P9023  Frozen �lasma, �ooled, sd Covered N 1 R 0949 0.9341

P9031  Platelets leuko�ytes redu�ed Covered N 1 R 1013 1.5117

P9032  Platelets, irradiated Covered N 1 R 9500 2.2736

P9033  Platelets leukoredu�ed irrad Covered N 1 R 0968 2.1875

P9034  Platelets, �heresis Covered N 1 R 9507 5.6564

P9035  Platelet �heres leukoredu�ed Covered N 1 R 9501 6.7108

P9036  Platelet �heresis irradiated Covered N 1 R 9502 7.6782

P9037  Plate �heres leukoredu irrad Covered N 1 R 1019 9.0926

P9038 Rb� irradiated Covered N 1 R 9505 2.8023

P9039 Rb� degly�erolized Covered N 1 R 9504 6.2553

P9040 Rb� leukoredu�ed irradiated Covered N 1 R 0969 3.7139

P9041  Albumin (human),5G, 50ml Not Covered K 0961

P9043  Plasma �rotein �ra�t,5G,50ml Covered N 1 R 0956 0.3108

P9044  Cryo�re�i�itateredu�ed�lasma Covered N 1 R 1009 1.0592

P9045  Albumin (human), 5G, 250 ml Not Covered K 0963

P9046  Albumin (human), 25G, 20 ml Not Covered K 0964

P9047  Albumin (human), 25G, 50ml Covered N 6 K 0965 By Re�ort

P9048  Plasma�rotein �ra�t,5G,250ml Covered N 1 R 0966 0.4535

P9050  Granulo�ytes, �heresis unit Covered N 1 R 9506 24.7756

P9051  Blood, l/r, �mv-neg Covered N 1 R 1010 2.2109

P9052  Platelets, hla-m, l/r, unit Covered N 1 R 1011 9.4963

P9053  Plt, �her, l/r �mv-neg, irr Covered N 1 R 1020 8.8777

P9054  Blood, l/r, �roz/degly/wash Covered N 1 R 1016 3.2920

P9055  Plt, a�h/�her, l/r, �mv-neg Covered N 1 R 1017 5.3132

P9056  Blood, l/r, irradiated Covered N 1 R 1018 1.8137

P9057 Rb�, �rz/deg/wsh, l/r, irrad Covered N 1 R 1021 6.0513

P9058 Rb�, l/r, �mv-neg, irrad Covered N 1 R 1022 3.7045
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P9059  Plasma, �rz between 8-24hour Covered N 1 R 0955 0.9624

P9060  Fr �rz �lasma donor retested Covered N 1 R 9503 0.7930

P9603  One-way allow �rorated miles Covered N 5 A $0.93

P9604  One-way allow �rorated tri� Not Covered A

P9612  Catheterize �or urine s�e� Not Covered A

P9615  Urine s�e�imen �olle�t mult Not Covered N

Q0035  Cardiokymogra�hy Not Covered S 0100 3.2093

Q0081  In�usion ther other than �he Not Covered B

Q0083  Chemo by other than in�usion Not Covered B

Q0084  Chemothera�y by in�usion Not Covered B

Q0085  Chemo by both in�usion and o Not Covered B

Q0091  Obtaining s�reen �a� smear Not Covered S 0450 0.3942

Q0092  Set u� �ort xray equi�ment Covered N 5 N

Q0111  Wet mounts/ w �re�ara#ons Not Covered A

Q0112  Potassium hydroxide �re�s Not Covered A

Q0113  Pinworm examina#ons Not Covered A

Q0114  Fern test Not Covered A

Q0115  Post-�oital mu�ous exam Not Covered A

Q0138  Ferumoxytol, non-esrd Not Covered K 1297

Q0139  Ferumoxytol, esrd use Not Covered K 1485

Q0144  Azithromy�in dihydrate, oral Not Covered E

Q0161  Chlor�romazine h�l 5mg oral Covered N 2 N

Q0162  Ondansetron oral Covered N 8 N

Q0163 Di�henhydramine h�l 50mg Not Covered N

Q0164  Pro�hlor�erazine maleate 5mg Covered N 1 N

Q0166  Granisetron h�l 1 mg oral Not Covered N

Q0167  Dronabinol 2.5mg oral Not Covered N

Q0169 Promethazine h�l 12.5mg oral Covered N 1 N

Q0173 Trimethobenzamide h�l 250mg Covered N 1 N

Q0174  Thiethyl�erazine maleate10mg Not Covered E

Q0175  Per�henazine 4mg oral Not Covered N

Q0177  Hydroxyzine �amoate 25mg Not Covered N

Q0180  Dolasetron mesylate oral Not Covered N

Q0181  Uns�e�ified oral an#-eme#� Not Covered N

Q0478  Power ada�ter, �ombo vad Covered N A $158.98

Q0479  Power module �ombo vad, re� Covered R A $10,451.37

Q0480  Driver �neuma#� vad, re� Not Covered A

Q0481  Ii�ro�r�sr �u ele� vad, re� Not Covered A

Q0482  Ii�ro�r�sr �u �ombo vad, re� Not Covered A

Q0483  Ionitor ele� vad, re� Not Covered A

Q0484  Ionitor ele� or �omb vad re� Not Covered A

Q0485  Ionitor �able ele� vad, re� Not Covered A



Procedure 

Code Procedure Code Description

Iowa 

Medicaid 

Coverage

Prior 

Authorization 

Indicator

Procedure 

Max Units APC Status Indicator APC

APC 

Weight

Anesthesia 

Code Base 

Unit

Iowa Medicaid Fee 

Schedule Amount

Q0486  Ion �able ele�/�neum vad re� Not Covered A

Q0487  Leads any ty�e vad, re� only Not Covered A

Q0488  Pwr �a�k base ele� vad, re� Not Covered A

Q0489  Pwr ��k base �ombo vad, re� Not Covered A

Q0490  Emr �wr sour�e ele� vad, re� Not Covered A

Q0491  Emr �wr sour�e �ombo vad re� Not Covered A

Q0492  Emr �wr �bl ele� vad, re� Not Covered A

Q0493  Emr �wr �bl �ombo vad, re� Not Covered A

Q0494  Emr hd �m� ele�/�ombo, re� Not Covered A

Q0495  Charger ele�/�ombo vad, re� Not Covered A

Q0496  BaKery ele�/�ombo vad, re� Not Covered A

Q0497  Bat �l�s ele�/�omb vad, re� Not Covered A

Q0498  Holster ele�/�ombo vad, re� Not Covered A

Q0499  Belt/vest ele�/�ombo vad re� Covered N 1 A By Re�ort

Q0500  Filters ele�/�ombo vad, re� Not Covered A

Q0501  Shwr �ov ele�/�ombo vad, re� Not Covered A

Q0502  Iobility �art �neum vad, re� Not Covered A

Q0503  BaKery �neum vad re�la�emnt Not Covered A

Q0504  Pwr ad�t �neum vad, re� veh Not Covered A

Q0506 Lith-ion batt ele�/�neum vad Covered R A $762.89

Q0507  Iis� su�/a�� ext vad Not Covered N

Q0508 Iis su�/a�� im� vad Not Covered N

Q0509  Iis su�/a� im� vad no�ay med Not Covered N

Q0510  Dis�ens �ee immunosu�ressive Not Covered B

Q0511  Su� �ee an#em,an#�a,immuno Not Covered B

Q0512  Px su� �ee an#-�an sub �res Not Covered B

Q0513  Dis� �ee inhal drugs/30 days Not Covered B

Q0514  Dis� �ee inhal drugs/90 days Not Covered B

Q0515  Sermorelin a�etate in2e�#on Not Covered E

Q1004  N#ol �ategory 4 Not Covered E

Q1005  N#ol �ategory 5 Not Covered E

Q2004  Bladder �al�uli irrig sol Not Covered N

Q2009 Fos�henytoin in2 �e Not Covered N

Q2017  Teni�oside, 50 mg Not Covered K 7035

Q2026  Radiesse in2e�#on Not Covered B

Q2028 In2, s�ul�tra, 0.5mg Not Covered B

Q2034  Agriflu va��ine Covered N 1 L By Re�ort

Q2035  Afluria va��, 3 yrs & >, im Covered N 1 L $22.53

Q2036  Flulaval va��, 3 yrs & >, im Covered N 1 L $13.52

Q2037  Fluvirin va��, 3 yrs & >, im Covered N 1 L $25.64

Q2038  Fluzone va��, 3 yrs & >, im Covered N 1 L $22.89

Q2039 Nos �lu va��, 3 yrs & >, im Covered N 1 L By Re�ort



Procedure 

Code Procedure Code Description

Iowa 

Medicaid 

Coverage

Prior 

Authorization 

Indicator

Procedure 

Max Units APC Status Indicator APC

APC 

Weight

Anesthesia 

Code Base 

Unit

Iowa Medicaid Fee 

Schedule Amount

Q2043 Si�uleu�el-t auto �d54+ Covered N 1 K 9273 By Re�ort

Q2049  Im�orted li�odox in2 Covered N 2 K 1421 $486.01

Q2050  Doxorubi�in in2 10mg Covered N 2 K 7046 By Re�ort

Q2052 Ivig demo, servi�es/su��lies Not Covered E

Q3001 Bra�hythera�y radioelements Not Covered B

Q3014  Telehealth �a�ility �ee Not Covered A

Q3027  In2 beta inter�eron im 1 m�g Covered N 3 K 1472 By Re�ort

Q3028  In2 beta inter�eron sq 1 m�g Covered N 3 E By Re�ort

Q3031  Collagen skin test Not Covered N

Q4001  Cast su� body �ast �laster Not Covered B

Q4002  Cast su� body �ast fiberglas Not Covered B

Q4003  Cast su� shoulder �ast �lstr Not Covered B

Q4004  Cast su� shoulder �ast Qrgl Not Covered B

Q4005  Cast su� long arm adult �lst Not Covered B

Q4006  Cast su� long arm adult Qrg Not Covered B

Q4007  Cast su� long arm �ed �lster Not Covered B

Q4008  Cast su� long arm �ed Qrgls Not Covered B

Q4009  Cast su� sht arm adult �lstr Not Covered B

Q4010  Cast su� sht arm adult Qrgl Not Covered B

Q4011  Cast su� sht arm �ed �laster Not Covered B

Q4012  Cast su� sht arm �ed Qrglas Not Covered B

Q4013  Cast su� gauntlet �laster Not Covered B

Q4014  Cast su� gauntlet fiberglass Not Covered B

Q4015  Cast su� gauntlet �ed �lster Not Covered B

Q4016  Cast su� gauntlet �ed Qrgls Not Covered B

Q4017  Cast su� lng arm s�lint �lst Not Covered B

Q4018  Cast su� lng arm s�lint Qrg Not Covered B

Q4019  Cast su� lng arm s�lnt �ed � Not Covered B

Q4020  Cast su� lng arm s�lnt �ed � Not Covered B

Q4021  Cast su� sht arm s�lint �lst Not Covered B

Q4022  Cast su� sht arm s�lint Qrg Not Covered B

Q4023  Cast su� sht arm s�lnt �ed � Not Covered B

Q4024  Cast su� sht arm s�lnt �ed � Not Covered B

Q4025  Cast su� hi� s�i�a �laster Not Covered B

Q4026  Cast su� hi� s�i�a fiberglas Not Covered B

Q4027  Cast su� hi� s�i�a �ed �lstr Not Covered B

Q4028  Cast su� hi� s�i�a �ed Qrgl Not Covered B

Q4029  Cast su� long leg �laster Not Covered B

Q4030  Cast su� long leg fiberglass Not Covered B

Q4031  Cast su� lng leg �ed �laster Not Covered B

Q4032  Cast su� lng leg �ed Qrgls Not Covered B

Q4033  Cast su� lng leg �ylinder �l Not Covered B
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Q4034  Cast su� lng leg �ylinder Q Not Covered B

Q4035  Cast su� lngleg �ylndr �ed � Not Covered B

Q4036  Cast su� lngleg �ylndr �ed � Not Covered B

Q4037  Cast su� shrt leg �laster Not Covered B

Q4038  Cast su� shrt leg fiberglass Not Covered B

Q4039  Cast su� shrt leg �ed �lster Not Covered B

Q4040  Cast su� shrt leg �ed Qrgls Not Covered B

Q4041  Cast su� lng leg s�lnt �lstr Not Covered B

Q4042  Cast su� lng leg s�lnt Qrgl Not Covered B

Q4043  Cast su� lng leg s�lnt �ed � Not Covered B

Q4044  Cast su� lng leg s�lnt �ed � Not Covered B

Q4045  Cast su� sht leg s�lnt �lstr Not Covered B

Q4046  Cast su� sht leg s�lnt Qrgl Not Covered B

Q4047  Cast su� sht leg s�lnt �ed � Not Covered B

Q4048  Cast su� sht leg s�lnt �ed � Not Covered B

Q4049  Finger s�lint, sta#� Not Covered B

Q4050  Cast su��lies unlisted Not Covered B

Q4051  S�lint su��lies mis� Not Covered B

Q4074  Ilo�rost non-�om� unit dose Covered N W By Re�ort

Q4081 E�oetin al�a, 100 units esrd Covered N 4 N

Q4082 Drug/bio no� �art b drug �a� Not Covered B

Q4100 Skin substitute, nos Covered N 1 N

Q4101  A�ligra� Covered N 1 N

Q4102  Oasis wound matrix Covered N 1 N

Q4103  Oasis burn matrix Covered N 1 N

Q4104 Integra bmwd Covered N 1 N

Q4105 Integra drt Covered N 1 N

Q4106  Dermagra� Covered N 1 N

Q4107  Gra�2a�ket Covered N 1 N

Q4108  Integra matrix Covered N 1 N

Q4110  Primatrix Covered N 1 N

Q4111  Gammagra� Not Covered N

Q4112  Cymetra in2e�table Covered N N

Q4113  Gra�2a�ket x�ress Covered N N

Q4114  Integra flowable wound matri Covered N N

Q4115  Alloskin Covered N 1 N

Q4116  Alloderm Covered N 1 N

Q4117  Hyalomatrix Covered N 1 N

Q4118  Iatristem mi�romatrix Covered N 1 N

Q4119  Iatristem wound matrix Covered N 1 N

Q4120  Iatristem burn matrix Covered N 1 N

Q4121  Theraskin Covered N 1 G 1479 By Re�ort
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Q4122  Derma�ell Covered N 1 G 1419 By Re�ort

Q4123  Alloskin Covered N 1 N

Q4124  Oasis tri-layer wound matrix Covered N 1 N

Q4125  Arthroflex Covered N 1 N

Q4126  Iemoderm/derma/tranz/integu� Covered N 1 N

Q4127  Talymed Covered N 1 G 1449 By Re�ort

Q4128 Flexhd/allo�at�hhd/matrixhd Covered N 1 N

Q4129  Unite biomatrix Covered N 1 N

Q4130 Stratti�e tm Covered N 1 N

Q4131  E�ifix Covered N 1 N

Q4132  Grafix �ore Covered N 1 N

Q4133  Grafix �rime Covered N 1 N

Q4134 Hmatrix Covered N 1 N

Q4135  Iediskin Covered N 1 N

Q4136 Ezderm Covered N 1 N

Q4137  Amnioex�el or biodex�el, 1�m Not Covered N

Q4138 Biod�en�e dry�lex, 1�m Not Covered N

Q4139  Amnio or biodmatrix, in2 1�� Not Covered N

Q4140  Biod�en�e 1�m Not Covered N

Q4141  Alloskin a�, 1 �m Covered N 8 N

Q4142  X�m biologi� #ss matrix 1�m Not Covered N

Q4143  Re�riza, 1�m Not Covered N

Q4145  E�ifix, in2, 1mg Not Covered N

Q4146  Tensix, 1�m Not Covered N

Q4147 Ar�hite�t e�m �x �x 1 sq �m Not Covered N

Q4148  Neox 1k, 1�m Not Covered N

Q4149  Ex�ellagen, 0.1 �� Not Covered N

Q4150 Allowra� ds or dry 1 sq �m Covered N 1 N

Q4151 Amnioband, guardian 1 sq �m Covered N 1 N

Q4152 Derma�ure 1 square �m Covered N 1 N

Q4153 Dermavest 1 square �m Covered N 1 N

Q4154 Biovan�e 1 square �m Covered N 1 N

Q4155 Neox�lo or �larix�lo 1 mg Covered N 1 N

Q4156 Neox 100 1 square �m Covered N 1 N

Q4157 Revitalon 1 square �m Covered N 1 N

Q4158 Iarigen 1 square �m Covered N 1 N

Q4159 A��inity1 square �m Covered N 1 N

Q4160 Nushield 1 square �m Covered N 1 N

Q5001  Hos�i�e or home hlth in home Not Covered B

Q5002 Hos�i�e/home hlth in asst lv Not Covered B

Q5003 Hos�i�e in lt/non-skilled n� Not Covered B

Q5004 Hos�i�e in sn� Not Covered B
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Q5005  Hos�i�e, in�a#ent hos�ital Not Covered B

Q5006  Hos�i�e in hos�i�e �a�ility Not Covered B

Q5007 Hos�i�e in lt�h Not Covered B

Q5008  Hos�i�e in in�a#ent �sy�h Not Covered B

Q5009 Hos�i�e/home hlth, �la�e nos Not Covered B

Q5010  Hos�i�e home �are in hos�i�e Not Covered B

Q9951 Lo�m >= 400 mg/ml iodine,1ml Covered N 1 N

Q9953 In2 �e-based mr �ontrast,1ml Covered N 1 N

Q9954 Oral mr �ontrast, 100 ml Covered N 1 N

Q9955  In2 �erflexane li� mi�ros,ml Not Covered N

Q9956  In2 o�tafluoro�ro�ane mi�,ml Not Covered N

Q9957  In2 �erflutren li� mi�ros,ml Covered N 1 N

Q9958 Ho�m <=149 mg/ml iodine, 1ml Not Covered N

Q9959 Ho�m 150-199mg/ml iodine,1ml Not Covered N

Q9960 Ho�m 200-249mg/ml iodine,1ml Covered N 1 N

Q9961 Ho�m 250-299mg/ml iodine,1ml Covered N 1 N

Q9962 Ho�m 300-349mg/ml iodine,1ml Covered N 1 N

Q9963 Ho�m 350-399mg/ml iodine,1ml Covered N 1 N

Q9964 Ho�m>= 400mg/ml iodine, 1ml Not Covered N

Q9965 Lo�m 100-199mg/ml iodine,1ml Covered N N

Q9966 Lo�m 200-299mg/ml iodine,1ml Covered N N

Q9967 Lo�m 300-399mg/ml iodine,1ml Covered N N

Q9968  Visualiza#on ad2un�t Covered N 3 K 1446 By Re�ort

Q9969 Non-heu t�-99m add-on/dose Not Covered K 1442

R0070  Trans�ort �ortable x-ray Not Covered B

R0075  Trans�ort �ort x-ray mul#�l Not Covered B

R0076 Trans�ort �ortable ekg Not Covered B

S9455 Diabeti� Ianagement Program Covered N Non-In�atient Program $137.73

S9472 Cardia� Rehabiliation Program, Per Day Covered N Non-In�atient Program $44.94

S9473 Pulmonary Rehab Program Covered N Non-In�atient Program $55.54

S9480 Intensive Out�atient Psy�hiatri� Servi�e Covered N Non-In�atient Program $15.33

V2020  Vision sv�s �rames �ur�hases Not Covered A

V2025  Eyeglasses delux �rames Not Covered E

V2100  Lens s�her single �lano 4.00 Not Covered A

V2101  Single visn s�here 4.12-7.00 Not Covered A

V2102  Singl visn s�here 7.12-20.00 Not Covered A

V2103  S�hero�ylindr 4.00d/12-2.00d Not Covered A

V2104  S�hero�ylindr 4.00d/2.12-4d Not Covered A

V2105  S�hero�ylinder 4.00d/4.25-6d Not Covered A

V2106  S�hero�ylinder 4.00d/>6.00d Not Covered A

V2107  S�hero�ylinder 4.25d/12-2d Not Covered A

V2108  S�hero�ylinder 4.25d/2.12-4d Not Covered A
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V2109  S�hero�ylinder 4.25d/4.25-6d Not Covered A

V2110  S�hero�ylinder 4.25d/over 6d Not Covered A

V2111  S�hero�ylindr 7.25d/.25-2.25 Not Covered A

V2112  S�hero�ylindr 7.25d/2.25-4d Not Covered A

V2113  S�hero�ylindr 7.25d/4.25-6d Not Covered A

V2114  S�hero�ylinder over 12.00d Not Covered A

V2115  Lens len#�ular bi�o�al Not Covered A

V2118  Lens aniseikoni� single Not Covered A

V2121  Len#�ular lens, single Not Covered A

V2199  Lens single vision not oth � Not Covered A

V2200  Lens s�her bi�o� �lano 4.00d Not Covered A

V2201  Lens s�here bi�o�al 4.12-7.0 Not Covered A

V2202  Lens s�here bi�o�al 7.12-20. Not Covered A

V2203  Lens s�h�yl bi�o�al 4.00d/.1 Not Covered A

V2204  Lens s�h�y bi�o�al 4.00d/2.1 Not Covered A

V2205  Lens s�h�y bi�o�al 4.00d/4.2 Not Covered A

V2206  Lens s�h�y bi�o�al 4.00d/ove Not Covered A

V2207  Lens s�h�y bi�o�al 4.25-7d/. Not Covered A

V2208  Lens s�h�y bi�o�al 4.25-7/2. Not Covered A

V2209  Lens s�h�y bi�o�al 4.25-7/4. Not Covered A

V2210  Lens s�h�y bi�o�al 4.25-7/ov Not Covered A

V2211  Lens s�h�y bi�o 7.25-12/.25- Not Covered A

V2212  Lens s�h�yl bi�o 7.25-12/2.2 Not Covered A

V2213  Lens s�h�yl bi�o 7.25-12/4.2 Not Covered A

V2214  Lens s�h�yl bi�o�al over 12. Not Covered A

V2215  Lens len#�ular bi�o�al Not Covered A

V2218  Lens aniseikoni� bi�o�al Not Covered A

V2219  Lens bi�o�al seg width over Not Covered A

V2220  Lens bi�o�al add over 3.25d Not Covered A

V2221  Len#�ular lens, bi�o�al Not Covered A

V2299  Lens bi�o�al s�e�iality Not Covered A

V2300  Lens s�here tri�o�al 4.00d Not Covered A

V2301  Lens s�here tri�o�al 4.12-7. Not Covered A

V2302  Lens s�here tri�o�al 7.12-20 Not Covered A

V2303  Lens s�h�y tri�o�al 4.0/.12- Not Covered A

V2304  Lens s�h�y tri�o�al 4.0/2.25 Not Covered A

V2305  Lens s�h�y tri�o�al 4.0/4.25 Not Covered A

V2306  Lens s�h�yl tri�o�al 4.00/>6 Not Covered A

V2307  Lens s�h�y tri�o�al 4.25-7/. Not Covered A

V2308  Lens s�h� tri�o�al 4.25-7/2. Not Covered A

V2309  Lens s�h� tri�o�al 4.25-7/4. Not Covered A

V2310  Lens s�h� tri�o�al 4.25-7/>6 Not Covered A
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V2311  Lens s�h� tri�o 7.25-12/.25- Not Covered A

V2312  Lens s�h� tri�o 7.25-12/2.25 Not Covered A

V2313  Lens s�h� tri�o 7.25-12/4.25 Not Covered A

V2314  Lens s�h�yl tri�o�al over 12 Not Covered A

V2315  Lens len#�ular tri�o�al Not Covered A

V2318  Lens aniseikoni� tri�o�al Not Covered A

V2319  Lens tri�o�al seg width > 28 Not Covered A

V2320  Lens tri�o�al add over 3.25d Not Covered A

V2321  Len#�ular lens, tri�o�al Not Covered A

V2399  Lens tri�o�al s�e�iality Not Covered A

V2410  Lens variab as�heri�ity sing Not Covered A

V2430  Lens variable as�heri�ity bi Not Covered A

V2499  Variable as�heri�ity lens Not Covered A

V2500  Conta�t lens �mma s�heri�al Not Covered A

V2501  Cnt�t lens �mma-tori�/�rism Not Covered A

V2502  Conta�t lens �mma bi�o�al Not Covered A

V2503  Cnt�t lens �mma �olor vision Not Covered A

V2510  Cnt�t gas �ermeable s�heri�l Not Covered A

V2511  Cnt�t tori� �rism ballast Not Covered A

V2512  Cnt�t lens gas �ermbl bi�o�l Not Covered A

V2513  Conta�t lens extended wear Not Covered A

V2520  Conta�t lens hydro�hili� Not Covered A

V2521  Cnt�t lens hydro�hili� tori� Not Covered A

V2522  Cnt�t lens hydro�hil bi�o�l Not Covered A

V2523  Cnt�t lens hydro�hil extend Not Covered A

V2530  Conta�t lens gas im�ermeable Not Covered A

V2531  Conta�t lens gas �ermeable Not Covered A

V2599  Conta�t lens/es other ty�e Not Covered A

V2600  Hand held low vision aids Not Covered A

V2610  Single lens s�e�ta�le mount Not Covered A

V2615  Teles�o�/othr �om�ound lens Not Covered A

V2623  Plas#� eye �rosth �ustom Not Covered A

V2624  Polishing ar#fi�al eye Not Covered A

V2625  Enlargemnt o� eye �rosthesis Not Covered A

V2626  Redu�#on o� eye �rosthesis Not Covered A

V2627  S�leral �over shell Not Covered A

V2628  Fabri�a#on & fi0ng Not Covered A

V2629  Prosthe#� eye other ty�e Not Covered A

V2630  Anter �hamber intrao�ul lens Not Covered N

V2631  Iris su��ort intrao�lr lens Not Covered N

V2632  Post �hmbr intrao�ular lens Not Covered N

V2700  Balan�e lens Not Covered A
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V2702  Deluxe lens �eature Not Covered E

V2710  Glass/�las#� slab off �rism Not Covered A

V2715  Prism lens/es Not Covered A

V2718  Fresnell �rism �ress-on lens Not Covered A

V2730  S�e�ial base �urve Not Covered A

V2744  Tint �hoto�hroma#� lens/es Not Covered A

V2745  Tint, any �olor/solid/grad Not Covered A

V2750  An#-refle�#ve �oa#ng Not Covered A

V2755 Uv lens/es Not Covered A

V2756  Eye glass �ase Not Covered E

V2760  S�rat�h resistant �oa#ng Not Covered A

V2761  Iirror �oa#ng Not Covered B

V2762  Polariza#on, any lens Not Covered A

V2770  O��luder lens/es Not Covered A

V2780  Oversize lens/es Not Covered A

V2781  Progressive lens �er lens Not Covered B

V2782  Lens, 1.54-1.65 �/1.60-1.79g Not Covered A

V2783  Lens, >= 1.66 �/>=1.80 g Not Covered A

V2784  Lens �oly�arb or equal Not Covered A

V2785  Corneal #ssue �ro�essing Not Covered F

V2786  O��u�a#onal mul#�o�al lens Not Covered A

V2787  As#gma#sm-�orre�t �un�#on Not Covered E

V2788  Presbyo�ia-�orre�t �un�#on Not Covered E

V2790  Amnio#� membrane Not Covered N

V2797  Vis item/sv� in other �ode Not Covered A

V2799 Iis� vision item or servi�e Not Covered A

V5008  Hearing s�reening Not Covered E

V5010  Assessment �or hearing aid Covered N 1 E $25.60

V5011  Hearing aid fi0ng/�he�king Not Covered E

V5014  Hearing aid re�air/modi�ying Not Covered E

V5020  Con�ormity evalua#on Not Covered E

V5030  Body-worn hearing aid air Covered N 1 E Iax Fee

V5040  Body-worn hearing aid bone Covered N 1 E Iax Fee

V5050  Hearing aid monaural in ear Not Covered E

V5060  Behind ear hearing aid Not Covered E

V5070  Glasses air �ondu�#on Not Covered E

V5080  Glasses bone �ondu�#on Not Covered E

V5090  Hearing aid dis�ensing �ee Not Covered E

V5095  Im�lant mid ear hearing �ros Not Covered E

V5100  Body-worn bilat hearing aid Not Covered E

V5110  Hearing aid dis�ensing �ee Not Covered E

V5120  Body-worn binaur hearing aid Covered N 1 E Iax Fee
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V5130  In ear binaural hearing aid Not Covered E

V5140  Behind ear binaur hearing ai Not Covered E

V5150  Glasses binaural hearing aid Covered N 1 E Iax Fee

V5160  Dis�ensing �ee binaural Covered N 1 E $343.33

V5170  Within ear �ros hearing aid Not Covered E

V5180  Behind ear �ros hearing aid Not Covered E

V5190  Glasses �ros hearing aid Not Covered E

V5200  Cros hearing aid dis�ens �ee Not Covered E

V5210  In ear bi�ros hearing aid Not Covered E

V5220  Behind ear bi�ros hearing ai Not Covered E

V5230  Glasses bi�ros hearing aid Not Covered E

V5240  Dis�ensing �ee bi�ros Not Covered E

V5241  Dis�ensing �ee, monaural Covered N 1 E $228.88

V5242  Hearing aid, monaural, �i� Not Covered E

V5243  Hearing aid, monaural, it� Not Covered E

V5244  Hearing aid, �rog, mon, �i� Not Covered E

V5245  Hearing aid, �rog, mon, it� Not Covered E

V5246  Hearing aid, �rog, mon, ite Not Covered E

V5247  Hearing aid, �rog, mon, bte Not Covered E

V5248  Hearing aid, binaural, �i� Not Covered E

V5249  Hearing aid, binaural, it� Not Covered E

V5250  Hearing aid, �rog, bin, �i� Not Covered E

V5251  Hearing aid, �rog, bin, it� Not Covered E

V5252  Hearing aid, �rog, bin, ite Not Covered E

V5253  Hearing aid, �rog, bin, bte Not Covered E

V5254  Hearing id, digit, mon, �i� Not Covered E

V5255  Hearing aid, digit, mon, it� Not Covered E

V5256  Hearing aid, digit, mon, ite Not Covered E

V5257  Hearing aid, digit, mon, bte Not Covered E

V5258  Hearing aid, digit, bin, �i� Not Covered E

V5259  Hearing aid, digit, bin, it� Not Covered E

V5260  Hearing aid, digit, bin, ite Not Covered E

V5261  Hearing aid, digit, bin, bte Not Covered E

V5262  Hearing aid, dis�, monaural Not Covered E

V5263  Hearing aid, dis�, binaural Not Covered E

V5264  Ear mold/insert Not Covered E

V5265  Ear mold/insert, dis� Not Covered E

V5266  BaKery �or hearing devi�e Covered N 6 E $1.79

V5267  Hearing aid su�/a��ess/dev Covered N E By Re�ort

V5268 Ald tele�hone am�li�ier Not Covered E

V5269  Aler#ng devi�e, any ty�e Not Covered E

V5270 Ald, tv am�li�ier, any ty�e Not Covered E
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V5271 Ald, tv �a�tion de�oder Not Covered E

V5272  Tdd Not Covered E

V5273 Ald �or �o�hlear im�lant Not Covered E

V5274 Ald uns�e�i�ied Covered N 1 E By Re�ort

V5275  Ear im�ression Covered N 2 E $12.21

V5281  Ald �m/dm system, monaural Covered R E By Re�ort

V5282  Ald �m/dm system binaural Covered R E By Re�ort

V5283  Ald ne�k, loo� ind re�eiver Covered R E By Re�ort

V5284 Ald �m/dm ear level re�eiver Covered R E By Re�ort

V5285  Ald �m/dm aud in�ut re�eiver Covered R E By Re�ort

V5286  Ald blu tooth �m/dm re�eiver Covered R E By Re�ort

V5287 Ald �m/dm re�eiver, nos Covered R E By Re�ort

V5288  Ald �m/dm transmiKer ald Covered R E By Re�ort

V5289  Ald �m/dm ada�t/boot �ou�lin Covered R E By Re�ort

V5290  Ald transmiKer mi�ro�hone Covered R E By Re�ort

V5298  Hearing aid no� Covered N 1 E Iax Fee

V5299  Hearing servi�e Not Covered B

V5336  Re�air �ommuni�a#on devi�e Not Covered E

V5362  S�ee�h s�reening Not Covered E

V5363  Language s�reening Not Covered E

V5364  Dys�hagia s�reening Not Covered E


