PRIOR AUTHORIZATION-EXPERIMENTAL/INVESTIGATIONAL-NONCOVERED SERVICES

This code listing does not certify benefits or authoirzation of benefits, which is designated by each individual policyholder terms,conditions, exclusions, and limitations contract. It does not
constitute a contract or guarantee regarding coverage or reimbursement/payment. Self-insured group specific policy will supersede this general policy when group supplementary plan document
or individual plan decision directs otherwise.
accept S-codes, for all product lines.*

*Effective 04/01/2024, Paramount will no longer

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

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

General- 567-661-0842

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

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

UPDATED 08/14/2024

Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Medical Policy Special Instructions - Notes
Insurance Plans Plans
00170 | procecures, including bopey:not | o PRICRAUTHORIZATION | PRIGRAUTHORIZATION | 0080 e | e procedres i the faity
p » 11 9 Dlopsy; REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL POLICY ! " : ' p 4
otherwise specified Procedures in the Facility [settina
11980 “mplnaton (mpiamaton of | . PRIORAUTHORIZATION | = PRIORAUTHOREZATION | 720’2 T Le
P . P REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL POLICY
Estradiol and/or testosterone (Testopel®)
Grafting of autologous fat PG0104 Cosmetic and The purpose of this policy is to supplement coverage guidance for
15773 harvested by liposuction technique NON-COVERED NON-COVERED . surgical procedures with cosmetic aspects that may not be contained in
: Reconstructive Surgery o A . : . "
to face. evelids. mouth. neck. ears. a separate clinical policv. If there is a discrepancyv between this policy
Grafting of autologous fat PG0104 Cosmetic and The purpose of this policy is to supplement coverage guidance for
15774 harvested by liposuction technique NON-COVERED NON-COVERED : surgical procedures with cosmetic aspects that may not be contained in
’ Reconstructive Surgery o ) ; ; B )
101808, @veids. Moth. neck, ears. PGUUU7 Blepnaropiasty, aMgg%glalg%Egg '3@'3&99"3.2623?%6%219'sﬁéec%%r%?rvulc’rent/‘%’enffe}f'&i%‘r’ggr’y
PRIOR AUTHORIZATION PEIIEOQRLJ'I??UET;O;?OIT_?EVOVN Reconstructive Eyelid |& Brow Lift is going to be archived. The procedure codes 15820,
15820 Blepharoplasty, lower eyelid Surgery, and Brow Lift - (15821, 15822, 15823, 67900, 67901-67909, 67911 require a prior
REQUIRED - INTERQUAL MEDICARE COVERAGE f ) ; o : o - : N
CRITERIA Medical Policy Archived |authorization, and will maintain requiring a prior authorization. The
B P R ety TR BoTE P B PR et et s Raractva Ly ent SuTgery |
PRIOR AUTHORIZATION . - '
1saz1 | Blepharoplasty,lower eyeli: wih (NSPRIGRAUTHORIZATION REQUIRED-FOLLOW | (0 e Tl 1 1675, 16695, 67000, 67001-67006, 67911 redure a pio
extensive herniated fat pad REQUIRED - INTERQUAL MEDICARE COVERAGE gery, an ) PN o i, - quire a p
CRITERIA Medical Policy Archived |authorization, and will maintain requiring a prior authorization. The
B B R Srasty TR BoTE P U B PR B aet et sRaractva Ly ent SuTgery |
PRIOR AUTHORIZATION PIEIIEOQRUﬁ?UETDHOEOIf_ALgVOVN Reconstructive Eyelid |& Brow Lift is going to be archived. The procedure codes 15820,
15822 Blepharoplasty, upper eyelid Surgery, and Brow Lift - (15821, 15822, 15823, 67900, 67901-67909, 67911 require a prior
REQUIRED - INTERQUAL MEDICARE COVERAGE f ) ) L ) S i, ) o
CRITERIA Medical Policy Archived |authorization, and will maintain requiring a prior authorization. The
B B R Srasty TR BoTE P U B PR B aet et sRaractva Ly ent SuTgery |
PRIOR AUTHORIZATION . - '
1saz3 | Blepheroplasty, upper eyelc; with (SPRIGRAUTHORIZATION REQUIRED-FOLLOW | (e e el 1 1675, 16895, 67000, 67001-67006, 67911 redure a pio
excessive skin weighting down lid REQUIRED - INTERQUAL MEDICARE COVERAGE gery, an ) N o i, - quire a p
CRITERIA Medical Policy Archived |authorization, and will maintain requiring a prior authorization. The

NAINTI202E Maintain Drinr

covarana critaria will fallow tha IntarOiial critaria_ac ic indicatad an tha




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Medical Policy Special Instructions - Notes
Insurance Plans Plans
Excision, excessive skin, and PRIOR AUTHORIZATION )
15830 subcutaneous tissue (includes PRIOR AUTHORIZATION REQUIRED - FOLLOW PGF?:r?r?i :ﬁgggﬁ"z&dsty' PG0104 Cosmetic and Reconsiructive Suraer
lipectomy); abdomen, REQUIRED - INTERQUAL MEDICARE COVERAGE ‘ my gery
. I~ ) Liposuction
infraumbilical panniculectomy CRITERIA
. . " i . The purpose of this policy is to supplement coverage guidance for
15876 Suction assisted lipectomy; NON-COVERED NON-COVERED PG0104 CO.Sme“c and surgical procedures with cosmetic aspects that may not be contained in
head/neck Reconstructive Surgery - " ! : R N
a separate clinical policy. If there is a discrepancy between this policy
. . . X . The purpose of this policy is to supplement coverage guidance for
15878 Suction assisted Ilp_ectomy, upper NON-COVERED NON-COVERED PG0104 Co_smenc and surgical procedures with cosmetic aspects that may not be contained in
extremity Reconstructive Surgery
a separate clinical policy. If there is a discrepancy between this policv
The purpose of this policy IS 10 supplement coverage guidance for
. . . X . surgical procedures with cosmetic aspects that may not be contained in
15879 Suction assisted Ilgectomy, lower NON-COVERED NON-COVERED PG0104 Co§met|c and a separate clinical policy. If there is a discrepancy between this policy
extremity Reconstructive Surgery , X L X g
and a member’s plan of benefits, then the provision of the benefits will
nnvarn and riila _Dacnnctriictivia Sansicac ara cnvarad whon madical
PGUZZT Mastectomy for _|Medical Policy PGUZZT Mastectomy for Gynecomastia Is gong to be |
RO ORIz O Gynecomastia Archived |archived. The procedure code 19300 requires a prior authorization,
) PRIOR AUTHORIZATION REQUIRED - FOLLOW AR ) o - . S o
19300 Mastectomy for gynecomastia 06/01/2024. Maintain Prior {and will maintain requiring a prior authorization. The coverage criteria
REQUIRED - INTERQUAL MEDICARE COVERAGE o ) o o ;
Authorization per InterQual |will follow the InterQual criteria, as is indicated on the prior
CRITERIA Coviarana Critaria autharizatinn aveal enraadchaat Additinnal coviarana rafaranca at
PRIOR AUTHORIZATION Procedure codes 19301, 19302, 19303, 19304, 19305, 19306, 19307
19303 Simple complete mastectom PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0251 Prophylactic  [when performed for diagnosis V50.41-Encouter for Prophylactic
P P Y REQUIRED - INTERQUAL MEDICARE COVERAGE Mastectomy Removal of Breast.
CRITERIA PG0104 Cosmetic nd Reconstructive Surgery
Subcutancous mastectomy | o PRORAUTHORIZATION _ || PRIORAUTHORIZATION | - Peozsi prophvictc | (S0 TCeR 20 SR P P00 50 JOLCE, F9%07
¥ | REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL POLICY Mastectomy Remoeal of Brogst. 9 : phy
PGUUS4 Reauction Medicar Policy PGUUSZ Reduction Mammoplasty 1S gomng o be |
RO (O 2O Mammoplasty - Archived [archived. The procedure code 19318 requires a prior authorization,
. PRIOR AUTHORIZATION REQUIRED - FOLLOW L . . L . . o o
19318 Reduction mammoplasty 06/01/2024. Maintain Prior {and will maintain requiring a prior authorization. The coverage criteria
REQUIRED - INTERQUAL MEDICARE COVERAGE - . S L .
RITERIA Authorization per InterQual |will follow the InterQual criteria, as is indicated on the prior
< Couarans Critarda 0T R R AR R BT AT ANt R B RE N brasat
PRIOR AUTHORIZATION
Removal of intact mammary PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0012 Breast Implant  [implant removal and re|mplalntat|on (19328, 19330, 19340, 19342,
19328 . Removal and 19370, and 19371) will be reimbursed WITHOUT PRIOR
implant REQUIRED - INTERQUAL MEDICARE COVERAGE . . . . . .
CRITERIA Reimplantation AUTHORIZATION, when there is a predetermined cancer diagnosis, as
lictad in tha madical nalicy
PGUUTZ Breast imprant Removar and ReTmplantaiion EXCepion: breast | mplant Removar and Rermplantation EXception: breas|
Removal of ruptured breast ORIz IO PG0012 Breast Implant  [implant removal and reimplantation (19328, 19330, 19340, 19342,
. . Lol PRIOR AUTHORIZATION REQUIRED - FOLLOW . .
19330 implant, including implant contents Removal and 19370, and 19371) will be reimbursed WITHOUT PRIOR
. L REQUIRED - INTERQUAL MEDICARE COVERAGE . . . . . .
(e.g., saline, silicone gel) CRITERIA Reimplantation AUTHORIZATION, when there is a predetermined cancer diagnosis, as
lictad in tha madical nalicy
PGUUTZ Breast imprant Removar and ReTmplantaiion EXCepion: breast | mplant Removar and Rermplantation EXception: breas|
Immediate insertion of breast ORIz IO PG0012 Breast Implant  [implant removal and reimplantation (19328, 19330, 19340, 19342,
. . PRIOR AUTHORIZATION REQUIRED - FOLLOW . .
19340 prosthesis following mastopexy, Removal and 19370, and 19371) will be reimbursed WITHOUT PRIOR
) . REQUIRED - INTERQUAL MEDICARE COVERAGE : ; ; . . .
mastectomy or in reconstruction CRITERIA Reimplantation AUTHORIZATION, when there is a predetermined cancer diagnosis, as
lictad in tha madical nalicyv,
PGUUTZ Breast Imprant Removar and ReTmplantaiion EXCepuon: breast | mplant Removar and Rermplantation EXception: breas|
Delayed insertion of breast RO N ORIZ IO PGO0012 Breast Implant  [implant removal and reimplantation (19328, 19330, 19340, 19342,
: ) PRIOR AUTHORIZATION REQUIRED - FOLLOW ; }
19342 prosthesis following mastopexy, Removal and 19370, and 19371) will be reimbursed WITHOUT PRIOR
) A REQUIRED - INTERQUAL MEDICARE COVERAGE : ) . . . .
mastectomy, or in reconstruction CRITERIA Reimplantation AUTHORIZATION, when there is a predetermined cancer diagnosis, as
lictad in tha madical nalicyv,
PGUUTZ Breast Imprant Removar and ReTmplantaiion EXCepuon: breast | mplant Removar and Rermplantation EXception: breas|
Revision of peri-implant capsule, RO N ORIZ IO PGO0012 Breast Implant  [implant removal and reimplantation (19328, 19330, 19340, 19342,
- ) PRIOR AUTHORIZATION REQUIRED - FOLLOW ; }
19370 breast, including capsulotomy, Removal and 19370, and 19371) will be reimbursed WITHOUT PRIOR
; REQUIRED - INTERQUAL MEDICARE COVERAGE : ) : . . .
capsulorrhaphy, and/or partial CRITERIA Reimplantation AUTHORIZATION, when there is a predetermined cancer diagnosis, as
lictad in tha madical nalicyv,
PGUUTZ Breast Imprant Removar and ReTmplantaion EXCepuon: breast | mplant Removar and Rermplantation Exception: breas|
Peri-implant capsulectomy, breast, RO I ORIZ IO PGO0012 Breast Implant  [implant removal and reimplantation (19328, 19330, 19340, 19342,
) ’ PRIOR AUTHORIZATION REQUIRED - FOLLOW ] }
19371 complete, including removal of all Removal and 19370, and 19371) will be reimbursed WITHOUT PRIOR
- REQUIRED - INTERQUAL MEDICARE COVERAGE : ) : . . .
intracapsular contents CRITERIA Reimplantation AUTHORIZATION, when there is a predetermined cancer diagnosis, as

lictad in tha madical nalicyv
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Elite (Medicare Advantage)

Codes Code Description Medical Policy Special Instructions - Notes
Insurance Plans Plans
NON-COVERED - Dry needling,
also known as intramuscular
stimulation, involves the use of .
L : Paramount will cover acupuncture
solid ‘noninjection’ needles which . h
. dry needling for Medicare
are used to penetrate the skin and . .
Needle insertion(s) without stimulate specific triggerpoints (RSUEIEED (LTS Wiilh GHIEHE
20560 L R P gg p ' lower back pain within specific PG0382 Acupuncture
injection(s); 1 or 2 muscle(s) muscles and connective tissue. L : .
Dry needling is intended to reduce SR SHICTE 0 S )
ain and improve range of motion S E e I e ]
P P " 9 : Policy PG0382 Acupuncture
however more studies are needed
to demonstrate its safety and
effectiveness.
NON-COVERED - Dry needling,
also known as intramuscular
stimulation, involves the use of )
I X Paramount will cover acupuncture
solid ‘noninjection’ needles which " h
. dry needling for Medicare
are used to penetrate the skin and ) .
Needle insertion(s) without stimulate specific triggerpoints OO T G
20561 L X P 99 p ! lower back pain within specific PG0382 Acupuncture
injection(s); 3 or more muscle(s) | muscles and connective tissue. L ! .
Dry needling is intended to reduce S SIETE L e )
ain and improve range of motion ek syl e e
P P g . Policy PG0382 Acupuncture
however more studies are needed
to demonstrate its safety and
effectiveness.
Alg)fgcr);;om?or;egtzi\?:’n?;tzlraigluf':rlH PRIOR AUTHORIZATION When unlistred [;rocedu(rje-ml;‘sculoskeletallb(20999), unlistelq prgcedurz—spine
. P . ’ PRIOR AUTHORIZATION REQUIRED - FOLLOW PGO365 Bone Graft | (22899), unlisted procedure-humerus or elbow (24999), unlisted procedure-
20930 spine surgery only (List separately REOUIRED - INTEROUAL MEDICARE COVERAGE Substitut forearm or wrist (25999), unlisted procedure-hands or fingers (26989), unlisted
in addition to code for primary Q . Q ubstitutes procedure-femur or knee (27599), or unlisted procedure-leg or ankle (27899)
nracedura) CRITERIA and 20930, Alloaraft, is determined to be recombinant human bone
20099 Unlisted procedure, PRIOR AUTHORIZATION PRIOR AUTHORIZATION PG0365 Bone Graft Xh?nneg“zsggg)pL%ﬁies?:(;e-rrglcifjtlfes-ﬁ:::u(szg?z?gémhzjgggp)mucrﬁig
musculoskeletal system, general | REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL POLICY Substitutes P ! P ) ’
procedure-forearm or wrist (25999). unlisted procedure-hands or
Manipulation of . .
21073 temporomandibular joint(s) (TMJ), NON-COVERED NON-COVERED PG0422 Manipulation
) . Under Anesthesia
therapeutic, requiring an _
PRIOR AUTHORIZATION ;:ZJA;? ;:;';g:%gg
) . ’ PRIOR AUTHORIZATION REQUIRED - FOLLOW : ’ .
21120 Genioplasty; Augmentation REQUIRED - INTERQUAL MEDICARE COVERAGE Surglcal' Treatments for |PG0104 Cosmetic and Reconstructive Surgery
Obstructive Sleep Apnea
CRITERIA (nam
PRIOR AUTHORIZATION ';‘:;;:r"y’ ;’r:;';ggg'g
) Cer PRIOR AUTHORIZATION REQUIRED - FOLLOW : ’ .
21121 Genioplasty; Sliding Osteotomy REQUIRED - INTERQUAL MEDICARE COVERAGE SurglcaI'Treatments for [PG0104 Cosmetic and Reconstructive Surgery
Obstructive Sleep Apnea
CRITERIA (nam
PRIOR AUTHORIZATION ';‘:;;:r"y’ ;’r:;';ggg'g
) Cer ’ PRIOR AUTHORIZATION REQUIRED - FOLLOW : ’ .
21122 Genioplasty; Sliding Osteotomies REQUIRED - INTERQUAL MEDICARE COVERAGE SurglcaI'Treatments for [PG0104 Cosmetic and Reconstructive Surgery
Obstructive Sleep Apnea
CRITERIA (nam
PRIOR AUTHORIZATION ';‘::’g‘:r? ;:;';gfég'g
21123 Genioplasty; Sliding Augmentation PLRIOIR AT ATOI IREQUIRED - (ROILLOLY Surgical Treatments for [PG0104 Cosmetic and Reconstructive Surgery

REQUIRED - INTERQUAL

MEDICARE COVERAGE
CRITERIA

Obstructive Sleep Apnea
(NS AN




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Medical Policy Special Instructions - Notes
Insurance Plans Plans
PRIOR AUTHORIZATION P ;’;Q'E%‘fo?g
21125 Augmentation Mandibular Body; IPLRIOIR AT PO RAQUINID) - (FOIULGIEY Sur i%:alyTreatments for |PG0104 Cosmetic and Reconstructive Surger
Prosthetic Mat REQUIRED - INTERQUAL MEDICARE COVERAGE gica gery
Obstructive Sleep Apnea
CRITERIA /e m
PGUZZ6 Orthognatnic
. . . PRIOR AUTHORIZATION Surgery and PG0056
21127 Augmentation Mandibular Body; PLIOIR AT AOI RAQUINED - (RO Surgical Treatments for |PG0104 Cosmetic and Reconstructive Surger
with bone graft REQUIRED - INTERQUAL MEDICARE COVERAGE gical gery
Obstructive Sleep Apnea
CRITERIA /e m
2?1;?: ;Sati:euccglosnegnrlr?gitc iwcl)_\?e':n::nlt PRIOR AUTHORIZATION P;IE%FB{\RUET; _o lﬁéﬁg\?vN PG0056 Surgical
214t in any direction (e.g., for long face | REQUIRED - INTERQUAL MEDICARE COVERAGE Treg:j"t; fﬁ;g?osgx“ve PG0104 Cosmetic and Reconstructive Surgery
syndrome), without bone graft CRITERIA P AP
PGUZZ6 Orthognatnic
) ) . PRIOR AUTHORIZATION
21142 Riii(;r;s{sr:mr::nrtnrlgcf)?/(;?ﬁtle_:t':icr)\r;:';z PLIOIR AT AOI RAQUINED - (RO Sﬁ?ri:yTa:zgts\ir?gsfir PG0104 Cosmetic and Reconstructive Surger:
pieces, segmer Y| REQUIRED - INTERQUAL MEDICARE COVERAGE gical gery
direction, without bone graft CRITERIA Obstructl\:iSLe\ep Apnea
Reconstruction midface, LeFort I; PRIOR AUTHORIZATION PGUZ26 Orthognarnic
. ! ! Surgery and PG0056
21143 8 or more pieces, segment PLIOIR AT PO REQUINED - (RO Surgical Treatments for |PG0104 Cosmetic and Reconstructive Surger
movement in any direction, without|  REQUIRED - INTERQUAL MEDICARE COVERAGE Obstgructive Sloon Aunen gery
bone graft CRITERIA Ve SeepAp
Reconstruction midrace, LeFort T, PGUZZ6 Orthognatnic
single piece, segment movement PRIOR AUTHORIZATION Surgery and PG0056
21145 in any direction, requiring bone PLIOIR AT PO REQUINED - (RO Surgical Treatments for |PG0104 Cosmetic and Reconstructive Surger
Y direction, requiring REQUIRED - INTERQUAL MEDICARE COVERAGE gical gery
grafts (includes obtaining Obstructive Sleep Apnea
autnnrafte) CRITERIA NS A
PRIOR AUTHORIZATION FPGUZZ6 Orthognamic
. . . Surgery and PG0056
21146 Lefort | Recon; two pieces with PRIOR AUTHORIZATION REQUIRED - FOLLOW Surgical Treatments for |PG0104 Cosmetic and Reconstructive Surger
bone graft REQUIRED - INTERQUAL MEDICARE COVERAGE gica gery
Obstructive Sleep Apnea
CRITERIA (nam
PRIOR AUTHORIZATION PGUZZb Orthognatnic
. Surgery and PG0056
21147 Lefort | Recon; three or more PLIIOIR AT PO REQUIRED - FOLLOW Surgical Treatments for |PG0104 Cosmetic and Reconstructive Surger
pieces with bone graft REQUIRED - INTERQUAL MEDICARE COVERAGE gica gery
CRITERIA Obstructive Sleep Apnea
(OS A
PG0226 Orthognathic
. _ ! PRIOR AUTHORIZATION PRIOR AUTHORIZATION ’ .
21150 Lefort Il Recon; anterior intrustion REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL POLICY Surgery and PG0056 PG0104 Cosmetic and Reconstructive Surgery
Suraical Treatments for
. ] PG0226 Orthognathic
Lefort Il Recon; any direction with PRIOR AUTHORIZATION PRIOR AUTHORIZATION . .
21151 grafts REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL POLICY Surgery and PG0056 PG0104 Cosmetic and Reconstructive Surgery
Suraical Treatments for
. PG0226 Orthognathic
Lefort Ill Recon; with bone grafts PRIOR AUTHORIZATION PRIOR AUTHORIZATION . .
21154 without Lefort | REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL POLICY Surgery and PG0056 PG0104 Cosmetic and Reconstructive Surgery
Suraical Treatments for
] PG0226 Orthognathic
Lefort Il Recon; with bone grafts PRIOR AUTHORIZATION PRIOR AUTHORIZATION . ;
21155 with Lefort | REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL POLICY Surgery and PG0056 PG0104 Cosmetic and Reconstructive Surgery
Suraical Treatments for
Lefort Il Recon; with forhead adv PRIOR AUTHORIZATION PRIOR AUTHORIZATION PG0226 Orthognathic . .
21159 without Lefort | REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL POLICY Surgery PG0104 Cosmetic and Reconstructive Surgery
] PG0226 Orthognathic
Lefort Il Recon; with forhead adv PRIOR AUTHORIZATION PRIOR AUTHORIZATION . ;
21160 without Lefort | REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL POLICY Surgery and PG0056 PG0104 Cosmetic and Reconstructive Surgery
Suraical Treatments for
. . PG0226 Orthognathic
21181 Recon by contouring of cranioal PRIOR AUTHORIZATION PRIOR AUTHORIZATION Surgery and PG0056 PG0104 Cosmetic and Reconstructive Surgery

bones

REQUIRED - MEDICAL POLICY

REQUIRED - MEDICAL POLICY

Suraical Treatments for
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Codes Code Description Medical Policy Special Instructions - Notes
Insurance Plans Plans
- . PG0226 Orthognathic
Recon orbital rims/forehead/with PRIOR AUTHORIZATION PRIOR AUTHORIZATION . .
21182 grafts less 40 cm REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL POLICY Surgery and PG0056 PG0104 Cosmetic and Reconstructive Surgery
Suraical Treatments for
s ) PG0226 Orthognathic
Recon orbital rims/forehead/with PRIOR AUTHORIZATION PRIOR AUTHORIZATION . .
21183 grafts 40-80 cm REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL POLICY Surgery and PG0056 PG0104 Cosmetic and Reconstructive Surgery
Suraical Treatments for
- . PG0226 Orthognathic
Recon orbital rims/forehead/with PRIOR AUTHORIZATION PRIOR AUTHORIZATION . .
21184 grafts 80 cm or more REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL POLICY Surgery and PG0056 PG0104 Cosmetic and Reconstructive Surgery
Suraical Treatments for
PRIOR AUTHORIZATION ';LJ:";G aUn dt Pﬁgeoaotslec
21188 Recon midface osteotomies and HAOLIA Lol 7210l HEG I HSRRIRO Surt ?caIyTreatments for [PG0104 Cosmetic and Reconstructive Surger:
bone grafts REQUIRED - INTERQUAL MEDICARE COVERAGE gical gery
CRITERIA Obstructive Sleep Apnea
PGUZZ6 Ontogmam
rinogr
. . . PRIOR AUTHORIZATION
21193 Recor?jrtirzuoc:t(;? Sgptqisgldlgu(ﬁlraml' PRIOR AUTHORIZATION REQUIRED - FOLLOW Sitlr?(:earlyTang;Ce-‘r?t()ssgr PG0104 Cosmetic and Reconstructive Surger
A : REQUIRED - INTERQUAL MEDICARE COVERAGE gical gery
osteotomy; without bone graft CRITERIA Obstructive Sleep Apnea
PGUZZE Orthogmame
rinogr
. . . PRIOR AUTHORIZATION
21194 ReCO;()SrtiTZUOCI:IIZT Sl;ptqiszldlgu;?r[aml' HRIOL DO 2ol REOPIHELRIROT G Silrjri%:'zrlyT?zgtriir?tOSSfir PG0104 Cosmetic and Reconstructive Surger:
 vertea, REQUIRED - INTERQUAL MEDICARE COVERAGE gical gery
osteotomy; with bone graft CRITERIA Obstructive Sleep Apnea
PGUZZE Orthogmame
rtnogr
. . . PRIOR AUTHORIZATION
21195 z%(/)gfgsgllOgaoﬁtf;;?zd:il:}l\lzfﬂ:?ml HRIOL DO 2ol REOPIHELRIROT G Silrjri%:'zrlyT?zgtriir?tOSSfir PG0104 Cosmetic and Reconstructive Surger:
oody, sagittal Spit, REQUIRED - INTERQUAL MEDICARE COVERAGE gical gery
internal rigid fixation CRITERIA Obstructive Sleep Apnea
PGUZZE OrthogmamTe
rtnogr
. . . PRIOR AUTHORIZATION
21196 Ree::rﬁj?(sjtrrlligtéon;; r::ﬁalr:(jslblil?\:v;’timl HRIOLI DO 2 ol KBRS Silrjri%:'zrlyT?zgtriir?tOSSfir PG0104 Cosmetic and Reconstructive Surger:
or body, sagital Spit; REQUIRED - INTERQUAL MEDICARE COVERAGE gical gery
internal rigid fixation RITERIA Obstructive Sleep Apnea
= PGUZZE Orthognam
PRIOR AUTHORIZATION Surgery ar;g';gg‘os'g
. PRIOR AUTHORIZATION REQUIRED - FOLLOW ; . .
21198 Osteotomy mandible; segmental REQUIRED - INTERQUAL MEDICARE COVERAGE Surg|cal}Treatments for [PG0104 Cosmetic and Reconstructive Surgery
RITERIA Obstructive Sleep Apnea
< PGUZZE Orthognam
PRIOR AUTHORIZATION Suroer ar;g';gg‘os'g
21199 Osteotomy, mandible, segmental; IPRISTR AT RIQUINED) - [OIULOLY Suri ?caIyTreatments for [PG0104 Cosmetic and Reconstructive Surger
with genioglossus advancement REQUIRED - INTERQUAL MEDICARE COVERAGE gieal gery
RITERIA Obstructive Sleep Apnea
< PGUZZE Orthognam
PRIOR AUTHORIZATION Surgery ar;g';gg‘os'g
PRIOR AUTHORIZATION REQUIRED - FOLLOW ; . .
21206 Segmental Osteotomy REQUIRED - INTERQUAL MEDICARE COVERAGE Surg|cal_ Treatments for |PG0104 Cosmetic and Reconstructive Surgery
Obstructive Sleep Apnea
CRITERIA RS
PRIOR AUTHORIZATION Suraery ar;g';g&ts'g
) PRIOR AUTHORIZATION REQUIRED - FOLLOW : . .
21208 Facial Osteoplasty REQUIRED - INTERQUAL MEDICARE COVERAGE Surg|cal_ Treatments for |PG0104 Cosmetic and Reconstructive Surgery
Obstructive Sleep Apnea
CRITERIA /nem
PG0226 Orthognathic
’ ) PRIOR AUTHORIZATION PRIOR AUTHORIZATION ) }
21209 Facial Osteoplasty reduction REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL POLICY Surgery and PG0056 PG0104 Cosmetic and Reconstructive Surgery
Suragical Treatments for
PRIOR AUTHORIZATION ';‘::’g‘:r"y’ ;’r:;”g%”(%gg
PRIOR AUTHORIZATION REQUIRED - FOLLOW : ) .
21210 Nasal bone graft REQUIRED - INTERQUAL MEDICARE COVERAGE Surgical Treatments for [PG0104 Cosmetic and Reconstructive Surgery

CRITERIA

Obstructive Sleep Apnea
(NS AN




Paramount Commercial
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Codes Code Description Medical Policy Special Instructions - Notes
Insurance Plans Plans
PRIOR AUTHORIZATION ';::’gfrz ;’;Q'E%‘fo?g
PRIOR AUTHORIZATION REQUIRED - FOLLOW h . .
21215 Nasal bone graft REQUIRED - INTERQUAL MEDICARE COVERAGE Surg|caI_Treatments for |PG0104 Cosmetic and Reconstructive Surgery
Obstructive Sleep Apnea
CRITERIA PGUZZE Orthognatnic
rinogr
PRIOR AUTHORIZATION P;IE%FB{\RUET; _o lﬁéﬁg\?vN Surgery and PG0056
21230 Autogenous graft rib to face REQUIRED - INTERQUAL MEDICARE COVERAGE Surg|cal_ Treatments for |PG0104 Cosmetic and Reconstructive Surgery
Obstructive Sleep Apnea
CRITERIA PGUZZE Orthognatnic
rinogr
. PRIOR AUTHORIZATION Surgery and PG0056
21240 Arthroplasty, temporomandibular PLIOIR AT AOI RAQUINED - (RO Surgical Treatments for |PG0104 Cosmetic and Reconstructive Surger
joint REQUIRED - INTERQUAL MEDICARE COVERAGE gical gery
Obstructive Sleep Apnea
CRITERIA PGUZZE Orthognatnic
rinogr
. . PRIOR AUTHORIZATION Surgery and PG0056
21244 Reconstruction of mandible PLIOIR AT AOI RAQUINED - (RO Surgical Treatments for |PG0104 Cosmetic and Reconstructive Surger
extraoral REQUIRED - INTERQUAL MEDICARE COVERAGE gleal gery
CRITERIA Obstructive Sleep Apnea
PGUZZ6 OniognaTme
rinogr
PRIOR AUTHORIZATION PFiR’IIEOQTJ'I?'\’UET; -O ;ﬁg\?\,N Surgery and PG0056
21245 Reconstruction of mandible partial REQUIRED - INTERQUAL MEDICARE COVERAGE Surg|caI_Treatments for [PG0104 Cosmetic and Reconstructive Surgery
CRITERIA Obstructive Sleep Apnea
NS A
PRIOR AUTHORIZATION FPGUZZ6 Orthognamic
. . Surgery and PG0056
21246 Reconstruction of mandible PLIOIR AT PO REQUINED - (RO Surgical Treatments for |PG0104 Cosmetic and Reconstructive Surger
complete REQUIRED - INTERQUAL MEDICARE COVERAGE gleal gery
CRITERIA Obstructive Sleep Apnea
NS A
PRIOR AUTHORIZATION FPGUZZ6 Orthognamic
. . Surgery and PG0056
21247 Reconstruction of mandibular PLRIOIR AT PO REQUINED - (FOIULOLY Surgical Treatments for |PG0104 Cosmetic and Reconstructive Surger
condyle REQUIRED - INTERQUAL MEDICARE COVERAGE gleal gery
CRITERIA Obstructive Sleep Apnea
PRIOR AUTHORIZATION PGUZZ6 Orftogname
. . . Surgery and PG0056
21248 Reconstruction of mandible with PLIIOIR AT PO REQUINED - (ROILOLY Surgical Treatments for |PG0104 Cosmetic and Reconstructive Surger
implant partial REQUIRED - INTERQUAL MEDICARE COVERAGE gieal gery
CRITERIA Obstructive Sleep Apnea
PRIOR AUTHORIZATION PGUZZ6 Orftogname
. . . Surgery and PG0056
21249 Reconstruction of mandible with PLIIOIR AT PO REQUINED - (ROILOLY Surgical Treatments for |PG0104 Cosmetic and Reconstructive Surger
implant complete REQUIRED - INTERQUAL MEDICARE COVERAGE gieal gery
CRITERIA Obstructive Sleep Apnea
(NS A
PGUZZb Orthognatnic
PRIOR AUTHORIZATION PSEOQTJ&UET; -O I?olf_ﬁgvovN Surgery and PG0056
21255 Reconstruction of zygomatic arch REQUIRED - INTERQUAL MEDICARE COVERAGE Surglcal' Treatments for |PG0104 Cosmetic and Reconstructive Surgery
CRITERIA Obstructive Sleep Apnea
(NS A
. . PG0226 Orthognathic
Malar augmentation, prosthetic PRIOR AUTHORIZATION PRIOR AUTHORIZATION . .
21270 material REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL POLICY Surgery and PG0056 PG0104 Cosmetic and Reconstructive Surgery
Suraical Treatments for
L . PG0226 Orthognathic
Secondary revision of orbital PRIOR AUTHORIZATION PRIOR AUTHORIZATION . .
21275 cranifacial Recon REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL POLICY | SUrgery and PGO0S6 —PG0104 Cosmetic and Reconstructive Surgery
Suraical Treatments for
. PG0226 Orthognathic
Reduction of masseter PRIOR AUTHORIZATION PRIOR AUTHORIZATION . .
21295 muscle/bone; extraoral REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL POLICY | _Surgery and PG00S6  |PG0104 Cosmetic and Reconstructive Surgery
Suraical Treatments for
. PG0226 Orthognathic
21296 Reduction of masseter PRIOR AUTHORIZATION PRIOR AUTHORIZATION Surgery and PG0056 PG0104 Cosmetic and Reconstructive Surgery

muscle/bone; intraoral

REQUIRED - MEDICAL POLICY

REQUIRED - MEDICAL POLICY

Suraical Treatments for




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Medical Policy Special Instructions - Notes
Insurance Plans Plans
PRIOR AUTHORIZATION )
21685 Hyoid myotomy and suspension RRIORICILCRIZAIION IREOUIIRED - [FOILLOY TreatTnGeg?ssforsuOrglsiizctive
REQUIRED - INTERQUAL MEDICARE COVERAGE Sleep Apnea (OSA)
CRITERIA
Percutaneous intradiscal PG0026 Discogenic Pain
22526 electrothermal annuloplasty, NON-COVERED NON-COVERED Treatment; PG0043 NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
unilateral or bilateral including Experimental
Percutaneous intradiscal PG0026 Discogenic Pain
22527 electrothermal annuloplasty, NON-COVERED NON-COVERED Treatment; PG0043  [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
unilateral or bilateral includina Experimental
Artlgcr?,dn{eqsi’, ;ﬁ[}%ﬁgﬁ‘fm: g PRIOR AUTHORIZATION Cervical Fusion: 22548, 22551, 22552, 22554, 22585, 22590, 22595,
20530 discectomy to prepare interspace PRIOR AUTHORIZATION REQUIRED - FOLLOW PGO463 Spinal Fusion 22600, 22614. Thoracic Fusion: 22532, 22534, 22556, 22585, 22610,
(other than for decompression): REQUIRED - INTERQUAL MEDICARE COVERAGE 22614. Lumbar Fusion: 22533, 22534, 22558, 22612, 22614, 22630,
o ’ CRITERIA 22632, 22633, 22634
A't‘é';’l:ieqsi’ ;ﬁ[}%ﬁgﬁ‘fm: g PRIOR AUTHORIZATION Cervical Fusion: 22548, 22551, 22552, 22554, 22585, 22590, 22595,
22533 discectomy o prepare interspace PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0463 Spinal Fusion 22600, 22614. Thoracic Fusion: 22532, 22534, 22556, 22585, 22610,
(other than for decompression): REQUIRED - INTERQUAL MEDICARE COVERAGE 22614. Lumbar Fusion: 22533, 22534, 22558, 22612, 22614, 22630,
s ’ CRITERIA 22632, 22633, 22634
Artlgcur)]:.ieqstljz, ﬁmﬁ; rr:icnai\r:;jry PRIOR AUTHORIZATION Cervical Fusion: 22548, 22551, 22552, 22554, 22585, 22590, 22595,
29534 discectomy to prepare interspace; PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0463 Spinal Fusion 22600, 22614. Thoracic Fusion: 22532, 22534, 22556, 22585, 22610,
thoracic or lumbar. each additional REQUIRED - INTERQUAL MEDICARE COVERAGE 22614. Lumbar Fusion: 22533, 22534, 22558, 22612, 22614, 22630,
rertanral conman [t lor comaratans CRITERIA 22632, 22633, 22634
Arthrodesis, anterior transoral or PRIOR AUTHORIZATION Cervical Fusion: 22548, 22551, 22552, 22554, 22585, 22590, 22595,
22548 extraoral technique, clivus-C1-C2, PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0463 Spinal Fusion 22600, 22614. Thoracic Fusion: 22532, 22534, 22556, 22585, 22610,
with or without REQUIRED - INTERQUAL MEDICARE COVERAGE 22614. Lumbar Fusion: 22533, 22534, 22558, 22612, 22614, 22630,
excision of odontoid process CRITERIA 22632, 22633, 22634
i Qﬂg.‘ﬁ;ﬁ:icif;éf;fﬁ;?;%n PRIOR AUTHORIZATION Cervical Fusion: 22548, 22551, 22552, 22554, 22585, 22590, 22595,
22551 discectomy, osteophytectomy and PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0463 Spinal Fusion 22600, 22614. Thoracic Fusion: 22532, 22534, 22556, 22585, 22610,
decompression of spinal cord REQUIRED - INTERQUAL MEDICARE COVERAGE 22614. Lumbar Fusion: 22533, 22534, 22558, 22612, 22614, 22630,
andl/ar nanie rante: carnvical holow CRITERIA 22632’ 22633’ 22634
| rg:”éﬁ]‘;ez:zcasr;‘gf;)'r’:s;'r’;’t‘l’gn PRIOR AUTHORIZATION Cervical Fusion: 22548, 22551, 22552, 22554, 22585, 22590, 22595,
22552 disectomy, osteophytectomy, and PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0463 Spinal Fusion 22600, 22614. Thoracic Fusion: 22532, 22534, 22556, 22585, 22610,
decompression of spinal cord REQUIRED - INTERQUAL MEDICARE COVERAGE 22614. Lumbar Fusion: 22533, 22534, 22558, 22612, 22614, 22630,
andlar norve ronte: canszical halow CRITERIA 22632’ 22633’ 22634
At:«r:];]%?;j: ﬁ?félﬁ;'"ﬁ?ﬁ;’f PRIOR AUTHORIZATION Cervical Fusion: 22548, 22551, 22552, 22554, 22585, 22590, 22595,
29554 discectomy to prepare PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0463 Spinal Fusion 22600, 22614. Thoracic Fusion: 22532, 22534, 22556, 22585, 22610,
interspace (other than for REQUIRED - INTERQUAL MEDICARE COVERAGE 22614. Lumbar Fusion: 22533, 22534, 22558, 22612, 22614, 22630,
docomnraccinn): canvical halow C2 CRITERIA 22632’ 22633’ 22634
An;]er;(::lzlje?:c?l?éler:l(_;o:r:?r:ﬁrzg?oy PRIOR AUTHORIZATION Cervical Fusion: 22548, 22551, 22552, 22554, 22585, 22590, 22595,
PO discectomy to prepare the thoracic PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0463 Spinal Fusion 22600, 22614. Thoracic Fusion: 22532, 22534, 22556, 22585, 22610,
imerspace (other man for REQUIRED - INTERQUAL MEDICARE COVERAGE 22614. Lumbar Fusion: 22533, 22534, 22558, 22612, 22614, 22630,
S rorraccing CRITERIA 22632, 22633, 22634
Art?;gf?:lzlje?r?c?t?(fr:l(_qo:r:?r:ﬁ‘rzg?cy PRIOR AUTHORIZATION Cervical Fusion: 22548, 22551, 22552, 22554, 22585, 22590, 22595,
PO discectomy to prepare the PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0463 Spinal Fusion 22600, 22614. Thoracic Fusion: 22532, 22534, 22556, 22585, 22610,
interspace (other than for REQUIRED - INTERQUAL MEDICARE COVERAGE 22614. Lumbar Fusion: 22533, 22534, 22558, 22612, 22614, 22630,
oo i the hithar CRITERIA 22632, 22633, 22634
/?;I:f:z?qeuse;,s|:cr:llﬂlr?é I:ﬁ:a(::;y PRIOR AUTHORIZATION Cervical Fusion: 22548, 22551, 22552, 22554, 22585, 22590, 22595,
o discectomy to prepare interspace PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0463 Spinal Fusion 22600, 22614. Thoracic Fusion: 22532, 22534, 22556, 22585, 22610,
REQUIRED - INTERQUAL MEDICARE COVERAGE 22614. Lumbar Fusion: 22533, 22534, 22558, 22612, 22614, 22630,

(other than for decompression);

oach additinnal intarecnaca (I ict

CRITERIA

22632, 22633, 22634




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Insurance Plans Plans Medical Policy Special Instructions - Notes
PRIOR AUTHORIZATION Cervical Fusion: 22548, 22551, 22552, 22554, 22585, 22590, 22595,
29500 Arthrodesis, posterior technique, PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0463 Spinal Fusion | 22800; 22614. Thoracic Fusion: 22532, 22534, 22556, 22585, 22610,
craniocervical (Occiput - C2) REQUIRED - INTERQUAL MEDICARE COVERAGE 22614. Lumbar Fusion: 22533, 22534, 22558, 22612, 22614, 22630,
CRITERIA 22632, 22633, 22634
PRIOR AUTHORIZATION Cervical Fusion: 22548, 22551, 22552, 22554, 22585, 22590, 22595,
29505 Arthrodesis, posterior technique, PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0463 Spinal Fusion |22800: 22614. Thoracic Fusion: 22532, 22534, 22556, 22585, 22610,
atlas-axis (C1-C2) REQUIRED - INTERQUAL MEDICARE COVERAGE 22614. Lumbar Fusion: 22533, 22534, 22558, 22612, 22614, 22630,
CRITERIA 22632, 22633, 22634
Arthrodesis, posterior or PRIOR AUTHORIZATION Cervical Fusion: 22548, 22551, 22552, 22554, 22585, 22590, 22595,
29600 posterolateral teatmique, single PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0463 Spinal Fusion |22800: 22614. Thoracic Fusion: 22532, 22534, 22556, 22585, 22610,
(ool porvicel bolow G2 segment REQUIRED - INTERQUAL MEDICARE COVERAGE 22614. Lumbar Fusion: 22533, 22534, 22558, 22612, 22614, 22630,
' CRITERIA 22632, 22633, 22634
posg:gl';‘::’;stésﬁ:fszg;;gle PRIOR AUTHORIZATION Cervical Fusion: 22548, 22551, 22552, 22554, 22585, 22590, 22595,
29610 lovel: thoracis (with latoral PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0463 Spinal Fusion |22800: 22614. Thoracic Fusion: 22532, 22534, 22556, 22585, 22610,
ranaverse tochnique. whon REQUIRED - INTERQUAL MEDICARE COVERAGE 22614. Lumbar Fusion: 22533, 22534, 22558, 22612, 22614, 22630,
Se technique, CRITERIA 22632, 22633, 22634
posg:glre?tifz;stésﬁsi[szg;;gle PRIOR AUTHORIZATION Cervical Fusion: 22548, 22551, 22552, 22554, 22585, 22590, 22595,
22612 ool lumbar (with Iateral PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0463 Spinal Fusion |22800: 22614. Thoracic Fusion: 22532, 22534, 22556, 22585, 22610,
raneverse technique, when REQUIRED - INTERQUAL MEDICARE COVERAGE 22614. Lumbar Fusion: 22533, 22534, 22558, 22612, 22614, 22630,
Se technique, CRITERIA 22632, 22633, 22634
posg:glre?tifz;stésﬁsi[szg;;gle PRIOR AUTHORIZATION Cervical Fusion: 22548, 22551, 22552, 22554, 22585, 22590, 22595,
o614 el oech additonal veriabeat PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0463 Spinal Fusion |22800: 22614. Thoracic Fusion: 22532, 22534, 22556, 22585, 22610,
eogment. (List separately in REQUIRED - INTERQUAL MEDICARE COVERAGE 22614. Lumbar Fusion: 22533, 22534, 22558, 22612, 22614, 22630,
Segment. (LISt separaiely In CRITERIA 22632, 22633, 22634
t:;r;;zau?lisr{c?fdsi[r?;g%?ntzrcbtg(r]gy PRIOR AUTHORIZATION Cervical Fusion: 22548, 22551, 22552, 22554, 22585, 22590, 22595,
22630 i cisoottomy & propare PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0463 Spinal Fusion |22800: 22614. Thoracic Fusion: 22532, 22534, 22556, 22585, 22610,
nterapace. Single intorsaacs REQUIRED - INTERQUAL MEDICARE COVERAGE 22614. Lumbar Fusion: 22533, 22534, 22558, 22612, 22614, 22630,
(nthor than fynr docnmnraccian): CRITERIA 22632’ 22633’ 22634
tgcrﬁﬁf.(;ﬂ?';cﬁ)ﬁfg”g&?ﬁiﬁﬁy PRIOR AUTHORIZATION Cervical Fusion: 22548, 22551, 22552, 22554, 22585, 22590, 22595,
22632 and/er disaectomy o proare PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0463 Spinal Fusion |22800: 22614. Thoracic Fusion: 22532, 22534, 22556, 22585, 22610,
terepace. single intorsaacs REQUIRED - INTERQUAL MEDICARE COVERAGE 22614. Lumbar Fusion: 22533, 22534, 22558, 22612, 22614, 22630,
(nthor than fynr docomnraccinn): CRITERIA 22632’ 22633’ 22634
A””w‘:es'ls’ tconl‘f'”f]“ .pos‘er.'t‘;]r or PRIOR AUTHORIZATION Cervical Fusion: 22548, 22551, 22552, 22554, 22585, 22590, 22595,
22634 F’J’g;:;zf‘iﬁ{:rbizyr:gcuhen;g'ue PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0463 Spinal Fusion |22800: 22614. Thoracic Fusion: 22532, 22534, 22556, 22585, 22610,
P g laminectomy andlor REQUIRED - INTERQUAL MEDICARE COVERAGE 22614. Lumbar Fusion: 22533, 22534, 22558, 22612, 22614, 22630,
diccoctamys cufficiant tn nreanaro CRITERIA 22632’ 22633’ 22634
-| otal C"SC.arInroplaSIy (.arllTICI-al PRIOR AUTHORIZATION o
22857 | diacketomy o mepormorepace | | PRIOR AUTHORIZATION REQUIRED - FOLLOW Inorverbral ise
. REQUIRED - INTERQUAL MEDICARE COVERAGE
(other than for decompression), CRITERIA Replacement
TotrGiSc ARE SRRy Bhitica G TN
o | "pmr oo | g uriomzarion | ReQURES-Foew | e
/it REQUIRED - INTERQUAL MEDICARE COVERAGE
preparation (includes CRITERIA Replacement
astecnhuteqtom i g eraat ar PGUZI3 TNETSpinous and
interlaminar/interspinous process PRIOR AUTHORIZATION PEEO%&UET;OEOIT_ALEVOVN Interlaminar
22867 st'abiIizatiop/dis}ractiqn dgvice, REQUIRED - INTERQUAL MESICARE (;OVERAGE StabiIi;ation/Distraction
without fusion, including image CRITERIA Devices (Spacers)-
oA R TR G with PGUZT3 R ous ana
interlaminar/interspinous process PRIOR AUTHORIZATION PIEIIEOITJ'I??UETDHOI?OI{ALBVOVN Interlaminar
22868 stabilization/distraction device, 9 . Stabilization/Distraction

without fusion, including image

anidanca whan narfarmad with

REQUIRED - INTERQUAL

MEDICARE COVERAGE
CRITERIA

Devices (Spacers)-
Archivad
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Codes Code Description Medical Policy Special Instructions - Notes
Insurance Plans Plans
interlaminalr?iifenrf;ir?c:us process RO ORIZ IO walﬁn@wﬂ(}
I ) . ) PRIOR AUTHORIZATION REQUIRED - FOLLOW P . .
22869 s?ab|I|zat|on/d|stract|on de_wce, REQUIRED - INTERQUAL MEDICARE COVERAGE StablI|_zat|on/D|stract|on
without open decompression or Devices (Spacers)-
fucinan_inclidina imana anidanca CRITERIA Archiviad
interlaminalr?iifenrls;r?c:us process RO ORIz O Pbua;tlgrg:w'i)r:g?us o
e ) . ) PRIOR AUTHORIZATION REQUIRED - FOLLOW I . .
22870 s?ab|I|zat|on/d|stract|on de_wce, REQUIRED - INTERQUAL MEDICARE COVERAGE StablI|_zat|0n/D|stract|on
without open decompression or Devices (Spacers)-
fucinn_includina imana anidanca CRITERIA Archiviad
22899 Unlisted procedure —spine PIRIOIR AWIOIZON PRIOR AUTHORIZATION PG0365 Bone Graft szhienneu(erZSSth)pL%ﬁ;?:crie_?;Lézztlfiiilsz:'u(szg?2I9tzC’JVL\Iln(IIZS;gggp;roucrﬁidsLtJ;Z
P P REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL POLICY Substitutes P ! P . ’
procedure-forearm or wrist (25999). unlisted procedure-hands or
24999 Unlisted procedure-humerus or PRIOR AUTHORIZATION PRIOR AUTHORIZATION PG0365 Bone Graft V\;h?n”eug";ggg pr%ﬁi‘::f‘:‘;ﬁ;“'fjfﬁ:’f (Szgfzﬁ))é”“"zjgggpmcrﬁi‘::z
elbow REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL POLICY Substitutes —spine ( ), unlisted procedure-humeru w( ), unii
procedure-forearm or wrist (25999). unlisted procedure-hands or
25099 Unlisted procedure-forearm or PRIOR AUTHORIZATION PRIOR AUTHORIZATION PG0365 Bone Graft szhien”e“(’2‘"25;33)pm;‘::ée'?;‘ézzt'f;';i're;:'mfg?Zggév‘in(gsgggimuﬁgﬁ
wrist REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL POLICY Substitutes P ! P ) ’
procedure-forearm or wrist (25999). unlisted procedure-hands or
26089 Unlisted procedure-hands or PRIOR AUTHORIZATION PRIOR AUTHORIZATION PG0365 Bone Graft V\éh?nne“(rz";;gg)pmncl;‘::;e':2‘;23“':’;';6':::: (32232?855?"23339”{“5&?;2
fingers REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL POLICY Substitutes P u P ure-numeru !
Dlrggedure -forearm or wrist (25999). unlisted procedure-hands or
PG0454 Hip Replacement
Hemiarthroplasty, hip, partial (e.g P SAIGE (Hfsliayee (R and Resurfacing Surgery (2A7\r1t2;)0p2|a715121;323?3n49 ;07227&;:2/;; W|-I|; r:gn’z;?rﬁgl:’z;ﬁgej pzn?talr25
27125 femoral stem r;)sth;asis bi ol:ar” Flans Administered by Paramourt SRR IEEEGREAEE (Arthroplasty) - Archived author}zation ’ONLY f'0r the F;roMedica Employee Health Plans
p »OIp PRIOR AUTHORIZATION REQUIRED 06/01/2024. Maintain Prior on : dica =mployee H 4
arthroplasty) o Administered by Paramount and will maintain requiring a prior
REQUIRED - INTERQUAL Authorization per InterQual
- authonzatlon The coverage cnterla will follow the InterQual criteria, as
Coverage Criteria .. . .~ s
Arthroplasty, acetabular and ProMedica Employee Health PRIOR AUTHORIZATION NOT PG0454 Hip Replacement Med|cal POI|cy PGO454 Hip Replacement and Resurfacing Surgery
27130 proximal femoral prosthetic Plans Administered by Paramount REQUIRED and Resurfacing Surgery |(Arthroplasty) is going to be archived. The procedure codes 27125,
replacement (total hip PRIOR AUTHORIZATION (Arthroplasty) - Archived |27130. 27132, 27134. 27137. 27138 will remain to require a prior
Conversion of previous hip surgery| ProMedica Employee Health PRIOR AUTHORIZATION NOT PG0454 Hip Replacement [Medical Policy PG0454 Hip Replacement and Resurfacing Surgery
27132 to total hip arthroplasty, with or [ Plans Administered by Paramount REQUIRED and Resurfacing Surgery |[(Arthroplasty) is going to be archived. The procedure codes 27125,
without autoaraft or allograft PRIOR AUTHORIZATION (Arthroplasty) - Archived [27130. 27132, 27134, 27137, 27138 will remain to require a prior
Revision of total hip arthroplasty; ProMedica Employee Health PRIOR AUTHORIZATION NOT PG0454 Hip Replacement |Medical Policy PG0454 Hip Replacement and Resurfacing Surgery
27134 both components, with or without |Plans Administered by Paramount REQUIRED and Resurfacing Surgery |(Arthroplasty) is going to be archived. The procedure codes 27125,
autoaraft or alloaraft PRIOR AUTHORIZATION (Arthroplasty) - Archived [27130. 27132, 27134. 27137. 27138 will remain to require a prior
Revision of total hip arthroplasty; ProMedica Employee Health PRIOR AUTHORIZATION NOT PG0454 Hip Replacement |Medical Policy PG0454 Hip Replacement and Resurfacing Surgery
27137 acetabular component only, with or | Plans Administered by Paramount REQUIRED and Resurfacing Surgery |[(Arthroplasty) is going to be archived. The procedure codes 27125,
without autoaraft or allograft PRIOR AUTHORIZATION (Arthroplasty) - Archived [27130. 27132, 27134, 27137, 27138 will remain to require a prior
Revision of total hip arthroplasty; ProMedica Employee Health PG0454 Hip Replacement |Medical Policy PG0454 Hip Replacement and Resurfacing Surgery
; L PRIOR AUTHORIZATION NOT ) . } .
27138 femoral component only, with or |Plans Administered by Paramount REQUIRED and Resurfacing Surgery |(Arthroplasty) is going to be archived. The procedure codes 27125,
without alloaraft PRIOR AUTHORIZATION (Arthroplasty) - Archived [27130. 27132, 27134. 27137. 27138 will remain to require a prior
27975 Manipulation, hip joint, rgqumng NON-COVERED NON-COVERED PG0422 Mampulapon
general anesthesi Under Anesthesia
PRIOR AUTHORIZATION
27412 Autologous chondrocyte PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0190 Focal Articular
implantation, knee REQUIRED - INTERQUAL MEDICARE COVERAGE Cartilage of the Knee
CRITERIA
PRIOR AUTHORIZATION
27415 Osteochondral allograft, knee, PRIOR AUTHORIZATION REQUIRED - FOLLOW PGO0190 Focal Articular  |As of 1/1/2020 procedures 27415, 27416, 29866, 29867, 27599 also
open REQUIRED - INTERQUAL MEDICARE COVERAGE Cartilage of the Knee require a prior authorization
CRITERIA
e
P 9 plasty PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0190 Focal Articular  |As of 1/1/2020 procedures 27415, 27416, 29866, 29867, 27599 also
27416 harvesting of autograft(s))[except

to repair chondral defects of the

natallal lavelidac cunthatic

REQUIRED - INTERQUAL

MEDICARE COVERAGE
CRITERIA

Cartilage of the Knee

require a prior authorization




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Medical Policy Special Instructions - Notes
Insurance Plans Plans
. ProMedica Employee Health PG0452 Knee Medical Policy PG0452 Knee Replacement Surgery (Arthroplasty) is
27445 ro':::;ggl'?jy’ fﬁamge o) Plans Administered by Paramount IFRIIO A%TE%OU'T:?Z;J 1ohy T Replacement Surgery  |going to be archived. The procedure codes 27445, 27446, 27447,
P 9 yo PRIOR AUTHORIZATION (Arthroplasty) - Archived |27486. 27487 require a prior authorization, ONLY for the ProMedica
Arthroplasty, knee, condyle and ProMedica Employee Health PRIOR AUTHORIZATION NOT PG0452 Knee Medical Policy PG0452 Knee Replacement Surgery (Arthroplasty) is
27446 plateau; medial or lateral Plans Administered by Paramount REQUIRED Replacement Surgery  |going to be archived. The procedure codes 27445, 27446, 27447,
compartment PRIOR AUTHORIZATION (Arthroplastv) - Archived |27486. 27487 reauire a prior authorization. ONLY for the ProMedica
Arthroplasty, knee, condyle and ProMedica Employee Health PRIOR AUTHORIZATION NOT PG0452 Knee Medical Policy PG0452 Knee Replacement Surgery (Arthroplasty) is
27447 plateau; medial and lateral Plans Administered by Paramount REQUIRED Replacement Surgery  |going to be archived. The procedure codes 27445, 27446, 27447,
compartments with or without PRIOR AUTHORIZATION (Arthroplasty) - Archived |27486. 27487 require a prior authorization. ONLY for the ProMedica
Revision of total knee arthroplasty, ProMedica Employee Health PRIOR AUTHORIZATION NOT PG0452 Knee Medical Policy PG0452 Knee Replacement Surgery (Arthroplasty) is
27486 with or without allograft; 1 Plans Administered by Paramount REQUIRED Replacement Surgery  |going to be archived. The procedure codes 27445, 27446, 27447,
component PRIOR AUTHORIZATION (Arthroplastv) - Archived |27486. 27487 reauire a prior authorization. ONLY for the ProMedica
Revision of total knee arthroplasty, ProMedica Employee Health PRIOR AUTHORIZATION NOT PG0452 Knee Medical Policy PG0452 Knee Replacement Surgery (Arthroplasty) is
27487 with or without allograft; femoral | Plans Administered by Paramount REQUIRED Replacement Surgery  |going to be archived. The procedure codes 27445, 27446, 27447,
and entire tibial component PRIOR AUTHORIZATION (Arthroplasty) - Archived |27486. 27487 require a prior authorization. ONLY for the ProMedica
Unlisted procedure, femur or knee ALY MOl 2310
27599 when r';Iated to léocal Articular ! PRIOR AUTHORIZATION REQUIRED - FOLLOW PGO0190 Focal Articular  |As of 1/1/2020 procedures 27415, 27416, 29866, 29867, 27599 also
. X REQUIRED - INTERQUAL MEDICARE COVERAGE Cartilage of the Knee require a prior authorization
Cartilage Repair of the Knee
CRITERIA
VVNen unisted proceadure-musculosKeletal (Z0999), unnisted procedure |
PRIOR AUTHORIZATION X . .
27599 Unlisted procedure-femur or knee HRIOL DO 2ol REOPIHELRIROT G PGO365 Bone Graft _fgggjLgfez-?c??e)éfrgll::i;jrizzczgzg;;-huurmsgj OIOifgL‘:\:é_Z::::S),Ol:HHSted
P REQUIRED - INTERQUAL MEDICARE COVERAGE Substitutes p ; ’ p )
CRITERIA fingers (26989), unlisted procedure-femur or knee (27599), or unlisted
nracodiira_lan ar anlda (27200) and 20020 _Allnaraft _ic dotarminad tn
PRIOR AUTHORIZATION
27702 Arthroplasty, ankle; with implant PRIOR AUTHORIZATION REQUIRED - FOLLOW PGO0151 Total Ankle
(total ankle) REQUIRED - INTERQUAL MEDICARE COVERAGE Arthroplasty
CRITERIA
27703 Arthroplasty, ankle; revision, total PRIOR AUTHORIZATION PRIOR AUTHORIZATION PGO0151 Total Ankle
ankle REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL POLICY Arthroplasy
27699 | Unisted procedure,leg or ankde | o PRIORAUTHORIZATION || PRIGRAUTHORIZATION | - Paosss sone arart |1 (oeee POt (e 0 S ettt 2o e
p +1eg REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL POLICY Substitutes P ! P ) ’
] procedure-forearm or wrist (25999). unlisted procedure-hands or
Extracorporeal shock wave, high PG0004 Extracorporeal
28890 energy, performed by a physician, NON-COVERED NON-COVERED Shock Wave Therapy for |[NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
requiring anesthesia other than Musculoskeletal Conditions
ATNTOSCOpY, KNee, surgicar, PRIOR AUTHORIZATION
implantation of osteochodral "
20866 autograft(s) (e.g..mosaicplasty) PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0190 Focal Articular  |As of 1/1/2020 procedures 27415, 27416, 29866, 29867, 27599 also
autog 9 plasty REQUIRED - INTERQUAL MEDICARE COVERAGE Cartilage of the Knee  |require a prior authorization
(includes harvesting of autografts)
[avrant tn ranair chandral dafacte CRITERIA
Arthroscopy, knee, surgical; PRIOR AUTHORIZATION
20867 osteochonz);;al allo ’raftg(]e ’ PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0190 Focal Articular  |As of 1/1/2020 procedures 27415, 27416, 29866, 29867, 27599 also
) 9 G- REQUIRED - INTERQUAL MEDICARE COVERAGE Cartilage of the Knee require a prior authorization
mosaicplasty
CRITERIA
Rhinoplasty, primary; lateral and PRIOR AUTHORIZATION
L ’ ) PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0009 Rhinoplasty and . .
30400 alar cartilages and/pr elevation of REQUIRED - INTERQUAL MEDICARE COVERAGE Septoplasty PG0104 Cosmetic and Reconstructive Surgery
nasal tip
CRITERIA
Rhinoplasty, primary; complete, PRIOR AUTHORIZATION
external parts including bony PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0009 Rhinoplasty and . .
30410 pyramid, lateral and alar cartilages,|  REQUIRED - INTERQUAL MEDICARE COVERAGE Septoplasty PG0104 Cosmetic and Reconstructive Surgery
and/or elevation of nasal tip CRITERIA




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Medical Policy Special Instructions - Notes
Insurance Plans Plans
PRIOR AUTHORIZATION
Rhinoplasty, primary; including PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0009 Rhinoplasty and . .
30420 major septal repair REQUIRED - INTERQUAL MEDICARE COVERAGE Septoplasty PG0104 Cosmetic and Reconstructive Surgery
CRITERIA
Rhinoplasty, secondary; minor PRIOR AUTHORIZATION PIEIIE%TJ'IL\RUET; _o lﬁéﬁg\?vN PG0009 Rhinoplasty and
30430 revision (small;crj?lgunt of nasal tip REQUIRED - INTERQUAL MEDICARE COVERAGE Septoplasty PG0104 Cosmetic and Reconstructive Surgery
CRITERIA
Rhinoplasty, secondary; PRIOR AUTHORIZATION PIEIIE%TJ'IL\RUET; _o lﬁéﬁg\?vN PG0009 Rhinoplasty and
30435 |nterme\i\i;i?:]eorset\;lc?:g:ni(i);ny work REQUIRED - INTERQUAL MEDICARE COVERAGE Septoplasty PG0104 Cosmetic and Reconstructive Surgery
CRITERIA
Rhinoplasty, secondary; major PRIOR AUTHORIZATION PIEIIE%TJ'IL\RUET; _o lﬁéﬁg\?vN PG0009 Rhinoplasty and
30450 reV|S|on0gt1:§3)lr:E)e\;v)ork and REQUIRED - INTERQUAL MEDICARE COVERAGE Septoplasty PG0104 Cosmetic and Reconstructive Surgery
CRITERIA
Repair of nasal valve collapse with PG0043 Experimental
30468 subcutaneous/submucosal lateral NON-COVERED NON-COVERED Investigational Procedures |[NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
wall implant(s) Services
Bronchoscopy, rigid or flexible, PG0316 Bronchial
31660 including fluoroscopic guidance, NON-COVERED NON-COVERED Thermoplasty; PG0043 |NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
when performed: with bronchial Experimental
Bronchoscopy, rigid or flexible, PG0316 Bronchial
31661 including fluoroscopic guidance, NON-COVERED NON-COVERED Thermoplasty; PG0043 |NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
when performed: with bronchial Experimental
PRIOR AUTHORIZATION PG0466 Hyperhidrosis Endoscopic transthoracic sympathectomy (ETS), procedure 32664,
32664 Thoracoscopy, surgical; with PRIOR AUTHORIZATION REQUIRED - FOLLOW Treatmenzl’()excludin requires a prior authorization for the treatment of hyperhidrosis,
thoracic sympathectomy REQUIRED - INTERQUAL MEDICARE COVERAGE Botox) 9 diagnosis codes L74.510-L74.519, L74.52, R61. Procedure 97033 is
CRITERIA noncovered with diagnosis codes L74.510-L74.519, L74.52, R61.
Exclusion of left atrial appendage, PGO0366 Left Atrial
33269 thoracoscopic, any method (e.g., NON-COVERED NON-COVERED Appendage Closure NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
eX(I:IISdllolgl‘allaslﬁlt:altCI?rI]l I\gcal lslltJallnll)'l‘]q' (LAAC) (OCCIUSion): FArdimuurit vicuiiare Auvdinayge rFidris = LEAUIESS Ldadruiat FdlteTTidRreT
replacement of permanent Plggg&g;;(?ilb?l\lg:\lomOT PGO0395 Leadless Cardiac [Systems (i.e., MicraTM Transcatheter Pacemaker System, Aveir VR
leadless pacemaker, right ermitted when tf’:s memberyis Pacemakers; PG0043 |Leadless System). Leadless cardiac pacemaker systems are
33274 ventricular, including imaging NON-COVERED grtici ating in an EDA approved Experimental miniaturized, full featured single or dual chamber pacemakers that are
guidance (eg, fluoroscopy, venous p opst - 9 il i tharl)tpis Investigational Procedures |implanted directly in the right ventricle and right atrium in the case of
ultrasound, ventriculography, P ppro Services - Archived dual chamber pacemakers. They are thought to provide treatment
. . b o cbnin registered. S S S
Paramount Medicare Advantage Plans - Leadless Cardiac Pacemaker
PRIOR AUTHORIZATION NOT . Systems (i.e., MicraTM Transcatheter Pacemaker System, Aveir VR
PG0395 Leadless Cardiac h
REQUIRED - Approval only X Leadless System). Leadless cardiac pacemaker systems are
Trancatheter removal of ; . Pacemakers; PG0043 L X .
permitted when the member is . miniaturized, full featured single or dual chamber pacemakers that are
33275 permanent leadless pacemaker, NON-COVERED T Experimental . ) : . . - S
. : participating in an FDA approved L implanted directly in the right ventricle and right atrium in the case of
right ventricular . . Investigational Procedures -
post approval trial that is . X dual chamber pacemakers. They are thought to provide treatment
§ Services - Archived . : i AN .
registered. options for patients with Class | or Class Il indication for bradycardia
nacina theranv without the increased risk for infection Far Medicare
Insertion. subcutaneous cardiac PRIOR AUTHORIZATION PG0039 Ambulatory
' P : PRIOR AUTHORIZATION REQUIRED - FOLLOW External and Implantable . . . -
33285 rhythm go:;:g;];:cludmg REQUIRED - INTERQUAL MEDICARE COVERAGE Electrocardiographic Effective 06/01/2021 procedure 33285 requires a prior authorization
prog g CRITERIA Monitoring
Transcatheter implantation of PG0377 Pulmonary Artery
33289 wireless pulmonary artery pressure NON-COVERED NON-COVERED Pressure Monitoring NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
sensor for lonaterm hemodvnamic (CardioMEMS): PG0043
Transcatheter placement and PG0108 Transcatheter
33370 subsequent removal of cerebral NON-COVERED NON-COVERED Heart Valve Procedures; |[NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

embolic protection device(s).

PG0043 Experimental




Codes Code Description PRI R S (Eel e e Medical Policy Special Instructions - Notes
Insurance Plans Plans
Incision of labial frenum PG0043 Experimental
40806 (frenotomy) NON-COVERED NON-COVERED Investigational Procedures [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
Services
Excision of frenum, labial or buccal PG0043 Experimental
40819 (frenumectomy, frenulectomy, NON-COVERED NON-COVERED Investigational Procedures [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
frenectomv) Services
PRIOR AUTHORIZATION PEOUSE Surgiear
Tongue base suspension REQUIRED - FOLLOW | 'eatments for Obstructive
41512 9 p Y NON-COVERED Sleep Apnea (OSA); NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
permanent suture technique MEDICARE COVERAGE .
PG0043 Experimental
CRITERIA Inviactinatinnal Dracadiirac
PGUUD6 surgical
Submucosal ablation of the tongue PSIIE%TJ'IL\RUET; O'L? (_I)T_ﬁ-l(_-)l\(l)vN Treatments for Obstructive
41530 base, radiofrequency, 1 or more NON-COVERED Sleep Apnea (OSA); NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
- . MEDICARE COVERAGE )
sites, per session PG0043 Experimental
CRITERIA Inviactinatinnal Dracadiirac
o e o T o oo
41899 Unlisted procedure, dentoalveolar | PRIOR AUTHORIZATION REQUIRED - FOLLOW o oo Auﬁhorizaﬂon isgt'he unclliste N Drocedure 41890
structures REQUIRED - INTERQUAL MEDICARE COVERAGE quinng - pro e
Pediatric dental care requiring general anesthesia in an outpatient
CRITERIA cattina (ovar ana R)
Upper gastrointestinal endoscopy PG0166 Endoscopic
43236 including esophagus, stomach, NON-COVERED NON-COVERED Therapies for NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
and either the duodenum and/or Gastroesophaaeal Reflux
Esophagogastroduodenoscopy, PG0043 Experimental
43252 flexible, transoral; with optical NON-COVERED NON-COVERED Investigational Procedures [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
endomicroscopy Services
Esophagogastroduodenoscopy, PG0163 Metabolic and
43290 flexible, transoral; with deployment NON-COVERED NON-COVERED Bariatric Surgery; PG0043 [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
of intragastric bariatric balloon Experimental
Esophagogastroduodenoscopy, PG0163 Metabolic and
43291 flexible, transoral; with removal of NON-COVERED NON-COVERED Bariatric Surgery; PG0043 [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
intragastric bariatric balloon(s) Experimental _ _
PRIOR AUTHORIZATION PGU3/Y Perorar PTTOT aUINOTZation required emective May 1, 2022 NOTET The
Lower esophageal myotomy, Endoscopic Myotomy Company has determined that the following peroral endoscopic
- ) PRIOR AUTHORIZATION REQUIRED - FOLLOW ) A o
43497 transoral (ie, peroral endoscopic (POEM) for Treatment of |myotomy (POEM) procedures are considered investigational and not
REQUIRED - INTERQUAL MEDICARE COVERAGE ) o ; R )
myotomy [POEM]) CRITERIA Esophageal Achalasia- |eligible for reimbursement: « Diverticular peroral endoscopic myotomy
T F rATCA o Archivad 0R/01/2024 (N_DAOEM) ¢« Zankar nararal andnecnnic muntamv (Z_DOEM)\
’ PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0163 Metabolic and . .
43644 bypass and Roux—en_—Y REQUIRED - INTERQUAL MEDICARE COVERAGE Bariatric Surgery PG0104 Cosmetic and Reconstructive Surgery
gastroenterostomy (roux limb 150
om ar lace) CRITERIA
Laparoscopy, surgical, gastric PRIOR AUTHORIZATION
restrictive procedure; with gastric PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0163 Metabolic and . .
43645 bypass and small intestine REQUIRED - INTERQUAL MEDICARE COVERAGE Bariatric Surgery PG0104 Cosmetic and Reconstructive Surgery
reconstruction to limit absorption CRITERIA
Laparoscopy, surgical; PRIOR AUTHORIZATION
43647 implantation or replacement of PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0235 Gastric Electrical
gastric neurostimulator electrodes, REQUIRED - INTERQUAL MEDICARE COVERAGE Stimulation (GES)
antrum CRITERIA
43648 r"ean‘:z\'/‘;%cf’pi;‘l?ﬁirc’)‘:;’l::]'gl';tg’r PRIOR AUTHORIZATION PRIOR AUTHORIZATION PG0235 Gastric Electrical
9 REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL POLICY Stimulation (GES)
electrodes. antrum
JSCOPY, surgicar, gast
T e
’ C’ - PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0163 Metabolic and . .
43770 ad].ustable gastr|9 restrictive REQUIRED - INTERQUAL MEDICARE COVERAGE Bariatric Surgery PG0104 Cosmetic and Reconstructive Surgery
device (e.g., gastric band and
ciithonitananiie nart comnnonante) CRITERIA




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Insurance Plans Plans Medical Policy Special Instructions - Notes
Laparoscopy, surgical, gastric PRIOR AUTHORIZATION
restrictive procedure; revision of PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0163 Metabolic and . .
43771 adjustable gastric restrictive REQUIRED - INTERQUAL MEDICARE COVERAGE Bariatric Surgery || 0104 Cosmetic and Reconstructive Surgery
device component only CRITERIA
Laparoscopy, surgical, gastric PRIOR AUTHORIZATION
restrictive procedure; removal of PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0163 Metabolic and . .
43772 adjustable gastric restrictive REQUIRED - INTERQUAL MEDICARE COVERAGE Bariatric Surgery || C0104 Cosmetic and Reconstructive Surgery
device component only CRITERIA
Laparoscopy, surgical, gastric PRIOR AUTHORIZATION
restrictive procedure; removal and PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0163 Metabolic and . .
43773 replacement of adjustable gastric | REQUIRED - INTERQUAL MEDICARE COVERAGE Bariatric Surgery || C0104 Cosmetic and Reconstructive Surgery
restrictive device component only CRITERIA
Taparoscopy, surgical, gastic PRIOR AUTHORIZATION
restrictive procedure; removal of .
" S S PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0163 Metabolic and . .
43774 ad]_ustable gastric restrictive REQUIRED - INTERQUAL MEDICARE COVERAGE Bariatric Surgery PG0104 Cosmetic and Reconstructive Surgery
device and subcutaneous port CRITERIA
~cnmnnnantc
Laparoscopy, surgical, gastric PRIOR AUTHORIZATION
restrictive procedure; longitudinal PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0163 Metabolic and . .
43175 gastrectomy (i.e., sleeve REQUIRED - INTERQUAL MEDICARE COVERAGE Bariatric Surgery || COL04 Cosmetic and Reconsiructive Surgery
gastrectomy) CRITERIA
Gastric restrictive procedure .
. . . PRIOR AUTHORIZATION PRIOR AUTHORIZATION PG0163 Metabolic and . .
43842 without ggstvc bypass, for morbid REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL POLICY Bariatric Surgery PG0104 Cosmetic and Reconstructive Surgery
obesitv: vertical banded
Gastric restrictive procedure i
. . . PRIOR AUTHORIZATION PRIOR AUTHORIZATION PG0163 Metabolic and . .
43843 Wlthqut. gastric bypass,. for morbid REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL POLICY Bariatric Surgery PG0104 Cosmetic and Reconstructive Surgery
obesitv: other than vertical banded
Gaslric restrictive procedure with PRIOR AUTHORIZATION
partial gastrectomy, pylorus- .
- ] PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0163 Metabolic and . .
43845 preserving duodenoileostomy and REQUIRED - INTERQUAL MEDICARE COVERAGE Bariatric Surgery PG0104 Cosmetic and Reconstructive Surgery
ileoileostomy (50 to 100 cm CRITERIA
cammann channal) tn limit
Gastric restrictive procedure, with PRIOR AUTHORIZATION
gastric bypass for morbid obesity; PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0163 Metabolic and . .
43846 with short limb (150cm or less) REQUIRED - INTERQUAL MEDICARE COVERAGE Bariatric Surgery PG0104 Cosmetic and Reconstructive Surgery
Roux-en-Y gastroenterostomy CRITERIA
Gastric restrictive procedure, with PRIOR AUTHORIZATION
gastric bypass for morbid obesity; PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0163 Metabolic and . .
43847 with small intestine reconstruction |  REQUIRED - INTERQUAL MEDICARE COVERAGE Bariatric Surgery | 20104 Cosmetic and Reconstructive Surgery
to limit absorption CRITERIA
ReVIsSIon, open, of gastic PRIOR AUTHORIZATION
restrictive procedure for morbid ;
R . PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0163 Metabolic and . .
43848 obgslty, qthgr than ladjustable REQUIRED - INTERQUAL MEDICARE COVERAGE Bariatric Surgery PG0104 Cosmetic and Reconstructive Surgery
gastric restrictive device (separate CRITERIA
— nracadiira)
43850 Re"'s'Ogn‘gggﬂ;‘g’s“"de”a’ PRIOR AUTHORIZATION PRIOR AUTHORIZATION PG0163 Metabolic and
] REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL POLICY Bariatric Surgery
(aastroduodenostomy) with
Implantation or replacement of RO N ORIZ IO
43881 astr‘i)c neurostimulaﬁor electrodes PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0235 Gastric Electrical
9 antrum, open ! REQUIRED - INTERQUAL MEDICARE COVERAGE Stimulation (GES)
' CRITERIA
Revision or removal of gastric PRIOR AUTHORIZATION PRIOR AUTHORIZATION PG0235 Gastric Electrical
43882 neurostimulator electrodes,

antrum. open

REQUIRED - MEDICAL POLICY

REQUIRED - MEDICAL POLICY

Stimulation (GES)




Paramount Commercial
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Codes Code Description Medical Policy Special Instructions - Notes
Insurance Plans Plans
Gastric restrictive procedure RO ORIZ IO )
43886 open; revision of subcutaneods RRIORICILCRIZAIION IREOUIIRED - [FOILLOY PGO]'6.3 Metabohc and PG0104 Cosmetic and Reconstructive Surgery
'port component only REQUIRED - INTERQUAL MEDIC@EETE%;ERAGE Bariatric Surgery
Gastric restrictive procedure RO ORIz O .
43887 open; removal of subcutaneods RRIORICILCRIZAIION IREQUIIRED - [FOILLOY PGOl§3 Metabohc and PG0104 Cosmetic and Reconstructive Surgery
'port component only REQUIRED - INTERQUAL MEDICéRRIIET(égI\;ERAGE Bariatric Surgery
Gastric restrictive procedure RO ORIz O .
43888 open; removal and replacemenl( of RRIORICILCRIZAIION IREQUIIRED - [FOILLOY PGO163 Metabolic and PG0104 Cosmetic and Reconstructive Surgery
’ REQUIRED - INTERQUAL MEDICARE COVERAGE Bariatric Surgery
subcutaneous port component only
CRITERIA
Hemorrhoidectomy, internal, by PG0329 Hemorrhoidal
46948 transanal hemorrhoidal NON-COVERED NON-COVERED Dearterialization; PG0043 |NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
dearterialization. 2 or more Experimental
. Autologous pancreatic islet cell transplantation is non-covered (48160).
48160 And Emborrhiod technique RESEIICR)E;UI\EECD)FCIiﬁ-Eg::IICY NON-COVERED P%%ilfr:::’;;iatg;;?m Allogeneic i_s covered when in a_clinical investig_at_ion trial. Speci_ficall_y,
Medicare will cover transplantation of pancreatic islet cells. the insulin
Cystourethroscopy, with PG0043 Experimental
52284 mechanical urethral dilation and NON-COVERED NON-COVERED Investigational Procedures [INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
urethral therapeutic drua deliverv Services
Periurethral transperineal PG0497 Urinary
53451 adjustable balloon continence NON-COVERED NON-COVERED Incontinence/ Voiding  [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
device: bilateral insertion. includina Dvsfunction Treatments
Periurethral transperineal PG0497 Urinary
53452 adjustable balloon continence NON-COVERED NON-COVERED Incontinence/ Voiding  [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
device: unilateral insertion. Dyvsfunction Treatments
Periurethral transperineal PG0497 Urinary
53453 adjustable balloon continence NON-COVERED NON-COVERED Incontinence/ Voiding  [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
device: removal, each balloon Dysfunction Treatments
Periurethral transperineal PG0497 Urinary
53454 adjustable balloon continence NON-COVERED NON-COVERED Incontinence/ Voiding  [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
device: percutaneous adiustment Dvsfunction Treatments
’?D at'onto ma '%”f”‘.g:c;f[ite PRIOR AUTHORIZATION
155U, fransrectal, with fign- REQUIRED - FOLLOW PGO504 High-Intensity
55880 '(ﬁf;jﬁt%,:zﬁfds.ﬁg 3::::22323 NON-COVERED MEDICARE COVERAGE  |Focused Ultrasound (HIFU)
’ i CRITERIA
PRIOR AUTHORIZATION
55970 Intersex surgery; male to female PRIOR AUTHORIZATION REQUIRED - FOLLOW PGQSll Gender
' REQUIRED - INTERQUAL MEDICARE COVERAGE Reassignment Surgery (55970, 55980, and all additional services when performed for gender
CRITERIA reassignment surgery.
PRIOR AUTHORIZATION
55980 Intersex surgery, female to male PRIOR AUTHORIZATION REQUIRED - FOLLOW PGQSll Gender
' REQUIRED - INTERQUAL MEDICARE COVERAGE Reassignment Surgery (55970, 55980, and all additional services when performed for gender
- . CRITERIA reassignment surgery.
STeroscopy, surgicar, wit
eﬁdometriglyablat?on (e.g. RO N ORIZ IO .
58563 endometrial resection ’ PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0388 Eqdometnal
- - REQUIRED - INTERQUAL MEDICARE COVERAGE Ablation
electrosurgical ablation,
tharmnahlatinn) CRITERIA
Le}i?;}gtzmgi:;h?;? :::Ir:ri;ellpy Coverage changed from noncovered to covered with a prior
- X : L PRIOR AUTHORIZATION PRIOR AUTHORIZATION PGO0206 Laser Interstitial |authorization for all product lines. Effective 07/01/2024 procedures
61736 including burr hole(s), with

magnetic resonance imaging
aunidance whan narfarmad:- cinnla

REQUIRED - MEDICAL POLICY

REQUIRED -MEDICAL POLICY

Thermal Therapy (LITT)

61736 and 61737, and unlisted procedures used to report laser
interstitial thermal therapy, to require a prior authorization.
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Codes Code Description Insurance Plans Plans Medical Policy Special Instructions - Notes
Liﬁ{_giﬁzgir:h?;: :::lrr:i:llpy Coverage changed from noncovered to covered with a prior
61737 including burr hole(s) With' PRIOR AUTHORIZATION PRIOR AUTHORIZATION PGO0206 Laser Interstitial |authorization for all product lines. Effective 07/01/2024 procedures
ng A REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL POLICY | Thermal Therapy (LITT) |61736 and 61737, and unlisted procedures used to report laser
magnetic resonance imaging ) ” ; : o
; h interstitial thermal therapy, to require a prior authorization.
allidance when nerformed
Decompression procedure, . . .
62287 percutaneous, of nucleus pulposus NON-COVERED NON-COVERED PGOOZGEFZ::;EEP'C Pain | \ON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
of intervertebral disc. anv method
. . PRIOR AUTHORIZATION ) }
53650 | newrosimulator clecyoae aray, | PRIOR AUTHORIZATION REQURED -FotLow | SR D CRT S
; Y REQUIRED - INTERQUAL MEDICARE COVERAGE P )
epidural CRITERIA and Dorsal Root Ganglion
. . . PRIOR AUTHORIZATION ) }
sa655 | neurostmuaror searodes, | PRIORAUTHORIZATION REQURED -FotLow | SR ECRT S
) ’ REQUIRED - INTERQUAL MEDICARE COVERAGE P )
plate/paddle, epidural CRITERIA and Dorsal Root Ganglion
REVISIon cluding replacement,
; PRIOR AUTHORIZATION ) }
63663 Neurosimuator siecrode | PRIOR AUTHORIZATION REQURED -FotLow | (AR DO S
; ) REQUIRED - INTERQUAL MEDICARE COVERAGE P )
percutaneous array(s), including CRITERIA and Dorsal Root Ganglion
ReVISIoN TOMTHiRG TEPTACEant
ding replacemel
- ’ PRIOR AUTHORIZATION ) }
63664 Newrosimulator clcode | PRIOR AUTHORIZATION REQURED -FotLow | (AR DO S
) REQUIRED - INTERQUAL MEDICARE COVERAGE P )
plate/paddle(s) placed via CRITERIA and Dorsal Root Ganglion
laminntamy/ ar laminactanmay
Insertion or replacement of spinal PRIOR AUTHORIZATION . .
63685 neurostimulator pulse generator or|  PRIOR AUTHORIZATION REQUIRED - FOLLOW g G.ff@ﬁ;ﬂﬁféﬁéﬁﬂ?:n
receiver, direct or inductive REQUIRED - INTERQUAL MEDICARE COVERAGE a?'nd Dorsal Root Ganglion
coupling CRITERIA 9
I . . PG0389 Occipital Nerve . . . -
64405 Injection, anesthetic agent; greater PRIOR AUTHORIZATION PRIOR AUTHORIZATION Block Therany for the Prior authorization is required for seven (7) injections or more per
occipital nerve REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL POLICY Treatment of Fl)jleadache calendar year
baass | antlor sertia nerves mmenvatng | o PRIORAUTHORIZATION || PRIOR AUTHORIZATION | "200C PeR L TR0
. 9 REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL POLICY X .
the genicular nerve branches. Chronic Knee Pain
Bi624  |gemoular nenve branches ncuing|  PRIORAUTHORIZATION || PRIOR AUTHORIZATION | "00 AR iit B0
9 imaaing auidance. when 9 REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL POLICY Chronic Knee Pain
Radiofrequency ablation, nerves PG0361 Radiofrequency
64625 innervating the sacroiliac joint, with NON-COVERED NON-COVERED Methods of Denervation for INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
e e et Pt o SR
intraosseous basivertebral nerve, R ORIZ AT O Destruction of the Effective 11/01/2022 procedure codes 64628, 64629REQUIRES A
. N ) . . ) PRIOR AUTHORIZATION REQUIRED - FOLLOW )
64628 including all imaging guidance; first Intraosseous Basivertebral |PRIOR AUTHORIZATION. Coverage went from non-covered to
) REQUIRED - INTERQUAL MEDICARE COVERAGE )
2 vertebral bodies, lumbar or CRITERIA Nerve (BVN) for covered with a PA
TG AR R R
intraosseous basivertebral nerve, R ORIZ AT O Destruction of the Effective 11/01/2022 procedure codes 64628, 64629REQUIRES A
) ) : ) ) PRIOR AUTHORIZATION REQUIRED - FOLLOW )
64629 including all imaging guidance; Intraosseous Basivertebral |PRIOR AUTHORIZATION. Coverage went from non-covered to
" REQUIRED - INTERQUAL MEDICARE COVERAGE )
each additional vertebral body, CRITERIA Nerve (BVN) for covered with a PA
limhar nr cacral (1 ict canaratahsin \/artahrnnanic | nwnar Racle
Implantation of intrastromal PRIOR AUTHORIZATION PRIOR AUTHORIZATION .
65785 corneal ring segments REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL POLICY |~ CG0289 Refractive Surgery
67299 Unlisted procedure, posterior PRIOR AUTHORIZATION PRIOR AUTHORIZATION PG0149 Transpupillary

segment

REQUIRED - MEDICAL POLICY

REQUIRED - MEDICAL POLICY

Thermotherapy (TTT)




Paramount Commercial
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Codes Code Description Medical Policy Special Instructions - Notes
Insurance Plans Plans
Suprachoroidal space injection of PG0043 Experimental
67516 pharmacologic agent (separate NON-COVERED NON-COVERED Investigational Procedures [INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
procedure)- R /Services v ey v ICTVE EyeTa STaeTy
Blepharoplasty, | ) )
PRIOR AUTHORIZATION . " o - .
Repair of brow ptosis (supraciliary, PRIOR AUTHORIZATION REQUIRED - FOLLOW Reconstructive Eye!|d & Brow Lift is going to be archived. The procedure codgs 158;0,
67900 ) Surgery, and Brow Lift - (15821, 15822, 15823, 67900, 67901-67909, 67911 require a prior
mid-forehead or coronal approach) REQUIRED - INTERQUAL MEDICARE COVERAGE . o X Lo - - I
CRITERIA Archived 06/01/2024. authorization, and will maintain requiring a prior authorization. The
I-'L;Uk)“d?iggin Dlr:inﬁ sy fRustage m‘lih):/ri:: wiill fr\llnuéfhnrlnlt:)orfs'\l);nl rritnrig ras Ii\7eind)ilr-nlfnd Grén«r.?
Repair of blepharoptosis; frontalis ALY MOl 2310 Reconstructive Eyelid & Brow Lift is going to be archived. The procedure codes 15820,
. X PRIOR AUTHORIZATION REQUIRED - FOLLOW . . .
67901 muscle technique with suture or Surgery, and Brow Lift - [15821, 15822, 15823, 67900, 67901-67909, 67911 require a prior
. . REQUIRED - INTERQUAL MEDICARE COVERAGE . . . I - . -
other material (eg, banked fascia) CRITERIA Archived 06/01/2024. authorization, and will maintain requiring a prior authorization. The
PbUJd?igain Dln:inﬁ sty rnunlrnnn m‘lih):/ri:: awill fnllnuéfhn rln't:)orfs'\l);nl rrifnrig I'GE Ii\ieind)ilr-nlfnd l’]‘a flfr\)?
; iae : pnaroprasty, ) )
Repair of blephamp.wS's' frontalis ALY MOl 2310 Reconstructive Eyelid & Brow Lift is going to be archived. The procedure codes 15820,
muscle technique with autologous PRIOR AUTHORIZATION REQUIRED - FOLLOW . - -
67902 P Y Surgery, and Brow Lift - (15821, 15822, 15823, 67900, 67901-67909, 67911 require a prior
fascial sling (includes obtaining REQUIRED - INTERQUAL MEDICARE COVERAGE . o X Lo - - I
fasci CRITERIA Archived 06/01/2024. authorization, and will maintain requiring a prior authorization. The
s T oL L R RS e e
Repair of blepharoptosis; (tarso) RO (O 2O Reconstructive Eyelid & Brow Lift is going to be archived. The procedure codes 15820,
h PRIOR AUTHORIZATION REQUIRED - FOLLOW . . .
67903 levator resection or advancement, Surgery, and Brow Lift - (15821, 15822, 15823, 67900, 67901-67909, 67911 require a prior
. REQUIRED - INTERQUAL MEDICARE COVERAGE . . X I - . -
internal approach CRITERIA Archived 06/01/2024. authorization, and will maintain requiring a prior authorization. The
Maintain Drinr coverans critaria will fallws tha IntarQuial critaria_ac ic indicatad an tha
PGO0007 Blepharoplasty, [Medical Policy PG0O007 Blepharoplasty, Reconstructive Eyelid Surgery,
Repair of blepharoptosis; (tarso) PRIOR AUTHORIZATION Reconstructive Eyelid & Brow Lift is going to be archived. The procedure codes 15820,
h PRIOR AUTHORIZATION REQUIRED - FOLLOW . - -
67904 levator resection or advancement, Surgery, and Brow Lift - [15821, 15822, 15823, 67900, 67901-67909, 67911 require a prior
REQUIRED - INTERQUAL MEDICARE COVERAGE . L X S - . -
external approach Archived 06/01/2024. authorization, and will maintain requiring a prior authorization. The
CRITERIA S . R oo o
Maintain Prior coverage criteria will follow the InterQual criteria. as is indicated on the
) - _ PRIOR AUTHORIZATION PG0007 Blepharopla§ty, Medical P_0I|§y PQOOO? Blepha‘roplasty, Reconstructive Eyelid Surgery,
Repair of blepharoptosis; superior Reconstructive Eyelid & Brow Lift is going to be archived. The procedure codes 15820,
b : L PRIOR AUTHORIZATION REQUIRED - FOLLOW . : :
67906 rectus technique with fascial sling Surgery, and Brow Lift - (15821, 15822, 15823, 67900, 67901-67909, 67911 require a prior
. . ) REQUIRED - INTERQUAL MEDICARE COVERAGE . L : S L : I
(includes obtaining fascia) Archived 06/01/2024. authorization, and will maintain requiring a prior authorization. The
CRITERIA U L oo N
Maintain Prior coverage criteria will follow the InterQual criteria, as is indicated on the
Repair of blepharoptosis; PRIOR AUTHORIZATION PG0007 Blep_haroplas_ty, Medical P_oll_cy P(_30007 Blepha_roplasty, Reconstructive Eyelid Surgery,
. N \ Reconstructive Eyelid |& Brow Lift is going to be archived. The procedure codes 15820,
conjunctivo-tarso-Muller's muscle- PRIOR AUTHORIZATION REQUIRED - FOLLOW . - )
67908 ; Surgery, and Brow Lift - [15821, 15822, 15823, 67900, 67901-67909, 67911 require a prior
levator resection (eg, Fasanella- REQUIRED - INTERQUAL MEDICARE COVERAGE . L X S - - g
Servat type) CRITERIA Archived 06/01/2024. authorization, and will maintain requiring a prior authorization. The
P Maintain Prior coverage criteria will follow the InterQual criteria, as is indicated on the
PRIOR AUTHORIZATION | ST Saepisy. [l foley oty sty oot el S
Reduction of overcorrection of PRIOR AUTHORIZATION REQUIRED - FOLLOW e going - P . =,
67909 . Surgery, and Brow Lift - (15821, 15822, 15823, 67900, 67901-67909, 67911 require a prior
ptosis REQUIRED - INTERQUAL MEDICARE COVERAGE . L : S -, . I
Archived 06/01/2024. authorization, and will maintain requiring a prior authorization. The
CRITERIA U L oo N
Maintain Prior coverage criteria will follow the InterQual criteria, as is indicated on the
PRIOR AUTHORIZATION PG0007 Blepharoplasty, Medical Eoll;y PQOOO7 Blepharoplasty, Reconstructive Eyelid Surgery,
PRIOR AUTHORIZATION REQUIRED - FOLLOW Reconstructive Eyelid |& Brow Lift is going to be archived. The procedure codes 15820,
67911 Correction of lid retraction Surgery, and Brow Lift - [15821, 15822, 15823, 67900, 67901-67909, 67911 require a prior
REQUIRED - MEDICAL POLICY MEDICARE COVERAGE h L ) S i, ) o
Archived 06/01/2024. authorization, and will maintain requiring a prior authorization. The
CRITERIA U T oo -
Maintain Prior coverage criteria will follow the InterQual criteria, as is indicated on the
Insertion of drug-eluting implant, PG0043 Experimental
68841 including punctal dilation when NON-COVERED NON-COVERED Investigational Procedures [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
performed. into lacrimal Services
Otoplasty, protruding ear, with or PRIOR AUTHORIZATION PRIOR AUTHORIZATION . .
69300 without size reduction REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL POLICY PGO376 Otoplasty  |PG0104 Cosmetic and Reconstructive Surgery
Implantation or replacement of PG0218 Implantable Bone . -
69710 electromagnetic bone conduction PRIOR AUTHORIZATION NON-COVERED Conduction and Bone- Ef‘_fectlve 01/01/2023 CMS has indicated procedure 69710 as
. N REQUIRED - INTERQUAL - . reimbursement Status N-noncovered
hearina device in temporal bone Anchored Hearina Aids
Removal or repair of PG0218 Implantable Bone
69711 electromagnetic bone conduction IFRIOIR AT AN ORIZATIONS Conduction and Bone-

hearina device in temporal bone

REQUIRED - MEDICAL POLICY

REQUIRED - MEDICAL POLICY

Anchored Hearina Aids




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Medical Policy Special Instructions - Notes
Insurance Plans Plans
Implantation, osseointegrated PRIOR AUTHORIZATION
o714 implant, skull; with percutaneous PRIOR AUTHORIZATION REQUIRED - FOLLOW Pi%iﬁic'{?opn'a;‘;?fgeoﬁ;’f‘e
attachment to external speech REQUIRED - INTERQUAL MEDICARE COVERAGE - .
Anchored Hearing Aids
processor CRITERIA
mplan, Sl with magnetic PRIOR AUTHORIZATION. | 515 1 mpjantable Bone
69716 tran’)scuticlneotjs attachrgent to PRIOR AUTHORIZATION REQUIRED - FOLLOW Conductiopn and Bone- Effective 04/01/2023 procedures 69716, 69719, 69729 and 69730
g REQUIRED - INTERQUAL MEDICARE COVERAGE - . require a prior authorization.
external speech processor, within Anchored Hearing Aids
X Lo CRITERIA
the mastoid and/or resulting in
Rei’i);zen:ieer\]/ti(:(:er;(jgir;goirrletzor\;(|93f RO ORIz O PG0218 Implantable Bone
69717 im| Ian% skull; V\;ith ercutageous PLIOIR AT AOI RAQUINED - (RO Conductiopn and Bone-
plant, ) P REQUIRED - INTERQUAL MEDICARE COVERAGE . .
attachment to external speech Anchored Hearing Aids
CRITERIA
processor
Reiri):tliilen:ieer\ltic(ler;c'sgg;%iﬁ?c’r\;?égf PRIOR AUTHORIZATION PG0218 Implantable Bone
69719 o lgm el with ngetic PRIOR AUTHORIZATION REQUIRED - FOLLOW oon ductiopn and Bone. | Effective 04/01/2023 procedures 69716, 69719, 69729 and 69730
plant, ! 9 REQUIRED - INTERQUAL MEDICARE COVERAGE - . require a prior authorization.
transcutaneous attachment to Anchored Hearing Aids
L CRITERIA
external speech process. within
Iml?:r:?tlsokntjII?ivSifP?IrI;:gr::ii:d R ORIZATI O PG0218 Implantable Bone
69729 tran’?scutémeotjs attachn%ent i PRIOR AUTHORIZATION REQUIRED - FOLLOW Conductiopn and Bone- Effective 04/01/2023 procedures 69716, 69719, 69729 and 69730
; REQUIRED - INTERQUAL MEDICARE COVERAGE . ) require a prior authorization.
external speech processor, outside Anchored Hearing Aids
) - CRITERIA
of the mastoid and resulting in
Reexri):tliilen:ieer\ltic(ler;dsgg;%iﬁ:]orﬁégf RO (O 2O PG0218 Implantable Bone
69730 o lgm el with ngetic PRIOR AUTHORIZATION REQUIRED - FOLLOW oon ductiopn and Bone. | Effective 04/01/2023 procedures 69716, 69719, 69729 and 69730
plant, ! 9 REQUIRED - INTERQUAL MEDICARE COVERAGE - . require a prior authorization.
transcutaneous attachment to Anchored Hearing Aids
; CRITERIA
external speech processor, outside
PRORATTHORATION | e e e osta es.
Cochlear device implantation, with [ PRIOR AUTHORIZATION REQUIRED - FOLLOW ry ; going : pro i /938, 00eh
69930 ] . Implants - Archived L8627-L8629 and L8625 require a prior authorization, and will maintain
or without mastoidectomy REQUIRED - INTERQUAL MEDICARE COVERAGE o . s . o S
06/01/2024. Maintain Prior [requiring a prior authorization. The coverage criteria will follow the
CRITERIA L . S ; A
Authorization per InterQual |InterQual criteria. as is indicated on the prior authorization excel
. . PG0487 Magnetic Medical Policy PG0487 Magnetic Resonance Imaging (MRI) and
Magnetic resonance angiography, PRIOR AUTHORIZATION f ) . A
head:; without contrast material(s), PRIOR AUTHORIZATION REQUIRED - FOLLOW Resonance I_magmg (MRI) |Magnetic Resonance Anglog_raphy (_MRA) to be archived. The present
70546 ) and Magnetic Resonance [procedure codes on the medical policy, 70546, 70552, 72142, 72157,
followed by contrast material(s) REQUIRED - INTERQUAL MEDICARE COVERAGE K ] X . . L
and further sequences CRITERIA Angiography (MRA) 72158, 72196, 73723, will continue to require a prior authorization, they
Archived 06/01/2024. will follow the InterQual coverage criteria and are listed as such on the
PG0487 Magnetic Medical Policy PG0487 Magnetic Resonance Imaging (MRI) and
Magnetic resonance (e.g., proton) PRIOR AUTHORIZATION Resonance Imaging (MRI) [Magnetic Resonance Angiography (MRA) to be archived. The present
) h L h ) PRIOR AUTHORIZATION REQUIRED - FOLLOW ) ) )
70552 imaging, brain (including brain REQUIRED - INTERQUAL MEDICARE COVERAGE and Magnetic Resonance |procedure codes on the medical policy, 70546, 70552, 72142, 72157,
stem); with contrast material(s) CRITERIA Angiography (MRA) 72158, 72196, 73723, will continue to require a prior authorization, they
Archived 06/01/2024. will follow the InterQual coveraqge criteria and are listed as such on the
Magnetic resonance (e.g., proton) PRIOR AUTHORIZATION PG0487 Magnetlc Medlcall Policy PG0487 Magnetnc Resonance Imagmg (MRI) and
. . R Resonance Imaging (MRI) |Magnetic Resonance Angiography (MRA) to be archived. The present
imaging, spinal canal and PRIOR AUTHORIZATION REQUIRED - FOLLOW - ] .
72142 o and Magnetic Resonance |procedure codes on the medical policy, 70546, 70552, 72142, 72157,
contents, cervical; with contrast REQUIRED - INTERQUAL MEDICARE COVERAGE ’ ) ) ; ) -
material(s) CRITERIA Angiography (MRA) 72158, 72196, 73723, will continue to require a prior authorization, they
Archived 06/01/2024. will follow the InterQual coverage criteria and are listed as such on the
Magpetlc_resone_mce (e.g., proton) PRIOR AUTHORIZATION PG0487 Magnetlc Med|cal. Policy PG0487 M_agnetlc Resonance Imagmg (MRI) and
imaging, spinal canal and Resonance Imaging (MRI) |Magnetic Resonance Angiography (MRA) to be archived. The present
) . PRIOR AUTHORIZATION REQUIRED - FOLLOW ) ’ )
72157 contents, without contrast material, REQUIRED - INTERQUAL MEDICARE COVERAGE and Magnetic Resonance |procedure codes on the medical policy, 70546, 70552, 72142, 72157,
followed by contrast material(s) CRITERIA Angiography (MRA) 72158, 72196, 73723, will continue to require a prior authorization, they

and further sequences: thoracic

Archived 06/01/2024.

will follow the InterQual coveraqge criteria and are listed as such on the




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Insurance Plans Plans Medical Policy Special Instructions - Notes
Magnetic resonance (e.g., proton) PRIOR AUTHORIZATION PG0487 Magnetic Medical Policy PG0487 Magnetic Resonance Imaging (MRI) and
imaging, spinal canal and PRIOR AUTHORIZATION REQUIRED - FOLLOW Resonance Imaging (MRI) |Magnetic Resonance Angiography (MRA) to be archived. The present
72158 contents, without contrast material, REQUIRED - INTERQUAL MEDICARE COVERAGE and Magnetic Resonance [procedure codes on the medical policy, 70546, 70552, 72142, 72157,
followed by contrast material(s) CRITERIA Angiography (MRA) 72158, 72196, 73723, will continue to require a prior authorization, they
and further sequences: lumbar Archived 06/01/2024. will follow the InterQual coverage criteria and are listed as such on the
PG0487 Magnetic Medical Policy PG0487 Magnetic Resonance Imaging (MRI) and
Magnetic resonance (e.g., proton) PRIOR AUTHORIZATION PEIIE%RU'I??UET;OECI)T_ALS\?VN Resonance Imaging (MRI) |Magnetic Resonance Angiography (MRA) to be archived. The present
72196 imaging, pelvis; with contrast REQUIRED - INTERQUAL MEDICARE COVERAGE and Magnetic Resonance [procedure codes on the medical policy, 70546, 70552, 72142, 72157,
material(s) CRITERIA Angiography (MRA) 72158, 72196, 73723, will continue to require a prior authorization, they
Archived 06/01/2024. will follow the InterQual coveraae criteria and are listed as such on the
Magnetic resonance (e.g., proton) PRIOR AUTHORIZATION PG0487 Magnetic Medical Policy PG0487 Magnetic Resonance Imaging (MRI) and
imaging, any joint of lower PRIOR AUTHORIZATION REQUIRED - FOLLOW Resonance Imaging (MRI) |Magnetic Resonance Angiography (MRA) to be archived. The present
73723 extremity; without contrast REQUIRED - INTERQUAL MEDICARE COVERAGE and Magnetic Resonance [procedure codes on the medical policy, 70546, 70552, 72142, 72157,
material(s), followed by contrast CRITERIA Angiography (MRA) 72158, 72196, 73723, will continue to require a prior authorization, they
material(s) and further sequences Archived 06/01/2024. __|will follow the InterQual coverage criteria and are listed as such on the
Computed tomographic (CT) PRIOR AUTHORIZATION PG0182 V|rtua_| Medical Policy PG0182 Virtual Colont_)scopy_to be archived. The_
. o . Colonoscopy Archived |present procedure codes on the medical policy, 74261-74263, will
74261 co_lonography, dlagno_stl(:-, |r_1clud|ng RO T ORIZATI O REQUIRED - FOLLOW 06/01/2024. Maintain Prior [continue to require a prior authorization, they will follow the InterQual
image postprocessing; without REQUIRED - INTERQUAL MEDICARE COVERAGE - - " h S
contrast material CRITERIA Authorization per.lntgrQuaI coverage criteria and are listed as such on the prior authorization excel
Coverage Criteria spreadsheet.
Computed tomographic (CT) PRIOR AUTHORIZATION PG0182 Virtual Medical Policy PG0182 Virtual Colonoscopy to be archived. The
colonography, diagnostic, including PRIOR AUTHORIZATION REQUIRED - FOLLOW Colonoscopy Archived |present procedure codes on the medical policy, 74261-74263, will
74262 image postprocessing; with REQUIRED - INTERQUAL MEDICARE COVERAGE 06/01/2024. Maintain Prior |continue to require a prior authorization, they will follow the InterQual
contrast CRITERIA Authorization per InterQual [coverage criteria and are listed as such on the prior authorization excel
material(s) including non-contrast Coverage Criteria spreadsheet.
PG0182 Virtual Medical Policy PG0182 Virtual Colonoscopy to be archived. The
Computed tomographic (CT) PRIOR AUTHORIZATION PlSIIEOQTJ'I??UETDHOI?CI)T_AL-IC—)I\?VN Colonoscopy Archived |present procedure codes on the medical policy, 74261-74263, will
74263 colonography, screening, including 06/01/2024. Maintain Prior [continue to require a prior authorization, they will follow the InterQual
. . REQUIRED - INTERQUAL MEDICARE COVERAGE i L " . A
image postprocessing CRITERIA Authgnzatlon p(e:r.ltntgrQuaI coverz;\gﬁ cr:tena and are listed as such on the prior authorization excel
overage Criteria spreadsheet.
PG0482 Computed
) ) PRIOR AUTHORIZATION
CT, heart, without contrast with Tomography and NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL, NOW-
75571 quantitative evaluation of coronary PRIOR AUTHORIZATION REQUIRED - FOLLOW Computeg Tgmyography Covered with a prior authorization effective 06/01/2024, for all product
calcium REQUIRED - INTERQUAL MEDICéRRIIETEgI\;ERAGE Angiography Scans; lines, following InterQual criteria coverage review.
PG0043 Experimental
Trabecular bone score (TBS), PG0320 Bone Density
77089 structural condition of the bone NON-COVERED NON-COVERED Measurements; PG0043 |[NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
micro%rchitlectgre: using d(ual X)rav Experimental
Trabecular bone score (TBS), PG0320 Bone Density
77090 structural condition of the bone NON-COVERED NON-COVERED Measurements; PG0043 |[NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
microarchitecture: technical Experimental
Trabecular bone score (TBS), PG0320 Bone Density
77091 structural condition of the bone NON-COVERED NON-COVERED Measurements; PG0043 |[NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
microarchitecture: technical Experimental
Trabecular bone score (TBS), PG0320 Bone Density
77092 structural condition of the bone NON-COVERED NON-COVERED Measurements; PG0043 [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
microarchitecture: interpretation Experimental
Bone density (bone mineral PG0320 Bone Density
78350 content) study, 1 or more sites; NON-COVERED NON-COVERED Measurements; PG0043 |NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
sinale photon absorptiometry Experimental
Bone density (bone mineral PG0320 Bone Density
78351 content) study, 1 or more sites; NON-COVERED NON-COVERED Measurements; PG0043 [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
dual photon absorptiometry. 1 or Experimental
PG0450 Positron Emission |Effective 08/01/2021, an additional option for outpatient imaging prior
Brain imaging, positron emission PRIOR AUTHORIZATION PEI;%TJ'I??UET;OECI)?QE\?VN Tomography (PET) authorization requests from Paramount participating in-plan providers;
78608 tomography (PET); metabolic REQUIRED - INTERQUAL MEDICARE COVERAGE Oncology and Paramount is recognizing the Protecting Access to Medicare Act
evaluation CRITERIA Miscellaneous Applications [(PAMA) scores greater than or equal to a score of 8, for administrative

Archived 06/01/2024.

approvals across all product lines. The request form can be located at:
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o _ ) o PRIOR AUTHORIZATION PG0450 Positron Emission Effectlye 98/01/2021, an additional option fqr putpatlgnt imaging prior
Brain imaging, positron emission Tomography (PET) authorization requests from Paramount participating in-plan providers;
. . PRIOR AUTHORIZATION REQUIRED - FOLLOW ) o ) .
78609 tomography (PET); perfusion Oncology and Paramount is recognizing the Protecting Access to Medicare Act
. REQUIRED - INTERQUAL MEDICARE COVERAGE ) o L .
evaluation CRITERIA Miscellaneous Applications |(PAMA) scores greater than or equal to a score of 8, for administrative
Archived 06/01/2024. _ |approvals across all product lines. The request form can be located at:
. o PRIOR AUTHORIZATION PG0450 Positron Emission Effectlye Q8/01/2021, an additional option fqr _outpatlgnt imaging _pr|0r
Positron emission tomography Tomography (PET) authorization requests from Paramount participating in-plan providers;
. . - PRIOR AUTHORIZATION REQUIRED - FOLLOW . . X -
78811 (PET) imaging; limited area (e.g., Oncology and Paramount is recognizing the Protecting Access to Medicare Act
REQUIRED - INTERQUAL MEDICARE COVERAGE . - . .
chest, head/neck) CRITERIA Miscellaneous Applications |(PAMA) scores greater than or equal to a score of 8, for administrative
Archived 06/01/2024. approvals across all product lines. The request form can be located at:
_ o PRIOR AUTHORIZATION PG0450 Positron Emission Effectlye 98/01/2021, an additional option fqr putpatlgnt imaging prior
Positron emission tomography Tomography (PET) authorization requests from Paramount participating in-plan providers;
. A : PRIOR AUTHORIZATION REQUIRED - FOLLOW ) = ) .
78812 (PET) imaging; skull base to mid- Oncology and Paramount is recognizing the Protecting Access to Medicare Act
) REQUIRED - INTERQUAL MEDICARE COVERAGE ) o o .
thigh CRITERIA Miscellaneous Applications |(PAMA) scores greater than or equal to a score of 8, for administrative
Archived 06/01/2024. _ |approvals across all product lines. The request form can be located at:
PRIOR AUTHORIZATION PGO;lSr?] Pc;snrr(])n E’r;rssmn Efftict:\ilze 38:103/2021t, afrrloarlrc]id;tlcr)nril oprﬂon frzrc;)ui?:tltia:t ||m:g|rn%izr|cr)r-
78813 Positron emission tomography PRIOR AUTHORIZATION REQUIRED - FOLLOW Oosgo?c? ya(nd ) géra(r)nojn?is ree?:)eiiszin the ii)teocl:in pzcceEStogNIe(_iri)czrepﬁi:t o
(PET) imaging; whole body REQUIRED - INTERQUAL MEDICARE COVERAGE . gyand gnizing 9 Act
CRITERIA Miscellaneous Applications [(PAMA) scores greater than or equal to a score of 8, for administrative
Archived 06/01/2024. approvals across all product lines. The request form can be located at:
Positron emission tomography PG0450 Positron Emission |Effective 08/01/2021, an additional option for outpatient imaging prior
. ; PRIOR AUTHORIZATION o S )
(PET) with concurrently acquired Tomography (PET) authorization requests from Paramount participating in-plan providers;
PRIOR AUTHORIZATION REQUIRED - FOLLOW ) = ) ;
78814 computed tomography (CT) for Oncology and Paramount is recognizing the Protecting Access to Medicare Act
. : REQUIRED - INTERQUAL MEDICARE COVERAGE ) o~ o .
attenuation correction and CRITERIA Miscellaneous Applications |(PAMA) scores greater than or equal to a score of 8, for administrative
anatomical localization imaging; Archived 06/01/2024. approvals across all product lines. The request form can be located at:
Posnrop emission tomography PRIOR AUTHORIZATION PG0450 Positron Emission Effectlye 98/01/2021, an additional option fqr _outpatlgnt imaging _pr|or
(PET) with concurrently acquired Tomography (PET) authorization requests from Paramount participating in-plan providers;
PRIOR AUTHORIZATION REQUIRED - FOLLOW . . X -
78815 computed tomography (CT) for Oncology and Paramount is recognizing the Protecting Access to Medicare Act
. . REQUIRED - INTERQUAL MEDICARE COVERAGE . - . .
attenuation correction and CRITERIA Miscellaneous Applications [(PAMA) scores greater than or equal to a score of 8, for administrative
anatomical localization imaging; Archived 06/01/2024. approvals across all product lines. The request form can be located at:
Positron emission tomography PG0450 Positron Emission |Effective 08/01/2021, an additional option for outpatient imaging prior
. ; PRIOR AUTHORIZATION o L )
(PET) with concurrently acquired Tomography (PET) authorization requests from Paramount participating in-plan providers;
PRIOR AUTHORIZATION REQUIRED - FOLLOW ) = ) )
78816 computed tomography (CT) for Oncology and Paramount is recognizing the Protecting Access to Medicare Act
. : REQUIRED - INTERQUAL MEDICARE COVERAGE . o~ o .
attenuation correction and CRITERIA Miscellaneous Applications |(PAMA) scores greater than or equal to a score of 8, for administrative
anatomical localization imaging; Archived 06/01/2024. approvals across all product lines. The request form can be located at:
PG0341 Measurement of
80145 Adalimumab NoN-COVERED NON-COVERED Serum Drug Antibodies to
Infliximab, Adalimumab,
Vedolizumab &
PG0341 Measurement of
80230 Infiximab NoN-COVERED NON-COVERED Serum Drug Antibodies to
Infliximab, Adalimumab,
Vedolizumab &
PG0341 Measurement of
80280 Vedolizumab NoN-COVERED NON-COVERED Serum Drug Antibodies to
Infliximab, Adalimumab,
Vedolizumab &
Dr::ﬁL’iﬁtg)afggsc‘fg‘s‘;i‘;e'ai;y PRIOR AUTHORIZATION
) ’ . PRIOR AUTHORIZATION REQUIRED - FOLLOW .
80305 number of dewlces or proceglures, REQUIRED - INTERQUAL MEDICARE COVERAGE PGO0069 Drug Testing
capable of being read by direct
: . CRITERIA
optical observation only (e.qg.,
T e resumte, o
) ’ . PRIOR AUTHORIZATION REQUIRED - FOLLOW .
80306 number .of devices or p.rocedu.res, REQUIRED - INTERQUAL MEDICARE COVERAGE PG0069 Drug Testing
read by instrument assisted direct CRITERIA

optical observation (e.q.. utilizing
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Insurance Plans Plans
i e s o
) ’ . PRIOR AUTHORIZATION REQUIRED - FOLLOW .
80307 number of devices gr procedures; REQUIRED - INTERQUAL MEDICARE COVERAGE PG0069 Drug Testing
by instrument chemistry analyzers
P CRITERIA
(e.q.. utilizing immunoassay [e.q..
PRIOR AUTHORIZATION
PRIOR AUTHORIZATION REQUIRED - FOLLOW .
80320 Alcohols REQUIRED - INTERQUAL MEDICARE COVERAGE PGO069 Drug Testing
CRITERIA
PRIOR AUTHORIZATION
. . PRIOR AUTHORIZATION REQUIRED - FOLLOW .
80321 Alcohol biomarkers; 1 or 2 REQUIRED - INTERQUAL MEDICARE COVERAGE PG0069 Drug Testing
CRITERIA
PRIOR AUTHORIZATION
. . PRIOR AUTHORIZATION REQUIRED - FOLLOW .
80322 Alcohol biomarkers; 3 or more REQUIRED - INTERQUAL MEDICARE COVERAGE PG0069 Drug Testing
CRITERIA
PRIOR AUTHORIZATION
’ ) . PRIOR AUTHORIZATION REQUIRED - FOLLOW .
80323 Alkaloids, not otherwise specified REQUIRED - INTERQUAL MEDICARE COVERAGE PG0069 Drug Testing
CRITERIA
PRIOR AUTHORIZATION
. . PRIOR AUTHORIZATION REQUIRED - FOLLOW .
80324 Amphetamines; 1 or 2 REQUIRED - INTERQUAL MEDICARE COVERAGE PG0069 Drug Testing
CRITERIA
PRIOR AUTHORIZATION
. PRIOR AUTHORIZATION REQUIRED - FOLLOW .
80325 Amphetamines; 3 or 4 REQUIRED - INTERQUAL MEDICARE COVERAGE PG0069 Drug Testing
CRITERIA
PRIOR AUTHORIZATION
. . PRIOR AUTHORIZATION REQUIRED - FOLLOW .
80326 Amphetamines; 5 or more REQUIRED - INTERQUAL MEDICARE COVERAGE PG0069 Drug Testing
CRITERIA
PRIOR AUTHORIZATION
' . PRIOR AUTHORIZATION REQUIRED - FOLLOW .
80327 Anabolic steroids; 1 or 2 REQUIRED - INTERQUAL MEDICARE COVERAGE PG0069 Drug Testing
CRITERIA
PRIOR AUTHORIZATION
) . PRIOR AUTHORIZATION REQUIRED - FOLLOW .
80328 Anabolic steroids; 3 or more REQUIRED - INTERQUAL MEDICARE COVERAGE PG0069 Drug Testing
CRITERIA
PRIOR AUTHORIZATION
. - PRIOR AUTHORIZATION REQUIRED - FOLLOW .
80329 Analgesics, non-opioid; 1 or 2 REQUIRED - INTERQUAL MEDICARE COVERAGE PG0069 Drug Testing

CRITERIA




Paramount Commercial
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Codes Code Description Medical Policy Special Instructions - Notes
Insurance Plans Plans
PRIOR AUTHORIZATION
. o PRIOR AUTHORIZATION REQUIRED - FOLLOW .
80330 Analgesics, non-opioid; 3-5 REQUIRED - INTERQUAL MEDICARE COVERAGE PG0069 Drug Testing
CRITERIA
PRIOR AUTHORIZATION
. o PRIOR AUTHORIZATION REQUIRED - FOLLOW ‘
80331 Analgesics, non-opioid; 6 or more REQUIRED - INTERQUAL MEDICARE COVERAGE PGO0069 Drug Testing
CRITERIA
Antidepressants, serotonergic PRIOR AUTHORIZATION PRIOR AUTHORIZATION .
80332 class, 1 or 2 REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL POLICY | FG0069 Drug Testing
Antidepressants, serotonergic PRIOR AUTHORIZATION PRIOR AUTHORIZATION .
80333 class; 3-5 REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL PoLICY | T ©0069 Drug Testing
Antidepressants, serotonergic PRIOR AUTHORIZATION PRIOR AUTHORIZATION .
80334 class; 6 or more REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL PoLICY | P®0069 Drug Testing
Antidepressants, tricyclic and other PRIOR AUTHORIZATION PRIOR AUTHORIZATION .
80335 cyclical; 1 or 2 REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL PoLICY | T ©0069 Drug Testing
Antidepressants, tricyclic and other PRIOR AUTHORIZATION PRIOR AUTHORIZATION .
80336 cyclical; 3-5 REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL PoLicy | T ©0069 Drug Testing
Antidepressants, tricyclic and other PRIOR AUTHORIZATION PRIOR AUTHORIZATION .
80337 cyclical; 6 or more REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL poLICY | 0069 Drug Testing
Antidepressants, not otherwise PRIOR AUTHORIZATION PRIOR AUTHORIZATION .
80338 classified REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL poLICY | P®0069 Drug Testing
PRIOR AUTHORIZATION
Antiepileptics, not otherwise PRIOR AUTHORIZATION REQUIRED - FOLLOW ‘
80339 specified; 1-3 REQUIRED - INTERQUAL MEDICARE COVERAGE PGO069 Drug Testing
CRITERIA
PRIOR AUTHORIZATION
Antiepileptics, not otherwise PRIOR AUTHORIZATION REQUIRED - FOLLOW .
80340 specified; 4-6 REQUIRED - INTERQUAL MEDICARE COVERAGE PG0069 Drug Testing
CRITERIA
PRIOR AUTHORIZATION
Antiepileptics, not otherwise PRIOR AUTHORIZATION REQUIRED - FOLLOW .
80341 specified; 7 or more REQUIRED - INTERQUAL MEDICARE COVERAGE PGO069 Drug Testing
CRITERIA
Antipsychotics, not otherwise PRIOR AUTHORIZATION PRIOR AUTHORIZATION ‘
80342 specified; 1-3 REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL PoLICY | P®0069 Drug Testing
Antipsychotics, not otherwise PRIOR AUTHORIZATION PRIOR AUTHORIZATION .
80343 specified; 4-6 REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL poLIcY | 0069 Drug Testing
80344 Antipsychotics, not otherwise PRIOR AUTHORIZATION PRIOR AUTHORIZATION PG0069 Drug Testing

specified; 7 or more

REQUIRED - MEDICAL POLICY

REQUIRED - MEDICAL POLICY




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Medical Policy Special Instructions - Notes
Insurance Plans Plans
PRIOR AUTHORIZATION
. PRIOR AUTHORIZATION REQUIRED - FOLLOW .
80345 Barbiturates REQUIRED - INTERQUAL MEDICARE COVERAGE PG0069 Drug Testing
CRITERIA
PRIOR AUTHORIZATION
. . . PRIOR AUTHORIZATION REQUIRED - FOLLOW .
80346 Benzodiazepines; 1-12 REQUIRED - INTERQUAL MEDICARE COVERAGE PG0069 Drug Testing
CRITERIA
PRIOR AUTHORIZATION
. L PRIOR AUTHORIZATION REQUIRED - FOLLOW .
80347 Benzodiazepines; 13 or more REQUIRED - INTERQUAL MEDICARE COVERAGE PG0069 Drug Testing
CRITERIA
PRIOR AUTHORIZATION
. PRIOR AUTHORIZATION REQUIRED - FOLLOW .
80348 Buprenorphine REQUIRED - INTERQUAL MEDICARE COVERAGE PG0069 Drug Testing
CRITERIA
PRIOR AUTHORIZATION
. PRIOR AUTHORIZATION REQUIRED - FOLLOW .
80349 Cannabinoids, natural REQUIRED - INTERQUAL MEDICARE COVERAGE PG0069 Drug Testing
CRITERIA
PRIOR AUTHORIZATION
. . PRIOR AUTHORIZATION REQUIRED - FOLLOW .
80350 Cannabinoids, synthetic; 1-3 REQUIRED - INTERQUAL MEDICARE COVERAGE PGO0069 Drug Testing
CRITERIA
PRIOR AUTHORIZATION
. . PRIOR AUTHORIZATION REQUIRED - FOLLOW .
80351 Cannabinoids, synthetic; 4-6 REQUIRED - INTERQUAL MEDICARE COVERAGE PG0069 Drug Testing
CRITERIA
PRIOR AUTHORIZATION
. . PRIOR AUTHORIZATION REQUIRED - FOLLOW .
80352 Cannabinoids, synthetic; 7 or more REQUIRED - INTERQUAL MEDICARE COVERAGE PGO0069 Drug Testing
CRITERIA
PRIOR AUTHORIZATION
) PRIOR AUTHORIZATION REQUIRED - FOLLOW .
80353 Cocaine REQUIRED - INTERQUAL MEDICARE COVERAGE PG0069 Drug Testing
CRITERIA
PRIOR AUTHORIZATION
PRIOR AUTHORIZATION REQUIRED - FOLLOW .
80354 Fentany! REQUIRED - INTERQUAL MEDICARE COVERAGE PG0069 Drug Testing
CRITERIA
PRIOR AUTHORIZATION
) PRIOR AUTHORIZATION REQUIRED - FOLLOW .
80355 Gabapentin, non-blood REQUIRED - INTERQUAL MEDICARE COVERAGE PG0069 Drug Testing

CRITERIA




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Medical Policy Special Instructions - Notes
Insurance Plans Plans
PRIOR AUTHORIZATION
. . PRIOR AUTHORIZATION REQUIRED - FOLLOW .
80356 Heroin metabolite REQUIRED - INTERQUAL MEDICARE COVERAGE PG0069 Drug Testing
CRITERIA
PRIOR AUTHORIZATION
. . PRIOR AUTHORIZATION REQUIRED - FOLLOW .
80357 Ketamine and norketamine REQUIRED - INTERQUAL MEDICARE COVERAGE PGO0069 Drug Testing
CRITERIA
PRIOR AUTHORIZATION
PRIOR AUTHORIZATION REQUIRED - FOLLOW .
80358 Methadone REQUIRED - INTERQUAL MEDICARE COVERAGE PG0069 Drug Testing
CRITERIA
PRIOR AUTHORIZATION
Methylenedioxyamphetamines PRIOR AUTHORIZATION REQUIRED - FOLLOW .
80359 (MDA, MDEA, MDMA) REQUIRED - INTERQUAL MEDICARE COVERAGE PGO069 Drug Testing
CRITERIA
PRIOR AUTHORIZATION
. PRIOR AUTHORIZATION REQUIRED - FOLLOW .
80360 Methyphenidate REQUIRED - INTERQUAL MEDICARE COVERAGE PG0069 Drug Testing
CRITERIA
PRIOR AUTHORIZATION
. PRIOR AUTHORIZATION REQUIRED - FOLLOW .
80361 Opiates, 1 or more REQUIRED - INTERQUAL MEDICARE COVERAGE PG0069 Drug Testing
CRITERIA
PRIOR AUTHORIZATION
- . i PRIOR AUTHORIZATION REQUIRED - FOLLOW .
80362 Opioids and opiate analogs; 1 or 2 REQUIRED - INTERQUAL MEDICARE COVERAGE PG0069 Drug Testing
CRITERIA
PRIOR AUTHORIZATION
- . i PRIOR AUTHORIZATION REQUIRED - FOLLOW .
80363 Opioids and opiate analogs; 3 or 4 REQUIRED - INTERQUAL MEDICARE COVERAGE PGO0069 Drug Testing
CRITERIA
PRIOR AUTHORIZATION
Opioids and opiate analogs; 5 or PRIOR AUTHORIZATION REQUIRED - FOLLOW .
80364 more REQUIRED - INTERQUAL MEDICARE COVERAGE PG0069 Drug Testing
CRITERIA
PRIOR AUTHORIZATION
PRIOR AUTHORIZATION REQUIRED - FOLLOW .
80365 Oxycodone REQUIRED - INTERQUAL MEDICARE COVERAGE PG0069 Drug Testing
CRITERIA
PRIOR AUTHORIZATION
. PRIOR AUTHORIZATION REQUIRED - FOLLOW .
80366 Pregabalin REQUIRED - INTERQUAL MEDICARE COVERAGE PG0069 Drug Testing

CRITERIA




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Medical Policy Special Instructions - Notes
Insurance Plans Plans
PRIOR AUTHORIZATION
PRIOR AUTHORIZATION REQUIRED - FOLLOW )
80367 Propoxyphene REQUIRED - INTERQUAL MEDICARE COVERAGE PG0069 Drug Testing
CRITERIA
PRIOR AUTHORIZATION
Sedative hypnotics (non- PRIOR AUTHORIZATION REQUIRED - FOLLOW .
80368 benzodiazepines) REQUIRED - INTERQUAL MEDICARE COVERAGE PGO069 Drug Testing
CRITERIA
PRIOR AUTHORIZATION
) PRIOR AUTHORIZATION REQUIRED - FOLLOW )
80369 Skeletal muscle relaxants; 1 o0 2 REQUIRED - INTERQUAL MEDICARE COVERAGE PG0069 Drug Testing
CRITERIA
PRIOR AUTHORIZATION
Skeletal muscle relaxants; 3 or PRIOR AUTHORIZATION REQUIRED - FOLLOW )
80370 more REQUIRED - INTERQUAL MEDICARE COVERAGE PGO069 Drug Testing
CRITERIA
PRIOR AUTHORIZATION
. . PRIOR AUTHORIZATION REQUIRED - FOLLOW )
80371 Stimulants, synthetic REQUIRED - INTERQUAL MEDICARE COVERAGE PG0069 Drug Testing
CRITERIA
PRIOR AUTHORIZATION
PRIOR AUTHORIZATION REQUIRED - FOLLOW )
80372 Tapentadol REQUIRED - INTERQUAL MEDICARE COVERAGE PGO069 Drug Testing
CRITERIA
PRIOR AUTHORIZATION
PRIOR AUTHORIZATION REQUIRED - FOLLOW )
80373 Tramadol REQUIRED - INTERQUAL MEDICARE COVERAGE PG0069 Drug Testing
CRITERIA
PRIOR AUTHORIZATION
Stereoisomer (enantiomer) PRIOR AUTHORIZATION REQUIRED - FOLLOW )
80374 analysis, single drug class REQUIRED - INTERQUAL MEDICARE COVERAGE PGO069 Drug Testing
CRITERIA
Drug(s) or substance(s), definitive R ORIZATION
80375 ?Jalitative or uamita’tive not ’ PLRIOIR AT ATIOIY REQUINED - (ROILLOLY PG0069 Drug Testin
q otherwiseg o 13 REQUIRED - INTERQUAL MEDICARE COVERAGE 9 9
P ' CRITERIA
Drug(s) or substance(s), definitive ERIONACILORIZAON
80376 ELalalitative or uantite{tive not Y RRIORNACILCRIZAION IREQUIRED - [FOILLOY PG0069 Drug Testin
q Otherwisesq o iod: 46 REQUIRED - INTERQUAL MEDICARE COVERAGE 9 9
P ' CRITERIA
Drug(s) or substance(s), definitive R ORIZ AT O
80377 ?Jalitative or uantita’tive not ’ PRIGIR (AIITIOTRPZ AOI IREQUIRED - [FOILLOLY PG0069 Drug Testin
a q ' REQUIRED - INTERQUAL MEDICARE COVERAGE 9 9

otherwise specified; 7 or more

CRITERIA




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Insurance Plans Plans Medical Policy Special Instructions - Notes
Human Platelet Antigen 1 PRIOR AUTHORIZATION
genotyping (HPA-1), ITGB3
) - PRIOR AUTHORIZATION REQUIRED - FOLLOW . . . R h ) ) )
81105 (mtegrl‘n, beta 3 [Platelet REQUIRED - MEDICAL POLICY MEDICARE COVERAGE PGO0041 Genetic Testing [Prior authorization is required for ALL genetic testing unless otherwise noted.
glycoprotein llla], antigen CD61 CRITERIA
[GPIllal) (ea. neonatal alloimmune
Human Platelet Antigen 2 PRIOR AUTHORIZATION
genotyping (HPA-2), GP1BA
: PRIOR AUTHORIZATION REQUIRED - FOLLOW . . . T . . . .
81106 (glycoproteln Ib [platelet], alpha REQUIRED - MEDICAL POLICY MEDICARE COVERAGE PG0041 Genetic Testing |Prior authorization is required for ALL genetic testing unless otherwise noted.
polypeptide [GPIba]) (eg, neonatal CRITERIA
alloimmune thrombocytopenia
Human Platelet Antigen 3 PRIOR AUTHORIZATION
genotyping (HPA-3), ITGA2B
. ; PRIOR AUTHORIZATION REQUIRED - FOLLOW ) ) . R . . ) )
81107 (mtegrlln, alpha 2b [platelet REQUIRED - MEDICAL POLICY MEDICARE COVERAGE PGO0041 Genetic Testing [Prior authorization is required for ALL genetic testing unless otherwise noted.
glycoprotein b of lib/llla complex], CRITERIA
antigen CD41 [GPIIb)) (eq.
Human Platelet Antigen 4 PRIOR AUTHORIZATION
genotyping (HPA-4), ITGB3
. . PRIOR AUTHORIZATION REQUIRED - FOLLOW . . . T . . . .
81108 (|ntegr|_n, beta 3 [platelet REQUIRED - MEDICAL POLICY MEDICARE COVERAGE PG0041 Genetic Testing |Prior authorization is required for ALL genetic testing unless otherwise noted.
glycoprotein llla], antigen CD61 CRITERIA
[GPIllal) (ed. neonatal alloimmune
Human Platelet Antigen 5 PRIOR AUTHORIZATION
genotyping (HPA-5), ITGA2
) . PRIOR AUTHORIZATION REQUIRED - FOLLOW ) ) . R . . ) )
81109 (|ntegr}n, alpha 2 [CD49B, alpha 2 REQUIRED - MEDICAL POLICY MEDICARE COVERAGE PGO0041 Genetic Testing [Prior authorization is required for ALL genetic testing unless otherwise noted.
subunit of VLA-2 receptor] [GPla]) CRITERIA
(eq. neonatal alloimmune
Human Platelet Antigen 6 PRIOR AUTHORIZATION
genotyping (HPA-6w), ITGB3
. R PRIOR AUTHORIZATION REQUIRED - FOLLOW . . . T . . . .
81110 (|ntegr|_n, beta 3 [platelet REQUIRED - MEDICAL POLICY MEDICARE COVERAGE PG0041 Genetic Testing |Prior authorization is required for ALL genetic testing unless otherwise noted.
glycoprotein llla, antigen CD61] CRITERIA
[GPIila]) (eg, neonatal alloimmune
Human Platelet Antigen 9 PRIOR AUTHORIZATION
genotyping (HPA-9w), ITGA2B
) . PRIOR AUTHORIZATION REQUIRED - FOLLOW ) ) ) R ) ) ) )
81111 (|ntegr!n, alpha 2b [platelet REQUIRED - MEDICAL POLICY MEDICARE COVERAGE PGO0041 Genetic Testing [Prior authorization is required for ALL genetic testing unless otherwise noted.
glycoprotein Ilb of llb/Illa complex, CRITERIA
antigen CD411 [GPIIb]) (eq.
Human Platelet Antigen 15 PRIOR AUTHORIZATION
genotyping (HPA-15), CD109
PRIOR AUTHORIZATION REQUIRED - FOLLOW . . . R ) . ) ]
81112 (CD:_L09 molecule) (eg, neona_tal REQUIRED - MEDICAL POLICY MEDICARE COVERAGE PG0041 Genetic Testing |Prior authorization is required for ALL genetic testing unless otherwise noted.
alloimmune thrombocytopenia CRITERIA
[NAIT], post-transfusion purpura),
IDH1 (isocitrate dehydrogenase 1
81120 [NADP+], soluble) (eg, glioma), PRIOR AURTEHQOUT?ZEAJION NOT | PRIOR A%TEZOUT};ZS;HON NOT PG0041 Genetic Testing
common variants (ea. R132H.
IDH2 (isocitrate dehydrogenase 2
oz | INADPH], micchoncr (eg, | PRIORAUTHOREATIONNOT || PRIOR ATHORIZATION NOT | 10041 Geneic Testing
alioma). common variants (eq. i i
DMD (dystrophin) (e.g., PRIOR AUTHORIZATION Pigg“PlG%jﬁtg;e;‘i?g
81161 Duchenne/Becker muscular PRIGIR (AT ATOI IREQUIRED - (FOILLOLY Testing for Prior authorization is required for ALL genetic testing unless otherwise noted
dystrophy) deletion analysis, and REQUIRED - INTERQUAL MEDICARE COVERAGE Dvstre hm% hies d g 9 :
duplication analysis, if performed CRITERIA ystrop p
(Duchenne and Becker
ai':gj;tég?gglc’ g”é;%’:‘zr PRIOR AUTHORIZATION PG0067 Genetic Testing
81162 DNA re| air’associated) (e Y RRIORACILCRIZAION IREQUIRED - [FOILLOY for Hereditary Breast and Prior authorization is required for ALL genetic testing unless otherwise noted
here dit;’r bronst and ovar‘iga'r" REQUIRED - INTERQUAL MEDICARE COVERAGE Ovarian Cancer Syndrome q g 9 :
Y CRITERIA (HBOC)-Archived 090124

cancer) gene analysis; full




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Medical Policy Special Instructions - Notes
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BRCA1 (BRCAL, DNA repair PG0041 Genetic Testing
associated), BRCA2 (BRCA2, RO ORIZATI O and PG0067 Genetic
81163 DNA repair associated) (e PRIOR AUTHORIZATION REQUIRED - FOLLOW Testing for Hereditar Prior authorization is required for ALL genetic testing unless otherwise noted
rep 9, REQUIRED - INTERQUAL MEDICARE COVERAGE 9 . Y q 9 9 :
hereditary breast and ovarian CRITERIA Breast and Ovarian Cancer
cancer) gene analysis:; full Syndrome (HBOC)-
BRCA1 (BRCAL, DNA repair PG0041 Genetic Testing
associated), BRCA2 (BRCA2, PRIGIR AUTOIRIZIION and PG0067 Genetic
81164 DNA repair associated) (e HAOLIA Lol 7210l IREQUIIRIED = [ROILLOYY Testing for Hereditar Prior authorization is required for ALL genetic testing unless otherwise noted
"ep ) (9., REQUIRED - INTERQUAL MEDICARE COVERAGE 9 i Y q 9 9 :
hereditary breast and ovarian CRITERIA Breast and Ovarian Cancer
cancer) gene analysis: full Syndrome (HBOC)-
BRCAL (BRCAL, DNA repair PRIOR AUTHORIZATION Pigg“PlG%gg‘;“éJne;tig‘g
81165 associated) (eg, hereditary breast PLIOIR AT AOI RAQUINED - (RO Testing for Hereditar Prior authorization is required for ALL genetic testing unless otherwise noted
and ovarian cancer) gene analysis;|  REQUIRED - INTERQUAL MEDICARE COVERAGE 9 . Y q 9 9 :
full sequence analysis CRITERIA Breast and Ovarian Cancer
q Y Syndrome (HBOC)-
e o v eRiOR suTHORZATION | Po008 Cere e
81166 a:15(::|;0(\:/arie n) ( g' ere e‘en: yn IeaiS X HRIOL DO 2ol REOPIHELRIROT G ? ting for H redii3 rc Prior authorization is required for ALL genetic testing unless otherwise noted
and ovarian cancer) gene analysis; | peoyRED - INTERQUAL MEDICARE COVERAGE esting for mereditary q 9 9 :
full duplication/deletion analysis CRITERIA Breast and Ovarian Cancer
(ie. detection of large aene Svndrome (HBOC)-
assoated) (og, eredtary breas PRIOR AUTHORIZATION | "C_ %, PeoTe e
81167 and ovarian cag;:er) ene Z\nal Sis; PRIOR AUTHORIZATION REQUIRED - FOLLOW Testing for Hereditar Prior authorization is required for ALL genetic testing unless otherwise noted
anc g YSIS:| REQUIRED - INTERQUAL MEDICARE COVERAGE 9 : Y q 9 9 :
full duplication/deletion analysis CRITERIA Breast and Ovarian Cancer
(ie, detection of large gene Syndrome (HBOC)-
CCNDUY/IGH (t(11;14)) (eg, mantle
- PRIOR AUTHORIZATION PRIOR AUTHORIZATION . . . T . . . .
81168 cell Iym.phom:_;l) translocayon REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL POLICY PG0041 Genetic Testing |Prior authorization is required for ALL genetic testing unless otherwise noted.
analvsis. maior breakpoint.
ABL1 (ABL proto-oncogene 1, non-|
81170 receptor tyrosine kinase) (eg, PRIOR AUTHORIZATION NOT | PRIOR AUTHORIZATION NOT PGO0041 Genetic Testing [Prior authorization is required for ALL genetic testing unless otherwise noted.
PN - ) REQUIRED REQUIRED
acauired imatinib tvrosine kinase
AFF2 (AF4/FMR2 family, member PRIOR AUTHORIZATION
2 [FMR2]) gene analysis; PRIOR AUTHORIZATION REQUIRED - FOLLOW ) i ) o ) o )
81171 evaluation to detect abnormal (eg, REQUIRED - INTERQUAL MEDICARE COVERAGE PG0041 Genetic Testing |Prior authorization is required for ALL genetic testing unless otherwise noted.
expanded) alleles CRITERIA
A;TIEI\SII;FZL]‘)/ 'zz"ngr;ZTe”ﬁ 2222}” PRIOR AUTHORIZATION
: ’ PRIOR AUTHORIZATION REQUIRED - FOLLOW ) ) ) R ) ) ) )
81172 reta}rt.iatlon 2 [FRAXE]) gene REQUIRED - INTERQUAL MEDICARE COVERAGE PG0041 Genetic Testing |Prior authorization is required for ALL genetic testing unless otherwise noted.
analysis; characterization of alleles
) CRITERIA
(eq, expanded size and
PR e ecenn e o
. ’ PRIOR AUTHORIZATION REQUIRED - FOLLOW . . . R . . ) )
81173 Kgnneij @sease, X Chromlo'some REQUIRED - MEDICAL POLICY MEDICARE COVERAGE PG0041 Genetic Testing |Prior authorization is required for ALL genetic testing unless otherwise noted.
inactivation) gene analysis; full
CRITERIA
gene sequence
e et o
) ’ PRIOR AUTHORIZATION REQUIRED - FOLLOW . ’ ) R ) ) ) )
81174 .Kenr?edy disease, X chrqmosome REQUIRED - INTERQUAL MEDICARE COVERAGE PG0041 Genetic Testing |Prior authorization is required for ALL genetic testing unless otherwise noted.
inactivation) gene analysis; known
-~ ) CRITERIA
familial variant
R b
’ ) ’ PRIOR AUTHORIZATION REQUIRED - FOLLOW . . . R . . ) .
81175 myelodylsplasltlc syndrome, REQUIRED - INTERQUAL MEDICARE COVERAGE PG0041 Genetic Testing |Prior authorization is required for ALL genetic testing unless otherwise noted.
myeloproliferative neoplasms, CRITERIA

chronic myelomonocytic leukemia),
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R b
’ ; ’ PRIOR AUTHORIZATION REQUIRED - FOLLOW . . . R . . ) .
81176 myelodylsplasltlc syndrome, REQUIRED - INTERQUAL MEDICARE COVERAGE PGO0041 Genetic Testing [Prior authorization is required for ALL genetic testing unless otherwise noted.
myeloproliferative neoplasms,
) ) : CRITERIA
chronic myelomonocytic leukemia),
dentatorubratpalidoluygian PRIOR AUTHORIZATION
R . PRIOR AUTHORIZATION REQUIRED - FOLLOW . . . T . . . .
81177 atrophy) gene analysis, evaluation REQUIRED - MEDICAL POLICY MEDICARE COVERAGE PG0041 Genetic Testing |Prior authorization is required for ALL genetic testing unless otherwise noted.
to detect abnormal (eg, expanded)
CRITERIA
alleles
ATXNL1 (ataxin 1) (eg, PRIOR AUTHORIZATION
spinocerebellar ataxia) gene PRIOR AUTHORIZATION REQUIRED - FOLLOW . . . R . . ) )
81178 analysis, evaluation to detect REQUIRED - MEDICAL POLICY MEDICARE COVERAGE PG0041 Genetic Testing |Prior authorization is required for ALL genetic testing unless otherwise noted.
abnormal (eg, expanded) alleles CRITERIA
ATXN2 (ataxin 2) (eg, PRIOR AUTHORIZATION
spinocerebellar ataxia) gene PRIOR AUTHORIZATION REQUIRED - FOLLOW . . . R ’ ) - ]
81179 analysis, evaluation to detect REQUIRED - MEDICAL POLICY MEDICARE COVERAGE PG0041 Genetic Testing |Prior authorization is required for ALL genetic testing unless otherwise noted.
abnormal (eg, expanded) alleles CRITERIA
spinotﬁatél’)\lesila(l?t:;;:) h(/lest;hado» PRIOR AUTHORIZATION
: ’ . PRIOR AUTHORIZATION REQUIRED - FOLLOW . . . R . . ) )
81180 Joseplh disease) gene analysis, REQUIRED - MEDICAL POLICY MEDICARE COVERAGE PGO0041 Genetic Testing [Prior authorization is required for ALL genetic testing unless otherwise noted.
evaluation to detect abnormal (eg,
CRITERIA
expanded)
ATXN?7 (ataxin 7) (eg, PRIOR AUTHORIZATION
spinocerebellar ataxia) gene PRIOR AUTHORIZATION REQUIRED - FOLLOW . . . R ’ ) - ]
81181 analysis, evaluation to detect REQUIRED - MEDICAL POLICY MEDICARE COVERAGE PG0041 Genetic Testing |Prior authorization is required for ALL genetic testing unless otherwise noted.
abnormal (eg, expanded) alleles CRITERIA
Str‘;gT:ﬁ?p(rﬁ:efn'\‘fo‘;‘i’fé?zgg PRIOR AUTHORIZATION
. ) ' PRIOR AUTHORIZATION REQUIRED - FOLLOW . . ) R ) ) ) )
81182 splnogerebellar a}tama) gene REQUIRED - MEDICAL POLICY MEDICARE COVERAGE PGO0041 Genetic Testing [Prior authorization is required for ALL genetic testing unless otherwise noted.
analysis, evaluation to detect
CRITERIA
abnormal (eq, expanded) alleles
ATXN10 (ataxin 10) (eg, PRIOR AUTHORIZATION
spinocerebellar ataxia) gene PRIOR AUTHORIZATION REQUIRED - FOLLOW . . ) o ’ . . ]
81183 analysis, evaluation to detect REQUIRED - MEDICAL POLICY MEDICARE COVERAGE PG0041 Genetic Testing |Prior authorization is required for ALL genetic testing unless otherwise noted.
abnormal (eg, expanded) alleles CRITERIA
s e
. . ! PRIOR AUTHORIZATION REQUIRED - FOLLOW . ’ ) R ) ) ) )
81184 splnogerebellar a_\taX|a) gene REQUIRED - MEDICAL POLICY MEDICARE COVERAGE PG0041 Genetic Testing |Prior authorization is required for ALL genetic testing unless otherwise noted.
analysis; evaluation to detect
CRITERIA
abnormal (ea, expanded) alleles
CACNALA (calcium voltage-gated PRIOR AUTHORIZATION
channel subunit alphal A) (eg, PRIOR AUTHORIZATION REQUIRED - FOLLOW . . . R . . ) )
81185 spinocerebellar ataxia) gene REQUIRED - MEDICAL POLICY MEDICARE COVERAGE PG0041 Genetic Testing |Prior authorization is required for ALL genetic testing unless otherwise noted.
analysis; full gene sequence CRITERIA
CACNALA (calcium voltage-gated PRIOR AUTHORIZATION
channel subunit alphal A) (eg, PRIOR AUTHORIZATION REQUIRED - FOLLOW . ’ ) R . . ) )
81186 spinocerebellar ataxia) gene REQUIRED - MEDICAL POLICY MEDICARE COVERAGE PG0041 Genetic Testing |Prior authorization is required for ALL genetic testing unless otherwise noted.
analysis; known familial variant CRITERIA
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nfy:fégdcgﬁ(m;e;gfe Ifr']’;g(‘;; PRIOR AUTHORIZATION
. X PRIOR AUTHORIZATION REQUIRED - FOLLOW ) ) . R h ) ) )
81187 myotonl(? dystroph}/ type 2) gene REQUIRED - INTERQUAL MEDICARE COVERAGE PGO0041 Genetic Testing [Prior authorization is required for ALL genetic testing unless otherwise noted.
analysis, evaluation to detect
CRITERIA
abnormal (eq, expanded) alleles
CSTB (cystatin B) (eg, Unverricht- PRIOR AUTHORIZATION . .
81188 Lundborg disease) gene analysis; HAOLIA Lol 7210l HEG I HSRRIRO P(;gg‘lPlG((;)ig(;tggne;ti?g Prior authorization is required for ALL genetic testing unless otherwise noted
evaluation to detect abnormal (eg, |  REQUIRED - INTERQUAL MEDICARE COVERAGE Testing for Enons q 9 9 :
expanded) alleles CRITERIA 9 plepsy
CSTB (cystatin B) (eg, Unverricht- PRIOR AUTHORIZATION PGO0041 Genetic Testing
81189 Lundborg disease) gene analysis; RRIORICILCRIZAIION IREQUIIRED - [FOILLOY and PG0467 Genetic Prior authorization is required for ALL genetic testing unless otherwise noted
ff}" A guence YSIS: | REQUIRED - INTERQUAL MEDICARE COVERAGE st for Enilons q 9 9 :
g a CRITERIA g for Eprepsy
CSTB (cystatin B) (eg, Unverricht- PRIOR AUTHORIZATION PG0041 Genetic Testing
81190 Lundborg disease) gene analysis; HRIOL DO 2ol REOPIHELRIROT G and PG0467 Genetic Prior authorization is required for ALL genetic testing unless otherwise noted
9 5€) gen Y3I5: 1 REQUIRED - INTERQUAL MEDICARE COVERAGE . : q 9 9 :
known familial variant(s) Testing for Epilepsy
CRITERIA
. PRIOR AUTHORIZATION
NTRK1 (neurotrophic receptor
) . ) PRIOR AUTHORIZATION REQUIRED - FOLLOW ) ) . R . . ) )
81191 tyrosine kinase 1_) (eg, sol|d_ REQUIRED - INTERQUAL MEDICARE COVERAGE PG0041 Genetic Testing |Prior authorization is required for ALL genetic testing unless otherwise noted.
tumors) translocation analysis
CRITERIA
. PRIOR AUTHORIZATION
NTRK2 (neurotrophic receptor
. . . PRIOR AUTHORIZATION REQUIRED - FOLLOW . . . T . . . .
81192 tyrosine kinase 2? (eg, Sollq REQUIRED - INTERQUAL MEDICARE COVERAGE PGO0041 Genetic Testing [Prior authorization is required for ALL genetic testing unless otherwise noted.
tumors) translocation analysis
CRITERIA
) PRIOR AUTHORIZATION
NTRKS3 (neurotrophic receptor
) - ; PRIOR AUTHORIZATION REQUIRED - FOLLOW . ) . R . ) ) )
81193 tyrosine kinase 3) .(eg, solid . REQUIRED - INTERQUAL MEDICARE COVERAGE PGO0041 Genetic Testing [Prior authorization is required for ALL genetic testing unless otherwise noted.
tumors) translocation analysis
CRITERIA
NTRK (neurotrophic-tropomyosin PRIOR AUTHORIZATION
receptor tyrosine kinase 1, 2, and PRIOR AUTHORIZATION REQUIRED - FOLLOW . . ) o ’ . . ]
81194 3) (eg, solid tumors) translocation REQUIRED - INTERQUAL MEDICARE COVERAGE PG0041 Genetic Testing |Prior authorization is required for ALL genetic testing unless otherwise noted.
analysis CRITERIA
ASPA (aspartoacylase) (e.g., PRIOR AUTHORIZATION PG0041 Genetic Testing
Canavan disease) gene analysis, PRIOR AUTHORIZATION REQUIRED - FOLLOW and PG0442 Carrier ) R ) ) ) )
81200 common variants (e.g., E285A, REQUIRED - INTERQUAL MEDICARE COVERAGE Screening for Genetic | no" authorization is required for ALL genetic testing unless otherwise noted.
Y231X) CRITERIA Diseases
APC (adenomatous polyposis coli) PRIOR AUTHORIZATION PS:;"‘;G%‘;}%‘;‘EZE:;'QQ
81201 (e.g., familial adenomatosis IPLIOIR AT P2 REAQUINED - (OO Testing for Lynch Prior authorization is required for ALL genetic testing unless otherwise noted
polyposis [FAP], attenuated FAP) REQUIRED - INTERQUAL MEDICARE COVERAGE g foriynch q g 9 :
gene analysis; full gene sequence CRITERIA Syndrome and Polyposis
! Syndromes Archived
s ) PRIOR AUTHORIZATION | "t el fetns
el PRIOR AUTHORIZATION REQUIRED - FOLLOW . . . . ) ) .
81202 polyposis [FAF_’],l attenuated .F.AP) REQUIRED - INTERQUAL MEDICARE COVERAGE Testing for Lynch ) Prior authorization is required for ALL genetic testing unless otherwise noted.
gene analysis; known familial CRITERIA Syndrome and Polyposis

variants

Syndromes Archived
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APC (adenomatous polyposis coli) PRIOR AUTHORIZATION PG0041 Genetic Testing
(e.g., familial adenomatosis ) and PG0302 Genetic
81203 polyposis [FAP], attenuated FAP) RPER(IQ%TR'TELIJZ)TH&?:EZQS&I\II_ N'IR :gngEEch\?éggévE Testing for Lynch Prior authorization is required for ALL genetic testing unless otherwise noted.
gene analysis; duplication/deletion CRITERIA Syndrome and Polyposis
variants Syndromes Archived
A i bulbar museiar arophy. PRIOR AUTHORIZATION
81204 Kennedy disease, X chromosome RESE:EE;UI\::SE%SESSCY l\/II?IIEEI?IngEEDCC'):\CI)IIE_IR_’g(\;vE PG0041 Genetic Testing |Prior authorization is required for ALL genetic testing unless otherwise noted.
inactivation) gene analysis;
- CRITERIA
characterization of alleles (ea.
B;';D d"('; (s:sng:ig:g'”b':f;o PRIOR AUTHORIZATION PG0041 Genetic Testing
yarog ’ PRIOR AUTHORIZATION REQUIRED - FOLLOW and PGO0442 Carrier . R . . ) )
81205 polypeptide) (e.g., Maple syrup REQUIRED - INTERQUAL MEDICARE COVERAGE Screening for Genetic Prior authorization is required for ALL genetic testing unless otherwise noted.
urine disease) gene analysis, 9
- CRITERIA Diseases
common variants (e.q., R183P,
BCR/ABL1 (t(9;22)) (e.g., chronic
81206 myelogenous leukemia) PRIOR A%TE%%IT:?Z:JION NOT | PRIOR AL:?TEl-'QOUIT:QZ;JION heu PGO0041 Genetic Testing [Prior authorization is required for ALL genetic testing unless otherwise noted.
translocation analvsis: maior
BCR/ABL1 (1(9;22)) (e.g., chronic
81207 myelogenous leukemia) PRIOR A%TE%OU'T:.\,ZEAJION NOT | PRIOR ALJRTE%OUT_\,Z;JION NOT PGO0041 Genetic Testing [Prior authorization is required for ALL genetic testing unless otherwise noted.
translocation analvsis: minor
BCR/ABL1 (1(9;22)) (e.g., chronic
81208 myelogenous leukemia) PRIOR A%TE%%IT:?Z;JION NOT | PRIOR AL}J?TEHQOUR"I?ZS;I'ION N PGO0041 Genetic Testing [Prior authorization is required for ALL genetic testing unless otherwise noted.
translocation analvsis: other
BLM (Bloom syndrome, RecQ PRIOR AUTHORIZATION PGO0041 Genetic Testing
helicase-like) (e.g., Bloom PRIOR AUTHORIZATION REQUIRED - FOLLOW and PGO0442 Carrier . R . . ) )
81209 syndrome) gene analysis, REQUIRED - INTERQUAL MEDICARE COVERAGE Screening for Genetic Prior authorization is required for ALL genetic testing unless otherwise noted.
2281del6ins7 variant CRITERIA Diseases
BRAF (B-Raf proto-oncogene, fpocfofgihc;se “:(;'rg;eesggg
serine/threonine kinase) (eg, colon| PRIOR AUTHORIZATION NOT PRIOR AUTHORIZATION NOT Y . Y
81210 cancer, melanoma), gene analysis REQUIRED REQUIRED Polyposis Syndromes
T e00 variég © YsiS, Archived 08/01/24, PG0041
Genetic Testing
BRCA1, BRCA2 (breast cancer 1 PGO0041 Genetic Testing
- PRIOR AUTHORIZATION .
and 2)_ (e.g., hereditary breast _ar]d PRIOR AUTHORIZATION REQUIRED - FOLLOW and_PG0067 Gen_etlc . o . , . .
81212 ovarian cancer) gene analysis; REQUIRED - INTERQUAL MEDICARE COVERAGE Testing for Hereditary  |Prior authorization is required for ALL genetic testing unless otherwise noted.
185delAG, 5385insC, 6174delT CRITERIA Breast and Ovarian Cancer
variants Syndrome -Archived
BRCAL (breast cancer 1) (e.g., PRIOR AUTHORIZATION Pigg“PlG%gg‘;tg;e;!‘g
hereditary breast and ovarian PRIOR AUTHORIZATION REQUIRED - FOLLOW A . ) R ) ) ) )
81215 cancer) gene analysis; known REQUIRED - INTERQUAL MEDICARE COVERAGE Testing for Hereditary Prior authorization is required for ALL genetic testing unless otherwise noted.
gene YSIS: Breast and Ovarian Cancer
familial variant CRITERIA .
Syndrome-Archived
BRCA2 (breast cancer 2) (e.g., PRIOR AUTHORIZATION Pigg“;gggi‘g;:;g“
81216 hereditary breast and ovarian IPLIOIR AT P2 REAQUINED - (OO Testing for Hereditary  |Prior authorization is required for ALL genetic testing unless otherwise noted
cancer) gene analysn;; full REQUIRED - INTERQUAL MEDICARE COVERAGE Breast and Ovarian Cancer
sequence analysis CRITERIA )
Syndrome-Archived
BRCA2 (breast cancer 2) (e.g., PRIOR AUTHORIZATION Pigg“PlG%gg‘;tg;e;‘i?g
hereditary breast and ovarian PRIOR AUTHORIZATION REQUIRED - FOLLOW . " - T " ) - ]
81217 cancer) gene analysis; known REQUIRED - INTERQUAL MEDICARE COVERAGE Testing for Hereditary Prior authorization is required for ALL genetic testing unless otherwise noted.
gene VSIS Breast and Ovarian Cancer
familial variant CRITERIA .
Syndrome-Archived
CEBPA (CCAAT/enhancer binding
81218 protein [C/EBP], alpha) (eg, acute PRIOR AUTHORIZATION NOT | PRIOR AUTHORIZATION NOT PGO0041 Genetic Testing [Prior authorization is required for ALL genetic testing unless otherwise noted.

mveloid leukemia). aene analvsis.

REQUIRED

REQUIRED




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Medical Policy Special Instructions - Notes
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CALR (calreticulin) (eg,
81219 myeloproliferative disorders), gene PRIOR AUTHORIZATION NOT | PRIOR AUTHORIZATION NOT PGO0041 Genetic Testing [Prior authorization is required for ALL genetic testing unless otherwise noted.
- . : REQUIRED REQUIRED
analvsis. common variants in exon i i
wansmembrane conducance PRIOR AUTHORIZATION | 2000 2 C ol
L . PRIOR AUTHORIZATION REQUIRED - FOLLOW L . . 9 . T . . . .
81220 regulator) (e.g., cystic fibrosis) for Cystic Fibrosis-archived |Prior authorization is required for ALL genetic testing unless otherwise noted.
. . REQUIRED - INTERQUAL MEDICARE COVERAGE
gene analysis; common variants CRITERIA 07/01/2024, and PG0442
(e.q.. ACMG/ACOG quidelines) Carrier Screening for
tranfﬂf;'fég’i‘ig:;ﬁ'; nee PRIOR AUTHORIZATION PG0041 Genetic Testing
81221 regulator) (e.g., cystic fibrosis) PLIOIR AT 2O RAQUINED - (RO and PGO387 Genetic Prior authorization is required for ALL genetic testing unless otherwise noted
gne anal s'igs'jkri'own tamilial REQUIRED - INTERQUAL MEDICARE COVERAGE Testing for Cystic Fibrosis- q 9 9 :
9 VsIS; CRITERIA archived 07/01/2024
variants
tranf;gﬁég:;‘ig:&%?; e PRIOR AUTHORIZATION PGO041 Genetic Testing
81222 regulator) (e.g., cystic fibrosis) HAOLIA Lol 7210l HEG I HSRRIRO and PGO387 Genetic Prior authorization is required for ALL genetic testing unless otherwise noted
eng ol Sis_'ga "ycation ‘omon|  REQUIRED - INTERQUAL MEDICARE COVERAGE Testing for Cystic Fibrosis- q 9 9 :
¢ ysis; oup CRITERIA archived 07/01/2024
variants
CFTR (cystic fibrosis PRIOR AUTHORIZATION PGO0041 Genetic Testing
81223 transmembrane conductance PRIOR AUTHORIZATION REQUIRED - FOLLOW and PG0387 Genetic Prior authorization is required for ALL aenetic testing unless otherwise noted
regulator) (e.g., cystic fibrosis) REQUIRED - INTERQUAL MEDICARE COVERAGE Testing for Cystic Fibrosis- q 9 9 '
gene analysis; full gene sequence CRITERIA archived 07/01/2024
wan Cr:Tr':b(rcynS“C f's:jos'ts N PRIOR AUTHORIZATION PG0041 Genetic Testing
81224 reaui’:ltoer) (ea eccgticl;ii)?osﬁs) HRIOL DO 2ol REOPIHELRIROT G and PGO387 Genetic Prior authorization is required for ALL genetic testing unless otherwise noted
gn . ‘ig:’ini/r 8 oo REQUIRED - INTERQUAL MEDICARE COVERAGE Testing for Cystic Fibrosis- q 9 9 :
gene anaysis; Intron © poly- CRITERIA archived 07/01/2024
analysis (e.a.. male infertility)
fampgcsljbgmcrgom; Pfg’de PRIOR AUTHORIZATION PG0041 Genetic Testing
81225 19) (Z ' dru mte)ltakgoﬁ)is%’; perle PRIOR AUTHORIZATION REQUIRED - FOLLOW and PG0436 CYP2C19 & Prior authorization is required for ALL genetic testing unless otherwise noted
aml 'S?S" Confmon ! (g REQUIRED - INTERQUAL MEDICARE COVERAGE CYP2D6 Pharmacogenetic q g 9 :
Y s v ) 9 CRITERIA Testing Archived 09/01/24
CYZP Zszgfgtifcgro’:;f P:i?agg"'y PRIOR AUTHORIZATION PG0041 Genetic Testing
81226 (é dru ?/net’apboﬁgm’; ene PRIOR AUTHORIZATION REQUIRED - FOLLOW and PG0436 CYP2C19 & Prior authorization is required for ALL genetic testing unless otherwise noted
anallg.s’is cgmmon Varian'tsg e REQUIRED - INTERQUAL MEDICARE COVERAGE CYP2D6 Pharmacogenetic 4 g 9 '
y i X3, 54 45, 56 %0, 9 CRITERIA Testing Archived 09/01/24
CYP2C9 (cytochrome P450, family PRIOR AUTHORIZATION PG0041 Genetic Testing
2, subfamily C, polypeptide 9) PRIOR AUTHORIZATION .
81227 (e.g., drug metabolism), gene | REQUIRED - INTERQUAL. Non- REQUIRED - MEDICARE and PGO39%0 Genetic |50 yhorization is required for ALL genetic testing unless otherwise noted
9., drug m). g oA COVERAGE CRITERIA Non- | Testing for Warfarin Dose d 9 9 :
analysis, common variants (e.g., covered for warfarin testing . . )
*0. 43, 45, +G) covered for warfarin testing Archived 09/01/24
e PrioR suomzATION | PSS TG
81228 analgsiS' interrogation of enzmic PRIOR AUTHORIZATION REQUIRED - FOLLOW Genomic H bridigation Prior authorization is required for ALL genetic testing unless otherwise noted
Hysis; 9 gen REQUIRED - INTERQUAL MEDICARE COVERAGE v q g 9 :
regions for copy number variants, CRITERIA (CGH)/Chromosomal
comparative genomic hybridization Microarray Analysis (CMA)-
e ctons PrIOR AUTHORIZATION | SO0 Carcts fetng
81229 anafgsiS' interrol a)tion of enzmic PRIOR AUTHORIZATION REQUIRED - FOLLOW Genomic H bridigation Prior authorization is required for ALL genetic testing unless otherwise noted
YSIS; 9 9 REQUIRED - INTERQUAL MEDICARE COVERAGE Y q g 9 :
regions for copy number and CRITERIA (CGH)/Chromosomal
sinale nucleotide polvmorphism Microarray Analysis (CMA)-
CYP3A4 (cytochrome P450 family PRIOR AUTHORIZATION
3 subfamily A member 4) (eg, drug REQUIRED - FOLLOW ) . . R ) . . .
81230 metabolism), gene analysis, NON-COVERED MEDICARE COVERAGE PG0041 Genetic Testing |Prior authorization is required for ALL genetic testing unless otherwise noted.
common variant(s) (eg, *2, *22) CRITERIA




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Medical Policy Special Instructions - Notes
Insurance Plans Plans
CYP3A5 '(cytochrome P450 family PRIOR AUTHORIZATION
3 subfamily A member 5) (eg, drug REQUIRED - FOLLOW
81231 metabolism), gene analysis, NON-COVERED PGO0041 Genetic Testing [Prior authorization is required for ALL genetic testing unless otherwise noted.
; MEDICARE COVERAGE
common variants (eg, *2, *3, *4, *5
6, +7) CRITERIA
DPYD (dihydropyrimidine PRIOR AUTHORIZATION
dehydrogenase) (eg, 5- REQUIRED - FOLLOW
81232 fluorouracil/5-FU and capecitabine NON-COVERED PG0041 Genetic Testing |Prior authorization is required for ALL genetic testing unless otherwise noted.
" - MEDICARE COVERAGE
drug metabolism), gene analysis,
. CRITERIA
common variant(s) (ea. *2A. *4,
BTK (Bruton's tyrosine kinase) (eg,
: . f PRIOR AUTHORIZATION NOT | PRIOR AUTHORIZATION NOT . .
81233 chronic Iymphocyﬂc Ieukerma) REQUIRED REQUIRED PGO0041 Genetic Testing
aene analvsis. common variants
DMPK (DML1 protein kinase) (eg, PRIOR AUTHORIZATION
myotonic dystrophy type 1) gene PRIOR AUTHORIZATION REQUIRED - FOLLOW . . ) o ; ) - ]
81234 analysis; evaluation to detect REQUIRED - INTERQUAL MEDICARE COVERAGE PG0041 Genetic Testing |Prior authorization is required for ALL genetic testing unless otherwise noted.
abnormal (expanded) alleles CRITERIA
s g
el ) PRIOR AUTHORIZATION REQUIRED - FOLLOW . . . R . . ) )
81235 cancgr) gene analysis, common REQUIRED - INTERQUAL MEDICARE COVERAGE PG0041 Genetic Testing |Prior authorization is required for ALL genetic testing unless otherwise noted.
variants (e.g., exon 19 LREA CRITERIA
deletion, L858R, T790M, G719A,
EZH2 (enhancer of zeste 2
81236 polycomb repressive complex 2 HAC (o2 oI onr HRINIOT A TR ons PGO0041 Genetic Testing
. - REQUIRED REQUIRED
subunit) (ea. mvelodvsplastic
EZH2 (enhancer of zeste 2
81237 polycomb repressive complex 2 PRIOR AUTHORIZATION NOT |- PRIOR AUTHORIZATION NOT PGO0041 Genetic Testing
. . REQUIRED REQUIRED
subunit) (ea. diffuse larae B-cell
PRIOR AUTHORIZATION
F9 (coagulation factor I1X) (eg, PRIOR AUTHORIZATION REQUIRED - FOLLOW . . Prior authorization is required for ALL genetic testing unless otherwise
81238 hemophilia B), full gene sequence | REQUIRED - INTERQUAL MEDICARE COVERAGE PGO041 Genetic Testing | i,
CRITERIA
DMPK (DM1 protein kinase) (eg, PRIOR AUTHORIZATION
myotonic dystrophy type 1) gene PRIOR AUTHORIZATION REQUIRED - FOLLOW . . Prior authorization is required for ALL genetic testing unless otherwise
81239 analysis; characterization of alleles|  REQUIRED - INTERQUAL MEDICARE COVERAGE PG0041 Genetic Testing |\ oy
(eg, expanded size) CRITERIA
F2 (prothrombin, coagulation PRIOR AUTHORIZATION PG0041 Genetic Testing
81240 factor ) (e.g., hereditary PRIOR AUTHORIZATION REQUIRED - FOLLOW and PGO0355 Genetic  [Prior authorization is required for ALL genetic testing unless otherwise
hypercoagulability) gene analysis, REQUIRED - INTERQUAL MEDICARE COVERAGE Testing for Hereditary  [noted.
20210G>A variant CRITERIA Thrombophilia
F5 (coagulation Factor V) (e PRIOR AUTHORIZATION PG0041 Genetic Testing
81241 hereditar gh ercoagulability) ‘ge-’ne PRIOR AUTHORIZATION REQUIRED - FOLLOW and PGO0355 Genetic  [Prior authorization is required for ALL genetic testing unless otherwise
ana>ll s?/sp Leidegn variait 9 REQUIRED - INTERQUAL MEDICARE COVERAGE Testing for Hereditary ~ [noted.
ysIS, CRITERIA Thrombophilia
Corﬁg‘ﬁfgﬂfﬁgﬁ"%ﬁ”‘*&“g PRIOR AUTHORIZATION PG0041 Genetic Testing
81242 Fanpconi anemiagt epC) er‘]ge" PRIOR AUTHORIZATION REQUIRED - FOLLOW and PG0442 Carrier  |Prior authorization is required for ALL genetic testing unless otherwise
. » YP ! g REQUIRED - INTERQUAL MEDICARE COVERAGE Screening for Genetic  |noted.
analysis, common variant (e.g., )
CRITERIA Diseases

IVSA+4A>ST)




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Medical Policy Special Instructions - Notes
Insurance Plans Plans
81243 mental retardation).g;ne Snal sis: PRIOR AUTHORIZATION REQUIRED - FOLLOW Testing for Eragile X- Prior authorization is required for ALL genetic testing unless otherwise
¢ g VSIS REQUIRED - INTERQUAL MEDICARE COVERAGE 9 gle A oted.
evaluation to detect abnormal CRITERIA Related Disorders-Archived
(e.q.. expanded) alleles 06/01/2024
e e
81244 mental retardatiz)ﬁ .g;ne gnal sis: PRIOR AUTHORIZATION REQUIRED - FOLLOW Testing for Fragile X- Prior authorization is required for ALL genetic testing unless otherwise
wdation) g YSIS: | REQUIRED - INTERQUAL MEDICARE COVERAGE 9 9t % 1hoted.
characterization of alleles (e.g., CRITERIA Related Disorders-Archived
expanded size and methylation 06/01/2024
FLT3 (fms-related tyrosine kinase
81245 3) (eg, acute myeloid leukemia), PRIOR AUTHORIZATION NOT | PRIOR AUTHORIZATION NOT PG0041 Genetic Testing
L REQUIRED REQUIRED
aene analysis: internal tandem
FLT3 (fms-related tyrosine kinase
X . PRIOR AUTHORIZATION NOT PRIOR AUTHORIZATION NOT . .
81246 3) (eg, acute .m.yeI0|d. Ieuk_em|a), REQUIRED REQUIRED PG0041 Genetic Testing
aene analvsis: tvrosine kinase
G6PD (glucose-6-phosphate PRIOR AUTHORIZATION
dehydrogenase) (eg,hemolytic PRIOR AUTHORIZATION REQUIRED - FOLLOW . . Prior authorization is required for ALL genetic testing unless otherwise
81247 anemia, jaundice), gene analysis; |  REQUIRED - INTERQUAL MEDICARE COVERAGE PG0041 Genetic Testing |, g
common variant(s) (eg, A, A-) CRITERIA
G6PD (glucose-6-phosphate PRIOR AUTHORIZATION
dehydrogenase) (eg,hemolytic PRIOR AUTHORIZATION REQUIRED - FOLLOW . . Prior authorization is required for ALL genetic testing unless otherwise
81248 anemia, jaundice), gene analysis; REQUIRED - INTERQUAL MEDICARE COVERAGE PG0041 Genetic Testing |
known familial variant(s) CRITERIA
G6PD (glucose-6-phosphate PRIOR AUTHORIZATION
dehydrogenase) (eg,hemolytic PRIOR AUTHORIZATION REQUIRED - FOLLOW . . Prior authorization is required for ALL genetic testing unless otherwise
81249 anemia, jaundice), gene analysis; |  REQUIRED - INTERQUAL MEDICARE COVERAGE PG0041 Genetic Testing |,
full gene sequence CRITERIA
G?'Tci (g'“goii'e'phosgl‘ataseh PRIOR AUTHORIZATION PG0041 Genetic Testing
81250 Catary‘ ¢ S(;‘i unit) (e;.g., 1ycsg$1 PRIOR AUTHORIZATION REQUIRED - FOLLOW and PG0442 Carrier  |Prior authorization is required for ALL genetic testing unless otherwise
storage disease, 1ype 1a, Vo REQUIRED - INTERQUAL MEDICARE COVERAGE Screening for Genetic ~ |noted.
Gierke disease) gene analysis, X
- CRITERIA Diseases
common variants (e.q., R83C,
C(BEBA (ggﬁgifsz ek;zt:) a;‘g PRIOR AUTHORIZATION PG0041 Genetic Testing
81251 anallg;is common variantsg(e PRIOR AUTHORIZATION REQUIRED - FOLLOW and PG0442 Carrier Prior authorization is required for ALL genetic testing unless otherwise
YSIS, 9 REQUIRED - INTERQUAL MEDICARE COVERAGE Screening for Genetic  [noted.
N370S, 84GG, L444P, CRITERIA Diseases
IVS2+1G>A)
GJB2 (gap junction protein, beta 2, PRIOR AUTHORIZATION PG0041 Genetic Testing
81252 26kDa, connexin 26) (e.g., PRIOR AUTHORIZATION REQUIRED - FOLLOW and PG0442 Carrier Prior authorization is required for ALL genetic testing unless otherwise
nonsyndromic hearing loss) gene REQUIRED - INTERQUAL MEDICARE COVERAGE Screening for Genetic  |noted.
analysis; full gene sequence CRITERIA Diseases
GJB2 (gap junction protein, beta 2, PRIOR AUTHORIZATION PG0041 Genetic Testing
81253 26kDa; connexin 26) (e.g., PRIOR AUTHORIZATION REQUIRED - FOLLOW and PG0442 Carrier Prior authorization is required for ALL genetic testing unless otherwise
nonsyndromic hearing loss) gene REQUIRED - INTERQUAL MEDICARE COVERAGE Screening for Genetic  |noted.
analysis; known familial variants CRITERIA Diseases
GJBgo(ESZ 'zgﬁﬂzz‘dgrgg;'?é beta 6, PRIOR AUTHORIZATION PGO041 Genetic Testing
81254 nons ndrc;mic hearin Ioss-)g"ene PRIOR AUTHORIZATION REQUIRED - FOLLOW and PG0442 Carrier Prior authorization is required for ALL genetic testing unless otherwise
yn g' 9 REQUIRED - MEDICAL POLICY MEDICARE COVERAGE Screening for Genetic  |noted.
analysis, common variants (e.g., )
CRITERIA Diseases

309kb [del(GJB6- D13S1830)] and
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Codes Code Description Medical Policy Special Instructions - Notes
Insurance Plans Plans
HE(;(A éh‘fifj‘g;"?;'”'df: fsfclf]:a PRIOR AUTHORIZATION PG0041 Genetic Testing
81255 di’; e?s)e)p e an'gl"sis ycommon PRIOR AUTHORIZATION REQUIRED - FOLLOW and PG0442 Carrier  |Prior authorization is required for ALL genetic testing unless otherwise
N 9 VSIS, REQUIRED - INTERQUAL MEDICARE COVERAGE Screening for Genetic  |noted.
variants(e.g., 1278insTATC, CRITERIA Diseases
1421+1G>C, G269S)
HFE (hemochromatosis) (e.g., . T . . . .
81256 hereditary hemochromatosis) gene PRIOR AUTHORIZATION NOT PRIOR AUTHORIZATION NOT PG0041 Genetic Testing Prior authorization is required for ALL genetic testing unless otherwise
. . REQUIRED REQUIRED noted.
analvsis. common variants (e.q..
HB;}lngbi(s'g;‘?eg'Obg lhsnd PRIOR AUTHORIZATION PG0041 Genetic Testing
81257 thaIZssegmia Hb Ba?th (?ro < PRIOR AUTHORIZATION REQUIRED - FOLLOW and PG0442 Carrier Prior authorization is required for ALL genetic testing unless otherwise
) ’ varop REQUIRED - INTERQUAL MEDICARE COVERAGE Screening for Genetic  |noted.
fetalis syndrome, HbH disease), .
- - CRITERIA Diseases
gene analysis; common deletions
HB;'\llQ;B’bei(s'ghaeg'Ob:: 1h:”d PRIOR AUTHORIZATION PGO041 Genetic Testing
81258 thafalssgmia th (Ba?th c?ro s PRIOR AUTHORIZATION REQUIRED - FOLLOW and PG044z2 Carrier Prior authorization is required for ALL genetic testing unless otherwise
h ’ yarop REQUIRED - INTERQUAL MEDICARE COVERAGE Screening for Genetic  [noted.
fetalis syndrome, HbH disease), .
. - CRITERIA Diseases
gene analysis: known familial
HBglé';B‘lfbi(s'g??eg'Obg t:”d PRIOR AUTHORIZATION PG0041 Genetic Testing
81259 thalzlssgmia Hb B&.l?t”h gro < PRIOR AUTHORIZATION REQUIRED - FOLLOW and PG0442 Carrier Prior authorization is required for ALL genetic testing unless otherwise
X ’ yarop REQUIRED - INTERQUAL MEDICARE COVERAGE Screening for Genetic  [noted.
fetalis syndrome, HbH disease), )
. CRITERIA Diseases
gene analysis; full gene sequence
";FK:':ié'gh'sggre%fhgi”c‘ﬁ i"nggt_ PRIOR AUTHORIZATION PG0041 Genetic Testing
81260 P ”yp kipn gcom lex ciated PRIOR AUTHORIZATION REQUIRED - FOLLOW and PG044z2 Carrier Prior authorization is required for ALL genetic testing unless otherwise
Cells, kinase complex-assoclate REQUIRED - INTERQUAL MEDICARE COVERAGE Screening for Genetic ~ |noted.
protein) (e.g., familial .
R . CRITERIA Diseases
dysautonomia) gene analysis.
IGH@ (Immunoglobulin heavy 1 ooy AUTHORIZATION NOT | PRIOR AUTHORIZATION NOT . . |Prior authorization is required for ALL genetic testing unless otherwise
81261 chain locus) (e.g., leukemias and PGO0041 Genetic Testing
REQUIRED REQUIRED noted.
lvmphomas. B-cell). aene
IGH@ (Immunoglobulin heavy 1 ooy AUTHORIZATION NOT | PRIOR AUTHORIZATION NOT . . |Prior authorization is required for ALL genetic testing unless otherwise
81262 chain locus) (e.g., leukemias and PGO0041 Genetic Testing
REQUIRED REQUIRED noted.
lymphomas, B-cell). gene
IGH@ (Immunoglobulin heavy | ooy AUTHORIZATION NOT | PRIOR AUTHORIZATION NOT . . |Prior authorization is required for ALL genetic testing unless otherwise
81263 chain locus) (e.g., leukemia and PGO0041 Genetic Testing
) h REQUIRED REQUIRED noted.
lymphoma. B-cell). variable redion
IGK@ (Immunoglobulin kappa ight| - 5oy 3o AUTHORIZATION NOT | PRIOR AUTHORIZATION NOT . . |Prior authorization is required for ALL genetic testing unless otherwise
81264 chain locus) (e.g., leukemia and PGO0041 Genetic Testing
REQUIRED REQUIRED noted.
lymphoma, B-cell), aene
Comparative analysis using Short . . . ) . ;
81265 Tandem Repeat (STR) markers: PRIOR AUTHORIZATION NOT | PRIOR AUTHORIZATION NOT PGO041 Genetic Testing Prior authorization is required for ALL genetic testing unless otherwise
. ) ) REQUIRED REQUIRED noted.
patient and comparative specimen
Comparative analysis using Short . R . . . .
81266 Tandem Repeat (STR) markers; PRIOR AUTHORIZATION NOT PRIOR AUTHORIZATION NOT PG0041 Genetic Testing Prior authorization is required for ALL genetic testing unless otherwise
S . REQUIRED REQUIRED noted.
each additional specimen (e.q..
Chimerism (engraftment) analysis, . T . . . .
81267 post transplantation specimen PRIOR AUTHORIZATION NOT PRIOR AUTHORIZATION NOT PG0041 Genetic Testing Prior authorization is required for ALL genetic testing unless otherwise
i REQUIRED REQUIRED noted.
(e.a.. hematopoietic stem cell).
Chimerism (engraftment) analysis, | - ooy AUTHORIZATION NOT | PRIOR AUTHORIZATION NOT . . |Prior authorization is required for ALL genetic testing unless otherwise
81268 post transplantation specimen PGO0041 Genetic Testing
- REQUIRED REQUIRED noted.
(e.a.. hematopoietic stem cell).
HB;l’:aBAliés:pga(g'ozr ﬁaa“d PRIOR AUTHORIZATION PG0041 Genetic Testing
81269 thalgsse?nia Hb Ba%h Zro s PRIOR AUTHORIZATION REQUIRED - FOLLOW and PGO0442 Carrier Prior authorization is required for ALL genetic testing unless otherwise
) i y p REQUIRED - INTERQUAL MEDICARE COVERAGE Screening for Genetic  |noted.
fetalis syndrome, HbH disease), .
CRITERIA Diseases

gene analysis duplication/deletion




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Medical Policy Special Instructions - Notes
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JAK2 (Janus kinase 2) (e.g., . TR . . . .
" . N PRIOR AUTHORIZATION NOT PRIOR AUTHORIZATION NOT . . Prior authorization is required for ALL genetic testing unless otherwise
81270 myeloproliferative disorder) gene REQUIRED REQUIRED PG0041 Genetic Testing noted
analvsis. p.Val617Phe (V617F) )
HTT (huntingtin) (eg, Huntington PRIOR AUTHORIZATION . . . ) . . .
piz7y  |dease) gene anabyis evaation | PRIORAUTHORIZATION | REQUIRED- FoLLow | FeORE BETCCl BEuns | B0 mtel T O P e o e i a
to detect abnormal (eg, expanded) REQUIRED - INTERQUAL MEDICARE COVERAGE odeg X » proc ;
Disorders prior authorization, effective 02/01/2024
alleles CRITERIA
KIT (v-kit Hardy-Zuckerman 4 | o) 0 A THORIZATION NOT | PRIOR AUTHORIZATION NOT . . |Prior authorization is required for ALL genetic testing unless otherwise
81272 feline sarcoma viral oncogene PG0041 Genetic Testing
; ) REQUIRED REQUIRED noted.
homoloa) (eq. gastrointestinal
KIT (v-kit Hardy-_Zuckerman 4 PRIOR AUTHORIZATION NOT PRIOR AUTHORIZATION NOT . . Prior authorization is required for ALL genetic testing unless otherwise
81273 feline sarcoma viral oncogene PG0041 Genetic Testing
. REQUIRED REQUIRED noted.
homoloa) (ea. mastocvtosis). aene
HTT (huntingtin) (eg, Huntington PRIOR AUTHORIZATION . . . . . . .
81274 discase) gene analysis PRIOR AUTHORIZATION REQUIRED-FOLLOW | 0 e | orcirs,procecire codes wet fom noncovered 1 covered efectve
characterization of alleles (eg, REQUIRED - INTERQUAL MEDICARE COVERAGE odeg ‘P
! Disorders 02/01/2024
expanded size) CRITERIA
KRAS (Kirsten rat sarcoma viral . TR . ; . .
PRIOR AUTHORIZATION NOT PRIOR AUTHORIZATION NOT . . Prior authorization is required for ALL genetic testing unless otherwise
81275 oncogene homolog)_ (e.g.,_ REQUIRED REQUIRED PGO0041 Genetic Testing noted.
carcinoma) aene analvsis. variants
81276 (KRﬁﬁc(oK'g‘;”hﬁzﬂc)"ga viral | bRIOR AUTHORIZATION NOT | PRIOR AUTHORIZATION NOT PG0041 Genetic Testing |PiOF authorization is required for ALL genetic testing unless otherwise
09 9) (€9, REQUIRED REQUIRED 9 |noted.
carcinoma) gene analysis:
Cy“\’,\‘;’iznox'ic rr:)e(r’f'as'i (?e?ome' PRIOR AUTHORIZATION
81277 interr €) tior: ofa arzloz;ia {S SI n PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0041 Genetic Testin Prior authorization is required for ALL genetic testing unless otherwise
erroga genomic regions REQUIRED - INTERQUAL MEDICARE COVERAGE 9 |noted.
for copy number and loss-of-
) . CRITERIA
heterozvaosity variants for
.lGH@/BCLZ (1(14;18)) (eg,l PRIOR AUTHORIZATION NOT | PRIOR AUTHORIZATION NOT . . Prior authorization is required for ALL genetic testing unless otherwise
81278 follicular lymphoma) translocation PGO0041 Genetic Testing
. ) . ) REQUIRED REQUIRED noted.
analvsis. maior breakpoint region
JAK2 (Janus kinase 2) (eg, . o . ] . .
81279 myeloproliferative disorder) PRIOR AUTHORIZATION NOT PRIOR AUTHORIZATION NOT PG0041 Genetic Testing Prior authorization is required for ALL genetic testing unless otherwise
X REQUIRED REQUIRED noted.
targeted sequence analysis (ed.
IFNL3 (interferon, lambda 3) (eg, PEIIEOQRU'I??UET;OEOIT_ﬁgVOVN Prior authorization is required for ALL genetic testing unless otherwise
81283 drug response), gene analysis, NON-COVERED PG0041 Genetic Testing |noted. Changed Commercial plans from covered with a prior
’ MEDICARE COVERAGE o :
rs12979860 variant authorization to noncovered, effective 11/01/2024
CRITERIA
FXN (frataxin) (eg, Friedreich PRIOR AUTHORIZATION
ataxia) gene analysis; evaluation PRIOR AUTHORIZATION REQUIRED - FOLLOW . . Prior authorization is required for ALL genetic testing unless otherwise
81284 to detect abnormal (expanded) REQUIRED - INTERQUAL MEDICARE COVERAGE PG0041 Genetic Testing |
alleles CRITERIA
FXN (frataxin) (eg, Friedreich PRIOR AUTHORIZATION
ataxia) gene analysis; PRIOR AUTHORIZATION REQUIRED - FOLLOW . . Prior authorization is required for ALL genetic testing unless otherwise
81285 characterization of alleles (eg, | REQUIRED - MEDICAL POLICY MEDICARE COVERAGE PG0041 Genetic Testing |, g
expanded size) CRITERIA
FXN (frataxin) (eg, Friedreich RO N ORIZ IO
81286 ataxia) gene analgéiS‘ full gene PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0041 Genetic Testin Prior authorization is required for ALL genetic testing unless otherwise
9 ysis; il g REQUIRED - INTERQUAL MEDICARE COVERAGE 9 |noted.

sequence

CRITERIA




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Medical Policy Special Instructions - Notes
Insurance Plans Plans
MGMT (O-6-methylguanine-DNA PRIOR AUTHORIZATION
methyltransferase) (e.g., PRIOR AUTHORIZATION REQUIRED - FOLLOW ) . Prior authorization is required for ALL genetic testing unless otherwise
81287 glioblastoma multiforme), REQUIRED - INTERQUAL MEDICARE COVERAGE PG0041 Genetic Testing |
methylation analysis CRITERIA
e PRIOR AUTHOREATION | P ST
81288 heredita;r nopn-ygl osiipcolorec?.ayll PRIOR AUTHORIZATION REQUIRED - FOLLOW Testing for Lynch Prior authorization is required for ALL genetic testing unless otherwise
¥ non-polyp REQUIRED - INTERQUAL MEDICARE COVERAGE 9IorEyNEn - hoted.
cancer, Lynch syndrome) gene Syndrome and Polyposis
X X CRITERIA !
analysis: promoter methylation Syndromes Archived
FXN (frataxin) (eg, Friedreich RO ORIz O
81289 ataxia) gene ana?ysiS' Known PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0041 Genetic Testin Prior authorization is required for ALL genetic testing unless otherwise
piariag Varigm(;) REQUIRED - INTERQUAL MEDICARE COVERAGE 9 |noted.
CRITERIA
MCOLN1 (mucolipin 1) (e.g., PRIOR AUTHORIZATION PGO0041 Genetic Testing
81290 Mucolipidosis, type 1IV) gene PRIOR AUTHORIZATION REQUIRED - FOLLOW and PG0442 Carrier Prior authorization is required for ALL genetic testing unless otherwise
analysis, common variants (e.g., REQUIRED - INTERQUAL MEDICARE COVERAGE Screening for Genetic  |noted.
IVS3-2A>G, del6.4kb) CRITERIA Diseases
MTHFR (5, 10-
methylenetetrahydrofolate PRIOR AUTHORIZATION PGO0355 Genetic Testing . T . . . ]
. REQUIRED - FOLLOW ) Prior authorization is required for ALL genetic testing unless otherwise
81291 reductase)(e.qg., hereditary NON-COVERED for Hereditary
- . MEDICARE COVERAGE - noted.
hypercoagulability) gene analysis, Thrombophilia
. CRITERIA
common variants (e.q., 677T,
cancer, nonpalyposa pE 2 (. PRIOR AUTHORIZATION | "C (% 20l (T
81292 her dit’ v npn ypl )i/p lor cgt’l PRIOR AUTHORIZATION REQUIRED - FOLLOW Testing for Lynch Prior authorization is required for ALL genetic testing unless otherwise
ereditary non-polyposis colorectal] - pe o yIRED - INTERQUAL MEDICARE COVERAGE esting loriynch | qreq.
cancer, Lynch syndrome) gene Syndrome and Polyposis
. . CRITERIA !
analysis; full sequence analysis Syndromes Archived
oLt b ok
81293 heredit:elr ngn-y‘z)l os)i,sp CO|OIE(.:?E:1’| PRIOR AUTHORIZATION REQUIRED - FOLLOW Testing for Lynch Prior authorization is required for ALL genetic testing unless otherwise
¥ non-polyp REQUIRED - INTERQUAL MEDICARE COVERAGE glortynch o oted.
cancer, Lynch syndrome) gene Syndrome and Polyposis
. L A CRITERIA f
analysis; known familial variants Syndromes Archived
l\r:ILl-rlln(n:]utl_I homiolct>g l,zcolon PRIOR AUTHORIZATION PGggAplG?):g;tg Tnesttimg
81294 ﬁzrecdeit;r Onpg ypcIJs s 3i’pe |) r(e‘gt’"l PRIOR AUTHORIZATION REQUIRED - FOLLOW a Testing for Len ‘; € |Prior authorization is required for ALL genetic testing unless otherwise
¥ NON-pOyPOSIS colorectal] - pe oy IRED - INTERQUAL MEDICARE COVERAGE esting foriynch | ieq.
cancer, Lynch syndrome) gene Syndrome and Polyposis
. e . CRITERIA !
analysis; duplication/deletion Syndromes Archived
CAlSH S ool 2 o
81295 heredit:':lr ngn-ygl os)i,sp coloret.:gtgl PRIOR AUTHORIZATION REQUIRED - FOLLOW Testing for Lynch Prior authorization is required for ALL genetic testing unless otherwise
¥ non-polyp REQUIRED - INTERQUAL MEDICARE COVERAGE glortynch o oied.
cancer, Lynch syndrome) gene Syndrome and Polyposis
; ] CRITERIA f
analysis: full sequence analysis Syndromes Archived
cancer nonpobposi pe 1) (o4 PRIOR AUTHORIZATION | "C (% 20l T
81296 hergtar nzn_y%| os’{g colore‘cgt]z;l PRIOR AUTHORIZATION REQUIRED - FOLLOW Testing for Lonen Prior authorization is required for ALL genetic testing unless otherwise
¥ non-polyp REQUIRED - INTERQUAL MEDICARE COVERAGE glortynch .04,
cancer, Lynch syndrome) gene Syndrome and Polyposis
. - . CRITERIA f
analysis; known familial variants Syndromes Archived
L ISH s ool 2 oo
81297 et ngn_y‘z)l OS‘{Sp colz)r(eéfgl PRIOR AUTHORIZATION REQUIRED - FOLLOW Testing for Lo Prior authorization is required for ALL genetic testing unless otherwise
¥ non-polyp REQUIRED - INTERQUAL MEDICARE COVERAGE grortynch o oted.
cancer, Lynch syndrome) gene CRITERIA Syndrome and Polyposis

analysis; duplication/deletion

Syndromes Archived




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Medical Policy Special Instructions - Notes
Insurance Plans Plans
R
81298 Igﬁlorectal C;ncer pl_ ?’Eh PRIOR AUTHORIZATION REQUIRED - FOLLOW Testing for Lonet Prior authorization is required for ALL genetic testing unless otherwise
! y. | REQUIRED - INTERQUAL MEDICARE COVERAGE 9 Y . |noted.
syndrome) gene analysis; full Syndrome and Polyposis
: CRITERIA !
sequence analysis Syndromes Archived
E R
81299 ( .%(’Jlorectal ca)\/ncer pL rilsh PRIOR AUTHORIZATION REQUIRED - FOLLOW Testing for Lynch Prior authorization is required for ALL genetic testing unless otherwise
e REQUIRED - INTERQUAL MEDICARE COVERAGE 9IorEyNEn - hoted.
syndrome) gene analysis; known Syndrome and Polyposis
L . CRITERIA !
familial variants Syndromes Archived
81300 '?:.(’)Iorectal c;lncer pL r):(F:)h PRIOR AUTHORIZATION REQUIRED - FOLLOW Testing for Lynch Prior authorization is required for ALL genetic testing unless otherwise
» =ynen REQUIRED - INTERQUAL MEDICARE COVERAGE grortynch  noted.
syndrome) gene analysis; Syndrome and Polyposis
o . : CRITERIA !
duplication/deletion variants Syndromes Archived
M|cros:t<:l||;?t|r:st§(t::|tyoa|1na(l)y?ls PRIOR AUTHORIZATION PGr?34P1G%§g<;t|é Tnesttimg
81301 (e'g'(’)lof et Ia::ync r-pL r):phs s PRIOR AUTHORIZATION REQUIRED - FOLLOW a Testing for L€;1 E;] ¢ Prior authorization is required for ALL genetic testing unless otherwise
colorecta’ cancer, Lync REQUIRED - INTERQUAL MEDICARE COVERAGE estingfor Lynch 0.
syndrome) of markers for Syndrome and Polyposis
. . - CRITERIA !
mismatch repair deficiency (e.q.. Svndromes Archived
MECP2 (methyl CpG binding PRIOR AUTHORIZATION
protein 2) (e.g., Rett syndrome) PRIOR AUTHORIZATION REQUIRED - FOLLOW . . Prior authorization is required for ALL genetic testing unless otherwise
81302 gene analysis; full sequence REQUIRED - INTERQUAL MEDICARE COVERAGE PG0041 Genetic Testing |, g
analysis CRITERIA
MECP2 (methyl CpG binding PRIOR AUTHORIZATION
protein 2) (e.g., Rett syndrome) PRIOR AUTHORIZATION REQUIRED - FOLLOW . . Prior authorization is required for ALL genetic testing unless otherwise
81303 gene analysis; known familial REQUIRED - INTERQUAL MEDICARE COVERAGE PGO041 Genetic Testing | i,
variant CRITERIA
MECP2 (methyl CpG binding PRIOR AUTHORIZATION
protein 2) (e.g., Rett syndrome) PRIOR AUTHORIZATION REQUIRED - FOLLOW . . Prior authorization is required for ALL genetic testing unless otherwise
81304 gene analysis; duplication/ deletion|  REQUIRED - INTERQUAL MEDICARE COVERAGE PG0041 Genetic Testing | g
variants CRITERIA
81305 MY2?n8aﬁmi’:s'°'gni'§zg”(t§t'°" PRIOR AUTHORIZATION PRIOR AUTHORIZATION PGO041 Genetic Testing |PTior authorization is required for AL genetic testing unless otherwise
primary resp °0: | REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL POLICY 9 |noted.
Waldenstrom's macroalobulinemia,
NUDT15 (nudix hydrolase 15) (eg, PRIOR AUTHORIZATION
drug metabolism) gene analysis, PRIOR AUTHORIZATION REQUIRED - FOLLOW . . Prior authorization is required for ALL genetic testing unless otherwise
81306 common variant(s) (eg, *2, *3, *4, |  REQUIRED - INTERQUAL MEDICARE COVERAGE PG0041 Genetic Testing |,
*5, *6) CRITERIA
PALB?2 (partner and localizer of PRIOR AUTHORIZATION
BRCAZ2) (eg, breast and PRIOR AUTHORIZATION REQUIRED - FOLLOW . . Prior authorization is required for ALL genetic testing unless otherwise
81307 pancreatic cancer) gene analysis; | REQUIRED - INTERQUAL MEDICARE COVERAGE PG0041 Genetic Testing |
full gene sequence CRITERIA
PALB2 (partner and localizer of PRIOR AUTHORIZATION
BRCAZ2) (eg, breast and PRIOR AUTHORIZATION REQUIRED - FOLLOW . . Prior authorization is required for ALL genetic testing unless otherwise
81308 pancreatic cancer) gene analysis; | REQUIRED - INTERQUAL MEDICARE COVERAGE PG0041 Genetic Testing |, g
known familial variant CRITERIA
s e
81309 sulfunit ZI ha) (e colr;rectal and PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0041 Genetic Testin Prior authorization is required for ALL genetic testing unless otherwise
pnaj (eg, . REQUIRED - INTERQUAL MEDICARE COVERAGE 9 |noted.
breast cancer) gene analysis, CRITERIA

targeted sequence analysis (eq,




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Medical Policy Special Instructions - Notes
Insurance Plans Plans
NPM1 (nucleophosmin) (€.9., | pp e AUTHORIZATION NOT | PRIOR AUTHORIZATION NOT . . |Prior authorization is required for ALL genetic testing unless otherwise
81310 acute myeloid leukemia) gene PGO0041 Genetic Testing
g ; REQUIRED REQUIRED noted.
analysis. exon 12 variants
81311 NRgz (gﬁsgoilszts?goiAs \;lral v PRIOR AUTHORIZATION NOT PRIOR AUTHORIZATION NOT PG0041 Genetic Testin Prior authorization is required for ALL genetic testing unless otherwise
] oncogene f 9) (eg, REQUIRED REQUIRED 9 |noted.
colorectal carcinoma). aene
e by
81312 o llar g <o hp) an PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0041 Genetic Testing | PTio authorization is required for AL genetic testing unless otherwise
-ular dystrophy) g REQUIRED - MEDICAL POLICY MEDICARE COVERAGE 9 |noted.
analysis, evaluation to detect
CRITERIA
abnormal (eg, expanded) alleles
" antgen 3 lnonproten PRIOR AUTHORIZATION | 0 o
81313 codin /kaglllikrein-relatgd eptidase PRIOR AUTHORIZATION REQUIRED - FOLLOW Protein Biomarkers for Prior authorization is required for ALL genetic testing unless otherwise
9l related peptidas REQUIRED - INTERQUAL MEDICARE COVERAGE . ‘ ) noted.
3 [prostate specific antigen]) ratio Diagnosis and Risk
CRITERIA
(eq. prostate cancer) Assessment of Prostate
PDGFRA (platelet-derived growth | oo\ o ATHORIZATION NOT | PRIOR AUTHORIZATION NOT . _ |Prior authorization is required for ALL genetic testing unless otherwise
81314 factor receptor, alpha polypeptide) PGO0041 Genetic Testing
: : REQUIRED REQUIRED noted.
(ea. aastrointestinal stromal tumor
PML/RARngha, (t(l.5'l7).)' . PRIOR AUTHORIZATION NOT PRIOR AUTHORIZATION NOT . . Prior authorization is required for ALL genetic testing unless otherwise
81315 (promyelocytic leukemia/retinoic PGO0041 Genetic Testing
; REQUIRED REQUIRED noted.
acid receptor alpha) (e.q..
PML/RARglpha, (t(l.5’17).)' ) PRIOR AUTHORIZATION NOT | PRIOR AUTHORIZATION NOT . . Prior authorization is required for ALL genetic testing unless otherwise
81316 (promyelocytic leukemia/retinoic PGO0041 Genetic Testing
: REQUIRED REQUIRED noted.
acid receptor alpha) (e.q.. i _
e s
81317 hereditary non i I ; lor gtl PRIOR AUTHORIZATION REQUIRED - FOLLOW Testing for Lynch Prior authorization is required for ALL genetic testing unless otherwise
ereditary non-polyposis colorectal] - peoyIRED - INTERQUAL MEDICARE COVERAGE esting loriynch | qreq.
cancer, Lynch syndrome) gene Syndrome and Polyposis
. . CRITERIA
analysis: full sequence analvsis Syndromes
icreased 2[5, cerevisne) (6.0 PRIOR AUTHORIZATION | "C 0% CoPlc T
81318 hereditar non-. oVDOSIS colore.gt.él PRIOR AUTHORIZATION REQUIRED - FOLLOW Testing for Lynch Prior authorization is required for ALL genetic testing unless otherwise
¥ non-polyp REQUIRED - INTERQUAL MEDICARE COVERAGE glortynch o oted.
cancer, Lynch syndrome) gene Syndrome and Polyposis
. - f CRITERIA
analysis; known familial variants Syndromes
S Gostnectc segegeon
81319 hereditary non ’ I ; or .gtlyl PRIOR AUTHORIZATION REQUIRED - FOLLOW Testing for Lynch Prior authorization is required for ALL genetic testing unless otherwise
¥ NON-pOlyposIs colorectal] - pe oy IRED - INTERQUAL MEDICARE COVERAGE esting foriynch | ieq.
cancer, Lynch syndrome) gene Syndrome and Polyposis
. e . CRITERIA
analysis; duplication/deletion Syndromes
PLCG2 (phospholipase C gamma | oo 30 AUTHORIZATION NOT | PRIOR AUTHORIZATION NOT . . |Prior authorization is required for ALL genetic testing unless otherwise
81320 2) (eg, chronic lymphocytic PGO0041 Genetic Testing
) " REQUIRED REQUIRED noted.
leukemia) aene analvsis. common
PTEN (phosphatase and tensin PRIOR AUTHORIZATION PG0041 Genetic Testing |Medical Policy PG0336 PTEN Genetic Testing is going to be archived.
homolog) (e.g., Cowden and PG0336 PTEN Genetic|Procedures 81321-81323, require a prior authorizaiton for Commercial
PRIOR AUTHORIZATION REQUIRED - FOLLOW ] . ’ )
81321 syndrome, PTEN hamartoma Testing. PG0336 Archived [and Medicare plans. And procedure 0235U is noncovered for
. REQUIRED - INTERQUAL MEDICARE COVERAGE A ; h . o h
tumor syndrome) gene analysis; 06/01/2024. Maintain Prior [Commercial plans and requires a prior authorization for Medicare plans.
b CRITERIA o : o : L
full sequence analysis Authorization per InterQual [These prior authorizations and noncoverage will be maintained. The
PTEN (phosphatase and tensin PG0041 Genetic Testing |Medical Policy PG0336 PTEN Genetic Testing is going to be archived.
PRIOR AUTHORIZATION f - . - .
homolog) (e.g., Cowden and PG0336 PTEN Genetic|Procedures 81321-81323, require a prior authorizaiton for Commercial
PRIOR AUTHORIZATION REQUIRED - FOLLOW ) . A B
81322 syndrome, PTEN hamartoma Testing. PG0336 Archived |and Medicare plans. And procedure 0235U is noncovered for
. REQUIRED - INTERQUAL MEDICARE COVERAGE A ; ) . R ’
tumor syndrome) gene analysis; 06/01/2024. Maintain Prior |Commercial plans and requires a prior authorization for Medicare plans.
ot . CRITERIA L - - : L
known familial variant Authorization per InterQual | These prior authorizations and noncoverage will be maintained. The
PTEN (phosphatase and tensin PRIOR AUTHORIZATION PG0041 Genetic Testing |Medical Policy PG0336 PTEN Genetic Testing is going to be archived.
homolog) (e.g., Cowden and PG0336 PTEN Genetic|Procedures 81321-81323, require a prior authorizaiton for Commercial
PRIOR AUTHORIZATION REQUIRED - FOLLOW ] . ’ )
81323 syndrome, PTEN hamartoma Testing. PG0336 Archived [and Medicare plans. And procedure 0235U is noncovered for
. REQUIRED - INTERQUAL MEDICARE COVERAGE A ; h . o h
tumor syndrome) gene analysis; CRITERIA 06/01/2024. Maintain Prior [Commercial plans and requires a prior authorization for Medicare plans.

duplication/deletion variant

Authorization per InterQual

These prior authorizations and noncoverage will be maintained. The




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Insurance Plans Plans Medical Policy Special Instructions - Notes
PMP22 (peripheral myelin protein PRIOR AUTHORIZATION
8134 hifééi; E:arrgo;':"'a”fhr‘;zﬂrt PRIOR AUTHORIZATION REQUIRED - FOLLOW 0041 Genetic Testing |PioF authorization is required for ALL genetic testing unless otherwise
¥ neuropathy with Iaoiity | = pe oy RED - INTERQUAL MEDICARE COVERAGE 9 |noted.
to pressure palsies) gene analysis; CRITERIA
duplication/deletion analysis
PMP22 (peripheral myelin protein PRIOR AUTHORIZATION
81325 hzeféc(i(ietfr” E:Lirgo;r?ﬂewifrﬂic;%tirl:{ PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0041 Genetic Testin Prior authorization is required for ALL genetic testing unless otherwise
¥ neuropatiy Y|  REQUIRED - INTERQUAL MEDICARE COVERAGE 9 |noted.
to pressure palsies) gene analysis; CRITERIA
full sequence analysis
PMP22 (peripheral myelin protein PRIOR AUTHORIZATION
81306 hzefééi:i fhirg":m?"a”fhﬁ‘;%t:‘t PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0041 Genetic Testing |PiOF authorization is required for AL genetic testing unless otherwise
¥ neuropatny with 1abllity | = pe 5 RED - INTERQUAL MEDICARE COVERAGE 9 |noted.
to pressure palsies) gene analysis; CRITERIA
known familial variant
PRIOR AUTHORIZATION
81327 SEPT9 (Septin9) (eg, colorectal NON-COVERED REQUIRED - FOLLOW PG%?S;?AZWSE&?‘?{]CH Prior authorization is required for ALL genetic testing unless otherwise
cancer) methylation analysis MEDICARE COVERAGE Genetic Testin noted.
CRITERIA 9
SLCO1B1 (solute carrier organic PRIOR AUTHORIZATION
81328 ig‘f)n(gan;zsgsefzzlIy’r;ii?ob:)r PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0041 Genetic Testin Prior authorization is required for ALL genetic testing unless otherwise
9, ad g reac ' | REQUIRED - MEDICAL POLICY MEDICARE COVERAGE 9 |noted.
gene analysis, common variant(s) CRITERIA
_(eq. *5)
Smﬁﬁgw(? Ofsn;g;(l’rm”::;&grl’ PRIOR AUTHORIZATION PG0041 Genetic Testing
81329 atrophy) g’enz analysis: PRIOR AUTHORIZATION REQUIRED - FOLLOW and PG0398 Genetic Prior authorization is required for ALL genetic testing unless otherwise
phy) g ySIS; REQUIRED - INTERQUAL MEDICARE COVERAGE | Testing for Spinal Muscular |noted.
dosage/deletion analysis (eg, CRITERIA Atroph
carrier testing), includes SMN2 phy
'i“gph%zﬁzzt‘;‘gger“{egzl g PRIOR AUTHORIZATION PG0041 Genetic Testing
81330 | s';sorr?al) e Niema'nn-Pick PRIOR AUTHORIZATION REQUIRED - FOLLOW and PG0442 Carrier Prior authorization is required for ALL genetic testing unless otherwise
Y 9. : REQUIRED - INTERQUAL MEDICARE COVERAGE Screening for Genetic  [noted.
disease, Type A) gene analysis, CRITERIA Diseases
common variants (e.q., R496L,
SNRPN/UBE3A (small nuclear PRIOR AUTHORIZATION
ribonucleoprotein polypeptide N . T . ) . )
N s PRIOR AUTHORIZATION REQUIRED - FOLLOW . . Prior authorization is required for ALL genetic testing unless otherwise
81331 and ubiquitin protglp ligase E3A) REQUIRED - INTERQUAL MEDICARE COVERAGE PGO0041 Genetic Testing noted.
(e.g., Prader-Willi syndrome CRITERIA
and/or Angelman syndrome),
SERPINAL (serpin peptidase PRIOR AUTHORIZATION
81332 ;::Ib:;?;’irsiie aAr;tilrphzi-i PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0041 Genetic Testin Prior authorization is required for ALL genetic testing unless otherwise
p » anttrypsin, REQUIRED - INTERQUAL MEDICARE COVERAGE 9 |noted.
member 1) (e.g., alpha-1- CRITERIA
antitrypsin deficiency). aene
TGFBI (transforming growth factor PRIOR AUTHORIZATION
$1333 g Strboe‘ﬁ")”dgﬁidgn(;g‘Sgoré‘;:]'mon PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0041 Genetic Testing |PTioF authorization is required for ALL genetic testing unless otherwise
ystropny) @ ysis, REQUIRED - MEDICAL POLICY MEDICARE COVERAGE 9 |noted.
variants (eg, R124H, R124C, CRITERIA
R124L, R555W, R5550Q)
RUNX1 (runt related transcription PRIOR AUTHORIZATION
factor 1) (eg, acute myeloid . T . . . .
X = . PRIOR AUTHORIZATION REQUIRED - FOLLOW . . Prior authorization is required for ALL genetic testing unless otherwise
81334 Ieukemla, famlllgl platelet d!sorder REQUIRED - INTERQUAL MEDICARE COVERAGE PG0041 Genetic Testing noted.
with associated myeloid CRITERIA

malignancy). gene analysis,




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Medical Policy Special Instructions - Notes
Insurance Plans Plans
TPMT (thiopurine S- PRIOR AUTHORIZATION
methyltransferase) (eg, drug PRIOR AUTHORIZATION REQUIRED - FOLLOW ) . Prior authorization is required for ALL genetic testing unless otherwise
81335 metabolism), gene analysis, REQUIRED - INTERQUAL MEDICARE COVERAGE PG0041 Genetic Testing |
common variants (eg,*2, *3) CRITERIA
SMN1(survival of motor neuron 1, PRIOR AUTHORIZATION PGO0041 Genetic Testing
81336 telomeric) (eg, spinal muscular PRIOR AUTHORIZATION REQUIRED - FOLLOW and PG0398 Genetic Prior authorization is required for ALL genetic testing unless otherwise
atrophy) gene analysis; full gene REQUIRED - INTERQUAL MEDICARE COVERAGE Testing for Spinal Muscular [noted.
sequence CRITERIA Atrophy
SMN1(survival of motor neuron 1, PRIOR AUTHORIZATION PG0041 Genetic Testing
81337 telomeric) (eg, spinal muscular PRIOR AUTHORIZATION REQUIRED - FOLLOW and PG0398 Genetic Prior authorization is required for ALL genetic testing unless otherwise
atrophy) gene analysis; known REQUIRED - INTERQUAL MEDICARE COVERAGE Testing for Spinal Muscular [noted.
familial sequence variant(s) CRITERIA Atrophy
MPL (MPL proto-oncogene , . T . . . .
81338 thrombopoietin receptor) (eg, PRIOR AUTHORIZATION NOT PRIOR AUTHORIZATION NOT PG0041 Genetic Testing Prior authorization is required for ALL genetic testing unless otherwise
X X . REQUIRED REQUIRED noted.
mveloproliferative disorder ) aene
MPL (MPL proto-oncogene , . N . ) . ;
81339 thrombopoietin receptor) {eg, PRIOR AUTHORIZATION NOT | PRIOR AUTHORIZATION NOT PGO041 Genetic Testing Prior authorization is required for ALL genetic testing unless otherwise
- . . REQUIRED REQUIRED noted.
myeloproliferative disorder ) aene
TRB@ (T cell antigen _receptor, PRIOR AUTHORIZATION NOT PRIOR AUTHORIZATION NOT . . Prior authorization is required for ALL genetic testing unless otherwise
81340 beta) (e.g., leukemia and PGO0041 Genetic Testing
REQUIRED REQUIRED noted.
lvmphoma). aene rearranaement
TRB@ (T cell antigen receptor, | oy np A THORIZATION NOT | PRIOR AUTHORIZATION NOT . . |Prior authorization is required for ALL genetic testing unless otherwise
81341 beta) (e.g., leukemia and PGO0041 Genetic Testing
REQUIRED REQUIRED noted.
lymphoma). aene rearrangement
TRG@ (T cell antigen re_:ceptor, PRIOR AUTHORIZATION NOT PRIOR AUTHORIZATION NOT . . Prior authorization is required for ALL genetic testing unless otherwise
81342 gamma) (e.g., leukemia and PGO0041 Genetic Testing
REQUIRED REQUIRED noted.
lvmphoma). gene rearrangement
T shrase 2
81343 sginocer{ebellar ataxia) eng’ PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0041 Genetic Testin Prior authorization is required for ALL genetic testing unless otherwise
pinoc - g REQUIRED - MEDICAL POLICY MEDICARE COVERAGE 9 Inoted.
analysis, evaluation to detect
CRITERIA
abnormal (eq, expanded) alleles
TBP (TATA box binding protein) PRIOR AUTHORIZATION
(eg, spinocerebellar ataxia) gene PRIOR AUTHORIZATION REQUIRED - FOLLOW . . Prior authorization is required for ALL genetic testing unless otherwise
81344 analysis, evaluation to detect | REQUIRED - MEDICAL POLICY MEDICARE COVERAGE PGO041 Genetic Testing | i
abnormal (eg, expanded) alleles CRITERIA
IZE:CSGZ?S’?;“’ rti"‘fglsc‘f PRIOR AUTHORIZATION
81345 carcino?’na Iiokgglzalst())lma PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0041 Genetic Testin Prior authorization is required for ALL genetic testing unless otherwise
. 9 . REQUIRED - INTERQUAL MEDICARE COVERAGE 9 Inoted.
multiforme) gene analysis,
: CRITERIA
targeted sequence analysis (eq.
TYMS (thymidylate synthetase)
(eg, 5-fluorouracil/5- FU drug PEI;%TJ'IOI‘RUET;OECI)?QB\?VN Prior authorization is required for ALL genetic testing unless otherwise
81346 metabolism), gene analysis, NON-COVERED PGO0041 Genetic Testing [noted. Changed Commercial coverage from covered with a prior
- MEDICARE COVERAGE o .
common variant(s) (eg,tandem authorization to noncovered, effective 11/01/2024.
g CRITERIA
repeat variant) _
SF3B1 (splicing factor [3b] subunit| - oo o AUTHORIZATION NOT | PRIOR AUTHORIZATION NOT . . |Prior authorization is required for ALL genetic testing unless otherwise
81347 B1) (eg, myelodysplastic PGO0041 Genetic Testing
: . REQUIRED REQUIRED noted.
svndrome/acute mveloid leukemia)
SRSF2 (serine and arginine-rich . T . . . .
81348 splicing factor 2) (eg, PRIOR AUTHORIZATION NOT PRIOR AUTHORIZATION NOT PG0041 Genetic Testing Prior authorization is required for ALL genetic testing unless otherwise

myelodysplastic syndrome. acute

REQUIRED

REQUIRED

noted.




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Medical Policy Special Instructions - Notes
Insurance Plans Plans
?gyé‘r’]gi:‘e"?v:g;ﬁé':ggﬂg‘;' PRIOR AUTHORIZATION
S . ) REQUIRED - FOLLOW ) ) Prior authorization is required for ALL genetic testing unless otherwise
81349 ana[y3|s, Interrogation of genomic NON-COVERED MEDICARE COVERAGE PG0041 Genetic Testing noted.
regions for copy number loss-of-
; - CRITERIA
heterozygosity variants, low-pass
UGT1A1 (UDP . .
. PRIOR AUTHORIZATION PGO0041 Genetic Testing . . . .
s | e o ersy || PRIORAUTHOREATION | REQUIRED-FOLLOW |PGD30L UGTIAL Trgeted|=/Feive IOLE0RE, Poesne B080 = corred o v
polypeptic 9. : REQUIRED- INTERQUAL MEDICARE COVERAGE Mutation Analysis for progu . e ©
metabolism), gene analysis, ) noncovered to covered with a prior authorization)
. CRITERIA Irinotecan Response
common variants (e.q.. *28, *36.
TP53 (tumor protein 53) (eg, Li- RO ORIz O
81351 Fraumeni 5 ndrome) egé PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0041 Genetic Testin Prior authorization is required for ALL genetic testing unless otherwise
amivers fu"y i Sence REQUIRED - INTERQUAL MEDICARE COVERAGE 9 |noted.
ysis: g q CRITERIA
TP53 (tumor protein 53) (eg, Li- . T . . . .
81352 Fraumeni syndrome) gene PRIOR AUTHORIZATION NOT PRIOR AUTHORIZATION NOT PG0041 Genetic Testing Prior authorization is required for ALL genetic testing unless otherwise
. REQUIRED REQUIRED noted.
analvsis: taraeted seauence
. . PRIOR AUTHORIZATION
81353 Tpgrsag;ngg:frg;?:mss) (Zg'el'l_ PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0041 Genetic Testin Prior authorization is required for ALL genetic testing unless otherwise
imeni syndrome) gen REQUIRED - INTERQUAL MEDICARE COVERAGE 9 |noted.
analysis; known familial variant
CRITERIA
rvgo?u (V':]fnl"r; K ego::?i PRIOR AUTHORIZATION PG0041 Genetic Testing
81355 (ee u\(/:v;r?err?mzteabyoslil;n:J) er)le PRIOR AUTHORIZATION REQUIRED - FOLLOW and PG0390 Genetic Prior authorization is required for ALL genetic testing unless otherwise
ané?);’sis common variant(sj ?e g. | REQUIRED - INTERQUAL MEDICARE COVERAGE Testing for Warfarin Dose [noted.
1639G>A. ¢.173+1000C>T) CRITERIA Archived 09/01/24
U2AFL (U2 small nuclear RNA | o, 50 AUTHORIZATION NOT | PRIOR AUTHORIZATION NOT . . |Prior authorization is required for ALL genetic testing unless otherwise
81357 auxiliary factor 1) (eg, PGO0041 Genetic Testing
. REQUIRED REQUIRED noted.
myvelodvsplastic syndrome. acute
ZRSR2 (zinc finger CCCH-type, | poyap AUTHORIZATION NOT | PRIOR AUTHORIZATION NOT . . |Prior authorization is required for ALL genetic testing unless otherwise
81360 RNA binding motif and PGO0041 Genetic Testing
- L . REQUIRED REQUIRED noted.
serine/arainine-rich 2) (eq.
H'?: (hs‘?:ifegfeb”'r;;”ﬂ?g”';:ga) PRIOR AUTHORIZATION PG0041 Genetic Testing
81361 thala%semia hemo Iobin(’) athy); PRIOR AUTHORIZATION REQUIRED - FOLLOW and PG0442 Carrier Prior authorization is required for ALL genetic testing unless otherwise
i globinopatny), REQUIRED - INTERQUAL MEDICARE COVERAGE Screening for Genetic ~ |noted.
common variant(s) (eg, HbS, HbC, )
CRITERIA Diseases
HbE)
HBB (hemoglobin, subunit beta) PRIOR AUTHORIZATION PG0041 Genetic Testing
81362 (eg, sickle cell anemia, beta PRIOR AUTHORIZATION REQUIRED - FOLLOW and PG0442 Carrier Prior authorization is required for ALL genetic testing unless otherwise
thalassemia hemoglobinopathy); REQUIRED - INTERQUAL MEDICARE COVERAGE Screening for Genetic  [noted.
known familial variant(s) CRITERIA Diseases
HBB (hemoglobin, subunit beta) PRIOR AUTHORIZATION PG0041 Genetic Testing
81363 (eg, sickle cell anemia, beta PRIOR AUTHORIZATION REQUIRED - FOLLOW and PG0442 Carrier Prior authorization is required for ALL genetic testing unless otherwise
thalassemia hemoglobinopathy); REQUIRED - INTERQUAL MEDICARE COVERAGE Screening for Genetic  |noted.
duplication/deletion variant(s) CRITERIA Diseases
HBB (hemoglobin, subunit beta) PRIOR AUTHORIZATION PG0041 Genetic Testing
81364 (eg, sickle cell anemia, beta PRIOR AUTHORIZATION REQUIRED - FOLLOW and PG0442 Carrier Prior authorization is required for ALL genetic testing unless otherwise
thalassemia hemoglobinopathy); REQUIRED - INTERQUAL MEDICARE COVERAGE Screening for Genetic  |noted.
full gene sequence CRITERIA Diseases
HLA Class | and Il typing, low . T . . . .
81370 resolution (e.g., antigen PRIOR AUTHORIZATION NOT PRIOR AUTHORIZATION NOT PG0041 Genetic Testing Prior authorization is required for ALL genetic testing unless otherwise

equivalents): HLA-A. -B. -C. -

REQUIRED

REQUIRED

noted.




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Medical Policy Special Instructions - Notes
Insurance Plans Plans
HLA Class | and Il typing, low | 50 AUTHORIZATION NOT | PRIOR AUTHORIZATION NOT . . |Prior authorization is required for ALL genetic testing unless otherwise
81371 resolution (e.g., antigen PGO0041 Genetic Testing
. . REQUIRED REQUIRED noted.
equivalents): HLA-A. -B. and -
HLA Class | typing, low resolution . T . ) . .
81372 (e.g., antigen equivalents): PRIOR A%TE%%ITLQZSJION NOT PRIOR ALIJ?TEI-(I)OURI’II?ZQ;I'ION NOT PG0041 Genetic Testing rF:cr)ltc;rdauthonza\tlon is required for ALL genetic testing unless otherwise
complete (i.e.. HLA-A. -B. and -C) )
HLA Class | typing, low resolution . ST . . . .
81373 (e.g.. antigen equivalents); one PRIOR A%TE%%T;ZQJION NOT PRIOR ALJRTE%OUF:;Z:JK)N NOT PGO041 Genetic Testing rl?(:ltt()erdauthonza’uon is required for ALL genetic testing unless otherwise
locus (e.a.. HLA-A. -B. or -C). each :
HLA Class | typing, low resolution . T . . . .
81374 (e.g., antigen equivalents): one PRIOR AUTHORIZATION NOT PRIOR AUTHORIZATION NOT PG0041 Genetic Testing Prior authorization is required for ALL genetic testing unless otherwise
- . REQUIRED REQUIRED noted.
antiaen eauivalent (e.a.. B*27).
HLA Class Il typing, low resolution . ST . . . .
81375 (e.g., antigen equivalents); HLA- PRIOR A%TE%%T;ZQJION NOT PRIOR ALJRTE%OUF:;Z:JK)N NOT PGO041 Genetic Testing rl?(:ltt()erdauthonza’uon is required for ALL genetic testing unless otherwise
DRB1/3/4/5 and -DOB1 :
HLA Class Il typing, low resolution . T . . . .
81376 (e.g., antigen equivalents): one PRIOR A%TEI-(ID%R"IQZ;JION NOT PRIOR AL}J?TEI-IQOUF\I’:?Z;I;I'ION NOT PG0041 Genetic Testing rF:(r)ltc::‘rdauthor|za\tlon is required for ALL genetic testing unless otherwise
locus (e.0.. HLA-DRB1/3/4/5. - .
HLA Class Il typing, low resolution . N . ) . ;
81377 (e.g., antigen equivalents); one PRIOR AUTHORIZATION NOT | PRIOR AUTHORIZATION NOT PGO041 Genetic Testing Prior authorization is required for ALL genetic testing unless otherwise
. ) REQUIRED REQUIRED noted.
antigen equivalent. each _
HLA. Class | typing, high resolution PRIOR AUTHORIZATION NOT PRIOR AUTHORIZATION NOT . . Prior authorization is required for ALL genetic testing unless otherwise
81378 (i.e., alleles or allele groups); REQUIRED REQUIRED PGO0041 Genetic Testing noted
complete (i.e.. HLA-A. -B. and -C) .
HLA Class | typing, high resolution | 50,32 A UTHORIZATION NOT | PRIOR AUTHORIZATION NOT . . |Prior authorization is required for ALL genetic testing unless otherwise
81379 (i.e., alleles or allele groups); REQUIRED REQUIRED PGO0041 Genetic Testing noted
complete (i.e.. HLA-A. -B. and -C) :
H.LA Class | typing, high resqlutlon PRIOR AUTHORIZATION NOT PRIOR AUTHORIZATION NOT . . Prior authorization is required for ALL genetic testing unless otherwise
81380 (i.e., alleles or allele groups); one REQUIRED REQUIRED PG0041 Genetic Testing noted
locus (e.a.. HLA-A. -B. or -C). each _ _ )
HLA Class I typing, high resolution PRIOR AUTHORIZATION aﬁfg%“gﬁffi':_;i;ggg&
81381 (i.e., alleles or allele groups); one PRIOR AUTHORIZATION REQUIRED - FOLLOW HLA-B5701 Prior authorization is required for ALL genetic testing unless otherwise
allele or allele group (e.g., REQUIRED - INTERQUAL MEDICARE COVERAGE ) ) noted.
B*57:01P), each CRITERIA Pharmacogenetic Testing
R i Archived 09/01/24
HLA Class Il typing, high resolution| oo,y AUTHORIZATION NOT | PRIOR AUTHORIZATION NOT . . |Prior authorization is required for ALL genetic testing unless otherwise
81382 (i.e., alleles or allele groups); one REQUIRED REQUIRED PG0041 Genetic Testing noted
locus (e.q.. HLA-DRB1. -DRB3. - )
HLA Class Il typing, high resolution| oo,y AUTHORIZATION NOT | PRIOR AUTHORIZATION NOT . . |Prior authorization is required for ALL genetic testing unless otherwise
81383 (i.e., alleles or allele groups); one PGO0041 Genetic Testing
REQUIRED REQUIRED noted.
allele or allele aroup (e.a.. HLA-
MoleE:I\zIpla;fgloi?/s;)gcedure, PRIOR AUTHORIZATION PG0041 Genetic Testing
81400 identification of s)iln e lgr.r’nline PRIOR AUTHORIZATION REQUIRED - FOLLOW and PG0442 Carrier Prior authorization is required for ALL genetic testing unless otherwise
- ge g ; REQUIRED - INTERQUAL MEDICARE COVERAGE Screening for Genetic  |noted.
variant [e.g., SNP] by techniques .
L CRITERIA Diseases
such as restriction enzyme
Ly e e PRioR AUTHORZATION | FEOTET S Ter,
81401 methviated vlgr.i’ant or 1 sor;watic PRIOR AUTHORIZATION REQUIRED - FOLLOW Profiling of Melar?omas- Prior authorization is required for ALL genetic testing unless otherwise
via . : REQUIRED - INTERQUAL MEDICARE COVERAGE ng noted.
variant [typically using CRITERIA Archived 07/01/2024,
nonsequencing target variant PG0302 Genetic Testing
Mféice‘:'gr(ggatiol'gg%’,\’fgzcz%e’ PRIOR AUTHORIZATION
81402 methylated variants, or 2-10 PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0041 Genetic Testing Prior authorization is required for ALL genetic testing unless otherwise

somatic variants [typically using
non-seguencing target variant

REQUIRED - INTERQUAL

MEDICARE COVERAGE
CRITERIA

noted.




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Medical Policy Special Instructions - Notes
Insurance Plans Plans
e PRIOR AuTHORZATION | PO CTE
81403 " DN% - J;nce analgsis PRIOR AUTHORIZATION REQUIRED - FOLLOW for Lo e 1 ang Prior authorization is required for ALL genetic testing unless otherwise
v q analysis, REQUIRED - INTERQUAL MEDICARE COVERAGE ynen Sy noted.
analysis of >10 amplicons using CRITERIA Polyposis Syndromes
multiplex PCR in 2 or more Archived 08/01/24, PG0442
o ey e PROR AHOREATION | [0 Senet e
81404 b DNAgyse uche analvsis PRIOR AUTHORIZATION REQUIRED - FOLLOW for Genetic Diseases 9 |Prior authorization is required for ALL genetic testing unless otherwise
Y € anaysis, REQUIRED - INTERQUAL MEDICARE COVERAGE . > |noted.
mutation scanning or PG0467 Genetic Testing
L . N CRITERIA .
duplication/deletion variants of 6- for Epilepsy
Le'\\”/‘e"leg‘(‘('fr Zﬁ:flsoig);?gigd:;ihs PRIOR AUTHORIZATION PG0041 Genetic Testing,
81405 b DNgA’ se u):ance analysis PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0412 Genetic Testing |Prior authorization is required for ALL genetic testing unless otherwise
Y >€q anaysis, REQUIRED - INTERQUAL MEDICARE COVERAGE Age-Related Macular ~ |noted.
mutation scanning or CRITERIA Degeneration
duplication/deletion variants of 11- Y
o o PrioR AuTHORzATION | £ e
81406 xons b DN%A yn nalvsi PRIOR AUTHORIZATION REQUIRED - FOLLOW for Lynch Syndrom ng Prior authorization is required for ALL genetic testing unless otherwise
exons by DIVA Sequence analysis, | - pEQUIRED - INTERQUAL MEDICARE COVERAGE or Lynch Sy € and | oted.
mutation scanning or CRITERIA Polyposis Syndromes
duplication/deletion variants of 26- Archived 08/01/24, PG0442
Molecular pathology procedure
. PRIOR AUTHORIZATION . .
81407 exti\s/ek! 8|§?\19A’ 22612/::150?;”6;35 PRIOR AUTHORIZATION REQUIRED - FOLLOW PSr?C?APlG%i%?I(CSZ::iI:g Prior authorization is required for ALL genetic testing unless otherwise
y OINA sequen Y3151 REQUIRED - INTERQUAL MEDICARE COVERAGE . . noted.
mutation scanning or Testing for Epilepsy
- : - CRITERIA
duplication/deletion variants of >50
e ey PROR aHOREATION | O S T
81408 Xene in (e'?r'{ ? agiess DNA PRIOR AUTHORIZATION REQUIRED - FOLLOW a Testing f ;3 etic Prior authorization is required for ALL genetic testing unless otherwise
exons inasingle gene by DINA REQUIRED - INTERQUAL MEDICARE COVERAGE esting for noted.
sequence analysis) FBN1 (fibrillin CRITERIA Dystrophinopathies
1) (e.q., Marfan syndrome), full (Duchenne and Becker
A&Z‘;ﬁ‘i}yzfﬂiﬂ‘r’;‘e"'nga‘S'OSié‘:f' PRIOR AUTHORIZATION PG0041 Genetic Testing
81410 syndrome )I/Ehler Da’nlos)s/ ndrome PRIOR AUTHORIZATION REQUIRED - FOLLOW and PG0453 Germline  |Prior authorization is required for ALL genetic testing unless otherwise
Y tvpe I’V arterial tortugsit REQUIRED - INTERQUAL MEDICARE COVERAGE Multi-Gene Panel Testing- [noted.
ype 1, arterlal « Y CRITERIA Archived 080124
syndrome); duplication/deletion
A,SI"'; infﬂcrn?: orl_d"a“ogi (fzg' PRIOR AUTHORIZATION PG0041 Genetic Testing
81411 . n(io?n:éhle‘: D‘Zm;sefn dreome PRIOR AUTHORIZATION REQUIRED - FOLLOW and PG0453 Germline | Prior authorization is required for ALL genetic testing unless otherwise
Y t IYV rterial tort Y it REQUIRED - INTERQUAL MEDICARE COVERAGE Multi-Gene Panel Testing- |noted.
ype IV, arterial tortuosity CRITERIA Archived 080124
syndrome); duplication/deletion
e o, eroR aomzATION | T el [
81412 Canavan disg:alse o sti)é fibrosié PRIOR AUTHORIZATION REQUIRED - FOLLOW Gene Panel Testing- Prior authorization is required for ALL genetic testing unless otherwise
L ’ y_ - REQUIRED - INTERQUAL MEDICARE COVERAGE . 9 noted.
familial dysautonomia, Fanconi CRITERIA Archived 080124, and
anemia aroup C, Gaucher disease, PG0442 Carrier Screening
o e e
81413 s ndr%me syhort QT’s ndgrome PRIOR AUTHORIZATION REQUIRED - FOLLOW Gene Panel Testing- Prior authorization is required for ALL genetic testing unless otherwise
Y L . 4 C REQUIRED - INTERQUAL MEDICARE COVERAGE - 9 noted.
catecholaminergic polymorphic CRITERIA Archived 080124, and
ventricular tachycardia); genomic PG0280 Genetic Testing
e e e
81414 s ndr%me syhort QT's nt?rome PRIOR AUTHORIZATION REQUIRED - FOLLOW Gene Panel Testing- Prior authorization is required for ALL genetic testing unless otherwise
Y  Short &7 sy € REQUIRED - INTERQUAL MEDICARE COVERAGE ; 9 |noted.
catecholaminergic polymorphic CRITERIA Archived 080124, and

ventricular tachycardia):

PG0280 Genetic Testing




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Medical Policy Special Instructions - Notes
Insurance Plans Plans
Exome (eg, unexplained PRIOR AUTHORIZATION 73%0(;):513%992(:1?“%19!\;32?—’
81415 constitutional ogryherita‘lj)le disorder PRIOR AUTHORIZATION REQUIRED - FOLLOW Gene Panel Testing- Prior authorization is required for ALL genetic testing unless otherwise
. ) REQUIRED - INTERQUAL MEDICARE COVERAGE ) 9 noted.
or syndrome); sequence analysis CRITERIA Archived 080124, and
PG0468 Whole Exome
Exome (eg, unexplained PG0041 Genetic Testing,
constitutional or heritable disorder ALY MOl 2310 PG0453 Germline Multi- . T . . . .
81416 or syndrome): sequence analysis PRIOR AUTHORIZATION REQUIRED - FOLLOW Gene Panel Testing- Prior authorization is required for ALL genetic testing unless otherwise
4 + S€q Y3151 REQUIRED - INTERQUAL MEDICARE COVERAGE ' 9 |noted.
each comparator exome (eg, CRITERIA Archived 080124, and
parents, siblinas) (List separately PG0468 Whole Exome
Exome (eg, unexplained PRIOR AUTHORIZATION PG0041 Genetic Testing,
61417 Co()r‘f;'“r‘]t('j‘:gﬂe‘;f :‘:Z‘j‘:l:fagfﬁﬁer PRIOR AUTHORIZATION REQUIRED - FOLLOW Pg(::]23p(;§;wzztm“!t" Prior authorization is required for ALL genetic testing unless otherwise
e e REQUIRED - INTERQUAL MEDICARE COVERAGE ) 9 noted.
previously obtained exome CRITERIA Archived 080124, and
seguence (eq, updated knowledge PG0468 Whole Exome
Drug metabolism (eg, PRIOR AUTHORIZATION PG0041 Genetic Testing,
pharmacogenomics) genomic PG0453 Germline Multi- |Prior authorization is required for ALL genetic testing unless otherwise
. PRIOR AUTHORIZATION REQUIRED - FOLLOW . . .
81418 sequence analysis panel, must REQUIRED - INTERQUAL MEDICARE COVERAGE Gene Panel Testing- noted. Changed Commercial plans from noncovered to covered with a
include testing of at least 6 genes, CRITERIA Archived 080124, and  |prior authorization-interqual, effective 11/01/2024
including CYP2C19. CYP2D6. and PG0368 Pharmacodaenomic
Epilepsy genomic sequence PRIOR AUTHORIZATION PGO0041 Genetic Testing,
analysis panel, must include PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0453 Germline Mulu— Prior authorization is required for ALL genetic testing unless otherwise
81419 analyses for ALDH7A1,CACNALA, REQUIRED - INTERQUAL MEDICARE COVERAGE Gene Panel Testing- noted
CDKL5, CHD2, GABRG2, CRITERIA Archived 080124, and ’
GRIN2A, KCNOQ2, MECP2, PG0467 Genetic Testing
81420 't:riestslnfhrzolmomsc?r:?)es‘i)i:]e;’))lofrzlo(ri?c' PRIOR AUTHORIZATION PRIOR AUTHORIZATION aigg‘géz(;?ﬁgrﬁ—:;s?s?\?e Prior authorization is required for ALL genetic testing unless otherwise
yeh v 9 REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL POLICY ' noted.
seauence analvsis panel. Prenatal Screenina
mic':g;i]lgggzg‘)’zoemnz:mc PRIOR AUTHORIZATION
) : REQUIRED - FOLLOW . . Prior authorization is required for ALL genetic testing unless otherwise
81422 sequence angly5|s (eg. DiGeorge NON-COVERED MEDICARE COVERAGE PGO0041 Genetic Testing noted.
syndrome, Cri-du- chat syndrome), CRITERIA
circulating cell-free fetal DNA in
Genome (e unexplained PRIOR AUTHORIZATION PG0468 Whole Exome
81425 constitutional o.rgHeritabﬁa disorder PRIOR AUTHORIZATION REQUIRED - FOLLOW Sequencing (WES) and  [Prior authorization is required for ALL genetic testing unless otherwise
. X REQUIRED - INTERQUAL MEDICARE COVERAGE Whole Genome noted.
or syndrome); sequence analysis CRITERIA Sequencing (WGS)
COnf;ﬁﬁg“:ﬁf%ﬁ;g:ﬁgj?;‘: der PRIOR AUTHORIZATION PG0468 Whole Exome
81426 or syndrome); sequence analysis PRIOR AUTHORIZATION REQUIRED - FOLLOW Sequencing (WES) and  [Prior authorization is required for ALL genetic testing unless otherwise
Y 59 Y3151 REQUIRED - INTERQUAL MEDICARE COVERAGE Whole Genome noted.
each comparator genome (e.g., CRITERIA Sequencing (WGS)
parents, siblings) (List separately
Confﬁﬂﬁg”;f%fm;{:ggzﬂ?ﬁ der PRIOR AUTHORIZATION PG0468 Whole Exome
81427 or syndrome); re-evaluation of PRIOR AUTHORIZATION REQUIRED - FOLLOW Sequencing (WES) and |Prior authorization is required for ALL genetic testing unless otherwise
" o REQUIRED - INTERQUAL MEDICARE COVERAGE Whole Genome noted.
previously obtained genome CRITERIA Sequencing (WGS)
sequence (e.qg., updated
izzrr'i’;g 'lcc’)zz (E%hr;?r;sm(:;mc PRIOR AUTHORIZATION PG0041 Genetic Testing
81430 Pendr?ed s Hdrome)'y enomic' PRIOR AUTHORIZATION REQUIRED - FOLLOW and PG0453 Germline  |Prior authorization is required for ALL genetic testing unless otherwise
Y me): 9 REQUIRED - INTERQUAL MEDICARE COVERAGE Multi-Gene Panel Testing- |noted.
sequence analysis panel, must CRITERIA Archived 080124
include sequencing of at least 60
';'zzrr'i’r‘lg 'lgzz (Eihr;‘r’gsm‘:;mc PRIOR AUTHORIZATION PG0041 Genetic Testing
9 ’ Y . ! PRIOR AUTHORIZATION REQUIRED - FOLLOW and PG0453 Germline  |Prior authorization is required for ALL genetic testing unless otherwise
81431 Pendred syndrome);

duplication/deletion analysis panel,
must include copy number

REQUIRED - INTERQUAL

MEDICARE COVERAGE
CRITERIA

Multi-Gene Panel Testing-
Archived 080124

noted.




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Medical Policy Special Instructions - Notes
Insurance Plans Plans
e e s erioR AuTHoRZATION | ECULEETE
81432 cancer heredgi’£ar ovaria)r; cancer PRIOR AUTHORIZATION REQUIRED - FOLLOW for Breast and Ovariang Prior authorization is required for ALL genetic testing unless otherwise
. Y X o REQUIRED - INTERQUAL MEDICARE COVERAGE - noted.
hereditary endometrial cancer); Cancers-Archived 090124,
R X CRITERIA X
genomic sequence analysis panel, and PG0453 Germline
e e e e T R
81433 cancer herfadgi;{ar ovariaﬁ cancer PRIOR AUTHORIZATION REQUIRED - FOLLOW for Breast and Ovariang Prior authorization is required for ALL genetic testing unless otherwise
. Y X ! REQUIRED - INTERQUAL MEDICARE COVERAGE . noted.
hereditary endometrial cancer); CRITERIA Cancers--Archived 090124,
duplication/deletion analysis panel. and PG0453 Germline
Herreet?rlﬁrsy riet;‘:'n?(';‘;rdl_eé;éfg’ PRIOR AUTHORIZATION PG0041 Genetic Testing
81434 con enitalpagwaurosis 'cone—rod PRIOR AUTHORIZATION REQUIRED - FOLLOW and PG0453 Germline  |Prior authorization is required for ALL genetic testing unless otherwise
d s?ro hy), genomic ‘Se uence REQUIRED - INTERQUAL MEDICARE COVERAGE Multi-Gene Panel Testing- [noted.
ystrophy), g °d CRITERIA Archived 080124
analysis panel, must include
e ot erioR auTHoRZATION | 270 O T
81435 h n?yrtym ¥1drom ’C wden PRIOR AUTHORIZATION REQUIRED - FOLLOW for Lynch Syndrom ng Prior authorization is required for ALL genetic testing unless otherwise
amartoma syndrome, t.owder REQUIRED - INTERQUAL MEDICARE COVERAGE or Lynch >y € and | oted.
syndrome, familial adenomatosis CRITERIA Polyposis Syndrome
polyposis): aenomic seauence Archived 08/01/24. and
e o e eRIOR auTHORZATION | (07 S T
81436 harr?értgma S ):1drome ’Cowden PRIOR AUTHORIZATION REQUIRED - FOLLOW for Lynch Syndrome ang Prior authorization is required for ALL genetic testing unless otherwise
N : . REQUIRED - INTERQUAL MEDICARE COVERAGE yneh Sy noted.
syndrome, familial adenomatosis CRITERIA Polyposis Syndrome
polyposis); duplication/deletion Archived 08/01/24, and
'L?;i?gg;’ (’;e“rr?]i’;ﬁ;rr'”fhtig‘igr PRIOR AUTHORIZATION PG0041 Genetic Testing
81437 rcinom gr thyroid cy rci)rlmm PRIOR AUTHORIZATION REQUIRED - FOLLOW and PG0453 Germline  |Prior authorization is required for ALL genetic testing unless otherwise
Cf; c" " r?t’ pﬁ ach{;’mo a o ar" REQUIRED - INTERQUAL MEDICARE COVERAGE Multi-Gene Panel Testing- |noted.
alignant pneo ocytoma o CRITERIA Archived 080124
paraganglioma; genomic sequence
F;?;?é‘:r’é’ ée”r;‘z';i‘;gr'“fhﬂgg' PRIOR AUTHORIZATION PG0041 Genetic Testing
81438 carcinoma a?r’ath roid c);rci)r:oma PRIOR AUTHORIZATION REQUIRED - FOLLOW and PG0453 Germline  |Prior authorization is required for ALL genetic testing unless otherwise
mali nant’ pheochyromoc oma or’ REQUIRED - INTERQUAL MEDICARE COVERAGE Multi-Gene Panel Testing- [noted.
gnant p omocyt CRITERIA Archived 080124
paraganglioma;
o o o erioR auTHORzATION | £ T
81439 y%ilatez Cerdiom Y tf] Vi PRIOR AUTHORIZATION REQUIRED - FOLLOW for Cardiac Condition g 4|Prior authorization is required for ALL genetic testing unless otherwise
rdlomyopatny, REQUIRED - INTERQUAL MEDICARE COVERAGE or L-ardiac Lonaitions, andp, oy
arrhythmogenic right ventricular PG0453 Germline Multi-
. . CRITERIA .
cardiomyopathy), genomic Gene Panel Testing-
Nuc'zi’e‘;rz‘;"di‘il:‘:(')ﬁ??:';?”a' PRIOR AUTHORIZATION PG0041 Genetic Testing
81440 m ogathic h?avnot s 9 snomic PRIOR AUTHORIZATION REQUIRED - FOLLOW and PG0453 Germline  |Prior authorization is required for ALL genetic testing unless otherwise
;’epuencep anelyfnu s){ i% i REQUIRED - INTERQUAL MEDICARE COVERAGE Multi-Gene Panel Testing- |noted.
quence pane, CRITERIA Archived 080124
analysis of at least 100 genes.
. ':g;rr']i‘i t()|(|)3nnj F";?r(rg"" ::a;:::('f)nl PRIOR AUTHORIZATION PG0041 Genetic Testing
81441 ;/nemia dvskeratosis (?én enita PRIOR AUTHORIZATION REQUIRED - FOLLOW and PG0453 Germline  |Prior authorization is required for ALL genetic testing unless otherwise
L Y g. ’ REQUIRED - INTERQUAL MEDICARE COVERAGE Multi-Gene Panel Testing- |noted.
Diamond-Blackfan anemia, ;
) CRITERIA Archived 080124
Shwachman-Diamond syndrome,
mgggzz Zpﬁztrrc)“nld'cs;’;iifa(c?g: PRIOR AUTHORIZATION PG0041 Genetic Testing
81442 cutaneouys s ndroyme Costello PRIOR AUTHORIZATION REQUIRED - FOLLOW and PG0453 Germline  |Prior authorization is required for ALL genetic testing unless otherwise
syndrome LE%)PARD‘S ndrome REQUIRED - INTERQUAL MEDICARE COVERAGE Multi-Gene Panel Testing- |noted.
4 * 4 : CRITERIA Archived 080124

Noonan-like syndrome), genomic




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Medical Policy Special Instructions - Notes
Insurance Plans Plans
heited conditons (o, yaic PRIOR AUTHORIZATION | .05, C, So (0D
h . A 9: CY PRIOR AUTHORIZATION REQUIRED - FOLLOW . Prior authorization is required for ALL genetic testing unless otherwise
81443 fibrosis, Ashkenazi Jewish- Gene Panel Testing-
- ; REQUIRED - INTERQUAL MEDICARE COVERAGE . noted.
associated disorders [eg, Bloom Archived 080124, PG0442
: CRITERIA : )
syndrome, Canavan disease, Carrier Screening for
Tanalyss paneh ol ogan PRIOR AUTHORIZATION | 7 e e i
81445 neo Iasr¥1 DEA an’al sis aid RNA PRIOR AUTHORIZATION REQUIRED - FOLLOW Somatic Testin Panelsg Prior authorization is required for ALL genetic testing unless otherwise
plasm, ySIS, REQUIRED - INTERQUAL MEDICARE COVERAGE ( ; 9) noted.
analysis when performed, 5-50 CRITERIA for Solid Cancer Tumors
genes (ea. ALK, BRAF, CDKN2A., and Hematoloaic
'("'f'eg':]";%gter,'\;’;‘sf'T’;i‘t’r:"za‘a"s'sz PRIOR AUTHORIZATION | PGO041 Genetic Testing
81448 ga’ra legia), genomic se ’uepnce PRIOR AUTHORIZATION REQUIRED - FOLLOW and PG0453 Germline  |Prior authorization is required for ALL genetic testing unless otherwise
pan§| Sgi’s ’a%el it inqclu . REQUIRED - INTERQUAL MEDICARE COVERAGE Multi-Gene Panel Testing- |noted.
VSIS pane : CRITERIA Archived 080124
sequencing of at least 5 peripheral
Tl g e PRIOR AUTHORZATION | PO TR
ysIS p ' g PRIOR AUTHORIZATION REQUIRED - FOLLOW - ; X Prior authorization is required for ALL genetic testing unless otherwise
81449 neoplasm, 5-50 genes (eg, ALK, REQUIRED - INTERQUAL MEDICARE COVERAGE Profiling (Somatic Testing) noted
BRAF, CDKN2A, EGFR, ERBB2, CRITERIA Panels for Solid Cancer '
KIT. KRAS. MET. NRAS. Tumors and Hematologic
anatyes pane, hemaroymphod PRIOR AUTHORIZATION | "0 Mol ol
81450 ngo Ia’;m or’ disordery D%A PRIOR AUTHORIZATION REQUIRED - FOLLOW Profiling (Somatic Testing) Prior authorization is required for ALL genetic testing unless otherwise
P ' REQUIRED - INTERQUAL MEDICARE COVERAGE 9 ; 9 |noted.
analysis, and RNA analysis when CRITERIA Panels for Solid Cancer
performed, 5-50 genes (eq. BRAF, Tumors and Hematologic
anayes panch, hematohmphod PRIOR AUTHORIZATION | "0 /ol (o
81451 neopl);lsmpor diéorder 5—%0 ’;enes PRIOR AUTHORIZATION REQUIRED - FOLLOW Profiling (Somatic Testing) Prior authorization is required for ALL genetic testing unless otherwise
(eg, BRAF, CEBPA, DNMT3A, REQUIRED - INTERQUAL MED'CQ';'IETS;I\;ERAGE Panels for Solid Cancer | "%
EZH2, FLT3, IDH1, IDH2, JAK2, Tumors and Hematologic
2ty ponci s organ o PRIOR AUTHORIZATION | "0 Mol ol
81455 hemat)(/)I mp hoid neo Iasgr;n DNA PRIOR AUTHORIZATION REQUIRED - FOLLOW Profiling (Somatic Testing) Prior authorization is required for ALL genetic testing unless otherwise
olymp piasm, REQUIRED - INTERQUAL MEDICARE COVERAGE 9 t 9 |noted.
analysis, and RNA analysis when Panels for Solid Cancer
CRITERIA h
performed, 51 or greater genes Tumors and Hematologic
Aty paneh s ogan o PRIOR AUTHORIZATION
. PRIOR AUTHORIZATION REQUIRED - FOLLOW . . Prior authorization is required for ALL genetic testing unless otherwise
81456 _hematolymphmd neoplasm or REQUIRED - INTERQUAL MEDICARE COVERAGE PGO0041 Genetic Testing noted.
disorder, 51 or greater genes (eg, CRITERIA
ALK, BRAF, CDKN2A, CEBPA,
SO'Q‘Z;L%?Z:Z‘;’:@Z?;pg:n“e‘?m'c PRIOR AUTHORIZATION
. ; ! PRIOR AUTHORIZATION REQUIRED - FOLLOW . ’ Prior authorization is required for ALL genetic testing unless otherwise
81457 |nterrogat!on for sequence REQUIRED - INTERQUAL MEDICARE COVERAGE PG0041 Genetic Testing noted.
variants; DNA analysis,
) s " CRITERIA
microsatellite instability
Soliglrjgea:]r:::izgﬁssriz,pg:nnecl)mlc PRIOR AUTHORIZATION
. : ’ PRIOR AUTHORIZATION REQUIRED - FOLLOW . . Prior authorization is required for ALL genetic testing unless otherwise
81458 |nt'errogl]at|on for sequence REQUIRED - INTERQUAL MEDICARE COVERAGE PGO0041 Genetic Testing noted.
variants; DNA analysis, copy
. ) ) CRITERIA
number variants and microsatelite
SO';‘ZSL%?Z:Z%‘:SZ?;pg;n“eﬁm'c PRIOR AUTHORIZATION
. : i PRIOR AUTHORIZATION REQUIRED - FOLLOW . . Prior authorization is required for ALL genetic testing unless otherwise
81459 |nte_rroga.t|on for sequence REQUIRED - INTERQUAL MEDICARE COVERAGE PG0041 Genetic Testing noted.
variants; DNA analysis or CRITERIA

combined DNA and RNA analysis,




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Medical Policy Special Instructions - Notes
Insurance Plans Plans
thle mitochondrial lgenome (eg, PRIOR AUTHORIZATION
Leigh syndrome, mitochondrial . ST . . . X
81460 encephalomyopathy. lactic PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0041 Genetic Testin Prior authorization is required for ALL genetic testing unless otherwise
_encep yopathy, lac REQUIRED - INTERQUAL MEDICARE COVERAGE 9 |noted.
acidosis, and stroke-like episodes CRITERIA
[MELASI. myoclonic epilepsy with
Sequence analyls panet celree PRIOR AUTHORIZATION
. ; ' ) REQUIRED - FOLLOW . . Prior authorization is required for ALL genetic testing unless otherwise
81462 .nuclelc aqd (eg, plasma), NON-COVERED MEDICARE COVERAGE PG0041 Genetic Testing noted.
interrogation for sequence
. . CRITERIA
variants; DNA analysis or
! . ' REQUIRED - FOLLOW . . Prior authorization is required for ALL genetic testing unless otherwise
81463 lnuclelc agld (eg, plasma), NON-COVERED MEDICARE COVERAGE PGO0041 Genetic Testing noted.
interrogation for sequence
. ) CRITERIA
variants; DNA analysis or
. : ' : REQUIRED - FOLLOW . . Prior authorization is required for ALL genetic testing unless otherwise
81464 .nuclelc agld (eg, plasma), NON-COVERED MEDICARE COVERAGE PG0041 Genetic Testing noted.
interrogation for sequence
. . CRITERIA
variants: DNA analysis or
:j’\é?;:ﬁr:”;f;hzgdr:{!gle(zomﬁ;z:%z_ PRIOR AUTHORIZATION PG0041 Genetic Testing
81465 Sayre syndrgme chrgo’nic PRIOR AUTHORIZATION REQUIRED - FOLLOW and PG0453 Germline  |Prior authorization is required for ALL genetic testing unless otherwise
yro rZssive e)étemal REQUIRED - INTERQUAL MEDICARE COVERAGE Multi-Gene Panel Testing- [noted.
prog > external CRITERIA Archived 080124
ophthalmoplegia). including
(X)T__II:;T‘(E: m;elr:?iigus:cd::;l:gn- PRIOR AUTHORIZATION PGO0041 Genetic Testing
81470 s ndro%ichLlD)' enomic PRIOR AUTHORIZATION REQUIRED - FOLLOW and PG0453 Germline  |Prior authorization is required for ALL genetic testing unless otherwise
Y n nalvsi ! gn I must REQUIRED - INTERQUAL MEDICARE COVERAGE Multi-Gene Panel Testing- |noted.
_Sequence analysis panel, mus CRITERIA Archived 080124
include sequencing of at least 60
(Xﬁ'g‘)k‘(sg intellectual disabilty | PRIOR AUTHORIZATION | PG0041 Genetic Testing
81471 N %ermic XLID); PRIOR AUTHORIZATION REQUIRED - FOLLOW and PG0453 Germline  |Prior authorization is required for ALL genetic testing unless otherwise
du Iicatio?:/deletion ene’anal sis REQUIRED - INTERQUAL MEDICARE COVERAGE Multi-Gene Panel Testing- [noted.
plc 9 ysis, CRITERIA Archived 080124
must include analysis of at least 60
PRIOR AUTHORIZATION . RIS . . . X
) Prior authorization is required for ALL genetic testing unless otherwise
Unlisted molecular pathology PRIOR AUTHORIZATION REQUIRED - FOLLOW . . . . - . )
81479 procedure REQUIRED - INTERQUAL MEDICARE COVERAGE PGO0041 Genetic Testing [noted. Percepta Genomic Sequencing Classifier (81479) is Non
Covered
CRITERIA
Autoimmune (rheumatoid arthritis), PGO0041 Genetic Testing . . . . . .
81490 analysis of 12 biomarkers using NON-COVERED PRIOR AUTHORIZATION NOT and PG0362 Vectra® DA: Prior authorization is required for ALL genetic testing unless otherwise
. . REQUIRED . noted.
immunoassavs. utilizing serum. PG0043 Experimental
Cgrzzn;;yrzrslgrgndlsrizﬁ? rERr’\ej):i— PRIOR AUTHORIZATION PG0041 Genetic Testing
81493 gme RT[’P el 2p3 engs )Lljtilizin NON-COVERED REQUIRED - FOLLOW AND PG0392 Prior authorization is required for ALL genetic testing unless otherwise
Whole perioreral blo% it 9 MEDICARE COVERAGE Cardiovascular Disease |noted.
peripher: - &g CRITERIA (CVD) Risk Testing
reported as a risk score
assays of o proteins (CA-1Z5. CRIER ATHEREATIN
i . REQUIRED - FOLLOW . . Prior authorization is required for ALL genetic testing unless otherwise
81500 and HE-4), utilizing serun_1, with NON-COVERED MEDICARE COVERAGE PG0041 Genetic Testing noted.
menopausal status, algorithm
- CRITERIA
reported as a risk score
Oncology (lovanan),' biochemical PRIOR AUTHORIZATION
assays of five proteins (CA-125, REQUIRED - FOLLOW Prior authorization is required for ALL genetic testing unless otherwise
81503 . apohpqproteln Al,.beta—z NON-COVERED MEDICARE COVERAGE PG0041 Genetic Testing noted.
microglobulin, transferring, and pre- CRITERIA

albumin), utilizing serum, algorithm
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Elite (Medicare Advantage)

Codes Code Description Medical Policy Special Instructions - Notes
Insurance Plans Plans
Oncology (tissue of origin), PRIOR AUTHORIZATION PRIOR AUTHORIZATION NOT | PG0041 Genetic Testing |55 o\ i orization is required for ALL genetic testing unless otherwise
81504 microarray gene expression and PG0364 Gene
- o REQUIRED - INTERQUAL REQUIRED ) - noted.
profilina of > 2000 aenes. utilizina Expression Profiling for
Endocrinology (type 2 diabetes), . T . ) . .
81506 biochemical assays of seven NON-COVERED NON-COVERED PG0041 Genetic Testing Eg't‘;f“tho”za“on is required for ALL genetic testing unless otherwise
analvtes (alucose. HbAlc. insulin. )
Fetal aneuploidy (trisomy 21, 18, PG0041 Genetic Testing . ST . . . .
81507 and 13) DNA sequence analysis of NON-COVERED NON-COVERED and PG0287 Non-Invasive r'?g'tzrda”th"”za“o” is required for ALL genetic testing unless otherwise
selected reaions usina maternal Prenatal Screenina )
Fetal congenital abnormalities, Prior authorization is required for ALL genetic testing unless otherwise
81508 biochemical assays of two proteins NON-COVERED NON-COVERED PGO0041 Genetic Testing noted
(PAPP-A. hCG [anv forml). )
Fetal congenital abnormalities, Prior authorization is required for ALL genetic testing unless otherwise
81509 biochemical assays of three NON-COVERED NON-COVERED PGO0041 Genetic Testing noted
proteins (PAPP-A. hCG [anv forml. :
Fetal congenital abnormalities, Prior authorization is required for ALL genetic testing unless otherwise
81510 biochemical assays of three NON-COVERED NON-COVERED PGO0041 Genetic Testing noted
analvtes (AFP. uE3. hCG lanv .
Fetal congenital abnormalities, Prior authorization is required for ALL genetic testing unless otherwise
81511 biochemical assays of four NON-COVERED NON-COVERED PG0041 Genetic Testing noted
analvtes (AFP. uE3. hCG [anv )
Fetal congenital abnormalities, Prior authorization is required for ALL genetic testing unless otherwise
81512 biochemical assays of five NON-COVERED NON-COVERED PGO0041 Genetic Testing noted
analvtes (AFP. uE3. total hCG. )
Oncology (breast), mRNA, gene PGO0041 Genetic Testin
expressgi)ér(l profiliag by realiime PRIOR AUTHORIZATION and PG0301 Genetic o . T . . . ]
81518 RT-PCR of 11 genes (7 content PRIOR AUTHORIZATION REQUIRED - FOLLOW Expression Assays for Prior authorization is required for ALL genetic testing unless otherwise
. - REQUIRED - INTERQUAL MEDICARE COVERAGE . |noted.
and 4 housekeeping), utilizing CRITERIA Breast Cancer Prognosis-
formalin- fixed paraffin embedded Archived 090124
Oncology (breast), mRNA, gene PG0041 Genetic Testin
expresgii;rg profili?’ng by realiime RO (Ol 2O and PG0301 Genetic o . T . ) . X
81519 RT-PCR of 21 genes, utilizing PRIOR AUTHORIZATION REQUIRED - FOLLOW Expression Assays for Prior authorization is required for ALL genetic testing unless otherwise
L ) REQUIRED - INTERQUAL MEDICARE COVERAGE . noted.
formalin- fixed paraffin embedded CRITERIA Breast Cancer Prognosis-
tissue, algorithm reported as Archived 090125
Oncology (breast), mMRNA gene PGO0041 Genetic Testin
expresg;cfn profil)ing by hygbrid PRIOR AUTHORIZATION and PG0301 Genetic o . . . . . .
81520 capture of 58 genes (50 content PRIOR AUTHORIZATION REQUIRED - FOLLOW Expression Assays for Prior authorization is required for ALL genetic testing unless otherwise
- e REQUIRED - INTERQUAL MEDICARE COVERAGE . |noted.
and 8 housekeeping), utilizing CRITERIA Breast Cancer Prognosis-
formalin-fixed paraffin embedded Archived 090126
Oncology (breast), mMRNA, PGO0041 Genetic Testin
microar?a};/(gene e)xpression ORIz IO and PG0301 Genetic o . T . ) . X
81521 profiling of 70 content genes and PRIOR AUTHORIZATION REQUIRED - FOLLOW Expression Assays for Prior authorization is required for ALL genetic testing unless otherwise
! s REQUIRED - INTERQUAL MEDICARE COVERAGE . noted.
465 housekeeping genes, utilizing CRITERIA Breast Cancer Prognosis-
fresh frozen or formalin-fixed Archived 090127
Oncolo breast), mRNA, gene PG0041 Genetic Testin
expressi?rg (profiling by RT-P??{C of PRIOR AUTHORIZATION and PG0301 Genetic o . T . . . .
81522 12 genes (8 content and 4 PRIOR AUTHORIZATION REQUIRED - FOLLOW Expression Assays for Prior authorization is required for ALL genetic testing unless otherwise
: L i REQUIRED - INTERQUAL MEDICARE COVERAGE . |noted.
housekeeping), utilizing formalin- CRITERIA Breast Cancer Prognosis-
fixed paraffin-embedded tissue. Archived 090128
Oncology (breast), mMRNA, next- PGO0041 Genetic Testin
generga):it()n seqL)Jencing gene PRIOR AUTHORIZATION and PG0301 Genetic o ) N ' . . ]
81523 expression profiling of 70 content PRIOR AUTHORIZATION REQUIRED - FOLLOW Expression Assays for Prior authorization is required for ALL genetic testing unless otherwise
; REQUIRED - INTERQUAL MEDICARE COVERAGE . |noted.
genes and 31 housekeeping CRITERIA Breast Cancer Prognosis-
genes, utilizing formalin-fixed Archived 090129
Oncology (colon), MRNA, gene PG0041 Genetic Testing
81525 expression profiling by real-time NON-COVERED PRIOR AUTHORIZATION NOT and PG0357 Gene

RT-PCR of 12 aenes (7 content

REQUIRED

Expression Profilina for
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Oncology (colorectal) screening, PG0041 Genetic Testing
81528 quantitative real- time target and BRIOR A%TE%%T;ZQJ IO 2T IFRIIO A%TE%OU'T:?ZQJ ION NOT and PG0065 Colorectal
signal amplification of 10 DNA Cancer Screening_
e e PROR ATTHOREATION | OO0 e
81529 b real-'tigme RT-FF)’CR of 32 enei PRIOR AUTHORIZATION REQUIRED - FOLLOW Expression Profiling of Prior authorization is required for ALL genetic testing unless otherwise
Y ge REQUIRED - INTERQUAL MEDICARE COVERAGE P ng noted.
(28 content and 3 housekeeping), CRITERIA Melanomas-Archived
utilizina formalin-fixed paraffin 07/01/2024
Oncology (gynecologic), live tumor PG0122 In Vitro
81535 cell culture and chemotherapeutic NON-COVERED NON-COVERED Chemoresistance & NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
response bv DAPI stain and Chemosensitivity Assavs
Oncology (gynecologic), live tumor PGO0122 In Vitro
81536 cell culture and chemotherapeutic NON-COVERED NON-COVERED Chemoresistance & NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
response bv DAPI stain and Chemosensitivity Assavs
et T e
81538 P including am 'I)oid A uti?izin ! PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0041 Genetic Testing |Prior authorization is required for ALL genetic testing unless otherwise
9 amyx | ng REQUIRED - INTERQUAL MEDICARE COVERAGE and PG0111 VeriStrat® [noted.
serum, prognostic and predictive CRITERIA
algorithm reported as good versus i i
81539 caisgglog%((:zggig:l‘izspa:;i:ﬁur PRIOR AUTHORIZATION PRIOR AUTHORIZATION :n?iogé%);ingli;ie:gz% Prior authorization is required for ALL genetic testing unless otherwise
broteins (Total PSA. Frea psa. | REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL POLICY | “0 = "0/ = © " |noted.
Oncology (tumor of unknown PGO0041 Genetic Testing . N . . . )
81540 origin), MRNA, gene expression NON-COVERED PRIOR AURTEI-IQOUR”I?Z;JION NOT and PG0364 Gene IF:cr)ltc;rdrsluth0r|zatlon is required for ALL genetic testing unless otherwise
profilina bv real-time RT-PCR of Expression Profilina for )
c;chle(;%’o(r?rorztﬁ?' tr)’n Fi’;‘{:_g;le PRIOR AUTHORIZATION :n?iogé%);ingli;ie:gz% Prior authorization is required for ALL genetic testing unless otherwise
81541 RT?P R of fe engs (3’3 T eontort PRIOR AUTHORIZATION REQUIRED - FOLLOW Brotein Bromarkers for |10ted: 02/01/2024 Changed Commercial coverage from NonCovered
gene s REQUIRED - INTERQUAL MEDICARE COVERAGE ) ) ) to Covered with a PA-PG0367 Genetic and Protein Biomarkers for
and 15 housekeeping), utilizing Diagnosis and Risk . . X
o X CRITERIA Diagnosis and Risk Assessment of Prostate Cancer
formalin- fixed paraffin embedded Assessment of Prostate
o ot e PRORaHOREATION | PP e et
81542 rofilin ofyzgz conter?t cnes PRIOR AUTHORIZATION REQUIRED - FOLLOW Protein Biomarkers for Prior authorization is required for ALL genetic testing unless otherwise
profiling of 2= content genes, REQUIRED - INTERQUAL MEDICARE COVERAGE . A : noted.
utilizing formalin-fixed paraffin- CRITERIA Diagnosis and Risk
embedded tissue, algorithm Assessment of Prostate
Oncology (thyroid), MRNA, gene | ooy AUTHORIZATION NOT | PRIOR AUTHORIZATION NOT | PCO04L Genetic Testing 1o o i orization is required for ALL genetic testing unless otherwise
81546 expression analysis of 10,196 and PG0298 Molecular
i ) REQUIRED REQUIRED o noted.
genes, utilizing fine Markers in Fine Needle
methylaton profing by reabime PRIOR AUTHORIZATION | 0 o e
81551 PCRyof 3 tfnes (GQSTypl APC PRIOR AUTHORIZATION REQUIRED - FOLLOW Protein Biomarkers for Prior authorization is required for ALL genetic testing unless otherwise
genes N REQUIRED - INTERQUAL MEDICARE COVERAGE . . ; noted.
RASSF1), utilizing formalin-fixed CRITERIA Diagnosis and Risk
paraffin embedded tissue, Assessment of Prostate
needle aspirate, algorithm reported PRIOR AUTHORIZATION PG;)r(])(;lng(e)ﬁchZens;ng
81552 as a categorical result (eg, benign PRIOR AUTHORIZATION REQUIRED - FOLLOW Expression Profiling of Prior authorization is required for ALL genetic testing unless otherwise
or suspicious) (Afirma Genomic REQUIRED - INTERQUAL MEDICARE COVERAGE P . 9 noted.
Sequencing Classifier) CRITERIA Melanomas-Archived
q 9 07/01/2024
pumonary Throst [IPFD. mRUA CRIER ATHEREATIN
R o ! REQUIRED - FOLLOW . . Prior authorization is required for ALL genetic testing unless otherwise
81554 gene expression analysis of .190 NON-COVERED MEDICARE COVERAGE PG0041 Genetic Testing noted.
genes, utilizing transbronchial CRITERIA
biopsies. diagnostic algorithm
Transplantation medicine (allograft . TR . . . .
81560 rejection, pediatric liver and small NON-COVERED NON-COVERED PG0041 Genetic Testing sg't‘:da“tho”za“on is required for ALL genetic testing unless otherwise
bowel). measurement of donor and )
Cardiology (heart transplant), PG0041 Genetic Testing . T . . . .
81595 MRNA, gene expression profiling PRIOR AUTHORIZATION NOT PRIOR AUTHORIZATION NOT and PG0525 Molecular Prior authorization is required for ALL genetic testing unless otherwise

bv real-time guantitative PCR of 20

REQUIRED

REQUIRED

Testina for Solid Oraan

noted.
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Infectious disease, chronic . TR . ) . .
- ’ N ; PRIOR AUTHORIZATION PRIOR AUTHORIZATION . . Prior authorization is required for ALL genetic testing unless otherwise
81596 hepatitis C virus (HCV) infection, | pe o jirep - MEDICAL POLICY | REQUIRED - MEDICAL poLicy | PG0041 Genetic Testing |
six biochemical assavs (ALT. A2- i i
PRIOR AUTHORIZATION ;’ ggff; gf:??fiﬁgn
81599 Unlisted multianalyte assay with PRIOR AUTHORIZATION REQUIRED - FOLLOW Profiling of Melar?omas- Prior authorization is required for ALL genetic testing unless otherwise
algorithmic analysis REQUIRED - INTERQUAL MEDICARE COVERAGE ng noted.
CRITERIA Archived 07/01/2024,
PG0298 Molecular Markers
Lipoprotein, blood; electrophoretic PGO392 Cardiovascular
83700 poprotein, ' oph NON-COVERED NON-COVERED Disease (CVD) Risk
separation and quantitation }
Testing
Lipoprotein, blood; high resolution
83701 pop 9 fIpop NON-COVERED NON-COVERED Disease (CVD) Risk
subclasses when performed (e.g., .
. Testing
electrophoresis,
ultracentrifugation)
Lipoprotein, blood; quantitation of
lipoprotein particle numbers and PG0392 Cardiovascular
83704 lipoprotein particle subclasses NON-COVERED NON-COVERED Disease (CVD) Risk
(e.g., by nuclear magnetic Testing
resonance spectroscopy)
Lipoprotein, direct measurement; PG0392 Cardiovascular
83719 pop ’ ’ NON-COVERED NON-COVERED Disease (CVD) Risk
VLDL cholesterol f
Testing
Lipoprotein, direct measurement; PGO392 Cardiovascular
83722 pop ! ! NON-COVERED NON-COVERED Disease (CVD) Risk
small dense LDL cholesterol }
Testing
PG0392 Cardiovascular
83876 Myeloperoxidase (MPO) NON-COVERED NON-COVERED Disease (CVD) Risk
Testing
PRIOR AUTHORIZATION
- PRIOR AUTHORIZATION REQUIRED - FOLLOW .
83992 Phencyclidine (PCP) REQUIRED - INTERQUAL MEDICARE COVERAGE PG0069 Drug Testing
CRITERIA
Thromboxane metabolite(s), PG0392 Cardiovascular
84431 including thromboxane if NON-COVERED NON-COVERED Disease (CVD) Risk

performed. urine

Testina




Paramount Commercial
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PG0194 Avise MTX Test
PIEIIE%TJ'I?RUET; o;é)iﬁg\?vN for Measuring Methotrexate|7/1/2023 - Changed policy title from Avise PG to Avise MTX Test for
84999 Unlisted chemistry procedure NON-COVERED Polyglutamate Levels in [Measuring Methotrexate Polyglutamate Levels in Rheumatoid Arthritis
MEDICARE COVERAGE ) "
CRITERIA Rheumatoid Arthritis Therapy
Therapy
86152 im(;eﬂneoqs;:;ag:ggtiiﬂlgnd NON-COVERED NON-COVERED PG0041 Gen«_atic. Te;ting Prior authorization is required for ALL genetic testing unless otherwise
. e ; - and PGO0500 Liquid Biopsy [noted.
identification in fluid specimen (eaq.
86153 im(;:ﬂneor:g;frs{ﬁ:ggti?nmagnd NON-COVERED NON-COVERED PG0041 Gengticl Te;ting Prior authorization is required for ALL genetic testing unless otherwise
. e . . and PGO0500 Liquid Biopsy [noted.
identification in fluid specimen (eq.
Infectlgus ggent detection by PRIOR AUTHORIZATION PRIOR AUTHORIZATION P_GOSGQ.Human 87623, 87624, 87625, G0476 for ages under 21. AND 87623, 87(_524,
87623 nucleic acid (DNA or RNA); REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL POLICY Papillomavirus (HPV) 87625, G0476 for ages 21-29 and over age 65 only when the cervical
Human Pabillomavirus (HPV). low- Screenina cvtoloav screenina test results do not report as ASC-US or LSIL.
Infectious agent detection by PG0369 Human 87623, 87624, 87625, G0476 for ages under 21. AND 87623, 87624,
87624 nucleic acid (DNA or RNA); RESS:‘;E;U';:BFC%?ESSCY REgE:gEIDAUAEESFCIifESHCY Papillomavirus (HPV) 87625, G0476 for ages 21-29 and over age 65 only when the cervical
Human Papillomavirus (HPV). hiah; Screening cvtoloay screening test results do not report as ASC-US or LSIL.
Infectious agent detection by PG0369 Human 87623, 87624, 87625, G0476 for ages under 21. AND 87623, 87624,
87625 nucleic acid (DNA or RNA); RESEIICR)E;UI\EECD)FCIiﬁ-Eg::IICY RESE:gE;U;EggﬁgngY Papillomavirus (HPV) 87625, G0476 for ages 21-29 and over age 65 only when the cervical
Human Papillomavirus (HPV). Screening cvtoloav screening test results do not report as ASC-US or LSIL.
Infectious agent drug susceptibility PGO0346 HIV Genotyping
87900 phenotype prediction using NON-COVERED NON-COVERED and Phenotyping NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
reqularly updated aenotvpic Laboratory Testina:
Tissue culture for non-neoplastic PRIOR AUTHORIZATION REQUIRED - FOLLOW } "
88230 disorders: lymphocyte REQUIRED - INTERQUAL MEDICARE COVERAGE and PG0375 Molecular |for all product lines, except when used for Hematology/Oncology
’ Cytogenetic Testing indications, diagnosis C00-D49, D50-D77, R16.0, R16.1, R31.9, Z85.6,
CRITERIA
Z94.0-794.9
Tissue culture for non-neoplastic PRIOR AUTHORIZATION PGO041 Genetic Testing Prior authorization is requireq for ALL genetic te;ting 'unless othervyise
88233 disorders: skin or other solid tissue PRIOR AUTHORIZATION REQUIRED - FOLLOW and PG0375 Molecular noted. Molecqlar cytogenetic testing does require prior authorization
' biopsy REQUIRED - INTERQUAL MEDICARE COVERAGE Cytogenetic Testing for all product lines, except when used for Hematology/Oncology
CRITERIA indications, refer to medical policy PG0375 for diagnosis listing
Tissue culture for non-neoplastic PRIOR AUTHORIZATION PGO041 Genetic Testing Prior authorization is require_d for A_LL genetic te_sting _unless otherv_vise
88235 disorders: amniotic fluid or PRIOR AUTHORIZATION REQUIRED - FOLLOW and PG0375 Molecular noted. Molect_JIar cytogenetic testing does require prior authorization
chorio}qic villus cells REQUIRED - INTERQUAL MEDICARE COVERAGE Cytogenetic Testing for all product lines, except when used for Hematology/Oncology
CRITERIA indications, refer to medical policy PG0375 for diagnosis listing
Tissue culture for neoplastic PRIOR AUTHORIZATION PGO041 Genetic Testing Prior authorization is requiredlfor AITL genetic tesFing ulnless oth(lerwiAse
88237 disorders: bone marrow. blood PRIOR AUTHORIZATION REQUIRED - FOLLOW and PG0375 Molecular noted. Molegular cytogenetic testing does require prior authorization
’ cells ! REQUIRED - INTERQUAL MEDICARE COVERAGE Cytogenetic Testing for all product lines, except when used for Hematology/Oncology
CRITERIA indications, refer to medical policy PG0375 for diagnosis listing
PRIOR AUTHORIZATION PGO041 Genetic Testing Prior authorization is required for ALL genetic testing unless otherwise
88239 Tissue culture for neoplastic PRIOR AUTHORIZATION REQUIRED - FOLLOW and PG0375 Molecular noted. Molecular cytogenetic testing does require prior authorization
disorders; solid tumor REQUIRED - INTERQUAL MEDICARE COVERAGE Cytogenetic Testing for all product lines, except when used for Hematology/Oncology
CRITERIA indications, refer to medical policy PG0375 for diagnosis listing
PRIOR AUTHORIZATION PG0041 Genetic Testing Prior authorization is required for ALL genetic testing unless otherwise
88240 Cryopreservation, freezing and PRIOR AUTHORIZATION REQUIRED - FOLLOW and PG0375 Molecular noted.  Molecular cytogenetic testing does require prior authorization
storage of cells, each cell line REQUIRED - INTERQUAL MEDICARE COVERAGE Cytogenetic Testing for all product lines, except when used for Hematology/Oncology
CRITERIA indications, refer to medical policy PG0375 for diagnosis listing
PRIOR AUTHORIZATION PGO041 Genetic Testing Prior authorization is required for ALL genetic testing unless otherwise
88241 Thawing and expansion of frozen PRIOR AUTHORIZATION REQUIRED - FOLLOW and PG0375 Molecular noted. Molecular cytogenetic testing does require prior authorization
cells, each aliquot REQUIRED - INTERQUAL MEDICARE COVERAGE Cytogenetic Testing for all product lines, except when used for Hematology/Oncology
CRITERIA indications, refer to medical policy PG0375 for diagnosis listing
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Chromosome analysis for PRIOR AUTHORIZATION PGO041 Genetic Testing Prior authorization is required for ALL genetic testing unless otherwise
88245 breakage syndromes; baseline PRIOR AUTHORIZATION REQUIRED - FOLLOW and PG0375 Molecular noted. Molecular cytogenetic testing does require prior authorization
Sister Chromatid Exchange (SCE), REQUIRED - INTERQUAL MEDICARE COVERAGE Cytogenetic Testing for all product lines, except when used for Hematology/Oncology
20-25 cells CRITERIA indications, refer to medical policy PG0375 for diagnosis listing
br;ifgngosi/%rgreofnn:slyzzzlrine PRIOR AUTHORIZATION PG0041 Genetic Testing Prior authorization is required for ALL genetic testing unless otherwise
88248 breakage, score 50-i00 cells PRIOR AUTHORIZATION REQUIRED - FOLLOW and PGO375 Molecular noted.  Molecular cytogenetic testing does require prior authorization
count 20 célls 2 karyotypes (eyg REQUIRED - INTERQUAL MEDICARE COVERAGE Cytogenetic Testing for all product lines, except when used for Hematology/Oncology
; - - " CRITERIA indications, refer to medical policy PG0375 for diagnosis listing
for ataxia telanaiectasia, Fanconi
bre;‘:;;;ngmrloo PRIOR AUTHORIZATION PGO041 Genetic Testing Prior authorization is requiredlfor AITL genetic tes?ing ulnless othgrwi'se
88249 cells, clastogen stryess (eg PRIOR AUTHORIZATION REQUIRED - FOLLOW and PG0375 Molecular noted. Molegular cytogenetic testing does require prior authorization
diepo>y<ybutane mitomyein C REQUIRED - INTERQUAL MEDICARE COVERAGE Cytogenetic Testing for all product lines, except when used for Hematology/Oncology
innivine radiafion |V radiafiom CRITERIA indications, refer to medical policy PG0375 for diagnosis listing
PRIOR AUTHORIZATION PGO041 Genetic Testing Prior authorization is required for ALL genetic testing unless otherwise
88261 Chromosome analysis; count 5 PRIOR AUTHORIZATION REQUIRED - FOLLOW and PG0375 Molecular noted. Molecular cytogenetic testing does require prior authorization
cells, 1 karyotype, with banding REQUIRED - INTERQUAL MEDICARE COVERAGE Cytogenetic Testing for all product lines, except when used for Hematology/Oncology
CRITERIA indications, refer to medical policy PG0375 for diagnosis listing
. PRIOR AUTHORIZATION . . Prior authorization is required for ALL genetic testing unless otherwise
88262 Chrz()omc();gmze ;;3%’3;’820:;;15_ PRIOR AUTHORIZATION REQUIRED - FOLLOW P;goéé(%?;e&coleciﬁrg noted. Molegular cytogenetic testing does require prior authorization
' banding ! REQUIRED - INTERQUAL MEDICARE COVERAGE Cytogenetic Testing for all product lines, except when used for Hematology/Oncology
CRITERIA indications, refer to medical policy PG0375 for diagnosis listing
. PRIOR AUTHORIZATION . . Prior authorization is required for ALL genetic testing unless otherwise
88263 c(élr;s“;g]ro:g:;cei‘grily;i’a?;)sg/ tpii PRIOR AUTHORIZATION REQUIRED - FOLLOW P;goéé(%?;e&coleciﬁrg noted. Molegular cytogenetic testing does require prior authorization
with ban;iing ' REQUIRED - INTERQUAL MEDICARE COVERAGE Cytogenetic Testing for all product lines, except when used for Hematology/Oncology
CRITERIA indications, refer to medical policy PG0375 for diagnosis listing
PRIOR AUTHORIZATION PGO041 Genetic Testing Prior authorization is required for ALL genetic testing unless otherwise
88264 Chromosome analysis; analyze 20- PRIOR AUTHORIZATION REQUIRED - FOLLOW and PG0375 Molecular noted. Molecular cytogenetic testing does require prior authorization
25 cells REQUIRED - INTERQUAL MEDICARE COVERAGE Cytogenetic Testing for all product lines, except when used for Hematology/Oncology
CRITERIA indications, refer to medical policy PG0375 for diagnosis listing
Chromosome analysis, amniotic PRIOR AUTHORIZATION PGO041 Genetic Testing Prior authorization is requireq for AlLL genetic tegting gnless othlervyise
88267 fluid or chorionic viIIusY count 15 PRIOR AUTHORIZATION REQUIRED - FOLLOW and PG0375 Molecular noted. Molecylar cytogenetic testing does require prior authorization
cells, 1 karyotype Witf’] banding REQUIRED - INTERQUAL MEDICARE COVERAGE Cytogenetic Testing for all product lines, except when used for Hematology/Oncology
! ! CRITERIA indications, refer to medical policy PG0375 for diagnosis listing
Chromosome analysis, in situ for PRIOR AUTHORIZATION PGO041 Genetic Testing Prior authorization is required for ALL genetic testing unless otherwise
88269 amniotic fluid cells, count cells PRIOR AUTHORIZATION REQUIRED - FOLLOW and PG0375 Molecular noted. Molecular cytogenetic testing does require prior authorization
from 6-12 colonies, 1 karyotype, REQUIRED - INTERQUAL MEDICARE COVERAGE Cytogenetic Testing for all product lines, except when used for Hematology/Oncology
with banding CRITERIA indications, refer to medical policy PG0375 for diagnosis listing
PRIOR AUTHORIZATION PG0041 Genetic Testing Prior authorization is required for ALL genetic testing unless otherwise
88271 Molecular cytogenetics; DNA PRIOR AUTHORIZATION REQUIRED - FOLLOW and PG0375 Molecular noted. Molecular cytogenetic testing does require prior authorization
probe, each (eg, FISH) REQUIRED - INTERQUAL MEDICARE COVERAGE Cytogenetic Testing for all product lines, except when used for Hematology/Oncology
CRITERIA indications, refer to medical policy PG0375 for diagnosis listing
Molecular cytogenetics; PRIOR AUTHORIZATION PG0041 Genetic Testing Prior authorization is required for ALL genetic testing unless otherwise
88272 chromosomal in situ hybridization, PRIOR AUTHORIZATION REQUIRED - FOLLOW and PG0375 Molecular noted. Molecular cytogenetic testing does require prior authorization
analyze 3-5 cells (eg, for REQUIRED - INTERQUAL MEDICARE COVERAGE Cytogenetic Testing for all product lines, except when used for Hematology/Oncology
derivatives and markers) CRITERIA indications, refer to medical policy PG0375 for diagnosis listing
Molecular cytogenetics; PRIOR AUTHORIZATION PG0041 Genetic Testing Prior authorization is required for ALL genetic testing unless otherwise
88273 chromosomal in situ hybridization, PRIOR AUTHORIZATION REQUIRED - FOLLOW and PG0375 Molecular noted. Molecular cytogenetic testing does require prior authorization
analyze 10-30 cells (eg, for REQUIRED - INTERQUAL MEDICARE COVERAGE Cytogenetic Testing for all product lines, except when used for Hematology/Oncology
microdeletions) CRITERIA indications, refer to medical policy PG0375 for diagnosis listing




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Medical Policy Special Instructions - Notes
Insurance Plans Plans
S PRIOR AUTHORIZATION . . Prior authorization is required for ALL genetic testing unless otherwise
88274 mc:ﬁﬁur:agﬁﬁggggsuZi;lntzir';g?;g PRIOR AUTHORIZATION REQUIRED - FOLLOW P;zoééggée&cogzﬁ:? noted. Molecular cytogenetic testing does require prior authorization
4 cells' 4 REQUIRED - INTERQUAL MEDICARE COVERAGE Cviogenetic Testin for all product lines, except when used for Hematology/Oncology
CRITERIA ytog 9 lindications, refer to medical policy PG0375 for diagnosis listing
S PRIOR AUTHORIZATION . . Prior authorization is required for ALL genetic testing unless otherwise
68275 “i”n"';fu“',f“biiy;?f;ﬂf;'°§r;;ﬁ“§2’f§§f" PRIOR AUTHORIZATION REQUIRED - FOLLOW P;]goéé;‘?ge&cogzﬁ:f noted. Molecular cytogenetic testing does require prior authorization
Y 300 celis Y REQUIRED - INTERQUAL MEDICARE COVERAGE Cviogenetic Testin for all product lines, except when used for Hematology/Oncology
CRITERIA ytog 9 |indications, refer to medical policy PG0375 for diagnosis listing
PRIOR AUTHORIZATION PG0041 Genetic Testin Prior authorization is required for ALL genetic testing unless otherwise
88280 Chromosome analysis; additional PRIOR AUTHORIZATION REQUIRED - FOLLOW and PG0375 Molecularg noted. Molecular cytogenetic testing does require prior authorization
karyotypes, each study REQUIRED - INTERQUAL MEDICARE COVERAGE Cviogenetic Testin for all product lines, except when used for Hematology/Oncology
CRITERIA ytog 9 lindications, refer to medical policy PG0375 for diagnosis listing
. - PRIOR AUTHORIZATION . . Prior authorization is required for ALL genetic testing unless otherwise
66283 SCZ;’;ﬂ;’:g”gznzri‘:'yf‘fghi?d:'ec’(”:' PRIOR AUTHORIZATION REQUIRED - FOLLOW P;]goéé;‘?ge&cogzﬁ:f noted. Molecular cytogenetic testing does require prior authorization
P Non C—bgn ol )q 9]  REQUIRED - INTERQUAL MEDICARE COVERAGE Cytogenetic Tegtn for all product lines, except when used for Hematology/Oncology
' g CRITERIA 9 9 indications, refer to medical policy PG0375 for diagnosis listing
PRIOR AUTHORIZATION PG0041 Genetic Testin Prior authorization is required for ALL genetic testing unless otherwise
88285 Chromosome analysis; additional PRIOR AUTHORIZATION REQUIRED - FOLLOW and PG0375 Molecularg noted. Molecular cytogenetic testing does require prior authorization
cells counted, each study REQUIRED - INTERQUAL MEDICARE COVERAGE Cytogenetic Testin for all product lines, except when used for Hematology/Oncology
CRITERIA 9 9 indications, refer to medical policy PG0375 for diagnosis listing
PRIOR AUTHORIZATION PG0041 Genetic Testin Prior authorization is required for ALL genetic testing unless otherwise
88289 Chromosome analysis; additional PRIOR AUTHORIZATION REQUIRED - FOLLOW and PG0375 Molecularg noted. Molecular cytogenetic testing does require prior authorization
high resolution study REQUIRED - INTERQUAL MEDICARE COVERAGE Cytogenetic Testin for all product lines, except when used for Hematology/Oncology
CRITERIA 9 9 indications, refer to medical policy PG0375 for diagnosis listing
. PRIOR AUTHORIZATION . . Prior authorization is required for ALL genetic testing unless otherwise
88291 cyi)y[g?lizizcisngd rr;]t(z)alt?gzlzgd PRIOR AUTHORIZATION REQUIRED - FOLLOW P;goéé(%ge&cogiﬁ:f’ noted. Molecular cytogenetic testing does require prior authorization
9 ’re ortp REQUIRED - INTERQUAL MEDICARE COVERAGE Cytogenetic Testin for all product lines, except when used for Hematology/Oncology
P CRITERIA 9 9 indications, refer to medical policy PG0375 for diagnosis listing
PGO0041 Genetic Testing |Prior authorization is required for ALL genetic testing unless otherwise
) . PRIOR AUTHORIZATION PRIOR AUTHORIZATION . . . . R
88299 Unlisted cytogenetic study REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL POLICY and P6037§ Molegular noted. Molecylar cytogenetic testing does require prior authorization
Cvtoaenetic Testina for all product lines. except when used for Hematoloav/Oncoloav
Respiratory syncytial virus, . *RSV Monoclonal Antibody Palivizumab (Synagis), medical benefit, is
! ] PG0528 Respiratory ) ] A -
monoclonal antibody, recombinant, o : covered with a prior authorization when the coverage criteria below are
90378 ; SEE NOTES SEE NOTES Syncytial Virus Infection X X
for intramuscular use, 50 mg, each . met, through Magellan MRx @ https://www1.magellanrx.com/medical-
) Prophylaxis ’ o
[Synagis] rx-prior-authorization/
Tick-borne encephalitis virus PG0043 Experimental
90626 vaccine, inactivated; 0.25 mL NON-COVERED NON-COVERED Investigational Procedures [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
dosage. for intramuscular use Services
Tick-borne encephalitis virus PG0043 Experimental
90627 vaccine, inactivated; 0.5 mL NON-COVERED NON-COVERED Investigational Procedures [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
dosaae. for intramuscular use Services
HPV vaccine, types 6, 11, 16, 18 . . . -
. ’ PG0092 HPV Vaccine |Coverage ages 9-45 do not require a prior authorization. PRIOR
90849 (quadnvglent), 3-dose schedule, SEL O NONHEOVERED Gardasil and Cervarix [AUTHORIZATION REQUIRED for age under 9 and over age 45.
for intramuscular use.
HPV vaccine, types 16, 18, . . . .
. " PG0092 HPV Vaccine |Coverage ages 9-45 do not require a prior authorization. PRIOR
90650 blvalgnt, 8 dose schedule, for SEEOIES NONHEOERED Gardasil and Cervarix  [AUTHORIZATION REQUIRED for age under 9 and over age 45.
inframuscular use.
00651 . Hssmgnli)a‘l’gloga‘grl”z‘éaics'”22 PRIOR AUTHORIZATION NON-COVERED PG0092 HPV Vaccine  |Coverage ages 9-45 do not require a prior authorization. PRIOR
P o T T T T | REQUIRED - MEDICAL POLICY Gardasil and Cervarix [AUTHORIZATION REQUIRED for age under 9 and over age 45.
58, nonavalent (HPV). 2 or 3 dose
PRIOR AUTHORIZATION PGO0530 Outpatient Psychiatric diagnostic evaluation (90791) and Psychiatric diagnostic
— . . PRIOR AUTHORIZATION REQUIRED - FOLLOW Psychiatry Diagnostic  |evaluation with medical services (90792) greater than once every 6
90791 Psychiatric diagnostic evaluation

REQUIRED - INTERQUAL

MEDICARE COVERAGE
CRITERIA

Evaluation Coverage and
Limitations

months per episode of iliness, per billing provider, requires a prior
authorization




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Medical Policy Special Instructions - Notes
Insurance Plans Plans
PRIOR AUTHORIZATION PG0530 Outpatient Psychiatric diagnostic evaluation (90791) and Psychiatric diagnostic
90792 Psychiatric diagnostic evaluation PRIOR AUTHORIZATION REQUIRED - FOLLOW Psychiatry Diagnostic  |evaluation with medical services (90792) greater than once every 6
with medical services REQUIRED - INTERQUAL MEDICARE COVERAGE Evaluation Coverage and |months per episode of iliness, per billing provider, requires a prior
CRITERIA Limitations authorization
90832-90899 Psychotherapy, other psychotherapy, and other
. . PG0464 Eye Movement  |psychiatric services or procedures, ONLY require a prior authorization
90832 Psychotherapy,tlfsotmmutes with SEE NOTES SEE NOTES Desensigzation and when related to eye movement desensitization and reprocessing
patien Reprocessing (EMDR) (EMDR) therapy. Paramount considers EMDR therapy medically
. . B85S 06 Py thatharapy other psychotharapy and oter
Psychotherapy, 30 mlnutgs with PG0464 Eye Movement  |psychiatric services or procedures, ONLY require a prior authorization
90833 pat|en|t when performed with and SEE NOTES SEE NOTES Desensitization and when related to eye movement desensitization and reprocessing
evaluation andlmanagement Reprocessing (EMDR) (EMDR) therapy. Paramount considers EMDR therapy medically
service naraccary far tha tv af nact-traiimatic ctrace dicnrar (DTSN
90832Z-90899 Psychotherapy, other psychotherapy, and other |
. . PG0464 Eye Movement  |psychiatric services or procedures, ONLY require a prior authorization
90834 Psychotherapy,tl45tmmutes with SEE NOTES SEE NOTES Desensigzation and when related to eye movement desensitization and reprocessing
patien Reprocessing (EMDR) (EMDR) therapy. Paramount considers EMDR therapy medically
, , B0635-505 0 Paythomerapy - other psychotherapy. and other
Psychothherapy, ?5 mlr;utgshW|tI:j PG0464 Eye Movement  |psychiatric services or procedures, ONLY require a prior authorization
90836 pauenlt Wnen pertorme with an SEE NOTES SEE NOTES Desensitization and when related to eye movement desensitization and reprocessing
evaluation andlmanagement Reprocessing (EMDR) (EMDR) therapy Paramount considers EMDR therapy medically
service naraccary far tho tv af nact-traiimatic ctrace dicarar (DTSN
9083250899 Psychotherapy, other psychotherapy, and other |
Psychotherapy, 60 minutes with PG0464 E_ye Movemem psychiatric services or procedures, ON_LY rngre a prior authprlzauon
90837 patient SEE NOTES SEE NOTES Desensm_zatlon and when related to eye movement desensitization and reprocessing
Reprocessing (EMDR) (EMDR) therapy. Paramount considers EMDR therapy medically
, , B0635-505 0 Paythomerapy other psychotherapy. and other
Psychothherapy, f60 mlr;utgshW|tI:j PG0464 Eye Movement  |psychiatric services or procedures, ONLY require a prior authorization
90838 pat|en|t Wnen pertorme with an SEE NOTES SEE NOTES Desensitization and when related to eye movement desensitization and reprocessing
evaluation and.managemem Reprocessing (EMDR)  |(EMDR) therapy. Paramount considers EMDR therapy medically
service neceaccary far the ty nf nngt-traiimatic strace dicarar (BTSN
9083Z2-90899 Psychotherapy, other psychotherapy, and other
N PG0464 Eye Movement  |psychiatric services or procedures, ONLY require a prior authorization
90839 Pyschotherapy for crisis; first 60 SEE NOTES SEE NOTES Desensigzation and when related to eye movement desensitization and reprocessing
minutes Reprocessing (EMDR)  |(EMDR) therapy. Paramount considers EMDR therapy medically
neceaccary far the ty nf nngt-traiimatic strace dicarar (DTSN
9083Z2-90899 Psychotherapy, other psychotherapy, and other
PG0464 Eye Movement  |psychiatric services or procedures, ONLY require a prior authorization
90840 each additional 30 minutes SEE NOTES SEE NOTES Desensitization and when related to eye movement desensitization and reprocessing
Reprocessing (EMDR) (EMDR) therapy. Paramount considers EMDR therapy medically
neceaccary far the ty nf nnct-traiimatic strace dicnarar (BTSN
PRIOR AUTHORIZATION Y0832-908YY Psychotherapy, other psychotnerapy, and omer
90845 beveh v PRIOR AUTHORIZATION REQUIRED - FOLLOW PGD0464 El%{e I;{Iovemgnt piycmatlrl:: ZetrVIces or procesteres, ON.';.Y rfqulre; prior authpnzauon
sychoanalysis esensitization an when related to eye movement desensitization and reprocessing
IREQUINED = MEPIEAL [FOILIGY MEDICQ;'IETECRJI\;\ERAGE Reprocessing (EMDR) (EMDR) therapy. Paramount considers EMDR therapy medically
necaccaryv far the ty nf nnct-traiimatic ctrace dicnrar (BTSN
PRIOR AUTHORIZATION 90832-9089Y Psycnotnerapy, otner psychotherapy, and omer
sosts | Famivpschoney witou | PRIORAUTHORZATION | REQURED-FOLLOW | PGiStfysouement |pwchiic sences o procerhres, N redure vy ot
. . Wi Vi itzat |
patient present; 50 minutes REQUIRED - MEDICAL POLICY MEDICARE COVERAGE Reprocessing (EMDR) (EMDR) therapy. )I;aramounl considers EMDR therap)’/) medicallg
CRITERIA nacaccarny far tha tv of nact-tranimatic strace dicarar (DTSN
9083Z2-90899 Psychotherapy, other psychotherapy, and other
Family psychotherapy, (conjoint PG0464 Eye Movement  |psychiatric services or procedures, ONLY require a prior authorization
90847 psychotherapy) with patient SEE NOTES SEE NOTES Desensitization and when related to eye movement desensitization and reprocessing

present; 50 minutes

Reprocessing (EMDR)

(EMDR) therapy. Paramount considers EMDR therapy medically

nocaccaryv far tha tv of nact-tranimatic strace dicarar (DTSN




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Medical Policy Special Instructions - Notes
Insurance Plans Plans
90832-90899 Psychotherapy, other psychotherapy, and other
Multiple-family grou PG0464 Eye Movement  |psychiatric services or procedures, ONLY require a prior authorization
90849 spchothe?lag P SEE NOTES SEE NOTES Desensitization and when related to eye movement desensitization and reprocessing
psy Py Reprocessing (EMDR)  |(EMDR) therapy. Paramount considers EMDR therapy medically
nacaccan for the ty of nact_traumatic ctrace dicarar (DTSN
90832-90899 Psychotherapy, other psychotherapy, and other
PG0464 Eye Movement  |psychiatric services or procedures, ONLY require a prior authorization
90853 GrouPnfji/icT;_tfgi:ﬁpy Ethe)r than SEE NOTES SEE NOTES Desensitization and when related to eye movement desensitization and reprocessing
P Y group Reprocessing (EMDR) (EMDR) therapy. Paramount considers EMDR therapy medically
nacaccan for v nf noct.traumatic ctracs dienrar (|
- 90832-90899 l'—’syt':hotheraE)f/, otnerrpsfcﬁotﬁerapy aﬁaTotnﬁer
Pharmacologic management,
including prescription and review PG0464 Eye Movement  |psychiatric services or procedures, ONLY require a prior authorization
90863 of medication. when performed SEE NOTES SEE NOTES Desensitization and when related to eye movement desensitization and reprocessing
) ’ perto Reprocessing (EMDR) (EMDR) therapy. Paramount considers EMDR therapy medically
Wlth pSyChOtherapy services naraccary far tha tv af nact-traiimatic ctrace dicnrar (DTSN
90832-90899 Psychotherapy, other psychotherapy, and other
Narcosynthesis for psychiatric PG0464 Eye Movement  |psychiatric services or procedures, ONLY require a prior authorization
90865 diagnostic and therapeutic SEE NOTES SEE NOTES Desensitization and when related to eye movement desensitization and reprocessing
purposes Reprocessing (EMDR) (EMDR) therapy. Paramount considers EMDR therapy medically
- . : | PEUTTT —{nacacean: far the tv nf nact.traimatic ctrace dienrar (DTSN
er;ilpii{iccr;’i’:]‘t']‘lg’t?o:‘(’ﬁ\;g”'a PRIOR AUTHORIZATION Maanetic ;‘;‘Iﬁl‘j{;‘(‘; 90832-90899 Psychotherapy, other psychotherapy, and other
90867 treatmgnt' initial. including cortical PRIOR AUTHORIZATION REQUIRED - FOLLOW (TMg)and PG0464 Eve psychiatric services or procedures, when related to eye movement
! ! 9 REQUIRED - INTERQUAL MEDICARE COVERAGE * EYe | jesensitization and reprocessing (EMDR) therapy prior authorization is
mapping, motor threshold CRITERIA Movement Desensitization ired
dotarminatinn_dslivens and nnr}i)(lgarérg'}{\t?ccinn n:mu?m required.
Therapeutic repetitive transcranial PRIOR AUTHORIZATION Magnetic ;?i?r?ljlr;?cl)?l 90832-90899 Psychotherapy, other psychotherapy, and other
90868 magnetic stimulation (TMS) PRIOR AUTHORIZATION REQUIRED - FOLLOW (TMg)and PG0464 Eve psychiatric services or procedures, when related to eye movement
treatment; subsequent delivery REQUIRED - INTERQUAL MEDICARE COVERAGE * EYe | jesensitization and reprocessing (EMDR) therapy prior authorization is
. Movement Desensitization R
and management, per session CRITERIA A Danraraccinn (EMnD [FAUIred.
Iher;iperﬁiirset’i)stllevt?o[r:a(r':}l;\;l:gmal PRIOR AUTHORIZATION :A(;Uﬁzﬁc';iﬁs;m' 9083290899 Psychotherapy, other psychotherapy, and other
90869 trea?ment' subsequent motor PRIOR AUTHORIZATION REQUIRED - FOLLOW (TMg)and PG0464 Eve psychiatric services or procedures, when related to eye movement
! a S . REQUIRED - INTERQUAL MEDICARE COVERAGE . y desensitization and reprocessing (EMDR) therapy prior authorization is
threshold re-determination with Movement Desensitization A
Anli CRITERIA ’ required.
alivarns and mananement and Ranrncescinn (EMDRY -
PRIOR AUTHORIZATION 9UB3Z-9U8YY PSychotherapy, oter psychoterapy, and omer
sooto | . Eectoconuisueverepy | PRIORAUTHORZATION | REQUIRED-FOLLOW. | "GSeEe ovenent bl sevoes oo, LY eire o irsutoriatr
(includes necessary monitoring) REQUIRED - INTERQUAL MEDIC?:RRIETEQ;ERAGE Reprocessing (EMDR) (EMDR) therapy. Paramount considers EMDR therapy medically
nacaccarv far the ty of nnct-traiimatic ctrace dienrar (BTSN
PRIOR AUTHORIZATION
90870 Electroconvulsive therapy PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0485 Electroconvulsive
(includes necessary monitoring) REQUIRED - INTERQUAL MEDICARE COVERAGE Therapy (ECT)
CRITERIA
TNaviduar psychopnysiological PRIOR AUTHORIZATION 9083Z-90899 PSycnotherapy, other psychotnerapy, and other
therapy incorporating bioffeedback PG0464 Eye Movement  |psychiatric services or procedures, ONLY require a prior authorization
T - PRIOR AUTHORIZATION REQUIRED - FOLLOW A I )
90875 training by any modality (face-to- REQUIRED - MEDICAL POLICY MEDICARE COVERAGE Desensitization and when related to eye movement desensitization and reprocessing
face with the patient), with Reprocessing (EMDR)  |(EMDR) therapy. Paramount considers EMDR therapy medically
2 CRITERIA
nevchntharanv (en_incinht necaccaryv far the ty nf nnct-traiimatic ctrace dicnrar (BTSN
PRIOR AUTHORIZATION 90832-9089Y Psycnotnerapy, other psychotherapy, and other
90876 45 minutes PRIOR AUTHORIZATION REQUIRED - FoLLOW | e e R ove movement desensiizaton and feprocessing
REQUIRED - MEDICAL POLICY MEDICQ;'IETECRJI\;\ERAGE Reprocessing (EMDR)  |(EMDR) therapy. Paramount considers EMDR therapy medically
nacaccarny far tha tv of nact-tranimatic strace dicarar (DTSN
PRIOR AUTHORIZATION 90832-908YY Psychotherapy, other pSychotherapy, and other
PRIOR AUTHORZATION || REQURED-FoLlow | PSZoPEx vt |t e o pceshres OnL e pir auaton
REQUIRED - MEDICAL POLICY MEDICQ;'IETECRJI\;\ERAGE Reprocessing (EMDR)  |(EMDR) therapy. Paramount considers EMDR therapy medically
_ . _ nacaccarv far the tv nf nnct-traiimatic ctrace dienrar (BTSN
EQV|ronmentaI intervention for PRIOR AUTHORIZATION PRIOR AUTHORIZATION PG0464 Eye Movement 90832_-90_899 Peychotherapy, other psychotherepy, an_d other o
90882 medical management purposes on Desensitization and psychiatric services or procedures, ONLY require a prior authorization

a psvchiatri patient's behalf with

REQUIRED - MEDICAL POLICY

REQUIRED - MEDICAL POLICY

Reprocessing (EMDR)

when related to eve movement desensitization and reprocessina




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Medical Policy Special Instructions - Notes
Insurance Plans Plans
Psychatric evaluauop ef hospital PRIOR AUTHORIZATION PRIOR AUTHORIZATION PG0464 I;ye Movement 90832—99899 Peychotherapy, other psychotherf’ipy, aqd other o
90885 records, other psychiatic reports, REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL POLICY Desensitization and psychiatric services or procedures, ONLY require a prior authorization
psychometric and/or proiective Reprocessing (EMDR) when related to eve movement desensitization and reprocessina
0867 rests of psychiare. otver | o PRIORAUTHORIZATION || PRIORAUTHORIZATION | - "0 Sie Kererent | T00eae oot e e & pior authoizaton
medical examinations and REQUIRED - ME DAL P OLICY ik ekl Reprocessing (EMDR) when related to eve movement desensitization and reprocessina
Preparauen ef report of patient's PRIOR AUTHORIZATION PRIOR AUTHORIZATION PG0464 E_ye Movement 90832—9Q899 Peychotherapy, other psychotherepy, aqd other o
90889 psychiatric status, history, REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL POLICY Desensitization and psychiatric services or procedures, ONLY require a prior authorization
treatment. or proaress (other than Reprocessing (EMDR) when related to eve movement desensitization and reprocessina
PRIOR AUTHORIZATION PG0464 Eye M sychiatric serv?élgs (())r errgge/dSre?gsl\ifYore e&ﬁzya arrlloroau(tehorlzation
90899 Unlisted psychiatric services or HAO YAl Za TNl IREQUIIRIED = [ROILLOYY Desensiﬁgatig:inr:jm \?vh)en related to eye mo?/ement deeensitizatign and riprocessing
procedures RAGHIRSESLUSIESIRe Sl ISR HSIEOMN IS Reprocessing (EMDR)  |(EMDR) therapy. Paramount considers EMDR therapy medically
CRITERIA for the tv nf nnet.t tic ot di (DTSN
STAT AT Tagng PGUUZE Wireless Capsiie noacaccarv faor tho tv of nact-traiimatic ctrace dicarar
b?:tl;:lltr;rlneinal (e.g., capsule ’ BRIORIACINORIZAI O Endoscopy &
91110 endoscopy), eso| r?a uspthrou h HAOLIA Lol 7210l HEG I HSRRIRO GastrointestinzTMotiIit
. PY), esophagus 9 REQUIRED - INTERQUAL MEDICARE COVERAGE INte Y
ileum, with interpretation and Monitoring System-
rannrt CRITERIA P(:U?)‘Ztl?l\‘ll\‘l:d N7/01/24
Gastrointestinal tract imaging, PRIOR AUTHORIZATION End;secgss &apsu <
91111 intraluminal (e.g., capsule PRIOR AUTHORIZATION REQUIRED - FOLLOW Gastrointestinz)I/MotiIit
endoscopy), esophagus with REQUIRED - INTERQUAL MEDICARE COVERAGE - Y
int tati d R CRITERIA Monitoring System-
interpretation and repor archived 07/01/24
Gastrointestinal transit and PG0028 Wireless Capsule
91112 pressure measurement, stomach NON-COVERED NON-COVERED Endoscopy & NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
throuah colon. wireless capsule. Gastromtestmal Motility
Gastrointestinal tract imaging, PRIOR AUTHORIZATION Endosciss &apsu ©
91113 intraluminal (e.g., capsule PRIOR AUTHORIZATION REQUIRED - FOLLOW Gastrointestin’;?/Motilit
endoscopy), colon, with REQUIRED - INTERQUAL MEDICARE COVERAGE L Y
. : d report CRITERIA Monitoring System-
interpretation an P archived 07/01/24
Electrogastrography, diagnostic PG0043 Experimental
91132 gastrography, dlagnostic, NON-COVERED NON-COVERED Investigational Procedures [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
transcutaneous Services
Electrogastrography, diagnostic, PG0043 Experimental
91133 transcutaneous; with provocative NON-COVERED NON-COVERED Investigational Procedures [INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
testing Services
Orthoptic and/or pleoptic training,
. - - A PRIOR AUTHORIZATION PRIOR AUTHORIZATION -
92065 with cont::éngvr:lsgg::r: direction REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL POLICY PGO0318 Vision Therapy
Corneal hysteresis determination, PG0317 Corneal
92145 by air impulse stimulation, NON-COVERED NON-COVERED Hysteresis Determination |NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
unilateral or bilateral, with by Air Impulse Stimulation:
Nasal function studies (e PGO045 Rhinomanometry
92512 . 9 NON-COVERED NON-COVERED & Acoustic — Optical NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
rhinomanometry) . i
Rhinometrv: PG0043
Vestibular evoked myogenic PG0323 Vestibular NON-COVERED—EXPERIMENTALAINVESTHGATIONAL Effective
92517 potential (VEMP) testing, with IFIOIR AT ZIIEI DT IARIOIR AUIIAIOT-FZTEIN T Function Testing; PG0043 |07/01/2024 procedures 92517, 92518, 92519 are covered without a
. . . ) REQUIRED REQUIRED ’
interpretation and report; cervical Experimental prior authorization, when the coverage criteria are met.
Vestibular evoked myogenic PG0323 Vestibular Effective
92518 potential (VEMP) testing, with PRIOR AUTHORIZATION NOT PRIOR AUTHORIZATION NOT Function Testing; PG0043 |07/01/2024 procedures 92517, 92518 92519 are covered without a
) : : REQUIRED REQUIRED :
interpretation and report: ocular Experimental prior authorization. when the coveraae criteria are met.
Vestibular evoked myogenic PG0323 Vestibular Effective
92519 potential (VEMP) testing, with PRIOR AUTHORIZATION NOT |- PRIOR AUTHORIZATION NOT Function Testing; PG0043 (07/01/2024 procedures 92517, 92518 92519 are covered without a
. . . ) REQUIRED REQUIRED ’
interpretation and report; cervical Experimental prior authorization, when the coverage criteria are met.
PRIOR AUTHORIZATION
92548 Computerized dynamic PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0323 Vestibular

posturography

REQUIRED - INTERQUAL

MEDICARE COVERAGE
CRITERIA

Function Testing




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Medical Policy Special Instructions - Notes
Insurance Plans Plans
Computerized dynamic PRIOR AUTHORIZATION
92549 posturography with motor control PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0323 Vestibular
test (MCT) and adaptation test REQUIRED - INTERQUAL MEDICARE COVERAGE Function Testing
(ADT) CRITERIA
Percutaneous transluminal PGO0043 Experimental
92972 coronary lithotripsy (list separately NON-COVERED NON-COVERED Investigational Procedures [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
in addition to code for primary Services
Remote monitoring of a wireless PG0377 Pulmonary Artery
93264 pulmonary artery pressure sensor NON-COVERED NON-COVERED Pressure Monitoring NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
for up to 30 davs. includina at least (CardioMEMS): PG0043
Percutaneous transcatheter PG0108 Transcatheter
93590 closure of paravalvular leak; initial NON-COVERED NON-COVERED Heart Valve Procedures; |NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
occlusion device. mitral valve PG0043 Experimental
Percutaneous transcatheter PG0108 Transcatheter
93591 closure of paravalvular leak; initial NON-COVERED NON-COVERED Heart Valve Procedures; [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
occlusion device. aortic valve PG0043 Experimental
Percutaneous transcatheter PG0108 Transcatheter
93592 closure of paravalvular leak; each NON-COVERED NON-COVERED Heart Valve Procedures; |[NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
additional occlusion device (List PG0043 Experimental
RO (O 2O PG0414 Peripheral Arte
93668 Peripheral arterial disease (PAD) PRIOR AUTHORIZATION REQUIRED - FOLLOW Diseasep(PAD) v Effective 01/01/2024 covered for Paramount Commercial Insurance
rehabilitation, per session REQUIRED - MEDICAL POLICY MEDICARE COVERAGE S Plans - PROR AUTHORIZATION IS REQUIRED
Rehabilitation
CRITERIA
Bioimpedance-derived physiologic PG0282 Thoracic Electrical
93701 peda physiolog NON-COVERED NON-COVERED Bioimpedance for the NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
cardiovascular analysis .
Measurement of Cardiac
Bioimpedance spectroscopy (BIS), PG0295 Treatment of
93702 extracellular fluid analysis for NON-COVERED NON-COVERED Lymphedema; PG0043 |NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
lvmphedema assessment(s) Experimental
Electroencephalogram(EEG),-
95708 ) ideo._revi ¢ ‘ PRIOR AUTHORIZATION- PRIOR AUTHORIZATION- PG0333 Amlbulgtory EEG
. i REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL POLICY Monitoring
Electroencephalogram (EEG),-
95709 X . , . ¢ : PRIOR-AUTHORIZATION- PRIOGR-AUTHORIZATION- PG0333 Am.bul_atory EEG
. s REQUIRED-—MEDICAL POLICY | REQUIRED-MEDICALPOLICY Monitoring
technical description by EEG-
Electroencephalogram (EEG),-
95710 ) ideo_revi ‘ PRIOR AUTHORIZATION- PRIOR AUTHORIZATION- PG0333 Amlbulgtory EEG
: o REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL POLICY Monitoring
technical description by EEG-
Electroencephalogram with video-
X K PRIOR-AUTHORIZATION-
(VEEG), review of data, technical-
057 L EEC ist. PRIOR-AUTHORIZATION- REQUIRED - FOLLOW- PG0333 Am.bul_atory EEG
: i REQUIRED—INTERQUAL MEDICARE COVERAGE- Monitoring
eachincrement of 12-26 -hours;-
unmanitarad CRITERIA
Electrocncephalogramwith-video-
" - PRIOR AUTHORIZATION-
MVEEG)review-of datatechnical-
95745 e ist PRIOR AUTHORIZATION- REQUIRED - FOLLOW- PG0333 Amlbulgtory EEG
: > 9 . REQUIRED - INTERQUAL MEDICARE COVERAGE- Monitoring
each-inerement-of 12-26-hours:—
with intarmittant manitarina and QL7268 Effoctiva N7/01/2024 no nrinr antharizatinn rannirad Madical
Electroencephalogram-with-video- Fective b/ /Z0ZL, - Ambtiatory EEG ORHerRg; With o Without 18eo,
" - PRIOR AUTHORIZATION-
95716 e ist PRIOR AUTHORIZATION- REQUIRED - FOLLOW- PG0333 Amlbulgtory EEG |,. . f e , ‘
: > 9 . REQUIRED - INTERQUAL MEDICARE COVERAGE- Monitoring grig 9 Y
with cantinunnc raal tim, Q728 Effactive N7/01/2024 nn nriar autharizatinn rennirad Madical
95719 ) ing - PRIOR AUTHORIZATION- PRIOR AUTHORIZATION- PG0333 Amlbulgtory EEG ‘
REQUIRED - MEDICAL POLICY | REQUIRED -MEDICAL POLICY Monitoring - HFHC NS N oF>84-hours—See

i




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Medical Policy Special Instructions - Notes
Insurance Plans Plans
Electroencephalogram(EEG -
continvousrecording,physician-or-|
e PRIOR-AUTHORIZATHON- REQUIREB—FOLLOW-
95720 PG0333 Amlbulgtory EEG
. - REQUIREB—INTERQUAL MEBICARE- COVERAGE- Monitoring
avante anabhscic nf enilka and
Eleetroenecephalegram{(EEG)-
95725 ’ PG0333 Amlbulgtow EEG
SOFEIRg: PR REQUIREB—MEDBICALPOLICY | REQUIRED—MEBICALPROLICY Monitoring
othergualified health-care-
EfectroencephalogramEEGH
continueusrecordingphysictan-or]
95726 i PRIGR-AUTHORIZATHON- REQUIRED-FOLLOW- PG0333 Am.bul_atory EEG
. . REQUIRED—INTERQUAL MEDBICARE- COVERAGE- Monitoring
professional-review-of recorded- -
W DE%’)_B Fffngﬂ\l?) nr7é|’\1 /e’)rl‘r?lAl nTJHnnr nuthnrﬂrnhrbn rnmnrad Madu—nl
leep study, unattendec
. S ; PRIOR AUTHORIZATION
95600 | oxygen saturaon. espratory | PRIOR AUTHORIZATION REQUIRED -FOLLOW | Poo207 sieep sty |0220122iE S0L o 0o e e coverage arrera
ygen < » respiratory REQUIRED - INTERQUAL MEDICARE COVERAGE Testing P testing without a prior authoriza ! rag
analysis (e.g., by airflow or CRITERIA below is met. Prior authorization is required for additional repeat
narinharal artarial tnne) _and cloan pnnrtnnrin[d {||nc||nn[rﬁlicnd\ adult hamo cloon ctudyv tactina
simtansous recording: mimimum PRIOR AUTHORIZATION cleop testng and one ropeat nattended (.nsupervised) ac home.
95801 of heart rate, oxygen g:aturation HRIOL DO 2ol REOPIHELRIROT G PG0207 Sleep Study sleep testing without a ‘r]ior authorization whenpthe coverage criteria
rate, oxygen s : REQUIRED - INTERQUAL MEDICARE COVERAGE Testing b testing without & prior authorize ! rag
and respiratory analysis (e.g., by CRITERIA below is met.  Prior authorization is required for additional repeat
airflow ar narinharal artarial tona) nnattandad fiincuinarvicad) adult hamao claon ctiidv tacting
Actigraphy, testing, recording, PG0198 Actigraphy and
95803 analysis, interpretation, and report NON-COVERED NON-COVERED Accelerometry Sleep NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
(minimum of 72 hours to 14 Diaanostics - Archived - T -
tudy, T tenaed ( a) aquit
recording of veriation respirato PRIOR AUTHORIZATION Sleep testing and one repeat unattended (unsupervisec) adul home
95806 eﬁorthCG or heart ’ratepand Y PRIOR AUTHORIZATION REQUINED - (RO PG0207 Sleep Study sleep testing without a ?ior authorization whenpthe coverage criteria
: . : REQUIRED - INTERQUAL MEDICARE COVERAGE Testing P testing without a prior authoriza . rag
oxygen saturation, unattended by CRITERIA below is met.  Prior authorization is required for additional repeat
a tachnalnanict nnattandad fiinennarvicad) adult hamaoa cloan ctudv tacting
Quantitative pupillometry with PG0319 Quantitative
95919 physician or qualified health care NON-COVERED NON-COVERED Pupillometry/Pupillography; [INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
professional interpretation and PG0043 Experimental
Magnetoencephalography (MEG),
agnetoencephalograpny G) PRIOR AUTHORIZATION PGUI86 edrcar Poiicy > Magnetoencepnarograpny agnetic
recording and analysis; for Magnetoencephalography |Source Imaging (MSI) is going to be archived. The procedure codes
. . PRIOR AUTHORIZATION REQUIRED - FOLLOW . K . - . Lo
95965 spontaneous brain magnetic (MEG) and Magnetic 95965, 95966, 95967 require a prior authorization, and will maintain
L. . . REQUIRED - INTERQUAL MEDICARE COVERAGE . L . - Lo
activity (e.g., epileptic cerebral CRITERIA Source Imaging (MSI) - |requiring a prior authorization. The coverage criteria will follow the
g oenceplnﬁﬂlg’rnabnn%/ VEGT Ar,-hiu.laJtrbrl/n1/7n')A ;\.}l\remlrg..:l Nl.mnn acic .ndéann%:%é\&g\; grcl)rérr:aallthnrn:ﬂnn nvr‘é:gne -
recording and analysis; for evoked ORIz IO Magnetoencephalography |Source Imaging (MSI) is going to be archived. The procedure codes
e g X PRIOR AUTHORIZATION REQUIRED - FOLLOW . K . - . Lo
95966 magnetic fields, single modality (MEG) and Magnetic 95965, 95966, 95967 require a prior authorization, and will maintain
REQUIRED - INTERQUAL MEDICARE COVERAGE . L . - Lo
(e.g., sensory, motor, language, or CRITERIA Source Imaging (MSI) - |requiring a prior authorization. The coverage criteria will follow the
vicual cartay lnealizatinn) Archived 0R/01/2024 IntarQuial critaria_ac ic indiratad an tha nriar antharizatinn sveel
Magnetoencephalography (MEG), PGO1!
recording and analysis; for evoked Magnetoencephalography |Medical Policy PG0186 Magnetoencephalography (MEG) & Magnetic
magnetic fields, each additional (MEG) and Magnetic Source Imaging (MSI) is going to be archived. The procedure codes
95967 modality (e.g., sensory, motor, PRIOR AUTHORIZATION PRIOR AUTHORIZATION Source Imaging (MSI) - 95965, 95966, 95967 require a prior authorization, and will maintain
language, or visual cortex REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL POLICY Archived 06/01/2024. requiring a prior authorization. The coverage criteria will follow the
localization) (List separately in Maintain Prior InterQual criteria, as is indicated on the prior authorization excel
addition to code for primary Authorization per InterQual [spreadsheet.
onrocedure) Coveraae Criteria
96040 Genetic counseling SEE NOTES SEE NOTES Genetic Coun;ellng (_96040) pr_owded by a trained genetic counselor
does not require a prior authorization.
Reflectance confocal microscopy PG0043 Experimental
96931 (RCM) for cellular and sub-cellular NON-COVERED NON-COVERED Investigational Procedures [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

imaaina of skin: imaae acauisition

Services




Codes

Code Description

Paramount Commercial
Insurance Plans

Elite (Medicare Advantage)

Plans

Medical Policy

Special Instructions - Notes

96932

Reflectance confocal microscopy
(RCM) for cellular and sub-cellular
imaaina of skin: imaae acaquisition

NON-COVERED

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

96933

Reflectance confocal microscopy
(RCM) for cellular and sub-cellular
imaaina of skin: interpretation and

NON-COVERED

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

96934

Reflectance confocal microscopy
(RCM) for cellular and sub-cellular
imaaina of skin: imaae acauisition

NON-COVERED

NON-COVERED

PGO0043 Experimental
Investigational Procedures
Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

96935

Reflectance confocal microscopy
(RCM) for cellular and sub-cellular
imaaina of skin: imaae acauisition

NON-COVERED

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

96936

Reflectance confocal microscopy
(RCM) for cellular and sub-cellular
imaaina of skin: interpretation and

NON-COVERED

NON-COVERED

PGO0043 Experimental
Investigational Procedures
Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

97151

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

PRIOR AUTHORIZATION
REQUIRED - INTERQUAL

NON-COVERED

PGO0335 Children's
Adaptive Behavior
Services. Archived

97152

Behavior identification assessment
by technician under direction of
aualified health care professional.

PRIOR AUTHORIZATION
REQUIRED - INTERQUAL

NON-COVERED

PG0335 Children's
Adaptive Behavior
Services. Archived

97153

Adaptive behavior treatment by
protocol, administered by
technician under direction of

PRIOR AUTHORIZATION
REQUIRED - INTERQUAL

NON-COVERED

PGO0335 Children's
Adaptive Behavior
Services. Archived

97154

Adaptive behavior treatment by
protocol, administered by
technician under direction of

PRIOR AUTHORIZATION
REQUIRED - INTERQUAL

NON-COVERED

PG0335 Children's
Adaptive Behavior
Services. Archived

97155

Adaptive behavior treatment with
protocol modification administered
bv aualified health care

PRIOR AUTHORIZATION
REQUIRED - INTERQUAL

NON-COVERED

PGO0335 Children's
Adaptive Behavior
Services. Archived

97156

Family adaptive behavior
treatment guidance by qualified
health care professional (with or

PRIOR AUTHORIZATION
REQUIRED - INTERQUAL

NON-COVERED

PG0335 Children's
Adaptive Behavior
Services. Archived

97157

Family adaptive behavior
treatment guidance by qualified
health care professional without

PRIOR AUTHORIZATION
REQUIRED - INTERQUAL

NON-COVERED

PGO0335 Children's
Adaptive Behavior
Services. Archived

97158

Group adaptive behavior treatment
with protocol modification
administered bv aualified health

PRIOR AUTHORIZATION
REQUIRED - INTERQUAL

NON-COVERED

PG0335 Children's
Adaptive Behavior
Services. Archived

97810

Acupuncture, 1 or more needles;
without electrical stimulation, initial
15 minutes of personal one-on-one

contact with the patient

NON-COVERED (Refer to the
members Benefits of Coverage for
applicable terms, conditions, and
limitations)

SEE NOTES

PG0382 Acupuncture

Effective UL7ZI72020 acupuncture Services are covered with Chronic
low back pain. Up to 12 visits in 90 days, no prior authorization is
required. An additional 8 visits will be covered for those patients

demonstrating an improvement, a PRIOR AUTHORIZATION IS
REQIIPEN ac of 5/1/2020 _Tatal of 20 acuinunchire treatmante may

97811

Acupuncture, I or more needles;
without electrical stimulation, each
additional 15 minutes of personal
one-one contact with the patient,

with ra.incartinn nf naadlale) (1 ict

NON-COVERED (Refer to the
members Benefits of Coverage for
applicable terms, conditions, and
limitations)

SEE NOTES

PG0382 Acupuncture

Effeciive 0172172020 acupunciure services are covered with chronic
low back pain. Up to 12 visits in 90 days, no prior authorization is
required. An additional 8 visits will be covered for those patients

demonstrating an improvement, a PRIOR AUTHORIZATION IS
RENIIREN ac of 5/1/2020 _Tatal of 20 acununctira traatmants mav

97813

Acupuncture, 1 or more needles;
with electrical stimulation, initial 15
minutes of personal one-on-one
contact with the patient

NON-COVERED (Refer to the
members Benefits of Coverage for
applicable terms, conditions, and
limitations)

SEE NOTES

PG0382 Acupuncture

Effective UI72172020 acupunciure services are covered with chronic
low back pain. Up to 12 visits in 90 days, no prior authorization is
required. An additional 8 visits will be covered for those patients

demonstrating an improvement, a PRIOR AUTHORIZATION IS
RENIIREN ac of 5/1/2020 _Tatal of 20 acununctira traatmants mav

97814

Acupuncture, I or more needles;
with electrical stimulation, each
additional 15 minutes of personal
one-one contact with the patient,

with ra.incartinn nf naadlale) (1 ict

NON-COVERED (Refer to the
members Benefits of Coverage for
applicable terms, conditions, and
limitations)

SEE NOTES

PG0382 Acupuncture

tnectlve 0172177020 acupuncture Services are covered with chronic
low back pain. Up to 12 visits in 90 days, no prior authorization is
required. An additional 8 visits will be covered for those patients
demonstrating an improvement, a PRIOR AUTHORIZATION IS

PENIIREN ac nf 5/1/2020  Tatal of 20 acununctiura traatmante mawv




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Insurance Plans Plans Medical Policy Special Instructions - Notes
Coverage based on the member s benefit coverage Tor a Speciic
Chiropractic manipulative PRIOR AUTHORIZATION PIEIIE%TJ'I?RUET;OEJ)T_ﬁQ\?VN PG0150 Chiropractic product line or provider group. Chiropractic services & spinal
98940 treatment (CMT); spinal, 1-2 REQUIRED - MEDICAL POLICY MEDICARE COVERAGE Serwcgs & S_pmal ma}mpulaﬂon (98940-98943) PRIOR AUTHORIZATION REQUIRED for
regions CRITERIA Manipulation children under 4 years of age.
COVEragE Dasea on The MmemBer s DEnaTt Soverage Tor 8 Spacic
members benefit coverage for a Speciic |
Chiropractic manipulative PRIOR AUTHORIZATION PSL%TJ&UET;OILQ(;T_?Q\?VN PGO0150 Chiropractic product line or provider group. Chiropractic services & spinal
98941 treatment (CMT); spinal, 3-4 REQUIRED - MEDICAL POLICY MEDICARE COVERAGE Serwcgs & S_pmal m§n|pulat|0n (98940-98943) PRIOR AUTHORIZATION REQUIRED for
regions CRITERIA Manipulation children under 4 years of age.
Cn\/nrnnn nar {al\llﬁtrﬁritnrin aof cuhliivatinn (OR04N.02042)
b member's benefit coverage for a Speciic |
PRIORAUTHORIZATION | c1cg cruopracts | moiin e monas i e e
08942 Chiropractic manipulative PIRIGIR (UGN IREQUIIRED - [FOILLOY Services & Spinal Ianani ulation (9%940—98843)';RIOR ?’-\UTHORIZATION FgEQUIRED for
treatment (CMT); spinal, 5 regions | REQUIRED - MEDICAL POLICY MEDICARE COVERAGE : P Anip
CRITERIA Manipulation children under 4 years of age.
. _ _ _ . _ Cnvarana nar CMS critaria nf Qllhlllvnt‘inh (0R0/4N0.0R042) —
Chlropract|c.man|puI§t|ve PRIOR AUTHORIZATION PRIOR AUTHORIZATION PGOlSp Chlropract|c Coveragg based on the member s beneflt} coverage fora lspecmc
98943 treatment (CMT); extraspinal, one REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL POLICY Services & Spinal product line or provider group. Chiropractic services & spinal
or more regions Manipulation manipulation (98940-98943) PRIOR AUTHORIZATION REQUIRED for
Red biood cell antigen typing, PRIOR AUTHORIZATION
DNA, human erythrocyte antigen . T . . ) )
. . REQUIRED - FOLLOW . . Prior authorization is required for genetic testing unless otherwise
0001U gene analysis of 35 a}r_n!gens from NON-COVERED MEDICARE COVERAGE PGO0041 Genetic Testing noted in one of our policies.
11 blood groups, utilizing whole CRITERIA
hlnad _comman RRC allalas
Scoliosis, DNA analysis of 53 PG0043 Experimental
0004M single nucleotide polymorphisms NON-COVERED NON-COVERED Investigational Procedures [INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
(SNPs). usina saliva. proanostic Services
Oncology (colorectal), quantitative PG0065 Colorectal Cancer
0002V assessment of three urine NON-COVERED NON-COVERED Screening PG0043 NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
metabolites (ascorbic acid. Experimental
Oncology (ovarian) biochemical PG0043 Experimental
0003U assays of five proteins NON-COVERED NON-COVERED Investigational Procedures [INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
(apolipoprotein A-1. CA 125 |1, ____Services
Oncology (prostaie) gene PRIOR AUTHORIZATION PGUUZT Genetic Testing [Prior autnorization 1S required for genetic testing uniess otherwise
expression profile by real-time RT- and PG0367 Genetic and [noted in one of our policies. 02/01/2024 Changed Commercial
PRIOR AUTHORIZATION REQUIRED - FOLLOW gy ) .
0005U PCR of 3 genes (ERG, PCA3, and Protein Biomarkers for |coverage from NonCovered to Covered with a PA-PG0367 Genetic and
- - REQUIRED - INTERQUAL MEDICARE COVERAGE h ) e ) - ’
SPDEF), urine, algorithm reported CRITERIA Diagnosis Protein Biomarkers for Diagnosis and Risk Assessment of Prostate
acg rick ernre and Rick A nent nf |Cancer
Oncology (hepatic), mMRNA
0006M expression levels of 161 genes, NON-COVERED NON-COVERED PGO0041 Genetic Testing
utilizina fresh hepatocellular
Oncology (gastrointestinal
0007M neuroendocrine tumors), real-time NON-COVERED NON-COVERED PGO0041 Genetic Testing
PCR expression analysis of 51
Drug test(s), presumptive, with PG0043 Experimental
0007U definitive confirmation of positive NON-COVERED NON-COVERED Investigational Procedures |[NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
results. anv number of drua Services
Oncology (breast cancer), ERBB2
0009U (HER2) copy number by FISH, NON-COVERED NON-COVERED PG0041 Genetic Testing
tumor cells from formalin fixed
PRIOR AUTHORIZATION
00104 Anesthesia for electroconvulsive PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0485 Electroconvulsive
therapy REQUIRED - INTERQUAL MEDICARE COVERAGE Therapy (ECT)
CRITERIA
Oncology, prostate cancer, mMRNA TOUORL SENENT TESITY a1
0011M expression assay of 12 genes (10 NON-COVERED NON-COVERED ;Sgi?;eie%?tgi:ggoz:tae;%
content and 2 housekeepina). RT- Dinte A eofn
Prescription drug monitoring, PG0043 Experimental
0011U evaluation of drugs present by LC- NON-COVERED NON-COVERED Investigational Procedures  |NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

MS/MS. usina oral fluid. reported

Services




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Medical Policy Special Instructions - Notes
Insurance Plans Plans
Oncology (urothelial), mRNA, gene . TR . . . ]
0012M expression profiling by real- NON-COVERED PRIOR AUTHORIZATION PGO041 Genetic Testing Prior authonzatlon is rgqulred for genetic testing unless otherwise
B Lo REQUIRED - MEDICAL POLICY noted in one of our policies.
hvphentime guantitative PCR of
Oncology (urothelial), mRNA, gene . T . . . )
. L ) PRIOR AUTHORIZATION . . Prior authorization is required for genetic testing unless otherwise
0013M expression profl_llng by real- NON-COVERED REQUIRED - MEDICAL POLICY PG0041 Genetic Testing noted in one of our policies.
hvbhentime auantitative PCR of
Liver disease, analysis of 3 PGO0043 Experimental
0014M biomarkers (hyaluronic acid [HA], NON-COVERED NON-COVERED Investigational Procedures [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
procollagen Il amino terminal Services
Adrenal cortical tumor, biochemical PG0043 Experimental
0015M assay of 25 steroid markers, NON-COVERED NON-COVERED Investigational Procedures [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
utilizina 24-h01|1_r urine specimen Services
r‘;gfg;?g;g:ggi’( ) AN PRIOR AUTHORIZATION
o S REQUIRED - FOLLOW . . Prior authorization is required for genetic testing unless otherwise
0016M proﬂl!ng.of 209 genes, utilizing NON-COVERED MEDICARE COVERAGE PGO0041 Genetic Testing noted in one of our policies.
formalin-fixed paraffin-embedded
ticciia _alaarithm ranartad ac CRITERIA
Oncology (hematolymphoid . T . . ; )
0016U neoplasia), RNA, BCRIABLL major PRIOR AUTHORIZATION NON-COVERED PGO041 Genetic Testing Prior 3uthor|zat|on is rgquwed for genetic testing unless otherwise
: . . REQUIRED - INTERQUAL noted in one of our policies.
and minor breakpoint fusion
Oncology (diffuse large B-cell
0017M lymphoma [DLBCL]), mRNA, gene NON-COVERED NON-COVERED PGO0041 Genetic Testing
expression profilina by fluorescent
Oncology (hematolymphoid . N . . ; )
0017U neoplasia), JAK2 mutation, DNA, PRIOR AUTHORIZATION NON-COVERED PGO041 Genetic Testing Prior 3uthor|zat|on is rgquwed for genetic testing unless otherwise
anaiin REQUIRED - INTERQUAL noted in one of our policies.
PCR amplification of exons 12-14
Transplantation medicine (allograft PG0043 Experimental
0018M rejection, renal), measurement of NON-COVERED NON-COVERED Investigational Procedures [INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
donor and third partv induced Services
Oncology (thyroid), microRNA PGO041 Genetic Testing Prior authorization is required for genetic testing unless otherwise
0018U profiling by RT-PCR of 10 NON-COVERED NON-COVERED and PG0298 Molecular . =d 9 9
) I o noted in one of our policies.
microRNA seauences. utilizing fine Markers in Fine Needle
Cardiovascular disease, plasm, PG0392 Cardiovascular
0019M analysis of protein biomarkers by NON-COVERED NON-COVERED Disease (CVD) Risk
aptamer-based microarray and Testing
Oncology, RNA, gene expression
0019V by whole transcriptome NON-COVERED NON-COVERED
sequencina. formalin-fixed paraffin
Oncology (prostate), detection of 8 PG0043 Experimental
0021U autoantibodies (ARF 6, NKX3-1, NON-COVERED NON-COVERED Investigational Procedures |[NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
5GCOUTR-BMI1, CEP 164, 3GCO)/ Services and PG0367
NG PRIOR AUTHORIZATION | "L 2L LT 1D
0022U neo )I/asiap DNA and RNA anal sig PRIOR AUTHORIZATION REQUIRED - FOLLOW Profiling (Somatic Testing) Prior authorization is required for genetic testing unless otherwise
plasia, DR/ analysis, | REQUIRED - INTERQUAL MEDICARE COVERAGE 9 : 9) |noted in one of our policies.
23 genes, interrogation for Panels for Solid Cancer
. CRITERIA b
canence variante and Tumare and Hamatnlnnic
Oncology (acute myelogenous . T . . . ]
: : PRIOR AUTHORIZATION " . . Prior authorization is required for genetic testing unless otherwise
0023U Ie.ukem|a), DNA, geno.typ|.ng of REQUIRED - INTERQUAL NON-COVERED PG0041 Genetic Testing noted in one of our policies.
internal tandem duplication.
Glycosylated acute phase proteins PG0392 Cardiovascular
0024U (GlycA), nuclear magnetic NON-COVERED NON-COVERED Disease (CVD) Risk NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
resonance Spectroscopy. Testina: PG0043
Tenofovir, by liquid PG0043 Experimental
0025U chromatography with tandem NON-COVERED NON-COVERED Investigational Procedures [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
mass spectrometry (LC-MS/MS). Services
AR PRIOR ATTHOREATION | "0l s
0026U eneration se ?Jencir; fine PRIOR AUTHORIZATION REQUIRED - FOLLOW Markers in Fine Needle Prior authorization is required for genetic testing unless otherwise
9 on seq 9. REQUIRED - INTERQUAL MEDICARE COVERAGE : 4 noted in one of our policies.
needle aspirate of thyroid nodule, CRITERIA Aspirates of Thyroid

alnarithmic analvcic ranartad ac a

Nodulac.Archivad




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Medical Policy Special Instructions - Notes
Insurance Plans Plans
JAK2 (Janus kinase 2) (eg, PRIOR AUTHORIZATION
myeloproliferative disorder) gene PRIOR AUTHORIZATION REQUIRED - FOLLOW ) . Prior authorization is required for genetic testing unless otherwise
0027y analysis, targeted sequence REQUIRED - INTERQUAL MEDICARE COVERAGE PG0041 Genetic Testing | in one of our policies.
analysis exons 12-15 CRITERIA
L:;L;gctrir:ra]tsa;]éscri?éac:\ézrzeng;lg PRIOR AUTHORIZATION Prior authorization is required for genetic testing unless otherwise
0029U targeted se uenceganalp sis (ié PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0041 Genetic Testin noted in one of our policies. Changed 0029U from noncovered to
9 q ysis (1€, REQUIRED - INTERQUAL MEDICARE COVERAGE 9 |covered with a prior authorization, InterQual, for Commercial, effective
CYP1A2, CYP2C19, CYP2C9, CRITERIA 11/01/2024
CVD2NA CVDRAAA _CVDRAE :
Drug metabolism (warfarin drug PRIOR AUTHORIZATION
response), targeted sequence ) REQUIRED - FOLLOW . . Prior authorization is required for genetic testing unless otherwise
003ou analysis (ie, CYP2C9, CYP4F2, RORRE NS MEDICARE COVERAGE PGO041 Genetic Testing |04 in one of our policies.
VKORC1, rs12777823) CRITERIA
"1P;f;;mﬂ"mfnggfg;(z?y PRIOR AUTHORIZATION
0031U drug metabolism) gene analysis. NON-COVERED REQUIRED - FOLLOW PGO041 Genetic Testing Prior guthor|zat|on is rgquwed for genetic testing unless otherwise
: ; MEDICARE COVERAGE noted in one of our policies.
common variants (ie, *1F, *1K, *6,
. CRITERIA
COMT (catechol-O- PRIOR AUTHORIZATION Prior authorization is required for genetic testing unless otherwise
0032U methyltransferase)(drug PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0041 Genetic Testin noted in one of our policies. Changed 0032U from noncovered to
metabolism) gene analysis, REQUIRED - INTERQUAL MEDICARE COVERAGE 9 |covered with a prior authorization, InterQual, for Commercial, effective
c.472G>A (rs4680) variant CRITERIA 11/01/2024.
A Ir:;: t(g;r;)grogyrl;y;éagl_ne PRIOR AUTHORIZATION Prior authorization is required for genetic testing unless otherwise
0033U h droxyfr tami;'ne receptor 2C) PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0041 Genetic Testin noted in one of our policies. Changed 0033U from noncovered to
(ey citalo yrpam metabolism) ene REQUIRED - INTERQUAL MEDICARE COVERAGE 9 covered with a prior authorization, InterQual, for Commercial, effective
:?r’mlucicpr-nmmnn variante ?in CRITERIA 11/01/2024.
methytransforase), NUDTS PRIOR AUTHORIZATION
g ! REQUIRED - FOLLOW . . Prior authorization is required for genetic testing unless otherwise
0034U (_nudn)f hydroxylas_e 15)(eg, NON-COVERED MEDICARE COVERAGE PG0041 Genetic Testing noted in one of our policies.
thiopurine metabolism), gene
; ) . CRITERIA
analucic commaon variante (ie
Exome (ie, somatic mutations), Prior authorization is required for genetic testing unless otherwise
0036U paired formalin-fixed paratfin- NON-COVERED NON-COVERED PGO041 Genetic Testing ; °d g 9
h noted in one of our policies.
embgtd_ded tumor tissue and -
o o e PROR ATTHOREATION | "0 e e
0037U D'\{ s ng an e‘;es ’ PRIOR AUTHORIZATION REQUIRED - FOLLOW Profiling (Somatic Testing) |1 2uthorization is required for genetic testing unless otherwise
: Y genes, REQUIRED - INTERQUAL MEDICARE COVERAGE 9 : 9) | noted in one of our policies.
interrogation for sequence Panels for Solid Cancer
variante_nena conv numher CRITERIA Tumaore and Hematalanic
Vitamin D, 25 hydroxy D2 and D3, PG0433 Vitamin D Testing;
0038U by LCMS/MS, serum microsample, NON-COVERED NON-COVERED PG0043 Experimental [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
quantitative Investigational Procedures
BCR/ABL1 (t(9;22)) (eg, chronic PRIOR AUTHORIZATION
myelogenous leukemia) PRIOR AUTHORIZATION REQUIRED - FOLLOW . . Prior authorization is required for genetic testing unless otherwise
0040V translocation analysis, major REQUIRED - INTERQUAL MEDICARE COVERAGE PG0041 Genetic Testing |04 'in one of our policies.
breakpoint, quantitative CRITERIA
e PRIOR AUTHORZATION | 7o e e
0045U rofiliny b reall-?ime RT’—)PCR of PRIOR AUTHORIZATION REQUIRED - FOLLOW Expression Assays for Prior authorization is required for genetic testing unless otherwise
p 9 by REQUIRED - INTERQUAL MEDICARE COVERAGE P YSTOT 1 hoted in one of our policies.
12 genes (7 content and 5 CRITERIA Breast Cancer Prognosis-
hanicakaanina) iitilizina farmalin- Archvied NON124
FLT3 (fms-related tyrosine kinase . T . . . ]
0046U 3) (eg, acute myeloid leukemia) PRIOR AUTHORIZATION NON-COVERED PG0041 Genetic Testing Prior authorization is required for genetic testing unless otherwise

internal tandem duplication (ITD)

REQUIRED - INTERQUAL

noted in one of our policies.




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Medical Policy Special Instructions - Notes
Insurance Plans Plans
tat i [PTior authorization Is required for genetic testing unless otherwise |
Oncology (prostare), mRNA, gene PRIOR AUTHORIZATION PGUUAT Genetic Testing [PTior authorizafion s required Tor genetic [esting uniess otherwise
expression profiling by real-time and PGO0367 Genetic and [noted in one of our policies. 02/01/2024 Changed Commercial
PRIOR AUTHORIZATION REQUIRED - FOLLOW S ) .
0047V RT- PCR of 17 genes (12 content Protein Biomarkers for |coverage from NonCovered to Covered with a PA-PG0367 Genetic and
) S REQUIRED - INTERQUAL MEDICARE COVERAGE . . ; e ) - .
and 5 housekeeping), utilizing CRITERIA Diagnosis and Risk Protein Biomarkers for Diagnosis and Risk Assessment of Prostate
fGrmnlin. fivad naraffin.amhaddad Accocemant nf Dractata Cancor
(sond )
'ONA targeted sequencing of PRIOR AUTHORIZATION
0048U ot 30 o e)‘jons o ges PRIOR AUTHORIZATION REQUIRED - FOLLOW 0041 Genetic Testing |PTiOF authorization is required for genetic testing unless otherwise
p 9 REQUIRED - INTERQUAL MEDICARE COVERAGE 9 |noted in one of our policies.
cancer-associated genes,
incliding intarrnnation far enmatic CRITERIA
NPM1 (nucleophosmin) (eg, acute . ST . . . ]
R . - PRIOR AUTHORIZATION . . Prior authorization is required for genetic testing unless otherwise
0049V myeloid Ieuqkj;;i)agsge analysis, REQUIRED - INTERQUAL NON-COVERED PG0041 Genetic Testing noted in one of our policies.
Sreranutatve
anaysis panel,acute myclogenous PRIGRAUTHORIZATION
0050U Ieyuker';ia D’NA anal ysis 9194 PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0041 Genetic Testin Prior authorization is required for genetic testing unless otherwise
L . ysIS, REQUIRED - INTERQUAL MEDICARE COVERAGE 9 |noted in one of our policies.
genes, interrogation for sequence
. . CRITERIA
variante _conv niimhar variante ar
Prescription drug monitoring, PG0043 Experimental
0051U evaluation of drugs present by LC- NON-COVERED NON-COVERED Investigational Procedures [INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
MS/MS. urine. 31 drua panel. Services
Lipoprotein, blood, high resolution PG0392 Cardiovascular
0052U fractionation and quantitation of NON-COVERED NON-COVERED Disease (CVD) Risk NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
linoproteins. including all five maior Testina: PG0043
Computer-assisted
R PG0128 Computer
0054T musculoskeletal surgical NON-COVERED NON-COVERED : NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
I : Assisted Surgery
naviaational orthopedic procedure.
Prescription drug monitoring, 14 or PG0043 Experimental
0054U more classes of drugs and NON-COVERED NON-COVERED Investigational Procedures |[NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
substances. definitive tandem Services
Computer-assisted
. PG0128 Computer
0055T musculoskeletal surgical NON-COVERED NON-COVERED : NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
I : Assisted Surgery
navigational orthopedic procedure,
Cardiology (heart transplant), cell-
0055U free DNA, PCR assay of 96 DNA NON-COVERED NON-COVERED PGO0041 Genetic Testing |NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
taraet seauences (94 sinale
Oncology (Merkel cell carcinoma), PG0043 Experimental
0058U detection of antibodies to the NON-COVERED NON-COVERED Investigational Procedures |[NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
Merkel cell polvoma virus Services
Oncology (Merkel cell carcinoma), PG0043 Experimental
0059U detection of antibodies to the NON-COVERED NON-COVERED Investigational Procedures [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
Merkel cell polvoma virus capsid Services
Twin zygosity, genomic targeted Prior authorization is required for genetic testing unless otherwise
0060U sequence analysis of chromosome NON-COVERED NON-COVERED PG0041 Genetic Testing , =d 9 9
. : . noted in one of our policies.
2. using circulating cell-free fetal
Transcutaneous measurement of PG0043 Experimental
0061U five biomarkers (tissue NON-COVERED NON-COVERED Investigational Procedures [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
oxvaenation [StO2]. Services
Autoimmune (systemic lupus PGO0043 Experimental
0062U erythematosus), IgG and IgM NON-COVERED NON-COVERED Investigational Procedures [INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
analysis of 80 biomarkers, utilizing Services
Antibody, Treponema pallidum, PG0043 Experimental
0064U total and rapid plasma nswer NON-COVERED NON-COVERED Investigational Procedures [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
(RPR). immunoassay. aualitative Services
Placental alpha-micro globulin-1 PG0048 Tests for the
0066U (PAMG-1), immunoassay with NON-COVERED NON-COVERED Evaluation of Preterm NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
direct optical observation. cervico- Labor and
Oncology (breast), PG0043 Experimental
0067V immunohistochemistry, protein NON-COVERED NON-COVERED Investigational Procedures [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

expression profilina of 4

Services




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Medical Policy Special Instructions - Notes
Insurance Plans Plans
Oncology (colorectal), microRNA, Prior authorization is required for genetic testing unless otherwise
0069U RT-PCR expression profiling of NON-COVERED NON-COVERED PG0041 Genetic Testing noted in one of our policies
BRI Sm sAa —
rome P450, family
PRIOR AUTHORIZATION
0070U 2&:JUb;fgg)tl)gi’sgglyp:npé'gi;) s(iesg’ PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0041 Genetic Testin Prior authorization is required for genetic testing unless otherwise
9 9 ysiS, REQUIRED - INTERQUAL MEDICARE COVERAGE 9 |noted in one of our policies.
common and select rare variants CRITERIA
fio *D *2 *A *AN *B *R[ *7 *Q
Focused ultrasound ablation of PG0344 Uterine Eibroid
0071T uterine leiomyomata, including MR NON-COVERED NON-COVERED Suraical Treatments NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
quic]!:;aznce: total Ieiomvomz%ta 9
fam(;lY 2 :Sb(f(;);[n?lmlgomsl i €| (iiyde PRIOR AUTHORIZATION
0071U % é S meé bc;nz m>;p gne PRIOR AUTHORIZATION REQUIRED - FOLLOW 0041 Genetic Testing |PTiOF authorization is required for genetic testing unless otherwise
9. arug gene REQUIRED - INTERQUAL MEDICARE COVERAGE 9 |noted in one of our policies.
analysis, full gene sequence (List CRITERIA
canaratahsin additian tn cade far
Focused ultrasound ablation of ) Lo
0072T uterine leiomyomata, including MR NON-COVERED NON-COVERED ngf‘tg;;’iﬁg’fﬂiﬂg'd NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
auidance: total leiomvomata 9
family 2, subfamily D, polypeptide PRIOR AUTHORIZATION
0072U 6) ()é ’dru met)‘lalbc;liF;m);p tfne PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0041 Genetic Testin Prior authorization is required for genetic testing unless otherwise
g, drug g REQUIRED - INTERQUAL MEDICARE COVERAGE 9 |noted in one of our policies.
analysis, targeted sequence CRITERIA
analvcic (ia CVYDP2NA-2N7 h\lhTiLf
(Z’Y;u‘b?:r;ﬁy‘g“’";’l"'eePgé’:’er)a(";' Y PRIOR AUTHORIZATION
0073U &ru meta)l,)oli’s?n)ypenpe anal sisg’ PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0041 Genetic Testin Prior authorization is required for genetic testing unless otherwise
9 9 aysis, REQUIRED - INTERQUAL MEDICARE COVERAGE 9 |noted in one of our policies.
targeted sequence analysis (ie, CRITERIA
CVYP2N7_2NA hvhrid nane) (1 &|
(Z’Y;u‘b?:r;ﬁy‘g“’";’l"'eePgé’:’er)a(";' Y PRIOR AUTHORIZATION
0074U &ru meta)l,)oli’s?n)ypenpe anal sisg’ PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0041 Genetic Testin Prior authorization is required for genetic testing unless otherwise
9 9 aYsis, REQUIRED - INTERQUAL MEDICARE COVERAGE 9 |noted in one of our policies.
targeted sequence analysis (ie, CRITERIA
(,YI-’TI:%HI inlicated asns when
5 Subfan(]ﬁytgc ot d5eD ’G)a(“;' Y PRIOR AUTHORIZATION
0075U a meta’éo”’s ‘r’n)ypenpe vl Sisg’ PRIOR AUTHORIZATION REQUIRED - FOLLOW PGO04L Genetic Testing |PTiOr authorization is required for genetic testing unless otherwise
9 9 nalysis, | REQUIRED - INTERQUAL MEDICARE COVERAGE 9 |noted in one of our policies.
targeted sequence analysis (ie, 5 CRITERIA
(,?ﬁ?f)g' Inlicatinn/multinlicatinn)
5 Subfan(]ﬁytgc e 8 (& PRIOR AUTHORIZATION
0076U a meta’éo”’s ‘r’n)ypenpe vl Sisg’ PRIOR AUTHORIZATION REQUIRED - FOLLOW PGO04L Genetic Testing |PTiOr authorization is required for genetic testing unless otherwise
9 9 naysis. | REQUIRED - INTERQUAL MEDICARE COVERAGE 9 |noted in one of our policies.
targeted sequence analysis (ie, 3 CRITERIA
nens dunlicatinn/multinlication
Immunoglobulin paraprotein PG0043 Experimental
0077U (Mprotein), qualitative, NON-COVERED NON-COVERED Investigational Procedures |[NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
immunoprecipitation and mass Services
;grd”;‘:‘;ggsg:j;fng”;::;”ié PRIOR AUTHORIZATION
0078U common variants (ie, ABCBL, NON-COVERED ,\,ngngEEDég\?ééggE PG0041 Genetic Testing E{,f;’d""i‘n“ﬂﬁli?ﬁ'gﬂ,'s;ﬁgi‘;ed for genetic testing unless otherwise
COMT, DAT1, DBH, DOR, DRD1, CRITERIA P :
NnRNH2 hDBANA(‘ARIA Al
(,omparauvemumplzna SIS USINg PRIOR AUTHORIZATION
. ) . ) REQUIRED - FOLLOW . . Prior authorization is required for genetic testing unless otherwise
0079V seIect;zjyinogilsh?suniléeotlde NON-COVERED MEDICARE COVERAGE PGO0041 Genetic Testing noted in one of our policies.
(SNIPe) 1irine and huececal DNIA_far CRITERIA
Oncology (lung), mass PRIOR AUTHORIZATION PG0476 Proteomic Testing |BDX-XL2 PRIOR AUTHORIZATION REQUIRED 0080U. All other
0080V spectrometric analysis of galectin- NON-COVERED REQUIRED - MEDICAL POLICY in the Management of  [Plasma-based proteomic testing in patients with undiagnosed
3-bindina protein and scavenaer Pulmonaryv Nodules pulmonarv nodules detected bv computed tomoaraphy is NON-
Drug test(s), definitive, 90 or more PGO0043 Experimental
0082U drugs or substances, definitive NON-COVERED NON-COVERED Investigational Procedures [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

chromatoaraphy with mass

Services




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Medical Policy Special Instructions - Notes
Insurance Plans Plans
Oncology, response to PG0122 In Vitro
0083U chemotherapy drugs using motility NON-COVERED NON-COVERED Chemoresistance & NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
contrast tomoaraphv. fresh or Chemosensitivity Assavs:
Red blood cell antigen typing, PRIOR AUTHORIZATION
DNA, genotyping of 10 blood ) REQUIRED - FOLLOW . . Prior authorization is required for genetic testing unless otherwise
0084U groups with phenotype prediction NON-COVERED MEDICARE COVERAGE PGO041 Genetic Testing noted in one of our policies.
of 37 red blood cell antigens CRITERIA
Infectious disease (bacterial and PG0043 Experimental
0086U fungal), organism identification, NON-COVERED NON-COVERED Investigational Procedures [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
blood culture. usina Rrna FISH. 6 Services
Cardiology (heart transplant), Prior authorization is required for genetic testing unless otherwise
0087U MRNA gene NON-COVERED NON-COVERED PGO041 Genetic Testing , >4 9 9
. L . noted in one of our policies.
expression profilina bv microarray
Transplantation medicine (kidney Prior authorization is required for genetic testing unless otherwise
0088U allograft rejection), microarray NON-COVERED NON-COVERED PGO0041 Genetic Testing R =d 9 9
! - noted in one of our policies.
aene expression profilina of 1494 -
exprossion profling by RT4PCR PRIOR AUTHORIZATION | ™, (07 ", (o™
0089U pPRAMEpand L?Ncy00538 ’ PRIOR AUTHORIZATION REQUIRED - FOLLOW Expression Profiling of Prior authorization is required for genetic testing unless otherwise
- ) ! REQUIRED - INTERQUAL MEDICARE COVERAGE P ng noted in one of our policies.
superficial collection using CRITERIA Melanomas-Archived
T adhaciva natehlac) = 4{17/01/’7?’7/I| =t
cutaneous mela
"mRNA gene expression profing PRIOR AUTHORIZATION | ™, (07 1 (0
0090U b R'?—PCR OF: 23 eneps a4 g PRIOR AUTHORIZATION REQUIRED - FOLLOW Expression Profiling of Prior authorization is required for genetic testing unless otherwise
y genes | REQUIRED - INTERQUAL MEDICARE COVERAGE P ng noted in one of our policies.
content and 9 housekeeping), CRITERIA Melanomas-Archived
utilizina farmalin_fivad nnrnﬂ.in_ Nn7I/N011/2024
0091U Ocnecuogguym(g?;ct’if:f‘f')cisr‘;ﬁzz:1”9' PRIOR AUTHORIZATION PRIOR AUTHORIZATION PG0065 Colorectal Cancer
e 9 REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL POLICY Screening
tumor cells. utilizina whole blood.
Oncology (lung), three protein PG0043 Experimental
0092U biomarkers, immunoassay using NON-COVERED NON-COVERED Investigational Procedures [INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
maanetic nanosensor technoloay. Services
Prescription drug monitoring, PG0043 Experimental
0093U evaluation of 65 common drugs by NON-COVERED NON-COVERED Investigational Procedures [INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
LC-MS/MS. urine. each drua Services
Genome (e.g., unexplained PRIOR AUTHORIZATION PG0468 Whole Exome
0094U constitutional or heritable disorder PRIOR AUTHORIZATION REQUIRED - FOLLOW Sequencing (WES) and  [Prior authorization is required for genetic testing unless otherwise
or syndrome), rapid sequence REQUIRED - INTERQUAL MEDICARE COVERAGE Whole Genome noted in one of our policies.
analysis CRITERIA Sequencing (WGS)
Removal of total disc arthroplasty PGO0027 Artificial
0095T (artificial disc), anterior approach, NON-COVERED NON-COVERED Intervertebral Disc NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
each additional interspace, Replacement
Inflammation (eosinophilic PG0043 Experimental
0095U esophagitis), ELISA analysis of NON-COVERED NON-COVERED Investigational Procedures [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
eotaxin-3 (CCL26 [C-C motif Services
Human papillomavirus (HPV), high- PG0043 Experimental
0096U risk types (ie, 16, 18, 31, 33, 35, NON-COVERED NON-COVERED Investigational Procedures [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
39. 45, 51, 52, 56. 58. 59. 66. 63). Services
Revision including replacement of PG0027 Artificial
0098T total disc arthroplasty (artificial NON-COVERED NON-COVERED Intervertebral Disc NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
disc). anterior approach. each Replacement
Placement of a subconjunctival
0100T retinal prosthesis receiver and NON-COVERED NON-COVERED PGO0418 Retinal Prosthesis [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
pulse generator, and implantation
Extracorporeal shock wave PG0004 Extracorporeal
0101T involving musculoskeletal system, NON-COVERED NON-COVERED P NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

not otherwise specified. hiah

Shock Wave (ESWT)




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Medical Policy Special Instructions - Notes
Insurance Plans Plans
Hereditary colon cancer disorders
(eg, Ly);]ch syndrome, PTEN RO ORIZATI O . TR . . . .
0101U hamartoma syndrome, Cowden PRIOR AUTHORIZATION REQUIRED - FOLLOW PGO041 Genetic Testing Prior aythonzatnon is rgqulred for genetic testing unless otherwise
- ’ . REQUIRED - INTERQUAL MEDICARE COVERAGE noted in one of our policies.
syndrome, familial adenomatosis
nnl/nncie) _nannmic cantianca CRITERIA
Extracorporeal shock wave, high
0102T energy, performed by a physician, NON-COVERED NON-COVERED PGO004 Extracorporeal |\ o\ ~6\eRED - EXPERIMENTAL, INVESTIGATIONAL
- ; Shock Wave (ESWT)
O et e
hereditary ovarian cance;, PRIOR AUTHORIZATION PEIIE%RU'I??UET;OECI)T_ALS\?VN Prior authorization is required for genetic testing unless otherwise
0102v hereditary endometrial cancer), REQUIRED - INTERQUAL MEDICARE COVERAGE PG0041 Genetic Testing | 4 'in one of our policies.
genomic sequence analysis panel
PR SRR B8 .
ditary ovarian cancer (eg,
heredit;/ry ovarian cancer,g PRIOR AUTHORIZATION PEIIE%RU'I??UET;OECI)T_ALS\?VN Prior authorization is required for genetic testing unless otherwise
0103V hereditary endometrial cancer), REQUIRED - INTERQUAL MEDICARE COVERAGE PG0041 Genetic Testing |, 4 'in one of our policies.
genomic sequence analysis panel
utilizina a comhinatinn of NNGS CRITERIA
Nephrology (chronic kidney PG0043 Experimental
0105U disease), multiplex NON-COVERED NON-COVERED Investigational Procedures |[NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
electrochemiluminescent Services
Quantitative sensory testing PG0043 Experimental
0106T (QST), testing and interpretation NON-COVERED NON-COVERED Investigational Procedures [INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
per extremity: usina touch Services
Gastric emptying, serial collection PG0043 Experimental
0106U of 7 timed breath specimens, non- NON-COVERED NON-COVERED Investigational Procedures [INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
radioisotope carbon-13(13C) Services
Quantitative sensory testing PG0043 Experimental
0107T (QST), testing and interpretation NON-COVERED NON-COVERED Investigational Procedures [INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
per extremity: usina vibration Services
Clostridium difficile toxin(s) antigen PG0043 Experimental
0107U detection by immunoassay NON-COVERED NON-COVERED Investigational Procedures [INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
technigue. stool, gualitative, Services
Quantitative sensory testing PG0043 Experimental
0108T (QST), testing and interpretation NON-COVERED NON-COVERED Investigational Procedures [INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
per extremity: usina coolina stimuli Services
Gastroenterology (Barrett’s PG0043 Experimental
0108U esophagus), whole slide-digital NON-COVERED NON-COVERED Investigational Procedures [INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
imaaing. includina morphometric Services
Quantitative sensory testing PG0043 Experimental
0109T (QST), testing and interpretation NON-COVERED NON-COVERED Investigational Procedures [INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
per extremity: usina heat-pain Services
Quantitative sensory testing PG0043 Experimental
0110T (QST), testing and interpretation NON-COVERED NON-COVERED Investigational Procedures [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
per extremity: using other stimuli Services
Prescription drug monitoring, one PG0043 Experimental
0110U or more oral oncology drug(s) and NON-COVERED NON-COVERED Investigational Procedures [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
oReR ot e ot services
ncology (colon cancer), tar
KRAS (ggdons 12, 13, and 63) and RO N ORIZ IO . T . . ) )
0111U NRAS (codons 12, 13, and 61) PRIOR AUTHORIZATION REQUIRED - FOLLOW PGO041 Genetic Testing Prior aythonzatnon is rgqunred for genetic testing unless otherwise
ST : REQUIRED - INTERQUAL MEDICARE COVERAGE noted in one of our policies.
gene analysis utilizing formalin- CRITERIA
fivad naraffin.eamhaddad ticciia
Infectious agent detection and PG0043 Experimental
0112U identification, targeted sequence NON-COVERED NON-COVERED Investigational Procedures [INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
analysis (16S and 18S Rrna Services
UTICOIOgY (Prostate), measurerrierit GETElTC dana Frotel
of PCA3 and TMPRSS2-ERG in Biomarkers for Diagnosis
0113U urine and PSA in serum following NON-COVERED NON-COVERED and Risk Assessment of |Prior authorization is required for genetic testing unless otherwise

prostatic massage, by RNA
amplification and fluorescence-

hocad datant I 1

Prostate Cancer and
PG0367 Genetic and

Dentnin D 1 fov

noted in one of our policies.




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Medical Policy Special Instructions - Notes
Insurance Plans Plans
Gastroenterology (Barrett's PG0043 Experimental
0114U esophagus), VIM and CCNA1 NON-COVERED NON-COVERED Investigational Procedures [INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
methvlation analvsis. esophaageal Services
Respiratory infectious agent PG0043 Experimental
0115V detection by nucleic acid (DNA and NON-COVERED NON-COVERED Investigational Procedures [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
RNA). 18 viral tvnes and subtvpes Services
Prescription drug monitoring, PG0252 Noninvasive Tests
0116V enzyme immunoassay of 35 or NON-COVERED NON-COVERED for Hepatic Fibrosis; NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
more druas confirmed with LC- PG0043 Experimental
Pain management, analysis of 11 PG0043 Experimental
0117V endogenous analytes NON-COVERED NON-COVERED Investigational Procedures [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
(me}hvlmalonic acid. xanthurenic Services
ransplantation medicine,
I ; PRIOR AUTHORIZATION }
iy | e eaor <! proRAUTHOREATION | REQURED-Foluow | 07 Noecuk Tt
'9 gen REQUIRED - INTERQUAL MEDICARE COVERAGE rgan Alog
next-generation sequencing, Rejection
nlacma rannrtad ac narcantana nf CRITERIA
Cardiology, ceramides by liquid PG0392 Cardiovascular
0119V chromatography-tandem mass NON-COVERED NON-COVERED Disease (CVD) Risk NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
spectrometry. blasma. guantitative Testina: PG0043
Oncology (B-cell lymphoma Prior authorization is required for genetic testing unless otherwise
0120U classification), mMRNA, gene NON-COVERED NON-COVERED PGO0041 Genetic Testing R =d 9 9
. o noted in one of our policies.
expression profilina by fluorescent
Sickle cell disease, microfluidic PG0043 Experimental
0121V flow adhesion (VCAM-1), whole NON-COVERED NON-COVERED Investigational Procedures [INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
blood Services
Sickle cell disease, microfluidic PG0043 Experimental
0122V flow adhesion (P-Selectin), whole NON-COVERED NON-COVERED Investigational Procedures [INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
blood Services
Mechanical fragility, RBC, shear PG0043 Experimental
0123U stress and spectral analysis NON-COVERED NON-COVERED Investigational Procedures [INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
profiling Services
Jitary breast cancer—relate
isorders (eg, herediary breast PRIOR AUTHORIZATION
0129U cancer hered%ar ovaria}rg cancer PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0041 Genetic Testin Prior authorization is required for genetic testing unless otherwise
. yova ! REQUIRED - INTERQUAL MEDICARE COVERAGE 9 |noted in one of our policies.
hereditary endometrial cancer),
asnomic caauence analsic and CRITERIA
ereditary colon cancer diso
He(r:g' f%;‘]’ ;’;n‘;?ggf; F',STOE'E”S PRIOR AUTHORIZATION
' ! REQUIRED - FOLLOW . . Prior authorization is required for genetic testing unless otherwise
0130U hamartoma sylnldrome, Cowdep NON-COVERED MEDICARE COVERAGE PGO0041 Genetic Testing noted in one of our policies.
syndrome, familial adenomat05|s
nalunncic) tarnated m CRITERIA
ditary b t = t
frboi ok PRIOR AUTHORIZATION
0131U cancer, hereditary ovarian cancer, NON-COVERED REQUIRED - FOLLOW PGO041 Genetic Testing Prior guthonzatlon is rgqunred for genetic testing unless otherwise
. . MEDICARE COVERAGE noted in one of our policies.
hereditary endometrial cancer),
tarnatad mBPNA conienca anahrcic CRITERIA
ereditary ovarian cancer—relate
isordert (eg, herecitary breast | PRIOR AUTHORIZATION
0132U cancer, hereditary ovarian cancer, NON-COVERED REQUIRED - FOLLOW PGO041 Genetic Testing Prior aythonzatnon is rgqunred for genetic testing unless otherwise
" . MEDICARE COVERAGE noted in one of our policies.
hereditary endometrial cancer), CRITERIA
tarnatead mPRNA canienca anahreic
Hereditary prostate cancer—related PRIOR AUTHORIZATION
disorders, targeted mMRNA REQUIRED - FOLLOW . . Prior authorization is required for genetic testing unless otherwise
0133V sequence analysis panel (11 NONHEOMERED MEDICARE COVERAGE PG0041 Genetic Testing noted in one of our policies.
genes) CRITERIA
ditary pan car
herecltary breast and ovarin PRIOR AUTHORIZATION
" ) REQUIRED - FOLLOW ) . Prior authorization is required for genetic testing unless otherwise
0134U cancer, heredltgry endometrial NON-COVERED MEDICARE COVERAGE PG0041 Genetic Testing noted in one of our policies.
cancer, hereditary colorectal CRITERIA

cancar) tarnatad mMPNA cannianca




Codes

Code Description

Paramount Commercial

Insurance Plans

Elite (Medicare Advantage)
Plans

Medical Policy

Special Instructions - Notes

0135U

Hereditary gynecological cancer
(eg, hereditary breast and ovarian
cancer, hereditary endometrial
cancer, hereditary colorectal

cancar) tarnatad mPNA canlianca

NON-COVERED

PRIOR AUTHORIZATION
REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA

PG0041 Genetic Testing

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

0136U

ATM (ataxia telangiectasia
mutated) (eg, ataxia
telangiectasia) mRNA sequence
analysis

NON-COVERED

PRIOR AUTHORIZATION
REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA

PG0041 Genetic Testing

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

0137V

PALB2 (partner and localizer of
BRCAZ2) (eg, breast and
pancreatic cancer) mRNA
sequence analysis

NON-COVERED

PRIOR AUTHORIZATION
REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA

PG0041 Genetic Testing

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

0138U

BRCAT (BRCAT, DNA repair
associated), BRCA2 (BRCA2,
DNA repair associated) (eg,
hereditary breast and ovarian

rancary mPRNA cannienca anahicic

NON-COVERED

PRIOR AUTHORIZATION
REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA

PG0041 Genetic Testing

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

0140U

Infectious disease (fungi), fungal
pathogen identification, DNA (15
funaal targets). blood culture.

NON-COVERED

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0141V

Infectious disease (bacteria and
fungi), gram-positive organism
identification and drua resistance

NON-COVERED

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0142V

Infectious disease (bacteria and
fungi), gram-negative bacterial
identification and drua resistance

NON-COVERED

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0143U

Drug assay, definitive, 120 or
more drugs or metabolites, urine,
guantitative liguid chromatoaraphy

NON-COVERED

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0144V

Drug assay, definitive, 160 or
more drugs or metabolites, urine,
quantitative liquid chromatoaraphy

NON-COVERED

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0145U

Drug assay, definitive, 65 or more
drugs or metabolites, urine,
quantitative liguid chromatoaraphy

NON-COVERED

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0146U

Drug assay, definitive, 80 or more
drugs or metabolites, urine, by
quantitative liquid chromatoaraphy

NON-COVERED

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0147V

Drug assay, definitive, 85 or more
drugs or metabolites, urine,
quantitative liguid chromatoaraphy

NON-COVERED

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0148U

Drug assay, definitive, 100 or
more drugs or metabolites, urine,
auantitative liauid chromatoaraphv

NON-COVERED

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0149U

Drug assay, definitive, 60 or more
drugs or metabolites, urine,
quantitative liguid chromatoaraphy

NON-COVERED

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0150U

Drug assay, definitive, 120 or
more drugs or metabolites, urine,
auantitative liauid chromatoaraphv

NON-COVERED

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0151U

Infectious disease (bacterial or
viral respiratory tract infection),
pathoaen specific nucleic acid

NON-COVERED

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0152U

Infectious disease (bacteria, fungi,
parasites, and DNA viruses),
microbial cell-free DNS. plasma.

NON-COVERED

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Medical Policy Special Instructions - Notes
Insurance Plans Plans
Ugi;';iﬁi(é’r:eﬁtf’iiiQ;Rb';’zeif_”e PRIOR AUTHORIZATION
: f PRIOR AUTHORIZATION REQUIRED - FOLLOW . . Prior authorization is required for genetic testing unless otherwise
0153V generation sequencing of 101 REQUIRED - INTERQUAL MEDICARE COVERAGE PGO041 Genetic Testing | o4 in one of our policies.
genes, utilizing formalin-fixed
- haddod fi CRITERIA
Oncology (Urotefial cancer), RNA
analysis by real-time RT-P(':R of Y RO ORIz O
0154U theyFGF>F/e3 (fibroblast growth PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0041 Genetic Testin Prior authorization is required for genetic testing unless otherwise
9 . REQUIRED - MEDICAL POLICY MEDICARE COVERAGE 9 |noted in one of our policies.
factor receptor 3) gene analysis
Te 7 A9~ CRITERIA
e e o1
01550 ioros f]ate g_ kin'Zse v PRIOR AUTHORIZATION REQUIRED - FOLLOW 0041 Genetic Testing |PTiOF authorization is required for genetic testing unless otherwise
phosp , catalyt REQUIRED - INTERQUAL MEDICARE COVERAGE 9 |noted in one of our policies.
subunit alpha) (eg, breast cancer) CRITERIA
noana analvcic lia n CA20D
Copy number (eg, intellectual RO ORIz O
S ! REQUIRED - FOLLOW . . Prior authorization is required for genetic testing unless otherwise
0156U d|sa§|el|tﬁ,e?])ésérr;c:1;plhtsjilggy), NON-COVERED MEDICARE COVERAGE PG0041 Genetic Testing noted in one of our policies.
q 4 CRITERIA
APC (APC regulator of WNT PRIOR AUTHORIZATION
signaling pathway) (eg, familial " REQUIRED - FOLLOW . . Prior authorization is required for genetic testing unless otherwise
0157V adenomatosis polyposis [FAP]) RGOS MEDICARE COVERAGE PG0041 Genetic Testing noted in one of our policies.
mRNA sequence analysis CRITERIA
e
REQUIRED - FOLLOW . . Prior authorization is required for genetic testing unless otherwise
01580 szar:;iré;};‘;] z?lsn?liiosrtnseg n;?;‘g NON-COVERED MEDICARE COVERAGE PG0041 Genetic Testing noted in one of our policies.
el i CRITERIA
s, PRIOR AUTHORIZATION
! REQUIRED - FOLLOW . . Prior authorization is required for genetic testing unless otherwise
0159U syn_dror_ne) mMRNA sequence NON-COVERED MEDICARE COVERAGE PG0041 Genetic Testing noted in one of our policies.
analysis (List separately in addition
CRITERIA
SR R RERoR e 18
hereditary colon cancer Lync’h R ORIZATION
! REQUIRED - FOLLOW . . Prior authorization is required for genetic testing unless otherwise
0160U syn_dror_ne) mMRNA sequence NON-COVERED MEDICARE COVERAGE PG0041 Genetic Testing noted in one of our policies.
analysis (List separately in addition
; CRITERIA
1o SRR ARSI ARSI
misma(tch repair systgmy PRIOR AUTHORIZATION
: REQUIRED - FOLLOW . . Prior authorization is required for genetic testing unless otherwise
0161U componem) (eg, hereditary NON-COVERED MEDICARE COVERAGE PG0041 Genetic Testing noted in one of our policies.
nonpolyposis colorectal cancer,
\ CRITERIA
B Sl R RS R e (A
syndrome), targeted mRNA PRIOR AUTHORIZATION
0162U sequence analysis panel (MLH, NON-COVERED REQUIRED - FOLLOW PG0041 Genetic Testing Prior a_uthonzatlon is rgq_ulred for genetic testing unless otherwise
- MEDICARE COVERAGE noted in one of our policies.
MSH2, MSH6, PMS2) (List
; " CRITERIA
coanaratals in additinn ta code
Total disc arthroplasty (artificial PG0027 Artificial
0163T disc), anterior approach, including NON-COVERED NON-COVERED Intervertebral Disc NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
discectomv to prepare interspace Replacement
Oncology (colorectal) screening, PG0065 Colorectal Cancer
0163U biochemical enzyme-linked NON-COVERED NON-COVERED Screening; PG0043 NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
immunosorbent assay (ELISA) of 3 Experimental
Removal of total disc arthroplasty, PG0027 Artificial
0164T (artificial disc), anterior approach, NON-COVERED NON-COVERED Intervertebral Disc NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
each additional interspace. lumbar Replacement
Gastroenterology (irritable bowel PG0043 Experimental
0164U syndrome [IBS]), immunoassay for NON-COVERED NON-COVERED Investigational Procedures [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

antiCdtB and anti-vinculin

Services




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Medical Policy Special Instructions - Notes
Insurance Plans Plans
Revision including replacement of PGO0027 Artificial
0165T total disc arthroplasty (artificial NON-COVERED NON-COVERED Intervertebral Disc NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
disc). anterior approach. each Replacement
Peanut allergen-specific IgE and PG0043 Experimental
0165U quantitative assessment of 64 NON-COVERED NON-COVERED Investigational Procedures [INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
epitopes usina enzvme-linked Services
Liver disease, 10 biochemical PGO0043 Experimental
0166U assays (a2-macroglobulin, NON-COVERED NON-COVERED Investigational Procedures [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
haptoalobin. apolipoprotein Al. Services
Gonadotropin, chorionic (Hcg), PG0043 Experimental
0167V immunoassay with direct optical NON-COVERED NON-COVERED Investigational Procedures [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
observation. blood Services
NUDT lﬁp(&#ag‘hig’pﬂ;’i::‘fs_lb) and PRIOR AUTHORIZATION
REQUIRED - FOLLOW . . Prior authorization is required for genetic testing unless otherwise
0169V mme;gt')tgigjfrz‘z ;‘:“gll c;’i‘;g RO CERD MEDICARE COVERAGE PG0041 Genetic Testing [ 4 in one of our policies.
':;i:gi’?éggt]')sr;;’fcgzi? PRIOR AUTHORIZATION
. o REQUIRED - FOLLOW ) . Prior authorization is required for genetic testing unless otherwise
0170U gene_rathn seque.ncmg, saliva, NON-COVERED MEDICARE COVERAGE PG0041 Genetic Testing noted in one of our policies.
algorithmic analysis, and results
roannrtad ac nradictivva nrahahilitv, CRITERIA
e
0171U Ieu);(em?a m Yelod S I;/stic PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0041 Genetic Testin Prior authorization is required for genetic testing unless otherwise
» Myelodysp REQUIRED - INTERQUAL MEDICARE COVERAGE 9 |noted in one of our policies.
syndrome, and
mvolanralifarative nannlacme CRITERIA
mor as Indicat
e
) ) PRIOR AUTHORIZATION REQUIRED - FOLLOW . . Prior authorization is required for genetic testing unless otherwise
0172U analysis of BRCAL (BRCAL, DNA | gy pep - MEDICAL POLICY MEDICARE COVERAGE PG0041 Genetic Testing |, 4 in one of our policies.
repair associated), BRCA2 CRITERIA
(RIIQ(‘A7 DNIA renair acenciated)
analsis panel, acute myeloid PRIOR AUTHORIZATION
0171U Ieu)((em?a m Yelod s I;’stic PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0041 Genetic Testin Prior authorization is required for genetic testing unless otherwise
» myelodyspiastic. REQUIRED - INTERQUAL MEDICARE COVERAGE 9 |noted in one of our policies.
syndrome, and myeloproliferative
) CRITERIA
S BT e as fhancatea
Url;():/othe label), somatic mutation PRIOR AUTHORIZATION
X ! PRIOR AUTHORIZATION REQUIRED - FOLLOW . . Prior authorization is required for genetic testing unless otherwise
o172v analysis of BRCAL (BRCAL, DNA REQUIRED MEDICARE COVERAGE PGO041 Genetic Testing | io4 in one of our policies.
repair associated), BRCA2 CRITERIA
(RRCA?2 DNA renair acenciated)
Psychiatry (ie, depression, PRIOR AUTHORIZATION
anxiety), genomic analysis panel, " REQUIRED - FOLLOW ) . Prior authorization is required for genetic testing unless otherwise
0173V includes variant analysis of 14 NEHHERIAEE MEDICARE COVERAGE PG0041 Genetic Testing noted in one of our palicies.
genes CRITERIA
Computer-aided detection (CAD) PG0043 Experimental
0174T (computer algorithm analysis of NON-COVERED NON-COVERED Investigational Procedures [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
diaital imaae data for lesion Services
Oncology (solid tumor), mass Prior authorization is required for genetic testing unless otherwise
0174U spectrometric 30 protein targets, NON-COVERED NON-COVERED PG0041 Genetic Testing ; =d g 9
A : noted in one of our policies.
formalin-fixed paraffin-embedded
Computer-aided detection (CAD) PG0043 Experimental
0175T (computer algorithm analysis of NON-COVERED NON-COVERED Investigational Procedures [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
diaital imaae data for lesion Services
Psychiatry (g, depression PRIOR AUTHORIZATION Prior authorization is required for genetic testing unless otherwise
. bl ) i REQUIRED - FOLLOW . . noted in one of our policies. Changed 0175U from noncovered to
01750 anxiety), genomic analysis panel, NON-COVERED MEDICARE COVERAGE PG0041 Genetic Testing |\ red with a prior authorization, InterQual, for Elite, effective

variant analysis of 15 genes

CRITERIA

11/01/2024.




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Medical Policy Special Instructions - Notes
Insurance Plans Plans
Cytolethal distending toxin B PG0043 Experimental
0176U (CdtB) and vinculin 1gG antibodies NON-COVERED NON-COVERED Investigational Procedures [INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
by immunoassay (ie. ELISA) Services
Oncology (breast cancer), DNA, Prior authorization is required for genetic testing unless otherwise
0177V PIK3CA (phosphatidylinositol-4,5- NON-COVERED NON-COVERED PGO0041 Genetic Testing ) =d 9 9
. - . noted in one of our policies.
bisphosphate 3-kinase catalvtic
Peanut allergen-specific PGO0043 Experimental
0178U guantitative assessment of NON-COVERED NON-COVERED Investigational Procedures [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
multiple epitopes usina enzvme- Services
=
o e
0179U se uen’ce analysis of '23 %nes PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0041 Genetic Testing |Prior authorization is required for genetic testing unless otherwise
q s > 9 REQUIRED - INTERQUAL MEDICARE COVERAGE and PG0500 Liquid Biopsy |noted in one of our policies.
(single nucleotide variations,
. N . . CRITERIA
incartinne and delatinne _fiicinne
Red cellantigen
gmip)c;eﬂ;g?n”g (&'E%;) ";‘;‘:}e PRIOR AUTHORIZATION
X ! 5 REQUIRED - FOLLOW . . Prior authorization is required for genetic testing unless otherwise
0180V anqu&; Sanger/cham Non-Covered MEDICARE COVERAGE PG0041 Genetic Testing noted in one of our policies.
termination/conventional CRITERIA
conuencinag AROD (ARO _alnha 1.2
Red cell antigen (Colton blood PRIOR AUTHORIZATION
group) genotyping (CO), gene 5 REQUIRED - FOLLOW . . Prior authorization is required for genetic testing unless otherwise
0181V analysis, AQP1 (aquaporin 1 NS MEDICARE COVERAGE PG0041 Genetic Testing noted in one of our policies.
[Colton blood group]) exon 1 CRITERIA
Red cell antigen (Cromer blood PRIOR AUTHORIZATION
group) genotyping (CROM), gene 5 REQUIRED - FOLLOW . . Prior authorization is required for genetic testing unless otherwise
0182V analysis, CD55 (CD55 molecule NS MEDICARE COVERAGE PG0041 Genetic Testing noted in one of our policies.
[Cromer blood group]) exons 1-10 CRITERIA
Zrec?u;)e 9220[' ?;p';n(gc '(%gl;’ Z's:s PRIOR AUTHORIZATION
0183U analysis, SLCAA1 (solute carrier Nl REQUIRED - FOLLOW PG0041 Genetic Testing Prior a_uthonzatlon is rgq_wred for genetic testing unless otherwise
k . MEDICARE COVERAGE noted in one of our policies.
family 4 member 1 [Diego blood
aroun) avon 10 CRITERIA
ch:o%ep") Z’::}%‘i;pﬁ';;'ég’g”;:&oq PRIOR AUTHORIZATION
0184U analysis, ART4 (ADP- N REQUIRED - FOLLOW PGO041 Genetic Testing Prior a_uthonzatlon is rgq_unred for genetic testing unless otherwise
. MEDICARE COVERAGE noted in one of our policies.
ribosyltransferase 4 [Dombrock
hlond arannl) avon 2 CRITERIA
Red cell antigen (H blood group) PRIOR AUTHORIZATION
genotyping (FUT1), gene analysis, 5 REQUIRED - FOLLOW . . Prior authorization is required for genetic testing unless otherwise
0185V FUT1 (fucosyltransferase 1 [H NS MEDICARE COVERAGE PG0041 Genetic Testing noted in one of our policies.
blood group]) exon 4 CRITERIA
Red cell antigen (H blood group) PRIOR AUTHORIZATION
genotyping (FUT2), gene analysis, 5 REQUIRED - FOLLOW . . Prior authorization is required for genetic testing unless otherwise
0186V FUT2 (fucosyltransferase 2) exon el St MEDICARE COVERAGE PG0041 Genetic Testing noted in one of our policies.
2 CRITERIA
E;;:’:)“;;g't?’;:;&‘;'\'(y) ”g';;‘; PRIOR AUTHORIZATION
0187U analysis, ACKR1 (atypical N Covaied REQUIRED - FOLLOW PG0041 Genetic Testing Prior a_uthonzatlon is rgq_mred for genetic testing unless otherwise
chemokine receptor 1 [Duffy blood MEDICARE COVERAGE noted in one of our policies.
AAAAAA ceptor 1 [ully CRITERIA
Red cell antigen (Gerbich blood PRIOR AUTHORIZATION
group) genotyping (GE), gene 5 REQUIRED - FOLLOW . . Prior authorization is required for genetic testing unless otherwise
0188V analysis, GYPC (glycophorin C NS SEIEG MEDICARE COVERAGE PG0041 Genetic Testing |04 'in one of our policies.
[Gerbich blood group]) exons 1-4 CRITERIA
grg::) ;’;"n:'l;;)gl;'g' Eg'\';; A‘;'”;;‘ne PRIOR AUTHORIZATION
0189U analysis, GYPA (glycophorin A N Covaed REQUIRED - FOLLOW PG0041 Genetic Testing Prior authorization is required for genetic testing unless otherwise

[MNS blood group]) introns 1, 5,

AAAAA o

MEDICARE COVERAGE
CRITERIA

noted in one of our policies.




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Medical Policy Special Instructions - Notes
Insurance Plans Plans
REU TEMT ATTUYETT (VIS DTOUT PRIOR AUTHORIZATION
group) genotyping (GYPB), gene ) . TR . . . ]
0190V analysis, GYPB (glycophorin B Non-Covered Nll?EElglngEEDCC'):\?IIE_IF;(ZgE PG0041 Genetic Testing Egtc;ﬁt:tzng'gﬂr'Sgﬁg:!ec’ for genetic testing unless otherwise
[MNS blood group]) introns 1, 5, CRITERIA P :
Red cell antigen (Indian blood PRIOR AUTHORIZATION
group) genotyping (IN), gene 5 REQUIRED - FOLLOW . . Prior authorization is required for genetic testing unless otherwise
0191V analysis, CD44 (CD44 molecule Non-Covered MEDICARE COVERAGE PGO041 Genetic Testing noted in one of our policies.
Indian blood group]) exons 2, 3, 6 CRITERIA
[ group
REU CEMT ATUygEeETT (RTUU D1oua PRlOR AUTHORIZATION
group) genotyping (JK), gene ) . T . . . )
0192V analysis, SLC14A1 (solute carrier Non-Covered SESETREEDCSS:FE%VE PG0041 Genetic Testing Eg';mﬂ”;ﬁzzjf“gﬂr'Sorﬁgzgec' for genetic testing unless otherwise
family 14 member 1 [Kidd blood CRITERIA P :
RETCET artigen (R Do gTouby o AU O AT o
genotyping (JR), gene analysis, ) . T . . . .
0193U ABCG2 (ATP binding cassette Non-Covered SESETREEDCSS:FE%VE PG0041 Genetic Testing Eg';mﬂ”;ﬁzzjf“gﬂr'Sorﬁgzgec' for genetic testing unless otherwise
subfamily G member 2 [Junior CRITERIA p ’
Red cell antigen (Kell blood grroup) PRIOR AUTHORIZATION
genotyping (KEL), gene analysis, 5 REQUIRED - FOLLOW . . Prior authorization is required for genetic testing unless otherwise
0184V KEL (Kell metallo-endopeptidase Non-Covered MEDICARE COVERAGE PGO041 Genetic Testing noted in one of our policies.
[Kell blood group]) exon 8 CRITERIA
PRIOR AUTHORIZATION
KLF1 (Kruppel-like factor 1), REQUIRED - FOLLOW . . Prior authorization is required for genetic testing unless otherwise
01950 targeted sequencing (ie, exon 13) Non-Covered MEDICARE COVERAGE PGO041 Genetic Testing noted in one of our policies.
CRITERIA
REU CEM ArmugeTT (CUtTETarT otoua PRIOR AUTHORIZATION
group) genotyping (LU), gene ) . T . ) ) )
0196U analysis, BCAM (basal cel Nl REQUIRED - FOLLOW PG0041 Genetic Testing Prior a_uthonzatlon is rgq_wred for genetic testing unless otherwise
. MEDICARE COVERAGE noted in one of our policies.
adhesion molecule [Lutheran blood CRITERIA
Reu Lerl”&ﬁ'li@’élﬁfé"l1?1:16|l1i:'|- PRIOR AUTHORIZATION
Wiener blood group) genotyping . T . . ) )
. REQUIRED - FOLLOW . . Prior authorization is required for genetic testing unless otherwise
0197U ) (LW), gene analy5|s, ICAM4 Non-Covered MEDICARE COVERAGE PGO0041 Genetic Testing noted in one of our policies.
(intercellular adhesion molecule 4 CRITERIA
I 2l i MUIinnmar bhland cvos s SAY
Measurement of ocular blood flow PG0043 Experimental
0198T by repetitive intraocular pressure NON-COVERED NON-COVERED Investigational Procedures [INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
sampling. with interpretation ang} Services and PG0041
REU Cel dlMyerT (KM 000U grou
; PRIOR AUTHORIZATION
genotyping (RHD and RHCE), ) . RSP . . . ]
0198U gene analysis Sanger/chain NON-COVERED JggngEEch\?égggE PG0041 Genetic Testing Eg;z;ﬁ:tgﬁgzglgﬂr';gﬁg:gec‘ for genetic testing unless otherwise
termination/conventional CRITERIA ’
SR CEIr MmN (St e oo™ PRIOR AUTHORIZATION
group) genotyping (SC), gene ) . TR . . . )
0199V analysis, ERMAP (erythroblast Non-Covered SggngEEch\?ééggE PGO0041 Genetic Testing sgtc;m:tgﬁgzglgﬂr';gﬁg:ged for genetic testing unless otherwise
membrane associated protein CRITERIA ’
PercutaneoAuAs s;—cArla.\I“auN;;;tation PG0O38 Percutaneous
0200T . 9 NON-COVERED NON-COVERED Vertebroplasty, NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
(sacroplasty), unilateral Kvohoplasty. and
Red cell antigen (Kx blood group) PRIOR AUTHORIZATION
genotyping (XK), gene analysis, 5 REQUIRED - FOLLOW . . Prior authorization is required for genetic testing unless otherwise
0200V XK (X-linked Kx blood group) el St MEDICARE COVERAGE PG0041 Genetic Testing noted in one of our policies.
exons 1-3 CRITERIA
Percutaneous sacral augmentation PG0038 Percutaneous
0201T (sacroplasty), bilateral injections, NON-COVERED NON-COVERED Vertebroplasty, NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

includina the use of a balloon or

Kvphoplasty. and




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Medical Policy Special Instructions - Notes
Insurance Plans Plans
Red cell antigen (Yt blood group) PRIOR AUTHORIZATION
genotyping (YT), gene analysis, REQUIRED - FOLLOW . . Prior authorization is required for genetic testing unless otherwise
0201V ACHE (acetylcholinesterase NETHEEEEG MEDICARE COVERAGE PG0041 Genetic Testing noted in one of our policies.
[Cartwright blood group]) exon 2 CRITERIA
Posterior vertebral joint(s) PGO0043 Experimental
02027 arthroplasty (e.g., facet joint[s] NON-COVERED NON-COVERED Investigational Procedures [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
Huw”rleplacement) includir}qum Services
disease), mRNA, gene expression PSL%TJ&UET;OILQ(;T_?E\?VN Prior authorization is required for genetic testing unless otherwise
0203U profil;ngebnyegtiigtf:::é\;? :JC;F;CR, Non-Covered MEDICARE COVERAGE PG0041 Genetic Testing noted in one of our policies.
PR NI CRITERIA
Oncology (thyroid), mRNA, gene . T . . . ]
0204U expression analysis of 593 genes Non-Covered Non-Covered PGO0041 Genetic Testing Eg:;:ﬂﬁ”;ﬁzzﬁlg:rI;gﬁg:!ec’ for genetic testing unless otherwise
(\ip}(}:]lﬂginq BRAF. RAS. RE‘I"J. 5 5 R )
9 .I v . PRIOR AUTHORIZATI . .
macular degfeneratlon), analysis of REQUIRED - FOLLOW PGO0412 Genetic Testing Prior authorization is required for genetic testing unless otherwise
0205U 3 gene variants (2 CFH gene, 1 Non-Covered Age-Related Macular . S
ARMS?2 gene), using PCR and MEDICARE COVERAGE Degeneration noted in one of our policies.
A T CRITERIA
Neurology (Alzheimer disease); PG0043 Experimental
0206U cell aggregation using NON-COVERED NON-COVERED Investigational Procedures [INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
morphometric imaaina and protein Services
Evacuation of meibomian glands, PG0043 Experimental
0207T automated, using heat and NON-COVERED NON-COVERED Investigational Procedures [INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
intermittent pressure. unilateral Services
Neurology (Alzheimer disease); PG0043 Experimental
0207V quantitative imaging of NON-COVERED NON-COVERED Investigational Procedures [INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
phosphorvlated ERK1 and ERK2 in Services
Pure tone audiometry (threshold) PGQO4$ Experimental
0208T O ’ NON-COVERED NON-COVERED Investigational Procedures |[NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
automated; air only .
Oncology (medullary thyroid Services
0208U carcinoma), MRNA, gene NON-COVERED NON-COVERED PGO041 Genetic Testing |10 authorization is required for genetic testing unless otherwise
- . noted in one of our policies. Deleted Code
expression analvsis of 108 aenes.
Pure tone audiometry (threshold) PGC_)04:_% Experimental
0209T T ’ NON-COVERED NON-COVERED Investigational Procedures |[NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
automated; air and bone Services
0209U Cétgg(?:qc;r:,l;dc;n;g;lr;ggal PRIOR AUTHORIZATION PRIOR AUTHORIZATION g;%tiii\:gh?vl\‘/al%ﬁz Prior authorization is required for genetic testing unless otherwise
) ) - . REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL POLICY noted in one of our palicies.
interrogation of genomic reaions Whole Genome
(genome-wide) analysis, PRIOR AUTHORIZATION . . . . . .
0209U interrogation of genomic regions PRIOR AUTHORIZATION REQUIRED - FOLLOW PGO041 Genetic Testing Prior ;uthor|zat|on is rngred for genetic testing unless otherwise
REQUIRED - INTERQUAL MEDICARE COVERAGE noted in one of our palicies.
for copy number, structural
N A . CRITERIA
Speech audiometry threshold PG0043 Experimental
0210T automated: ' NON-COVERED NON-COVERED Investigational Procedures [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
; Services
Syphilis test, non-treponemal PG0043 Experimental
0210U antibody, immunoassay, NON-COVERED NON-COVERED Investigational Procedures [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
auantitative (RPR) Services
Speech audiometry threshold, PG0043 Experimental
0211T automated; with speech NON-COVERED NON-COVERED Investigational Procedures [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
recoanition Services
Oncology (pan-tumor), DNA and . T . . . )
0211U RNA by next-generation Non-Covered Non-Covered PGO0041 Genetic Testing Prior a_uthonzanon s n.eq.u'red for genetic testing unless otherwise
! P i noted in one of our policies.
seauencina. utilizina formalin-fixed
Comprehensive audiometry PG0043 Experimental
0212T threshold evaluation and speech NON-COVERED NON-COVERED Investigational Procedures [INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

recoanition (0209T. 0211T

Services




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Insurance Plans Plans Medical Policy Special Instructions - Notes
(constituti;nczl7h;ritable disorders), RO (Ol PAILOL PGOAGS_WhoIe Exome . T . . . .
0212U whole genome and mitochondrial PRIOR AUTHORIZATION REQUIRED - FOLLOW Sequencing (WES) and  |Prior a_uthonzatlon is rgq_ulred for genetic testing unless otherwise
o . REQUIRED - INTERQUAL MEDICARE COVERAGE Whole Genome noted in one of our policies.
DNA seq"uence analys:s, including CRITERIA Sequencing (WGS)
Rdl€ UISEASES
(constitutional/heritable disorders), PRIOR AUTHORIZATION _ o o .
0212U whole genome and mitochondrial PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0041 Genetic Testing Prior a_uthonzatlon is rgq_ulred for genetic testing unless otherwise
L . REQUIRED - INTERQUAL MEDICARE COVERAGE noted in one of our policies.
DNA seq"uence analysLls, including CRITERIA
Injection(s), diagnostic or .
0213T therapeutic agent, paravertebral NON-COVERED NON-COVERED Peoﬁigg‘gﬁ Joint | NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
facet (zvaapophvseal) joint (or
Rare diseases PRIOR AUTHORIZATION PG0468 Whole Exome . T . . . ]
0213V (constitutional/heritable disorders), :I?:)?JITRAI;%THI?I$:EZ£$&T_ REQUIRED - FOLLOW Sequencing (WES) and Eg:;:ﬂﬁ”;ﬁzzﬁlg:rI;gﬁg:!ec’ for genetic testing unless otherwise
whole aenome and mitochondrial MEDICARE COVERAGE Whole Genome )

(constituti()Rnaglihilrsifaislssdisorders) PRIOR AUTHORIZATION . o o .
0213U whole genome and mitochodrial ’ PRIOR AUTHORIZATION REQUIRED - FOLLOW PGO041 Genetic Testing Prior guthor|zat|on is rgquwed for genetic testing unless otherwise
L N REQUIRED - INTERQUAL MEDICARE COVERAGE noted in one of our policies.

DNA sequence analysis, including CRITERIA
small seauence chanaes.
Injection(s), diagnostic or PGO354 Facet Joint
0214T therapeutic agent, paravertebral NON-COVERED NON-COVERED Injections NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
facet (zvaanophvseal) ioint (or
(constituti()Rnéglihilrsi;?l:sdisorders) PRIOR AUTHORIZATION PGO468.WhO|e Exome . T . . ’ )
0214U whole exome and mitochondrial ' PRIOR AUTHORIZATION REQUIRED - FOLLOW Sequencing (WES) and  |Prior 3uthor|zat|on is rgquwed for genetic testing unless otherwise
. ) REQUIRED - MEDICAL POLICY MEDICARE COVERAGE Whole Genome noted in one of our poalicies.
DNA sequence analysis, including CRITERIA Sequencing (WGS)
small seauence chanaes.

(constitutic?njl?hilrsitezislssdisorders) PRIOR AUTHORIZATION . TR . . . ]
0214U whole genome and mitochodrial ' PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0041 Genetic Testing Prior a_uthonzatlon is rgq_wred for genetic testing unless otherwise
L ) REQUIRED - INTERQUAL MEDICARE COVERAGE noted in one of our policies.

DNA sequence analysis, including CRITERIA
smallse((}u)er&c‘e chartlges.
Injection(s), diagnostic or .
0215T therapeutic agent, paravertebral NON-COVERED NON-COVERED PGO?’E;LE;‘EE; Joint |\ ON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
facet (zvaapophvseal) joint (or
(constitutic?naglihilrsifaislssdisorders) ORIz IO PG0468_WhoIe Exome . T . . : )
0215U whole exome and mitochondrial ' PRIOR AUTHORIZATION REQUIRED - FOLLOW Sequencing (WES) and  [Prior authorization is required for genetic testing unless otherwise
. ) REQUIRED - MEDICAL POLICY MEDICARE COVERAGE Whole Genome noted in one of our policies.
DNA sequence analysis, including CRITERIA Sequencing (WGS)
small sequence chanaes.

(constituti()Rnagl‘?hilrsigislssdisorders) PRIOR AUTHORIZATION . TR . . ) )
0215U whole genome and mitochodrial ' PRIOR AUTHORIZATION REQUIRED - FOLLOW PGO041 Genetic Testing Prior authorization is required for genetic testing unless otherwise
S . REQUIRED - INTERQUAL MEDICARE COVERAGE noted in one of our policies.

DNA sequence analysis, including CRITERIA
small seauence chanaes.
Injection(s), diagnostic or PG0354 Facet Joint
0216T therapeutic agent, paravertebral NON-COVERED NON-COVERED Injections NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
facet (zvaapophvyseal) joint (or
Neurology (inherited ataxia;s), PRIOR AUTHORIZATION
genomic DNA sequence analysis . T . . . .
0216U of 12 common genes including Non-Covered ,\,ngngEEDég\?ééggE PG0041 Genetic Testing Eg'gd""lﬂtgﬁngft'gﬂr';gﬁg:ged for genetic testing unless otherwise
small sequence changes, CRITERIA
deletions. duplications. short
Injection(s), diagnostic or .
0217T therapeutic agent, paravertebral NON-COVERED NON-COVERED PGO354 Facet Joint |\ )\ COVERED - EXPERIMENTAL, INVESTIGATIONAL

facet (zvaapophyseal) ioint (or

Injections




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Medical Policy Special Instructions - Notes
Insurance Plans Plans
Neurology (inherited ataxias),
: . PRIOR AUTHORIZATION
genomic DNA sequence analysis . N ' . . )
R . REQUIRED - FOLLOW ) . Prior authorization is required for genetic testing unless otherwise
0217V of 51 genes including small Non-Covered MEDICARE COVERAGE PG0041 Genetic Testing noted in one of our policies.
sequence changes, deletions, CRITERIA
duplications. short tandem repeat
In]ectu_)n(s), diagnostic or PGO354 Eacet Joint
0218T therapeutic agent, paravertebral NON-COVERED NON-COVERED Iniections NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
facet (zvaapophvseal) ioint (or !
Neurology (muscular dystrophy),
. PRIOR AUTHORIZATION
DMD gene sequence analysis, . ST . . . )
. " REQUIRED - FOLLOW . . Prior authorization is required for genetic testing unless otherwise
0218U mcIudmg‘smaII seguepce changes, Non-Covered MEDICARE COVERAGE PG0041 Genetic Testing noted in one of our policies.
deletions, duplications, and CRITERIA
variants in non-uniguely mappable
Placement of posterior intrafacet PG0043 Experimental
0219T implant(s), unilateral or bilateral, NON-COVERED NON-COVERED Investigational Procedures [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
includina imaaina and placement Services
Infectious agent (human PG0346 HIV Genotyping
0219U immunodeficiency virus), targeted NON-COVERED NON-COVERED and Phenotyping NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
viral next-aeneration seauence Laboratory Testina:
Placement of posterior intrafacet PG0043 Experimental
0220T implant(s), unilateral or bilateral, NON-COVERED NON-COVERED Investigational Procedures [INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
includina imaaina and placement Services
Oncolqu (breagtl c_aml:er),}mage . . Prior authorization is required for genetic testing unless otherwise
0220V analysis with artificial intelligence Non-Covered Non-Covered PGO0041 Genetic Testing noted in one of our policies
assessment of 12 histoloaic and )
Placement of posterior intrafacet PG0043 Experimental
0221T implant(s), unilateral or bilateral, NON-COVERED NON-COVERED Investigational Procedures [INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
includina imaaina and placement Services
Red cell antigen (ABO blood
) PRIOR AUTHORIZATION
group) genotyping (ABO), gene ) . T . . ’ )
0221U analysis, next-generation Non-Covered JggngEEch\?ééggE PGO0041 Genetic Testing Egtc;rcﬁ:tgzgzc?'gsrIsc:ﬁgizlsrecj for genetic testing unless otherwise
sequencing, ABO (ABO, alpha 1-3- CRITERIA P ’
N-acetvlaalactosaminvltransferase
Placement of posterior intrafacet PG0043 Experimental
0222T implant(s), unilateral or bilateral, NON-COVERED NON-COVERED Investigational Procedures [INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
L Sarvices
genotypingg (lelD o RH?:E) H PRIOR AUTHORIZATION
0222U ene analysis, next-generation Non-Covered REQUIRED - FOLLOW PGO041 Genetic Testing Prior ;uthor|zat|on is rngred for genetic testing unless otherwise
9 Y 9 MEDICARE COVERAGE noted in one of our policies.
sequencing, RH proximal CRITERIA ’
nramntar _nvane 1 10 nnrtinne nf
Infectious disease (bacterial or PG0043 Experimental
0223U viral respiratory tract infection), NON-COVERED NON-COVERED Investigational Procedures [INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
pathogen-specific nucleic acid Services
Infectious disease (bacterial or PG0043 Experimental
0225U viral respiratory tract infection) NON-COVERED NON-COVERED Investigational Procedures [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
pathoaen specific DNA and RNA. Services
Drug assay, presumptive, 30 or PGO0043 Experimental
0227V more drugs or metabolites, urine, NON-COVERED NON-COVERED Investigational Procedures [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
liguid chromatoaraphy with tandem Services
Oncology (prostate), multianalyte PG0043 Experimental
0228U molecular profile by photometric NON-COVERED NON-COVERED Investigational Procedures [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
detection of macromolecules Services and PG0367
BCAT1 (Branched chain amino . T . . . ]
0229U acid transaminase 1) or IKZF1 PRIOR AUTHORIZATION PRIOR AUTHORIZATION PGO041 Genetic Testing Prior authorization is required for genetic testing unless otherwise

(IKAROS family zinc finger 1) (ea.

REQUIRED - INTERQUA

REQUIRED - MEDICAL POLICY

noted in one of our policies.




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Medical Policy Special Instructions - Notes
Insurance Plans Plans
AHaknd bulbar muscular atro’phy RO ORIZATI O
. ! REQUIRED - FOLLOW . . Prior authorization is required for genetic testing unless otherwise
0230U Keqnedy d|§ease, X chromosome Non-Covered MEDICARE COVERAGE PG0041 Genetic Testing noted in one of our policies.
inactivation), full sequence
anahicic includina cmall cnnniancao CRITERIA
?r:;nnel subunit alpha lA)-(egeu ALY MOl 2310
. ) ' 5 REQUIRED - FOLLOW . . Prior authorization is required for genetic testing unless otherwise
0231U a?f:r (s)icseriik():aﬁli;at::r::)lf ;Z" 3::56 NOTHERYEIEE MEDICARE COVERAGE PG0041 Genetic Testing noted in one of our policies.
hh{nﬂl\r in r\vr\?\in and iv\gr\h;n CRITERIA
Injection(s), platelet rich plasma, .
0232T any site, including image NON-COVERED NON-COVERED PGOZQ;ZISE?:;Iet Rich NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
guidance. harvesting and
> 'n'j oolonic eoiebe e 1A PRIOR AUTHORIZATION PG0467 Genetic Testing
0232U Unve>rlricht-LuncF;bo’r) Zizgase)'full Nl REQUIRED - FOLLOW for Epilepsy, PG0041 Prior authorization is required for genetic testing unless otherwise
ene analysis inc?udin smélll MEDICARE COVERAGE Genetic Testing and noted in one of our policies.
'_?MMM j‘m;m i ,Wg.,.;,‘ et CRITERIA Genetic Counseling
FXN (T ,
ataxia), gene analysis, including PRIOR AUTHORIZATION PG0533 Genetic Testing [New Medical Policy, PG0533 genetic Testing for Neurodegenerative
0233U small sequence changes in exonic PRIOR AUTHORIZATION REQUIRED - FOLLOW for Neurodegenerative |Disorders, procedure codes went from noncovered to covered effective
Sequel nang ) REQUIRED - MEDICAL POLICY MEDICARE COVERAGE odeg P
and intronic regions, deletions, Disorders 04/01/2024
Aunlinatinne _chaort tandam roanant CRITERIA
at'a_\;\iI:\)mene anal ’sis includin PRIOR AUTHORIZATION PZgZ4PLGk8§2§[ZE;nE;Ii:Ig
0233U small se’ ?Jence chgn e:s in exor?ic PRIOR AUTHORIZATION REQUIRED - FOLLOW Testing for Prior authorization is required for genetic testing unless otherwise
Sequence changes In ¢ REQUIRED - INTERQUAL MEDICARE COVERAGE gtor noted in one of our policies.
and intronic regions, deletions, Neurodegenerative
dinlinatinne charvt tandam ranaat CRITERIA Nicavdare
Transluminal peripheral PG0043 Experimental
0234T atherectomy, open or NON-COVERED NON-COVERED Investigational Procedures [INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
percutaneous. includina Services
CPZ (metnyr CpG pinaimn
prohtlleri:rTZ) (eg, Rett syndrome) gfuII PRIOR AUTHORIZATION
o - ' REQUIRED - FOLLOW . . Prior authorization is required for genetic testing unless otherwise
0234U gene analysis, mc!udmg s_mall NON-COVERED MEDICARE COVERAGE PG0041 Genetic Testing noted in one of our policies.
sequence changes in exonic and
intranic raninne dalatinne CRITERIA
Transluminal peripheral PG0043 Experimental
0235T atherectomy, open or NON-COVERED NON-COVERED Investigational Procedures [INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
percutaneous. including Services
h:r;]z::g:;)?eg Cowden syndrome ORIz IO
! ! REQUIRED - FOLLOW . . Prior authorization is required for genetic testing unless otherwise
02350 . :;En’\j;amr":::;‘:go;s NON-COVERED MEDICARE COVERAGE PGO041 Genetic Testing |04 in one of our policies.
innhynrlinn om’;ll oarg“.anna n!ann’oe CRITERIA
Transluminal peripheral PG0043 Experimental
0236T atherectomy, open or NON-COVERED NON-COVERED Investigational Procedures [INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
percutaneous. includina Services
SMNI (SUrvIvar or motor Neur ,
telomeric) and SMN2 (survival of PRIOR AUTHORIZATION
. REQUIRED - FOLLOW . . Prior authorization is required for genetic testing unless otherwise
0236V ?(::1(; ’rfiggl; ;ﬁg"ﬁ"ﬁ;‘lf) f;ge Non-Covered MEDICARE COVERAGE PGO041 Genetic Testing |04 in one of our policies.
afaluoio inclading ompa?ll onnugnnnn CRlTERIA
Transluminal peripheral PG0043 Experimental
0237T atherectomy, open or NON-COVERED NON-COVERED Investigational Procedures [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
percutaneous. includina Services
°a,;‘f'j;;;";‘ﬁ;}?ﬂgﬁl‘;"?;:ﬁfﬁg' PRIOR AUTHORIZATION
! REQUIRED - FOLLOW . . Prior authorization is required for genetic testing unless otherwise
0237U syndrome, §hort QT syndromg, Non-Covered MEDICARE COVERAGE PG0041 Genetic Testing noted in one of our policies.
catecholaminergic polymorphic
; ’ . CRITERIA
ventricular tachycardia), genomic
Transluminal peripheral PG0043 Experimental
0238T atherectomy, open or NON-COVERED NON-COVERED Investigational Procedures [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

percutaneous. includina

Services




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Insurance Plans Plans Medical Policy Special Instructions - Notes
Oncology (Lynch syndrome), PRIOR AUTHORIZATION
genomic DNA sequence analysis ) . ST . . . )
0238U of MLH1, MSH2, MSH6, PMS2, Non-Covered REQUIRED - FOLLOW PGO041 Genetic Testing Prior aythonzatnon is rgqulred for genetic testing unless otherwise
- " MEDICARE COVERAGE noted in one of our policies.
and EPCAM, including small CRITERIA
sequence changes in exonic and
Targeted genomic sequence PRIOR AUTHORIZATION
0239U neoagﬂﬁligﬁ?ﬂésgkaogﬁ sis PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0041 Genetic Testing |Prior authorization is required for genetic testing unless otherwise
P ; ’ Y REQUIRED - INTERQUAL MEDICARE COVERAGE and PG0500 Liquid Biopsy [noted in one of our policies.
of 311 or more genes, CRITERIA
interrogation for sequence
Targeted genomic sequence PRIOR AUTHORIZATION
02420 heo 12?:}31’3':6';1?:; sﬁgglzﬁa”m 4|  PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0041 Genetic Testing |Prior authorization is required for genetic testing unless otherwise
P o 9 REQUIRED - INTERQUAL MEDICARE COVERAGE and PGO0500 Liquid Biopsy |noted in one of our palicies.
analysis of 55-74 genes, CRITERIA
interrogation for sequence
Targeted genomic sequence PRIOR AUTHORIZATION
analysis panel, solid organ . T . . . ]
. PRIOR AUTHORIZATION REQUIRED - FOLLOW . . Prior authorization is required for genetic testing unless otherwise
0239 neoplasm, cell-free DNA, analysis | pe o yiRep - INTERQUAL MEDICARE COVERAGE PGO041 Genetic Testing |04 in one of our policies.
of 311 or more genes, CRITERIA
interrogation for seauence
Targeted genomic sequence PRIOR AUTHORIZATION
analysis panel, solid organ . T . . ’ )
. : PRIOR AUTHORIZATION REQUIRED - FOLLOW . . Prior authorization is required for genetic testing unless otherwise
02420 neoplasm, cell-free circulating DNA| - pe 5 1rep - INTERQUAL MEDICARE COVERAGE PG0041 Genetic Testing |, 4 in one of our policies.
analysis of 55-74 genes, CRITERIA
interrogation for sequence
Obstetrics (preeclampsia), PG0048 Tests for the
0243U biochemical assay of placental- NON-COVERED NON-COVERED Evaluation of Preterm NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
arowth factor. time-resolved Labor and Premature
Oncology (solid orgap), DN./_.\’ PRIOR AUTHORIZATION PGO0041 Genetic Testing
0244U 20507mp;ﬁzznﬁ::;r%e';?ir::fg:osfmn%_ PRIOR AUTHORIZATION REQUIRED - FOLLOW pg?ﬁnpigiﬁawfﬁg;l?; ) Prior authorization is required for genetic testing unless otherwise
genes, Interrogatl 9 REQUIRED - INTERQUAL MEDICARE COVERAGE 9 t 9) | noted in one of our policies.
nucleotide variants, CRITERIA Panels for Solid Cancer
insertions/deletions, copy number Tumors and Hematologic
ang;;?%%gg’gggé ’::?;'%”N A PRIOR AUTHORIZATION PG0041 Genetic Testing
: ; REQUIRED - FOLLOW and PG0043 Experimental
0245U fusions and expression of 4 Mrna NON-COVERED MEDICARE COVERAGE Investigational Procedures NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
markers using next-generation CRITERIA Services
sequencing, fine needle aspirate,
Red blood ceI.I antigen typing, PRIOR AUTHORIZATION
0246U wa‘cﬁdgegcﬁyglcv?ﬂ?f i:ﬁgtst 16 Non-Covered REQUIRED - FOLLOW PGO0041 Genetic Testing [Prior authorization is required for genetic testing unless otherwise
0d group P iy MEDICARE COVERAGE and PGO0500 Liquid Biopsy |noted in one of our policies.
prediction of at least 51 red blood CRITERIA
cell antigens
Obstetrics (preterm birth), insulin- PG0048 Tests for the
0247U like growth factor-binding protein 4 NON-COVERED NON-COVERED Evaluation of Preterm NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
(IBP4). sex hormone-binding Labor and Premature
Oncology (brain), spheroid cell PG0043 Experimental
0248U culture in a 3D microenvironment, NON-COVERED NON-COVERED Investigational Procedures [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
12 drua panel. tumor-response Services
Oncology (breast), PG0301 Genetic
0249U semiquantitative analysis of 32 NON-COVERED NON-COVERED Expression Assays for
Dhcl)snhoprloteins and oroltein Breast Cancer Proanosis
z’:cglggy (;so'zuocrgzn J‘;:Cpea;:& PRIOR AUTHORIZATION PG0041 Genetic Testing
0250U 9 ana? sis of 505q enes PRIOR AUTHORIZATION REQUIRED - FOLLOW and PG0043 Experimental |Prior authorization is required for genetic testing unless otherwise
. YSIS | 9 ; REQUIRED - INTERQUAL MEDICARE COVERAGE Investigational Procedures |noted in one of our policies.
interrogation for somatic CRITERIA Services

alteratinng (SNIV/< [cinnle




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Medical Policy Special Instructions - Notes
Insurance Plans Plans
Hepcidin-25, enzyme-linked PGO0043 Experimental
0251U immunosorbent assay (ELISA), NON-COVERED NON-COVERED Investigational Procedures [INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
serum or plasma Services
Fetal aneuploidy short PG0041 Genetic Testing
0252U (tandem-repeat comparative NON-COVERED NON-COVERED and PG0043 Experimental [INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
analvsis. fetal DNA from products Investiaational Procedures
Insertion of anterior segment PG0327 Glaucoma
0253T aqueous drainage device, without NON-COVERED NON-COVERED Treatment with Aqueous |NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
extraocular reservoir. internal Drainage Device
Reproductive medicine PG0041 Genetic Testing
0253U (endometrial receptivity analysis), NON-COVERED NON-COVERED and PG0043 Experimental [INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
RNA aene expression profile. 238 Investiaational Procedures
Reproductive medicine PG0041 Genetic Testing
0254U (preimplantation genetic NON-COVERED NON-COVERED and PG0043 Experimental [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
assessment). analvsis of 24 Investiaational Procedures
Andrology (infertility), sperm- PG0043 Experimental
0255U capacitation assessment of NON-COVERED NON-COVERED Investigational Procedures [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
aanalioside GM1 distribution Services
Trimethylamine/trimethylamine N- PG0043 Experimental
0256U oxide (TMA/TMAQ) profile, NON-COVERED NON-COVERED Investigational Procedures [INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
tandem mass spectrometrv Services
Very long chain acyl- coenzyme A PG0043 Experimental
0257U (CoA) dehydrogenase (VLCAD), NON-COVERED NON-COVERED Investigational Procedures |[NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
leukocvte enzvme activitv. whole Services
. Q(‘:tggemr‘;:f)rfps?qrisi)lng"rg:ne PRIOR AUTHORIZATION PG0041 Genetic Testing | - - .
0258U expression profiling of 50_'100 NON-COVERED REQUIRED - FOLLOW and PG0043 Experimental |Prior authorization is required for genetic testing unless otherwise
. ) MEDICARE COVERAGE Investigational Procedures |noted in one of our policies.
genes, skin- surface collection .
ncina adhacive natch _alaarithm CRITERIA Services
Nephrology (chronic kidney PG0043 Experimental
0259U disease), nuclear magnetic NON-COVERED NON-COVERED Investigational Procedures [INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
resonance Spectroscopv Services
.m. PRIOR AUTHORIZATION PGOU4T Genetic Testing,
(constitutional/heritable disorders), PG0468 Whole Exome . T . . . .
0260U identification of copy number NON-COVERED REQUIRED - FOLLOW Sequencing (WES) and Prior a_uthonzatlon is rgq_unred for genetic testing unless otherwise
L . . . X MEDICARE COVERAGE noted in one of our policies.
variations, inversions, insertions, CRITERIA Whole Genome
tranclacatinne _and ather striictiiral Qenencing AW G Q)
Oncology (colorectal cancer), PG0043 Experimental
0261U image analysis with artificial NON-COVERED NON-COVERED Investigational Procedures [INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
intelligence assessment of 4 Services
Oncology (solid tumor), gene PGO0041 Genetic Testing
0262V expression profiling by real-time NON-COVERED NON-COVERED and PG0043 Experimental [INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
RT-PCR of 7 aene pathwavs (ER. Investiaational Procedures
Intramuscular autologous bone
0263T marrow cell therapy, with NON-COVERED NON-COVERED PG0400 Stem Cell Therapy |\ _covERED - EXPERIMENTAL, INVESTIGATIONAL
A for Orthopedic Applications
preparation of harvested cells.,
Neurology (autism spectrum PG0043 Experimental
0263U disorder [ASD]), quantitative NON-COVERED NON-COVERED Investigational Procedures [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
measurements of 16 central Services
Intramuscular autologous bone
0264T marrow cell therapy, with NON-COVERED NON-COVERED PG0400 Stem Cell Therapy |\ _covERED - EXPERIMENTAL, INVESTIGATIONAL
A for Orthopedic Applications
Drevaratr'e%nré) Ejuhsaergggéed cells. PGO04T Genetic Testing
(constitutional/heritable disorders), RO ORIZ A O PG0468 Whole Exome . TR . . . .
0264U identification of copy number NON-COVERED REQUIRED - FOLLOW Sequencing (WES) and Prior a_uthonzatlon is rgq_ulred for genetic testing unless otherwise
. ) . . X MEDICARE COVERAGE noted in one of our policies.
variations, inversions, insertions, CRITERIA Whole Genome
A USOUIr AUioI0G0uS bone Seauencing HUGS:
0265T marrow cell therapy, with NON-COVERED NON-COVERED PGO400 Stem Cell Therapy |y ~ovERED - EXPERIMENTAL, INVESTIGATIONAL

preparation of harvested cells.

for Orthopedic Applications




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Medical Policy Special Instructions - Notes
Insurance Plans Plans
Rare co_n§t|tut|onal and other PRIOR AUTHORIZATION PGO04T Genetic Testing,
heritable disorders, whole genome REQUIRED - FOLLOW PG0468 Whole Exome Prior authorization is required for genetic testing unless otherwise
0265U and mitochondrial DNA sequence NON-COVERED Sequencing (WES) and R q 9 9
. MEDICARE COVERAGE noted in one of our policies.
analysis, blood, frozen and CRITERIA Whole Genome
farmalin-fivad naraffin emhadded Sentiencing (NG S)
Implantation or replacement of PGO0043 Experimental
0266T carotid sinus baroreflex activation NON-COVERED NON-COVERED Investigational Procedures [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
device: total svstem (includes Services
Une{xp alne‘a constitutionar or other PRIOR AUTHORIZATION PGOU4T Genetic Testing,
heritable disorders or syndromes, PG0468 Whole Exome . T . . . ]
- . . REQUIRED - FOLLOW ) Prior authorization is required for genetic testing unless otherwise
0266U tissue specific gene expression by NON-COVERED Sequencing (WES) and R S
- MEDICARE COVERAGE noted in one of our policies.
whole transcriptome and next- CRITERIA Whole Genome
nenaration seniiencina _hlnnd Seauencing MGS)
Implantation or replacement of PG0043 Experimental
0267T carotid sinus baroreflex activation NON-COVERED NON-COVERED Investigational Procedures [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
device: Igtgtd onlv. unilateral Services
Rare consti utlon_al an_ﬂ_ oiﬁ_er PRIOR AUTHORIZATION PGOU04T Genetic Testing,
heritable disorders, identification of REQUIRED - FOLLOW PG0468 Whole Exome
0267V copy number variations, NON-COVERED Sequencing (WES) and [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
: ; ; ; MEDICARE COVERAGE
inversions, insertions, CRITERIA Whole Genome
tranclacatinne _and athar ctriictiiral Sentiancing NG
Implantation or replacement of PG0043 Experimental
0268T carotid sinus baroreflex activation NON-COVERED NON-COVERED Investigational Procedures |[NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
device: pulse aenerator only Services
HeuT:;Oi'cog){n(j:gmza[a:lTSO]')y“C PRIOR AUTHORIZATION
. eV REQUIRED - FOLLOW . . Prior authorization is required for genetic testing unless otherwise
0268U genomic sequence analysis of 15 Non-Covered MEDICARE COVERAGE PGO0041 Genetic Testing noted in one of our policies.
genes, blood, buccal swab, or
. . CRITERIA
amnintic fliid
Revision or removal of carotid PG0043 Experimental
0269T sinus baroreflex activation device; NON-COVERED NON-COVERED Investigational Procedures [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
total system (includes generator Services
G A
: ) ; REQUIRED - FOLLOW . . Prior authorization is required for genetic testing unless otherwise
0269U genomic sequence analysis of 14 Non-Covered MEDICARE COVERAGE PGO0041 Genetic Testing noted in one of our policies.
genes, blood, buccal swab, or
o ; CRITERIA
amniatic fluid
Revision or removal of carotid PG0043 Experimental
0270T sinus baroreflex activation device; NON-COVERED NON-COVERED Investigational Procedures [INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
lead only. unilateral (includes intra- Services
OTogy (COTgETIa
coagTJ'I:alllt;:; disorders) gené)mic R ORIZATION
) ; REQUIRED - FOLLOW . . Prior authorization is required for genetic testing unless otherwise
0270U sequence analysis of 20 genes, Non-Covered MEDICARE COVERAGE PGO0041 Genetic Testing noted in one of our policies.
blood, buccal swab, or amniotic
oia CRITERIA
Revision or removal of carotid PG0043 Experimental
0271T sinus baroreflex activation device; NON-COVERED NON-COVERED Investigational Procedures [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
pulse generator only (includes intra] Services
Hematology (congenital PRIOR AUTHORIZATION
neutropenia), genomic sequence 5 REQUIRED - FOLLOW . . Prior authorization is required for genetic testing unless otherwise
0271V analysis of 23 genes, blood, buccal el St MEDICARE COVERAGE PG0041 Genetic Testing noted in one of our policies.
swab, or amniotic fluid CRITERIA
Interrogation device evaluation (in PG0043 Experimental
0272T person), carotid sinus baroreflex NON-COVERED NON-COVERED Investigational Procedures [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
activation svstem. includina Services
TTCTTAtoTogy (gereut ureea
disorders), genomic sequerllléye RO ORIZ A O
. ! ) REQUIRED - FOLLOW . . Prior authorization is required for genetic testing unless otherwise
0272V analysis of 51 genes, blood, buccal NON-COVERED MEDICARE COVERAGE PG0041 Genetic Testing noted in one of our policies.

swab, or amniotic fluid,

AAAAAAA (RO

CRITERIA




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Medical Policy Special Instructions - Notes
Insurance Plans Plans
Interrogation device evaluation (in PG0043 Experimental
0273T person), carotid sinus baroreflex NON-COVERED NON-COVERED Investigational Procedures [INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
activation svstem.cinglllljginq Services
— Ticnaiogy
hyperfibrinolysi;g delayed RO ORIz O
0273U bleeding), genomic sequence Non-Covered JggngEEch\?égng PG0041 Genetic Testing Eglz;ail;tgazzglgﬂrIsgﬁg:ged for genetic testing unless otherwise
analysis of 8 genes (F13A1, F13B, CRITERIA P :
s Prért':_utane‘c‘)a;nmm PG0026 Discogenic Pain
0274T laminotomy/laminectomy NON-COVERED NON-COVERED Treatment; PG0043 NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
(intralaminar approach) for Experimental
Hematology (genetic platelet PRIOR AUTHORIZATION
disorders), genomic sequence 5 REQUIRED - FOLLOW . . Prior authorization is required for genetic testing unless otherwise
0274u analysis of 43 genes, blood, buccal eI B e MEDICARE COVERAGE PG0041 Genetic Testing noted in one of our policies.
swab, or amniotic fluid CRITERIA
Percutaneous PG0026 Discogenic Pain ) . L
0275T laminotomy/laminectomy NON-COVERED NON-COVERED Treatment; PGO043  [Mercar® Advariage Plans - 0275THis covered when part of a clinical
(interlaminar approach) for Experimental - nop q
TICIatorogy (mmrer
thrombocytopenia) g;::mic R ORIZATI O
0276U sequence analysis of 23 genes, Non-Covered l\/TIIEEggIARREEDCg\?élggéVE PGO0041 Genetic Testing Egtc:dai:tzzgzc?gsr';gﬁg:gecj for genetic testing unless otherwise
blood, buccal swab, or amniotic CRITERIA :
l‘lCIIIG\LUIUHy‘(‘gH TETtC plal.l',‘ll',‘l PRIOR AUTHORIZATION
function disorder), genomic . T . . . .
0277V sequence analysis of 31 genes, Non-Covered l\/TIIEEggIARREEDCg\?élggéVE PGO0041 Genetic Testing Egtc:dai:tzzgzc?gsr';gﬁg:gecj for genetic testing unless otherwise
blood, buccal swab, or amniotic CRITERIA :
Transcutanééus electrical PGO0244 Electrical Nerve
0278T modulation pain reprocessing NON-COVERED NON-COVERED Stimulators; PG0043 NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
(e.a.. scrambler therapv). each Experimental
Hematology (genetic thrombosis), PRIOR AUTHORIZATION
genomic sequence analysis of 12 5 REQUIRED - FOLLOW . . Prior authorization is required for genetic testing unless otherwise
0278V genes, blood, buccal swab, or NS MEDICARE COVERAGE PG0041 Genetic Testing {4 in ane of our policies.
amniotic fluid CRITERIA
Red blood cell antigen typing, PRIOR AUTHORIZATION
DNA, genotyping of 12 blood 5 REQUIRED - FOLLOW . . Prior authorization is required for genetic testing unless otherwise
0282V group system genes to predict 44 NS MEDICARE COVERAGE PG0041 Genetic Testing {4 in ane of our policies.
red blood cell antigen phenotypes CRITERIA
Oncology, response to rad!atlon, . . Prior authorization is required for genetic testing unless otherwise
0285U cell-free DNA, quantitative Non-Covered Non-Covered PGO0041 Genetic Testing noted in one of our policies
branched chain DNA amplification. P )
CEP72Z (centrosomal protein, 72- PRIOR AUTHORIZATION
0286U Kig;a'\r‘]lcjizll;ll\;ls'l'(rzzgz( :)r/ic:glg?e REQUIRED - FOLLOW PG0041 Genetic Testin Prior authorization is required for genetic testing unless otherwise
methyltransferase) ?eg drug MEDICARE COVERAGE 9 noted in one of our policies.
metaholism) nene nnn’l\/qi: CRITERIA
oncoody (thyroic), DA and. PRIOR AUTHORIZATION
287U r;‘f:l”:isnz?‘ff;e;ar:g’s” 2?12“:;;"‘3 PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0041 Genetic Testing |PTiOF authorization is required for genetic testing unless otherwise
Y 9 Lo - REQUIRED - INTERQUAL MEDICARE COVERAGE 9 noted in one of our policies.
aspirate or formalin fixed paraffin- CRITERIA
amhedded (EFEPF) tisaiie
Oncology (thyroid), DNA and PRIOR AUTHORIZATION
02870 w uemnEEAAE?Z?S“’QE"T‘;'ZO“E”ES PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0041 Genetic Testing |PiOF authorization is required for genetic testing unless otherwise
d g analy 9€NES, | REQUIRED - INTERQUAL MEDICARE COVERAGE 9 Inoted in one of our policies.
fine needle aspirate or formalin- CRITERIA
fived naraffin-emhedded (FEPFE)
Oncology (lung), mRNA, PRIOR AUTHORIZATION
guantitative PCR analysis of 11 ) . TR . . . )
0288U genes (BAGL, BRCAL, CDC6, Non-Covered REQUIRED - FOLLOW PGO041 Genetic Testing Prior aythonzatnon is rgqulred for genetic testing unless otherwise
MEDICARE COVERAGE noted in one of our policies.
CDK2AP1, ERBB3, FUT3, IL11, CRITERIA

1 CK RNN2 SHAIRGR WNTRA)




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Insurance Plans Plans Medical Policy Special Instructions - Notes
Neurology (Alzheimer disease), PRIOR AUTHORIZATION
mRNA, gene expression profiling . T . . . ]
. 5 REQUIRED - FOLLOW . . Prior authorization is required for genetic testing unless otherwise
0289V by RNA sequencing of 24 genes, Non-Covered MEDICARE COVERAGE PG0041 Genetic Testing noted in one of our policies.
whole blood, algorithm reported as CRITERIA
nredictive risk score
Pain management, mMRNA, gene PRIOR AUTHORIZATION
expression profiling by RNA . ST . . . )
X REQUIRED - FOLLOW . . Prior authorization is required for genetic testing unless otherwise
0290U sequencing O.f 36 genes, whole Non-Covered MEDICARE COVERAGE PGO0041 Genetic Testing noted in one of our policies.
blood, algorithm reported as CRITERIA
nradictive rick ecara
Psychiatry (mood disorders), PRIOR AUTHORIZATION
mRNA, gene expression profiling . T . . . ]
- 5 REQUIRED - FOLLOW . . Prior authorization is required for genetic testing unless otherwise
0291V by RNA sequencing of 144 genes, Non-Covered MEDICARE COVERAGE PG0041 Genetic Testing noted in one of our policies.
whole blood, algorithm reported as CRITERIA
nredictive rick score
Psychiatry (stress disorders), PRIOR AUTHORIZATION
mRNA, gene expression profiling . ST . . . )
. REQUIRED - FOLLOW . . Prior authorization is required for genetic testing unless otherwise
0292V by RNA sequencing of 72 genes, Non-Covered MEDICARE COVERAGE PGO0041 Genetic Testing noted in one of our policies.
whole blood, algorithm reported as CRITERIA
nradictive rick scara
Psychiatry (suicidal ideation), PRIOR AUTHORIZATION
mMRNA, gene expression profiling . TR . . . ]
. REQUIRED - FOLLOW . . Prior authorization is required for genetic testing unless otherwise
0293U by RNA sequencing of 54 genes, Non-Covered MEDICARE COVERAGE PGO0041 Genetic Testing noted in one of our policies.
whole blood, algorithm reported as CRITERIA
nrp(ﬁr‘ti\/p risk score
Longevity and mort_allty r|sl_<1 . . Prior authorization is required for genetic testing unless otherwise
0294U mMRNA, gene expression profiling Non-Covered Non-Covered PG0041 Genetic Testing noted in one of our policies
bv RNA seauencina of 18 aenes. i P )
Qngology (brgast ducta! carcinoma PGO?’.Ol Genetic Prior authorization is required for genetic testing unless otherwise
0295U in situ), protein expression profiling NON-COVERED NON-COVERED Expression Assays for noted in one of our policies
bv immunohistochemistry of 7 Breast Cancer Proanosis P )
Oncology (oral and/or . . Prior authorization is required for genetic testing unless otherwise
0296U oropharyngeal cancer), gene Non-Covered Non-Covered PG0041 Genetic Testing R S
noted in one of our policies.
expression profiling by RNA
‘é’;%?}:‘;g;’épjgr:;r:ogf W{:‘r’éed PRIOR AUTHORIZATION PG0468 Whole Exome
0297U gmali nantqand norgmal %NA PRIOR AUTHORIZATION REQUIRED - FOLLOW Sequencing (WES) and  [Prior authorization is required for genetic testing unless otherwise
1allg L REQUIRED - INTERQUAL MEDICARE COVERAGE Whole Genome noted in one of our policies.
specimens, fresh or formalin fixed CRITERIA Sequencing (WGS)
naraffin omhoddad (EEDE) ticciia
0298U ggﬁgg?{éﬁ;n;:r?:g’cxhoﬁ PRIOR AUTHORIZATION PRIOR AUTHORIZATION gf%ﬁii\:’h&)\‘/&%ﬁz Prior authorization is required for genetic testing unless otherwise
nscriptor q 9 REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL POLICY a 9 noted in one of our policies.
paired malignant and normal Whole Genome
O ( T J, Wh
eng;‘;c’(?yﬂc‘;”l‘” eL::r‘T’]'e r‘r’]vao ?n PRIOR AUTHORIZATION PG0468 Whole Exome
299U 9 o ai’:e q mga" il dpp g PRIOR AUTHORIZATION REQUIRED - FOLLOW Sequencing (WES) and | Prior authorization is required for genetic testing unless otherwise
normrfl DNA spegimens fresh REQUIRED - INTERQUAL MEDICARE COVERAGE Whole Genome noted in one of our policies.
J‘"‘“ Heona ' n na CRITERIA Sequencing (WGS)
oo (E::c;mc;z d"‘(’) e PRIOR AUTHORIZATION PG0468 Whole Exome
0300U 9 S ?na . gof air‘; d PRIOR AUTHORIZATION REQUIRED - FOLLOW Sequencing (WES) and | Prior authorization is required for genetic testing unless otherwise
gmli e aﬁg ngrm,j DNA REQUIRED - INTERQUAL MEDICARE COVERAGE Whole Genome noted in one of our policies.
cnnr‘lmngnc h ticcuia _hland _nr CRITERIA SeqUenCing (WGS)
BRCHOGy (5ar tior). Whote PRIOR AUTHORIZATION
genome sequencing of paired . R . . . ]
A REQUIRED - FOLLOW . . Prior authorization is required for genetic testing unless otherwise
0297V mal|gnant and nomal DNA Non-Covered MEDICARE COVERAGE PG0041 Genetic Testing noted in one of our policies.
specimens, fresh or formalin-fixed
naraffin_.amh. (CEDE) ticcia CRlTERIA
B8y i formon, wiioe PRIOR AUTHORIZATION
transcriptome sequencing of ) ) e ) ) . .
0298U paired malignant and normal RNA Non-Covered REQUIRED - FOLLOW PGO041 Genetic Testing Prior authorization is required for genetic testing unless otherwise

specimens, fresh or formalin-fixed
naraffin.amhaddad (CEDE) ticciia

MEDICARE COVERAGE
CRITERIA

noted in one of our policies.




Paramount Commercial
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Codes Code Description Medical Policy Special Instructions - Notes
Insurance Plans Plans
Oncology (pan tumor), wnole
. - PRIOR AUTHORIZATION
genome optical genome mapping ) . e ’ . . .
0299U of paired malignant and normal Non-Covered B/T:gngEEch\?éggévE PG0041 Genetic Testing ,F:cr,'t%ﬁﬁtgﬁzzgfﬂrIséﬁgzgw for genetic testing unless otherwise
DNA specimens, fresh frozen p :
e pllise
Nncoliog )
; ) PRIOR AUTHORIZATION
genome sequencing and optical ) . ST . . . .
0300U genome mapping of paired Non-Covered JggngEEch\?é;(ng PG0041 Genetic Testing Eglz;aiﬁtgazzﬂlggrIsgﬁgi:!ed for genetic testing unless otherwise
malignant and normal DNA CRITERIA P :
cnacimanc frach ticciia _hland _ar
Infectious agent detection by PGO0043 Experimental
0301U nucleic acid (DNA or RNA), NON-COVERED NON-COVERED Investigational Procedures [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
Bartonella henselae and Bartonella Services
Infectious agent detection by PG0043 Experimental
0302U nucleic acid (DNA or RNA), NON-COVERED NON-COVERED Investigational Procedures |[NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
Bartonella henselae and Bartonella Services
Hematology, red blood cell (RBC) PGO0043 Experimental
0303U adhesion to NON-COVERED NON-COVERED Investigational Procedures [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
endothelial/subendothelial Services
Hematology, red blood cell (RBC) PG0043 Experimental
0304U adhesion to NON-COVERED NON-COVERED Investigational Procedures |[NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
endothelial/subendothelial Services
Hematology, red blood cell (RBC) PG0043 Experimental
0305U functionality and deformity as a NON-COVERED NON-COVERED Investigational Procedures [INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
function of shear stress. whole Services
. Oncology (minimal re5|dual. . . Prior authorization is required for genetic testing unless otherwise
0306U disease [MRD]), next-generation Non-Covered Non-Covered PG0041 Genetic Testing noted in one of our policies
taraeted seauencina analvsis. cell- )
. Oncology (minimal reS|duaIl . . Prior authorization is required for genetic testing unless otherwise
0307U disease [MRD]), next-generation Non-Covered Non-Covered PGO0041 Genetic Testing noted in one of our policies
targeted sequencing analysis of a P )
0308T :22;:22; ?r:él’ﬁgi'ir tgifg\?gleof PRIOR AUTHORIZATION PRIOR AUTHORIZATION PG0351 The Implantable
p " B 9 REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL POLICY | Miniature Telescope (IMT)
crystalline lens or intraocular lens
Cardiology (coronary artery PG0043 Experimental
0308U disease [CAD]), analysis of 3 NON-COVERED NON-COVERED Investigational Procedures [INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
proteins (hiah sensitivitv [hs] Services
Cardiology (cardiovascular PG0043 Experimental
0309U disease), analysis of 4 proteins NON-COVERED NON-COVERED Investigational Procedures [INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
(NT-proBNP, osteopontin, tissue Services
Pediatrics (vasculitis, Kawasaki PG0043 Experimental
0310U disease [KD]), analysis of 3 NON-COVERED NON-COVERED Investigational Procedures [INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
biomarkers (NTproBNP. C- Services
Infectious disease (bacterial), PG0043 Experimental
0311U quantitative antimicrobial NON-COVERED NON-COVERED Investigational Procedures [INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
susceptibility reported as Services
Autoimmune diseases (e.g., PG0043 Experimental
0312V systemic lupus erythematosus NON-COVERED NON-COVERED Investigational Procedures [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
[SLED. analvsis of 8 laG Services
Oncology (pancreas), DNA and . R . . . ;
0313U mRNA next-generation Non-Covered Non-Covered PG0041 Genetic Testing E{;gdailrj]tZﬂzzglggrlséﬁg:!ed for genetic testing unless otherwise
SRR AARSIR Shenes ——
) o PRIOR AUTHORIZATION
mRNA gene expression profiling . T . . . .
REQUIRED - FOLLOW . . Prior authorization is required for genetic testing unless otherwise
0314U by RT-PCR of 35 genes .(32 NON-COVERED MEDICARE COVERAGE PG0041 Genetic Testing noted in one of our policies.
content and 3 housekeeping), CRITERIA
utilizina farmalin_fivad naraffin_
Oncology (cutaneous squamous . T . . . ]
0315U cell carcinoma), mRNA gene Non-Covered Non-Covered PGO041 Genetic Testing |- 1O" authorization is required for genetic testing unless otherwise

expression profilina bv RT-PCR of

noted in one of our policies.
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Codes Code Description Medical Policy Special Instructions - Notes
Insurance Plans Plans
Borrelia burgdorferi (Lyme PG0043 Experimental
0316U disease), OspA protein evaluation, NON-COVERED NON-COVERED Investigational Procedures [INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
urine Services
Oncology (lung cancer), four-probe . T . . . )
0317U FISH (3029, 3p22.1, 10q22.3, Non-Covered Non-Covered PG0041 Genetic Testing Eg';mﬂ”;ﬁzzjf“gﬂr'Sorﬁgzgec' for genetic testing unless otherwise
10cen) assav. whole blood. P )
Pediatrics (congenital epigenetic PRIOR AUTHORIZATION
disorders), whole genome REQUIRED - FOLLOW . . Prior authorization is required for genetic testing unless otherwise
0318V methylation analysis by microarray NEi-CEYEEd MEDICARE COVERAGE PG0041 Genetic Testing noted in one of our policies.
for 50 or more genes, blood CRITERIA
Nephrology (renal transplant), RNA . ST . . . ]
0319V expression by select transcriptome Non-Covered Non-Covered PG0041 Genetic Testing E&ZﬁﬁtgazzﬂlggrI;gﬁg:ged for genetic testing unless otherwise
sequencing. usina pretransplant .
Nephrology (renal transplant), RNA . T . . . ]
0320U expression by select transcriptome Non-Covered Non-Covered PGO0041 Genetic Testing Eg:;:ﬂﬁ”;ﬁzzﬁlg:rIsgﬁg:!ec’ for genetic testing unless otherwise
seauencing. usina post transplant P )
Infectious agent detection by PG0043 Experimental
0321V nucleic acid (DNA or RNA), NON-COVERED NON-COVERED Investigational Procedures [INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
aenitourinary pathoaens. Services
Neurology (autism spectrum PG0043 Experimental
0322U disorder [ASD]), quantitative NON-COVERED NON-COVERED Investigational Procedures [INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
measurements of 14 acvl Services
Oncology (ovarian), spheroid cell PG0122 In Vitro
0324U culture, 4-drug panel (carboplatin, NON-COVERED NON-COVERED Chemoresistance & NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
doxorubicin. aemcitabine. Chemosensitivity Assavs:
Oncology (ovarian), spheroid cell PGO0122 In Vitro
0325U culture, poly (ADP-ribose) NON-COVERED NON-COVERED Chemoresistance & NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
polvmerase (PARP) inhibitors Chemosensitivity Assavs:
eled genomic sequen
Izjlr:gllysis panel, solid orga:ie PRIOR AUTHORIZATION
e . REQUIRED - FOLLOW . . Prior authorization is required for genetic testing unless otherwise
0326U neoplasm, cell-free circulating DNA NON-COVERED MEDICARE COVERAGE PGO0041 Genetic Testing noted in one of our policies.
analysis of 83 or more genes, CRITERIA
intnarranation far camiinnan
AR
’ ; X REQUIRED - FOLLOW . . Prior authorization is required for genetic testing unless otherwise
0327U of selected regions using maternal NON-COVERED MEDICARE COVERAGE PGO0041 Genetic Testing noted in one of our policies.
plasma, algorithm reported as a RITERIA
Fueccipeyenieassimne -
angllysis ganel solid%rgan PRIOR AUTHORIZATION
e . PRIOR AUTHORIZATION REQUIRED - FOLLOW . . Prior authorization is required for genetic testing unless otherwise
0236V neoplasm, cell-free circulating DNA| - ey iRep - INTERQUAL MEDICARE COVERAGE PG0041 Genetic Testing |, 4 in one of our policies.
analysis of 83 or more genes, CRITERIA
intnrranatinn far cnnuinnan
Fetal aneuploidy (trisome 13, 18, Prior authorization is required for genetic testing unless otherwise
0327U and 21), DNA sequence analysis NON-COVERED NON-COVERED PG0041 Genetic Testing noted in one of our policies
?jr?gcl)?gé?/d(rrlgglpolgglg?‘%?(g]rﬁéeéﬂgl PLGU438 VIolecular Prorimng P -
: ' h PRIOR AUTHORIZATION . -
03290 ftgfr;ict‘zsgevmﬁgceeir;a'cf's PRIOR AUTHORIZATION REQUIRED - FOLLOW (fi:”;‘;tl'g gziggf)Tz;”;'ss Prior authorization is required for genetic testing unless otherwise
q 1ants, g PY]  REQUIRED - INTERQUAL MEDICARE COVERAGE ! noted in one of our policies.
number amplifications and CRITERIA and Hematologic
Aalatinne _nnana raarvrannamantc Malinnannine Avrcohiind
Monitoring of intraocular pressure PG0043 Experimental
0329T for 24 hours or longer, unilateral or NON-COVERED NON-COVERED Investigational Procedures [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
bilateral, with interpretation and Services
Tear film imaging, unilateral or PG0043 Experimental
0330T bilateral, with interpretation and NON-COVERED NON-COVERED Investigational Procedures [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
report Services
Myocardial sympathetic PG0043 Experimental
0331T innervation imaging, planar NON-COVERED NON-COVERED Investigational Procedures [INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

qualitative and guantitative

Services




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Insurance Plans Plans Medical Policy Special Instructions - Notes
Oncology (hematolymphoid PGO0468 Whole Exome Prior authorization is required for genetic testing unless otherwise
0331U neoplasia), optical genome NON-COVERED NON-COVERED Sequencing (WES) and noted in one of our oligies 9 9
mappina for copy humber Whole Genome P )
Myocardial sympathetic PG0043 Experimental
0332T innervation imaging, planar NON-COVERED NON-COVERED Investigational Procedures [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
qualitative and quantitative Services
Oncology (pan-tumor), genetic . ST . . . ]
0332V profiling of 8 DNA-regulatory Non-Covered Non-Covered PGO0041 Genetic Testing E&ZﬁﬁtgazzﬂlggrIsgﬁgi:!ed for genetic testing unless otherwise
(epiaenetic) markers by P .
Visual evoked potential, screening PG0043 Experimental
0333T of visual acuity, automated, with NON-COVERED NON-COVERED Investigational Procedures [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
report Services
Oncology (liver), surveillance for Prior authorization is required for genetic testing unless otherwise
0333U hepatocellular carcinoma (HCC) in Non-Covered Non-Covered PG0041 Genetic Testing noted in one of our oligies 9 9
high-risk patients. analysis of - policies.
ncology (Sona organy, targ
° enomic sequence anal s?s[ea ALY MOl 2310 H;\(;U;é(;g;el[&lcol:acul:?
0334U forgmalin—fixedq araffinembiddéd PRIOR AUTHORIZATION REQUIRED - FOLLOW Profiling (Somatic Testing) Prior authorization is required for genetic testing unless otherwise
para REQUIRED - INTERQUAL MEDICARE COVERAGE 9 : 9 |noted in one of our policies.
(FFPE) tumor tissue, DNA CRITERIA Panels for Solid Cancer
anahicic OA Ar mara nnanac Tiimare and Llamatalania
0335T Insertion of sinus tarsi implant PRIOR AUTHORIZATION PRIOR AUTHORIZATION Ar&?c?j’iiigugggg% NON-COVERED in Adults age = 19 years of age. Prior Authorization
P REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL POLICY Exoerim’ental required for ages 0-18.
Oncorogy (Sona organ), targetea
. X PRIOR AUTHORIZATION
genomic sequence analysis, . R . ) ) )
M X PRIOR AUTHORIZATION REQUIRED - FOLLOW . . Prior authorization is required for genetic testing unless otherwise
0334V formalin-fixed paraffinembedded REQUIRED - INTERQUAL MEDICARE COVERAGE PG0041 Genetic Testing |+ in one of our policies.
(FFPE) tumor tissue, DNA CRITERIA
Aanahicic OA Ar marn nnnnc
Rare diseases PGO041 Genetic Testing Prior authorization is required for genetic testing unless otherwise
0335U (constitutionaliheritable disorders), NON-COVERED NON-COVERED and PG0468 Whole Exome| - T2" & Fa0M22 100, O”gies 9 9
whole aenome seauence analvsis. Seauencina (WES) and P )
Rare diseases PG0041 Genetic Testing Prior authorization is required for genetic testing unless otherwise
0336U (constitutional/heritable disorders), NON-COVERED NON-COVERED and PG0468 Whole Exome noted in one of our oli(?ies 9 9
whole genome sequence analysis. Sequencing (WES) and P )
Oncology (plasma cell disorders Prior authorization is required for genetic testing unless otherwise
0337U and myeloma), circulating plasma NON-COVERED NON-COVERED PGO0041 Genetic Testing noted in one of our oligies 9 9
cell immunoloaic selection. P )
Transcatheter renal sympathetic PG0043 Experimental
0338T denervation, percutaneous NON-COVERED NON-COVERED Investigational Procedures [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
approach including arterial Services
Oncology (solid tumor), circulating Prior authorization is required for genetic testing unless otherwise
0338U tumor cell selection, identification, Non-Covered Non-Covered PG0041 Genetic Testing noted in one of our oligies 9 9
morpholoaical characterization. P )
Transcatheter renal sympathetic PG0043 Experimental
0339T denervation, percutaneous NON-COVERED NON-COVERED Investigational Procedures [INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
SRR Sredak Senvices
expression profiling of HOXC6 and PRIOR AUTHORIZATION PGO0367 Genetic and 02/01/2024 ADDED Medicare and Commercial coverage with a PA-
0339U DLX1, reverse transcription PRIOR AUTHORIZATION REQUIRED - FOLLOW Protein Biomarkers for [PG0367 Genetic and Protein Biomarkers for Diagnosis and Risk
! ; ) REQUIRED - MEDICAL POLICY MEDICARE COVERAGE h )
polymerase chain reaction (RT- Diagnosis Assessment of Prostate Cancer
DD fivet vinid nivina fall, i Y= CRITERIA
Oncology (pan-cancer), analysis of PRIOR AUTHORIZATION
0340U m'”f'r”;i rﬁz'sdr;‘;" SJSEZSSZ;MSRD) PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0041 Genetic Tesiing. | PO authorization is required for genetic testing unless otherwise
" p ’ : Y REQUIRED - INTERQUAL MEDICARE COVERAGE 9 noted in one of our policies.
personalized to each patient based CRITERIA
on prior next-aeneration
Oncology (prostate), mRNA PRIOR AUTHORIZATION
03390 expression profiing of HOXCB and]  pRIOR AUTHORIZATION REQUIRED - FOLLOW PG0041 Genetic Tesiing | PO authorization is reuired for genetic testing unless otherwise
! . . P REQUIRED - INTERQUAL MEDICARE COVERAGE 9 noted in one of our policies.
polymerase chain reaction (RT- CRITERIA

PCR). first-void urine followina
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Insurance Plans Plans
e Sy
0340U from plasma. with assays PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0041 Genetic Testin Prior authorization is required for genetic testing unless otherwise
" P ’ : Y REQUIRED - INTERQUAL MEDICARE COVERAGE 9 noted in one of our policies.
personalized to each patient bades
. . CRITERIA
on prior next-aeneration
Fetal aneuploidy DNA sequencing Prior authorization is required for genetic testing unless otherwise
0341U comparative analysis, fetal DNA Non-Covered Non-Covered PG0041 Genetic Testing R q 9 9
. noted in one of our policies.
from products of conception.
Therapeutic apheresis with PG0043 Experimental
0342T selective HDL delipidation and NON-COVERED NON-COVERED Investigational Procedures [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
plasma reinfusion Services
Oncology (pancreatic cancer), PGO0043 Experimental
0342V multiplex immunoassay of C5, C4, NON-COVERED NON-COVERED Investigational Procedures [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
cystatin C. factor B. Services
Oncology (prostate), exosome- . T . . . ]
0343U based analysis of 442 small Non-Covered Non-Covered PG0041 Genetic Testing |/ "0F duthorization is required for genetic testing unless otherwise
R noted in one of our policies.
noncodina RNAS (SncRNAS) bv
Hepatology (nonalcoholic fatty liver PG0043 Experimental
0344U disease [NAFLD]), NON-COVERED NON-COVERED Investigational Procedures [INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
semiguantitative evaluation of 28 Services
Transcatheter mitral valve repair PG0108 Transcatheter
0345T percutaneous approach via the NON-COVERED NON-COVERED Heart Valve Procedures; |[NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
coronary sinus __ PG0043 Experimental
P?;;Té?ry;tfg,}t?fﬁLeesﬁséﬁn' PRIOR AUTHORIZATION Prior authorization is required for genetic testing unless otherwise
0345U h eracti\x; disorder [ADHD]) PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0041 Genetic Testin noted in one of our policies. Changed 0345U from noncovered to
ypera Y dIs 7 REQUIRED - INTERQUAL MEDICARE COVERAGE 9 covered with a prior authorization, InterQual, for Commercial, effective
genomic analysis panel, variant
. . . CRITERIA 11/01/2024.
analvsis of 15 aenes. includina
Beta amyloid, AB40 and AB42 by PG0441 Genetic and
0346U liquid chromatography with tandem NON-COVERED NON-COVERED Biomarker Testing for |NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
mass spectrometry (LC-MS/MS). Alzheimer Disease:
Placement of interstitial device(s) PG0043 Experimental
0347T in bone for radiostereometric NON-COVERED NON-COVERED Investigational Procedures [INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
analysis (RSA) i Services
(r?\[:ljt? :zectsgg:'t?;g \F/)vrr?glzsgllggd PRIOR AUTHORIZATION Prior authorization is required for genetic testing unless otherwise
0347U or bucEaI specimen bNA analvsis PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0041 Genetic Testin noted in one of our policies. Changed 0347U from noncovered to
p » DNABNASIS, | REQUIRED - INTERQUAL MEDICARE COVERAGE 9 |covered with a prior authorization, InterQual, for Commercial, effective
16 gene report, with variant
A CRITERIA 11/01/2024
analvsis and reported phenotvpes
Radiologic examination, PG0043 Experimental
0348T radiostereometric analysis (RSA); NON-COVERED NON-COVERED Investigational Procedures [INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
snine. (includes. cervical. thoracic Services
Drug metabolism or processing
(multiple conditions), whole blood RO ORIZATI O Drug metabolism or processing (multiple conditions), whole blood or
] ) REQUIRED - FOLLOW ) . ) ) ) : ]
0348U or buccal specimen, DNA analysis, Non-Covered PGO0041 Genetic Testing [buccal specimen, DNA analysis, 27 gene report, with variant analysis,
- ) MEDICARE COVERAGE . ) ) } )
25 gene report, with variant including reported phenotypes and impacted gene-drug interactions
: CRITERIA
analvsis and reported phenotvbes
Radiologic examination, PG0043 Experimental
0349T radiostereometric analysis (RSA); NON-COVERED NON-COVERED Investigational Procedures [INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
upper extremity(ies). (includes Services _ ] i _
Drug metaboh_sm or processing PRIOR AUTHORIZATION Drug metab_ollsm or processing (multiple condlt|on§), whqle blood or
(multiple conditions), whole blood buccal specimen, DNA analysis, 27 gene report, with variant analysis,
; : PRIOR AUTHORIZATION REQUIRED - FOLLOW . . . ) . ] )
0349V or buccal specimen, DNA analysis, PG0041 Genetic Testing |including reported phenotypes and impacted gene-drug interactions.
) - REQUIRED - INTERQUAL MEDICARE COVERAGE . : o
27 gene report, with variant CRITERIA Changed 0349U from noncovered to covered with a prior authorization,
analvsis. includina reported InterOual. for Commercial. effective 11/01/2024.
Radiologic examination, PG0043 Experimental
0350T radiostereometric analysis (RSA); NON-COVERED NON-COVERED Investigational Procedures [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

lower extremitv(ies). (includes hip.

Services




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Medical Policy Special Instructions - Notes
Insurance Plans Plans
(S]LTE T;ectggg:lt?;;r \F/)Jr?oclzstjllggd PRIOR AUTHORIZATION Prior authorization is required for genetic testing unless otherwise
0350U or bucgal specimen bNA analysis PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0041 Genetic Testin noted in one of our policies. Changed 0350U from noncovered to
P - naysis, REQUIRED - INTERQUAL MEDICARE COVERAGE 9 covered with a prior authorization, InterQual, for Commercial, effective
27 gene report, with variant
N CRITERIA 11/01/2024.
analvsis and reported phenotvbes
Optical coherence tomography of PGO0043 Experimental
0351T breast or axillary lymph node, NON-COVERED NON-COVERED Investigational Procedures [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
excised tissue. each specimen: Services
Optical coherence tomography of PG0043 Experimental
0352T breast or axillary lymph node, NON-COVERED NON-COVERED Investigational Procedures [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
excised tissue. each specimen: Services
Optical coherence tomography of PGO0043 Experimental
0353T breast, surgical cavity; real time NON-COVERED NON-COVERED Investigational Procedures [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
intraoperative Services
Optical coherence tomography of PG0043 Experimental
0354T breast, surgical cavity; NON-COVERED NON-COVERED Investigational Procedures [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
interpretation and report. real time Services
. . PRIOR AUTHORIZATION
APOL1 (apolipoprotein L1) (eg, . T . . ) )
0355U chronic kidney disease), risk Nl REQUIRED - FOLLOW PG0041 Genetic Testing Prior a_uthonzatlon is rgq_wred for genetic testing unless otherwise
variants (G1, G2) MEDICARE COVERAGE noted in one of our policies.
! CRITERIA
R e
0356U using droplet digital PCR (ddPCR), Nl REQUIRED - FOLLOW PG0041 Genetic Testing Prior a_uthonzatlon is rgq_wred for genetic testing unless otherwise
. MEDICARE COVERAGE noted in one of our policies.
cell-free DNA, algorithm reported
g CRITERIA
as a proanostic risk score for
Bioelectrical impedance analysis PG0043 Experimental
0358T whole body composition NON-COVERED NON-COVERED Investigational Procedures [INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
assessment. supine position. with Services
Neurology (mild cognitive PG0441 Genetic and
0358U impairment), analysis of B-amyloid NON-COVERED NON-COVERED Biomarker Testing for  |NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
1- 42 and 1-40, Alzheimer Disease:
ar?;};;f?fl ;‘l’lrgrsg;gi”;:;)f'ic PRIOR AUTHORIZATION PG0041 Genetic Testing,
. . REQUIRED - FOLLOW PGO0367 Genetic and Prior authorization is required for genetic testing unless otherwise
0359V antigen (PSA) structural isoforms NON-COVERED MEDICARE COVERAGE Protein Biomarkers for  [noted in one of our policies.
by phase separation and ) )
. - CRITERIA Diagnosis
immunoassav. plasma. alaorithm
Oncology (lung), enzyme-linked
0360U immunosorbent assay (ELISA) of 7 NON-COVERED NON-COVERED NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
autoantibodies (p53. NY-ESO-1.
Neurofilament light chain, digital PG0441 Genetic and
0361U immunoassay, plasma, NON-COVERED NON-COVERED Biomarker Testing for  |NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
quantitative (Effective 1/1/2023) Alzheimer Disease:
Exposure behavioral follow-up PG0043 Experimental
0362T assessment, includes physician or NON-COVERED NON-COVERED Investigational Procedures [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
other aqualified health care Services
Oncology (papillary thyroid PG0041 Genetic Testing, . R . . . ]
0362U cancer), gene-expression profiling NON-COVERED NON-COVERED PG0298 Molecular Markers Prior guthorlzatlon s rngred for genetic testing unless otherwise
h ) L . noted in one of our policies.
via targeted hvbrid in Fine Needle Aspirates of
Oncology (urothelial), mRNA, gene Prior authorization is required for genetic testing unless otherwise
0363U expression profiling by real-time NON-COVERED NON-COVERED PGO0041 Genetic Testing R =d 9 9
- noted in one of our policies.
quantitative PCR of 5 aenes
Oncology (hematolymphoid ) R ' . . ;
0364U neoplasm), genomic sequence NON-COVERED NON-COVERED PGO041 Genetic Testing |- 1o" authorization is required for genetic testing unless otherwise
- . . noted in one of our policies.
analysis using multiplex (PCR) and
Oncology (colorectal cancer), Prior authorization is required for genetic testing unless otherwise
0368U evaluation for mutations of APC, NON-COVERED NON-COVERED PGO0041 Genetic Testing q 9 9

BRAF.

noted in one of our policies.




Codes

Code Description

Paramount Commercial
Insurance Plans

Elite (Medicare Advantage)
Plans

Medical Policy

Special Instructions - Notes

0373T

Exposure adaptive behavior
treatment with protocol
modification requiring two or more

PRIOR AUTHORIZATION
REQUIRED - INTERQUAL

NON-COVERED

PG0335 Children's
Adaptive Behavior Services]
Arcived 07/01/2024:

0376U

Oncology (prostate cancer), image
analysis of at least 128 histologic
features and clinical factors.

NON-COVERED

NON-COVERED

PG0041 Genetic Testing
and PG0367 Genetic and
Protein Biomarkers for

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

0377V

Cardiovascular disease,
guantification of advanced serum
or plasma lipoprotein profile. by

NON-COVERED

NON-COVERED

PG0392 Cardiovascular
Disease (CVD) Risk
Testina

0378T

Visual field assessment, with
concurrent real time data analysis
and accessible data storaae with

NON-COVERED

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0378U

RFC1 (replication factor C subunit
1), repeat expansion variant
analysis by traditional and repeat-

PRIOR AUTHORIZATION Prior authorization is required for genetic testing unless otherwise
NON-COVERED REQUIRED - FOLLOW PG0041 Genetic Testing | * = 520725100 o"gies 9 9
MEDICARE COVERAGE P )

0379T

Visual field assessment, with
concurrent real time data analysis
and accessible data storaae with

NON-COVERED

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

0379V

Targeted genomic sequence
analysis panel, solid organ
neoplasm, DNA (523 genes) and
RNA (55 genes) by next
aeneration seauencina.

PRIOR AUTHORIZATION
REQUIRED - INTERQUAL

PRIOR AUTHORIZATION
REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA

PGO0041 Genetic Testing
and PG0438 Molecular
Profiling (Somatic Testing)
Panels for Solid Cancer
Tumors and Hematoloaic

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

0380U

Drug metabolism (adverse drug
reactions and drug response),
targeted sequence analysis, 20
gene variants and CYP2D6
deletion or dublication analvsis

PRIOR AUTHORIZATION
REQUIRED - INTERQUAL

PRIOR AUTHORIZATION
REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA

PGO0041 Genetic Testing
and PGO0500 Liquid Biopsy

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

0386U

Gastroenterology (Barrett's
esophagus), P16, RUNX3, HPP1,
and FBN1 methvlation analvsis.

NON-COVERED

NON-COVERED

PGO0041 Genetic Testing
and PGO0500 Liquid Biopsy

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

0388U

Oncology (non-small cell lung
cancer), next-generation
sequencing with identification of
single nucleotide variants, copy
number variants. insertions and

PRIOR AUTHORIZATION
REQUIRED - INTERQUAL

PRIOR AUTHORIZATION
REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA

PGO0041 Genetic Testing
and PGO0500 Liquid Biopsy

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

0388U

Oncology (non-small cell lung
cancer), next-generation
sequencing with identification of
single nucleotide variants, copy
number variants. insertions and

PRIOR AUTHORIZATION
REQUIRED - INTERQUAL

PRIOR AUTHORIZATION
REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA

PGO0041 Genetic Testing

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

0389U

Pediatric febrile iliness (Kawasaki
disease [KD]), interferon
alphainducible protein 27 (IFI27)
and mast cell-expressed
membrane protein 1 (MCEMP1).

NON-COVERED

PRIOR AUTHORIZATION
REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA

PGO0041 Genetic Testing

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

0391U

Oncology (solid tumor), DNA and
RNA by next-generation
sequencing, utilizing formalin-fixed
paraffin-embedded (FFPE) tissue,
437 aenes. interpretive report for

PRIOR AUTHORIZATION
REQUIRED - INTERQUAL

PRIOR AUTHORIZATION
REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA

PGO0041 Genetic Testing
and PG0438 Molecular
Profiling (Somatic Testing)
Panels for Solid Cancer
Tumors and Hematoloaic

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

0392U

Drug metabolism (depression,
anxiety, attention deficit
hyperactivity disorder [ADHD]),
gene-drug interactions, variant
analvsis of 16 aenes. includina

PRIOR AUTHORIZATION
REQUIRED - INTERQUAL

PRIOR AUTHORIZATION
REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA

PGO0041 Genetic Testing

Prior authorization is required for genetic testing unless otherwise
noted in one of our policies. Changed 0392U from nonccovered to
coveed with a prior authorization, InterQual, for Commercial, effective
11/01/2024.

0393U

Neurology (eg, Parkinson disease,
dementia with Lewy bodies),
cerebrospinal fluid (CSF).

NON-COVERED

NON-COVERED




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Medical Policy Special Instructions - Notes
Insurance Plans Plans
High dose rate electronic PGO0315 Electronic
; PRIOR AUTHORIZATION )
0394T bfachlytherapy, sk!n sqrface NON-COVERED REQUIRED - MEDICAL POLICY Brachytherapy, PG0043
application. per fraction. includes Experimental
High dose rate electronic PGO0315 Electronic
. . PRIOR AUTHORIZATION .
BT | ey eshaor | NOMCOVSRED | mequieD-EDIcAL poLicy | e "e0oe
Obstgtncs (pre—|mplant§tlon . . Prior authorization is required for genetic testing unless otherwise
0396U genetic testing), evaluation of NON-COVERED NON-COVERED PGO0041 Genetic Testing noted in one of our policies
300000 DNA single-nucleotide policies.
Endoscopic retrograde PG0043 Experimental
0397T cholangiopancreatography NON-COVERED NON-COVERED Investigational Procedures [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
(ERCP). with optical Services
Oncology (non-small cell lung . . Prior authorization is required for genetic testing unless otherwise
0397V cancer), cell-free DNA from NON-COVERED NON-COVERED PGO0041 Genetic Testing noted in one of our policies
plasma. targeted sequence .
Gastroenterology (Barrett . . Prior authorization is required for genetic testing unless otherwise
0398U esophagus), P16, RUNX3, HPP1, NON-COVERED NON-COVERED PG0041 Genetic Testing noted in one of our policies
and FBN1 DNA methvlation P .
Obstetrics (expanded carrier
. PRIOR AUTHORIZATION
0400U nzi;egggga)t’iol:gegenes .by NON-COVERED REQUIRED - FOLLOW PG0041 Genetic Testi Prior authorization is required for genetic testing unless otherwise
9 ) sequencing, : MEDICARE COVERAGE enetic Testing noted in one of our policies.
fragment analysis and multiplex CRITERIA
5 Ii(?atiorg denendeﬂt Dro(t‘)e
Cardiology (coronary heart disease
. PRIOR AUTHORIZATION
[CAD]), 9 genes (12 variants), . T . . ) )
A - REQUIRED - FOLLOW . . Prior authorization is required for genetic testing unless otherwise
0401U targgted variant genotyping, b_Iood, NON-COVERED MEDICARE COVERAGE PGO0041 Genetic Testing noted in one of our policies.
saliva, or buccal swab, algorithm CRITERIA
reported as a aenetic risk score for
Preventive behavior change, PG0043 Experimental
0403T intensive program of prevention of NON-COVERED NON-COVERED Investigational Procedures [INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
diabetes using a standardized Services
Oncolog)_/ (prostg?e), mRNA, gene PG0041 Genetic T?Stmg Prior authorization is required for genetic testing unless otherwise
0403U expression profiling of 18 genes, NON-COVERED NON-COVERED and PG0367 Genetic and noted in one of our policies
first-catch postdiaital rectal Protein Biomarkers for P )
Oncology (lung), flow cytometry, PGO0476 Proteomic Testing
0406U sputum, 5 markers (meso-tetra [4- NON-COVERED NON-COVERED in the Management of [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
carboxvphenvll porphvrin [TCPPI. Pulmonarv Nodules:
Insertion or replacement of PG0233 Biventricular
0408T permanent cardiac contractility NON-COVERED NON-COVERED Pacing/Cardiac NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
modulation system. including Resynchronization
Insertion or replacement of PG0233 Biventricular
0409T permanent cardiac contractility NON-COVERED NON-COVERED Pacing/Cardiac NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
modulation svstem. includina Resvnchronization
Insertion or replacement of PG0233 Biventricular
0410T permanent cardiac contractility NON-COVERED NON-COVERED Pacing/Cardiac NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
modulation system. including Resynchronization
04100 O”COQZ%ﬁgzr;”l‘j:;'ga Dxi’:h' ‘év_ho'e PRIOR AUTHORIZATION PRIOR AUTHORIZATION gfiﬁighﬂ@"g’?ﬂi Prior authorization is required for genetic testing unless otherwise
9 N gw REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL POLICY q 9 noted in one of our policies.
o hv}c/ilioxvmethvlcvtosme Whole Genome
TICOI0g ) "
! ] PRIOR AUTHORIZATION
genome sequencing with 5- ) N ) ) . )
} PRIOR AUTHORIZATION REQUIRED - FOLLOW . . Prior authorization is required for genetic testing unless otherwise
04100 hydroxymethylcytosine REQUIRED MEDICARE COVERAGE PG0041 Genetic Testing (4 in ane of our policies.
enrichment, whole blood or CRITERIA
nlacma alaarithm ranartad ac
Insertion or replacement of PG0233 Biventricular
0411T permanent cardiac contractility NON-COVERED NON-COVERED Pacing/Cardiac NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

modulation system. includina

Resvnchronization




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Insurance Plans Plans Medical Policy Special Instructions - Notes
NTawry (eg, depressiomn,
F?fxiety attention deficitn RO ORIZATI O
0411V hyperactivity disorder [ADHD]), PRDR::;S;E'SATDN N'IREEI;gIngEEDC('):\?IIE_;i)éVE Added, effective 11/01/2024
genomic analysis panel, variant CRITERIA
anahicic nf 1E nanne _insliidina
Removal of permanent cardiac PG0233 Biventricular
0412T contractility modulation system; NON-COVERED NON-COVERED Pacing/Cardiac NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
pulse aenerator onlv Resvnchronization
Beta amyloid, AB42/40 ratio,
0412V immunoprecipitation with NON-COVERED NON-COVERED
quantitation by liquid
Removal of permanent cardiac PG0233 Biventricular
0413T contractility modulation system; NON-COVERED NON-COVERED Pacing/Cardiac NON-COVERED - EXPERIMENTNAL, INVESTIGATIONAL
transvenous electrode (atria}l or Resvnchronization
04130 Sggﬁfgﬁfhinliﬁ'y'gﬁgﬂg PRIOR AUTHORIZATION PRIOR AUTHORIZATION gf%iiii\:’hg/'\‘fEES";’;‘;z Prior authorization is required for genetic testing unless otherwise
plasm), optical g REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL POLICY q 9 noted in one of our policies.
mappina for copy humber Whole Genome
ncology (nematolympnora
;’eoplasm) optical genome PRIOR AUTHORIZATION
N PRIOR AUTHORIZATION REQUIRED - FOLLOW . . Prior authorization is required for genetic testing unless otherwise
0413V mapping for copy number REQUIRED MEDICARE COVERAGE PG0041 Genetic Testing |+ in one of our policies.
alterations, aneuploidy, and CRITERIA
halanandlanmnlav ctriintiiral
Removal and replacement of PG0233 Biventricular
0414T permanent cardiac contractility NON-COVERED NON-COVERED Pacing/Cardiac NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
modulation system pulse aenerator Resvnchronization
Repositioning of previously PG0233 Biventricular
0415T implanted cardiac contractility NON-COVERED NON-COVERED Pacing/Cardiac NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
modulation transvenous electrode. Resvnchronization
Cardiovascular disease (acute PG0392 Cardiovascular
0415U coronary syndrome [ACS]), IL-16, NON-COVERED NON-COVERED Disease (CVD) Risk
FAS. FASLigand. HGF. CTACK. Testina
Relocation of skin pocket for PG0233 Biventricular
0416T implanted cardiac contractility NON-COVERED NON-COVERED Pacing/Cardiac NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
modulation pulse generator Resynchronization
Programming device evaluation (in PG0233 Biventricular
0417T person) with iterative adjustment NON-COVERED NON-COVERED Pacing/Cardiac NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
of the implantable device to test Resvnchronization
(constitutional/heritableSdisorders) PRIOR AUTHORIZATION PG0468 Whole Exome
0417U whole mitochondrial genome ' PRIOR AUTHORIZATION REQUIRED - FOLLOW Sequencing (WES) and  [Prior authorization is required for genetic testing unless otherwise
. g REQUIRED - MEDICAL POLICY MEDICARE COVERAGE Whole Genome noted in one of our policies.
sequence with heteroplasmy RITERIA X
dataction and dalation anahicic C SequenCIng MGS)
(constituti::;ﬁh(zzzzlssfjisorders) PRIOR AUTHORIZATION
. ) ' PRIOR AUTHORIZATION REQUIRED - FOLLOW . . Prior authorization is required for genetic testing unless otherwise
0417V whole mitochondrial genome PGO0041 Genetic Testin
. g REQUIRED MEDICARE COVERAGE 9 I noted in one of our policies.
sequence with heteroplasmy
Antnntinn and dalatinn anahicic CRITERIA
Interrogation device evaluation (in PG0233 Biventricular
0418T person) with analysis, review and NON-COVERED NON-COVERED Pacing/Cardiac NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
report. includes connection, Resynchronization
Destruction neurofibromata, PG0104
0419T extensive, (cutaneous, dermal NON-COVERED NON-COVERED Cosmetic&Reconstructive [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
extending into subcutaneous): Suraeryv: PG0043
I anxiety) enomic’se uence " PRIOR AUTHORIZATION
0419U analysis ya;ngel variant a?nal sis of PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0041 Genetic Testin Prior authorization is required for genetic testing unless otherwise
VSIS p " 4 REQUIRED - INTERQUAL MEDICARE COVERAGE 9 noted in one of our policies.
13 genes, saliva or buccal swab,
rannrt nf anch nana nhanahma CRlTERIA
Destruction neurofibromata, PG0104
0420T extensive, (cutaneous, dermal NON-COVERED NON-COVERED Cosmetic&Reconstructive |INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

extendina into subcutaneous):

Suraerv: PG0043




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Insurance Plans Plans Medical Policy Special Instructions - Notes
TTansuretnrar water]et apaton or X
. ) PRIOR AUTHORIZATION PG0534 Fluid Jet System . R .
e | et veohbe™ | PRIORAUTHOREATION | REQURED-FOLLOW | e Treament o enn €120 D401 U o s e o v e e
P eding, 9 | REQUIRED - MEDICAL POLICY MEDICARE COVERAGE Prostatic Hyperplasia |-/ TPtomS ¢ : nign p Yyperp 1 S/BPH
ultrasound guidance, complete CRITERIA (BPH) covered, with a prior authorization, when the coverage criteria indicated
hinenntami_maatatamg
Oncology (colorectal) screening, PGO0065 Colorectal Cancer
0421U quantitative real-time target and NON-COVERED NON-COVERED Screening; PG0043 NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
sianal amplification of 8 RNA Experimental
Tactile breast imaging by PGO0043 Experimental
0422T computer-aided tactile sensors, NON-COVERED NON-COVERED Investigational Procedures [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
unilateral or bilateral Services
anxki’:t);(; genomic’ analysis paynel ALY MOl 2310
. o . . ! PRIOR AUTHORIZATION REQUIRED - FOLLOW .
0423U including variant analysis of 26 REQUIRED - INTERQUAL MEDICARE COVERAGE Added, effective 11/01/2024
genes, buccal swab, report CRITERIA
inalidina matahalizar ctatiie and
Insertion or replacement of PGO0508 Phrenic Nerve
- PRIOR AUTHORIZATION PRIOR AUTHORIZATION ’ h . - . .
04241 neurostimulator system for " | REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL POLICY Stimulation for Central  |Prior authorization required effective August 1, 2022.
treatment of central sleep apnea: Sleep Apnea (ea. remede
Oncology (prostate), exosome- PG0468 Whole Exome Prior authorization is required for genetic testing unless otherwise
0424U based analysis of 53 small NON-COVERED NON-COVERED Sequencing (WES) and | 7" & EP0HE2 100 Onges 9 9
noncodina RNAs (sncRNAS) bv Whole Genome P )
Insertion or replacement of PG0508 Phrenic Nerve
. PRIOR AUTHORIZATION PRIOR AUTHORIZATION ; h . - . )
0425T sensing lead only for treatment of REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL POLICY Stimulation for Central  |Prior authorization required effective August 1, 2022.
central sleep apnea Sleep Apnea (ea. remede
con;itel;;:);::l o heritablo di:gr der PRIOR AUTHORIZATION PG0468 Whole Exome
0425U or syndrome), rapid sequence PRIOR AUTHORIZATION REQUIRED - FOLLOW Sequencing (WES) and  [Prior authorization is required for genetic testing unless otherwise
Y » rapld seq REQUIRED - INTERQUAL MEDICARE COVERAGE Whole Genome noted in one of our policies.
analysis, each comparator genome CRITERIA Sequencing (WGS)
lon narante cihlinac)
Insertion or replacement of PG0508 Phrenic Nerve
. - PRIOR AUTHORIZATION PRIOR AUTHORIZATION ; h . - . )
0426T stimulation lead only for treatment REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL POLICY Stimulation for Central  [Prior authorization required effective August 1, 2022.
of central sleep abnea Sleep Apnea (ea. remede
Genome (eg, unexplained PRIOR AUTHORIZATION PG0468 Whole Exome
0426U constitutional or heritable disorder PRIOR AUTHORIZATION REQUIRED - FOLLOW Sequencing (WES) and  [Prior authorization is required for genetic testing unless otherwise
or syndrome), ultra rapid sequence REQUIRED - INTERQUAL MEDICARE COVERAGE Whole Genome noted in one of our policies.
analysis CRITERIA Sequencing (WGS)
Insertion or replacement of pulse PG0508 Phrenic Nerve
PRIOR AUTHORIZATION PRIOR AUTHORIZATION ) . ! o ) )
0427T generator only for treatment of REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL POLICY Stimulation for Central  |Prior authorization required effective August 1, 2022.
central sleep apnea Sleep Apnea (ea. remede
Removal and replacement of PG0508 Phrenic Nerve
. PRIOR AUTHORIZATION PRIOR AUTHORIZATION ! . . - . .
0431T neurostimulator system for REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL POLICY Stimulation for Central  |Prior authorization required effective August 1, 2022.
treatment of central sleep apnea, Sleep Apnea (eq. remede
LENOME {€F, UNeXpiamea PRIOR AUTHORIZATION
0425U °°:r5;mr‘1tc'i‘r’2;';’ :’:”itdagf ﬂ';?;‘ier PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0041 Genetic Testing | PFiOF 2uthorization is required for genetic testing unless otherwise
V! X - rap a REQUIRED - INTERQUAL MEDICARE COVERAGE 9 noted in one of our policies.
analysis, each comparator CRITERIA
noanaman (an _narvante cihlinae)
Genome (eg, unexplained PRIOR AUTHORIZATION . R . . . ]
0426U constitutional o heritable disorder RPE('Q%'TR'L\E%TT'&?:EZ:;&T REQUIRED - FOLLOW PG0041 Genetic Testing Eg'tzrdz"i‘r’]tZﬂzzg'ggr'sgﬁgzged for genetic testing unless otherwise
or syndrome). ultra-rapid MEDICARE COVERAGE P )
Oncology (prostate), 5 DNA PG0367 Genetic and Prior authorization is required for genetic testing unless otherwise
0433U regulatory markers by quantitative NON-COVERED NON-COVERED Protein Biomarkers for noted in one of our oligies 9 9
PCR. whole blood. algorithm. Diaanosis and Risk P )
Drug metabolism (adverse drug
) PRIOR AUTHORIZATION .
0434U reacthns and Qrug responsle), REQUIRED - INTERQUAL NON-COVERED Added, effective 11/01/2024
agenomic analvsis panel. variant
Implantation of non-biologic or PG0104 Cosmetic and
0437T synthetic implant (e.g., NON-COVERED NON-COVERED Reconstructive Surgery;

polvpropvlene) for fascial

PG0043 Experimental




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Medical Policy Special Instructions - Notes
Insurance Plans Plans
Drug metabolism (adverse drug
0438U reactions anq drug response), RPER(IQ%TR'?ELIJ:)THlﬁ?:EZI':gIL?A’\II_ NON-COVERED Added, effective 11/01/2024
buccal specimen. aene-drua
Myocardial contrast perfusion PG0043 Experimental
0439T echocardiography; at rest or with NON-COVERED NON-COVERED Investigational Procedures [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
stress. for assessment of Services
Ablation, percutaneous, PGO0043 Experimental
0440T cryoablation, includes imaging NON-COVERED NON-COVERED Investigational Procedures [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
quidance: upper extremity. Services
Ablation, percutaneous, PG0043 Experimental
0441T cryoablation, includes imaging NON-COVERED NON-COVERED Investigational Procedures [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
auidance: lower extremity Services
Ablation, percutaneous, PGO0043 Experimental
04421 cryoablation, includes imaging NON-COVERED NON-COVERED Investigational Procedures [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
auidance: nerve plexus or other Services
Real time spectral analysis of PG0043 Experimental
0443T prostate tissue by fluorescence NON-COVERED NON-COVERED Investigational Procedures [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
spectroscopyv Services
Initial placement of a drug-eluting PG0327 Glaucoma
0444T ocular insert under one or more NON-COVERED NON-COVERED Treatment with Aqueous |NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
evelids. includina fittina. trainina. Drainage Device: PG0043
Subsequent placement of a drug- PG0327 Glaucoma
0445T eluting ocular insert under one or NON-COVERED NON-COVERED Treatment with Aqueous [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
more evelids. including re-training. Drainage Device: PG0043
Creation of Subcutaneous pocKet
with insertion of implantable COVERED - FOLLOW PG0177 Continuous Blood
0446T interstitial glucose sensor, NON-COVERED MEDICARE COVERAGE Glucose Monitoring
including system activation and CRITERIA Services
natiant trainina
Removal of implantable interstitial COVERED - FOLLOW PG0177 Continuous Blood
0447T glucose sensor from subcutaneous NON-COVERED MEDICARE COVERAGE Glucose Monitoring
pocket via incision CRITERIA Services
Removar or Implantapie mrersuuar
glucose sensor with creation of COVERED - FOLLOW PG0177 Continuous Blood
0448T subcutaneous pocket at different NON-COVERED MEDICARE COVERAGE Glucose Monitoring
anatomic site and insertion of new CRITERIA Services
imnlantahla cancnr_inclidin
AUtGIMAUAE (Meunatoid arnms
next-generaton sequencing ISR ey
0456U (NGS), gene expression test_ing of NON-COVERED ME§CARE (;OVERAGE Added, effective 11/01/2024
19 genes, whole blood, with
analucic nf anti_cvelie citrullinatad CRITERIA
B-amyloid (Abeta42) and total tau
0459V (tTau), electrochemiluminescent NON-COVERED NON-COVERED
immunoassay (ECLIA). cerebral
Uncology, whole biood or buccal, PRIOR AUTHORIZATION
DNA single-nucleotide REQUIRED - FOLLOW
0460U polymorphism (SNP) genotyping NON-COVERED Added, effective 11/01/2024
by real-time PCR of 24 genes, with MISDIEANE COVERAEE
arinnt analseic and tammcbo CRITERIA
Oncolo narmacogenomic
anaIyS|gsyofp single- nu?:leonde PELOTJ]:UET; 0'5 Cl)iﬁ-lc—)l\?vN
0461U polymorphism (SNP) genotyping NON-COVERED Q . Added, effective 11/01/2025
. MEDICARE COVERAGE
by real-time PCR of 24 genes, CRITERIA
wihnla hlnnd ar hiicecal cwwiah with
Visual evoked potential, testing for PG0043 Experimental
0464T glaucoma, with interpretation and NON-COVERED NON-COVERED Investigational Procedures [INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

report

Services




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Medical Policy Special Instructions - Notes
Insurance Plans Plans
Retinal polarization scan, ocular PG0043 Experimental
0469T screening with on-site automated NON-COVERED NON-COVERED Investigational Procedures [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
results. bilateral Services
Optical coherence tomography PG0043 Experimental
0470T (OCT) for microstructural and NON-COVERED NON-COVERED Investigational Procedures [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
morpholoaical imaaina of skin. Services
Optical coherence tomography PG0043 Experimental
0471T (OCT) for microstructural and NON-COVERED NON-COVERED Investigational Procedures [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
morpholoaical imaaing of skin. Services
Device evaluation, interrogation, PGO0418 Retinal Prosthesis;
0472T and initial programming of intra- NON-COVERED COVERED PG0043 Experimental
ocular retinal electrode arrav (e.q.. Investiaational Procedures
Device evaluation and PG0418 Retinal Prosthesis;
0473T interrogation of intra-ocular retinal NON-COVERED COVERED PGO0043 Experimental
electrode arrav (e.a.. retinal Investiaational Procedures
TNSertion or anterior segment "PGU3Z7 Glaucoma
aqueous drainage device, with COVERED - FOLLOW Treatment with Aqueous
0474T creation of intraocular reservoir, NON-COVERED MEDICARE COVERAGE Drainage Device; PG0043
internal approach, into the CRITERIA Experimental
cunracilians enaro Invactinatinnal Dracadiirac
Recording of fetal magnetic PG0043 Experimental
0475T cardiac signal using at least 3 NON-COVERED NON-COVERED Investigational Procedures [INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
channels: patient recordina and Services
Recording of fetal magnetic PG0043 Experimental
0476T cardiac signal using at least 3 NON-COVERED NON-COVERED Investigational Procedures [INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
channels: patient recordina. data Services
Recording of fetal magnetic PG0043 Experimental
0477T cardiac signal using at least 3 NON-COVERED NON-COVERED Investigational Procedures [INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
channels: sianal extraction. Services
Recording of fetal magnetic PG0043 Experimental
0478T cardiac signal using at least 3 NON-COVERED NON-COVERED Investigational Procedures [INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
channels: review. interpretation. Services
Fractional ablative laser PG0043 Experimental
0479T fenestration of burn and traumatic NON-COVERED NON-COVERED Investigational Procedures [INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
scars for functional improvement: Services
Fractional ablative laser PG0043 Experimental
0480T fenestration of burn and traumatic NON-COVERED NON-COVERED Investigational Procedures [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
scars for functional improvement: Services
Injection(s), autologous white PG0043 Experimental
0481T blood cell concentrate (autologous NON-COVERED NON-COVERED Investigational Procedures [INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
protein solution). any site, Services
Transcatheter mitral valve PG0108 Transcatheter
0483T implantation/replacement (TMVI) NON-COVERED NON-COVERED Heart Valve Procedures; |[NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
with prosthetic valve: PG0043 Experimental
Transcatheter mitral valve PG0108 Transcatheter
0484T implantation/replacement (TMVI) NON-COVERED NON-COVERED Heart Valve Procedures; |[NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
with prosthetic valve: transthoracic PG0043 Experimental
Optical coherence tomography PG0043 Experimental
0485T (OCT) of middle ear, with NON-COVERED NON-COVERED Investigational Procedures [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
interpretation and report: unilateral Services
Optical coherence tomography PG0043 Experimental
0486T (OCT) of middle ear, with NON-COVERED NON-COVERED Investigational Procedures [INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
interpretation and report: bilateral Services
Biomechanical mapping PGQ497 Urma_ry_
0487T - . X NON-COVERED NON-COVERED Incontinence/ Voiding NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
transvaginal, with report -
Dvsfunction Treatments
Preventive behavior change, PG0043 Experimental
0488T online/electronic structured NON-COVERED NON-COVERED Investigational Procedures [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

intensive proaram for prevention

Services




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Medical Policy Special Instructions - Notes
Insurance Plans Plans
Autologous adipose-derived PG0043 Experimental
0489T regenerative cell therapy for NON-COVERED NON-COVERED Investigational Procedures [INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
scleroderma in the hands: adipose Services
Autologous adipose-derived PG0043 Experimental
0490T regenerative cell therapy for NON-COVERED NON-COVERED Investigational Procedures [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
scleroderma in the hands: multiple Services
Ablative laser treatment, non- PGO0043 Experimental
0491T contact, full field and fractional NON-COVERED NON-COVERED Investigational Procedures [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
ablation. open wound. per dav. Services
Ablative laser treatment, non- PG0043 Experimental
0492T contact, full field and fractional NON-COVERED NON-COVERED Investigational Procedures [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
ablation. open wound. per dav. Services
Near-infrared spectroscopy studies PGO0043 Experimental
0493T of lower extremity wounds (e.g., NON-COVERED NON-COVERED Investigational Procedures [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
for oxvhemoalobin measurement) Services
Surgical preparation and PG0043 Experimental
0494T cannulation of marginal (extended) NON-COVERED NON-COVERED Investigational Procedures [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
cadaver donor luna(s) to ex vivo Services
Initiation and monitoring marginal PG0043 Experimental
0495T (extended) cadaver donor lung(s) NON-COVERED NON-COVERED Investigational Procedures [INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
oraan perfusion system bv Services
Initiation and monitoring marginal PG0043 Experimental
0496T (extended) cadaver donor lung(s) NON-COVERED NON-COVERED Investigational Procedures [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
oraan perfusion svstem bv Services
External patient-activated, PG0043 Experimental
0497T physician- or other qualified health NON-COVERED NON-COVERED Investigational Procedures [INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
care professional-prescribed. Services
External patient-activated, PG0043 Experimental
0498T physician- or other qualified health NON-COVERED NON-COVERED Investigational Procedures [INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
care professional-prescribed. Services
Cystourethroscopy, with PG0043 Experimental
0499T mechanical dilation and urethral NON-COVERED NON-COVERED Investigational Procedures [INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
therapeutic drua delivery for Services
Infectious agent detection by PG0369 Human
0500T nucleic acid (DNA or RNA), human NON-COVERED NON-COVERED Papillomavirus (HPV) NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
papillomavirus (HPV) for five or Screening: PG0043
Endovenous femoral-popliteal PG0043 Experimental
0505T arterial revascularization, with NON-COVERED NON-COVERED Investigational Procedures [INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
transcatheter placement of Services
Macular pigment optical density PG0043 Experimental
0506T measurement by heterochromatic NON-COVERED NON-COVERED Investigational Procedures [INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
flicker photometry. unilateral or Services
Near-infrared dual imaging (i.e., PG0043 Experimental
0507T simultaneous reflective and trans- NON-COVERED NON-COVERED Investigational Procedures [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
illuminated liaht) of meibomian Services
Pulse-echo ultrasound bone PG0320 Bone Density
0508T density measurement resulting in NON-COVERED NON-COVERED Measurements; PG0043 |[NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
indicator of axial bone mineral Experimental
Electroretinography (ERG) with PG0043 Experimental
0509T interpretation and report, pattern NON-COVERED NON-COVERED Investigational Procedures [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
(PERG) Services
) . ) PG0321 Subtalar . . o
0511T Removal and r'ellnsertlon of sinus PRIOR AUTHORIZATION PRIOR AUTHORIZATION Arthroeresis: PG0043 NON—COVERED in Adults age = 19 years of age. Prior Authorization
tarsi implant REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL POLICY Exoerim’ental required for ages 0-18.
Extracorporeal shock wave for PG0043 Experimental
0512T integumentary wound healing, NON-COVERED NON-COVERED Investigational Procedures [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
includina topical application and Services
Extracorporeal shock wave for PG0043 Experimental
0513T integumentary wound healing, NON-COVERED NON-COVERED Investigational Procedures [INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

including topical application and

Services




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Medical Policy Special Instructions - Notes
Insurance Plans Plans
Intraoperative visual axis PG0043 Experimental
0514T identification using patient fixation NON-COVERED NON-COVERED Investigational Procedures [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
(List separately in addition to code Services
Insertion of wireless cardiac PG0233 Biventricular
0515T stimulator for left ventricular NON-COVERED NON-COVERED Pacing/Cardiac NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
pacing. Resvnchronization
Insertion of wireless cardiac PG0233 Biventricular
0516T stimulator for left ventricular NON-COVERED NON-COVERED Pacing/Cardiac NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
pacina. includina device Resvnchronization
Insertion of wireless cardiac PG0233 Biventricular
0517T stimulator for left ventricular NON-COVERED NON-COVERED Pacing/Cardiac NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
pacina. includina device Resvnchronization
Removal of only pulse generator PG0233 Biventricular
0518T component(s) (battery and/or NON-COVERED NON-COVERED Pacing/Cardiac NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
transmitter) of wireless cardiac Resvnchronization
Removal and replacement of PG0233 Biventricular
0519T wireless cardiac stimulator for left NON-COVERED NON-COVERED Pacing/Cardiac NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
ventricular pacina: pulse aenerator Resvnchronization
Removal and replacement of PG0233 Biventricular
0520T wireless cardiac stimulator for left NON-COVERED NON-COVERED Pacing/Cardiac NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
ventricular pacina: pulse aenerator Resvnchronization
Interrogation device evaluation (in PG0233 Biventricular
0521T person) with analysis, review and NON-COVERED NON-COVERED Pacing/Cardiac NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
report. includes connection. Resvnchronization
Programming device evaluation (in PG0233 Biventricular
0522T person) with iterative adjustment NON-COVERED NON-COVERED Pacing/Cardiac NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
of the implantable device to test Resvnchronization
Intraprocedural coronary fractional PG0043 Experimental
0523T flow reserve (FFR) with 3D NON-COVERED NON-COVERED Investigational Procedures |[NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
functional mappina of color-coded Services
Insertion or replacement of PG0039 Ambulatory
0525T intracardiac ischemia monitoring NON-COVERED NON-COVERED External and Implantable |NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
svstem. includina testina of the Electrocardioaraphic
Insertion or replacement of PG0039 Ambulatory
0526T intracardiac ischemia monitoring NON-COVERED NON-COVERED External and Implantable [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
system. including testing of the Electrocardiographic
Insertion or replacement of PG0039 Ambulatory
0527T intracardiac ischemia monitoring NON-COVERED NON-COVERED External and Implantable |NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
svstem. includina testina of the Electrocardioaraphic
Programming device evaluation (in PG0043 Experimental
0528T person) of intracardiac ischemia NON-COVERED NON-COVERED Investigational Procedures [INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
monitoring system with iterative Services
Interrogation device evaluation (in PG0043 Experimental
0529T person) of intracardiac ischemia NON-COVERED NON-COVERED Investigational Procedures [INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
monitoring svstem with analvsis. Services
Removal of intracardiac ischemia PG0043 Experimental
0530T monitoring system, including all NON-COVERED NON-COVERED Investigational Procedures [INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
imaaina supervision and Services
Removal of intracardiac ischemia PG0043 Experimental
0531T monitoring system, including all NON-COVERED NON-COVERED Investigational Procedures [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
imaaina supervision and Services
Removal of intracardiac ischemia PG0043 Experimental
0532T monitoring system, including all NON-COVERED NON-COVERED Investigational Procedures [INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
imaaina supervision and Services
Continuous recording of PG0043 Experimental
0533T movement disorder symptoms, NON-COVERED NON-COVERED Investigational Procedures [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
includina bradvkinesia. dvskinesia. Services
Continuous recording of PG0043 Experimental
0534T movement disorder symptoms, NON-COVERED NON-COVERED Investigational Procedures [INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

including bradvkinesia. dvskinesia.

Services




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Medical Policy Special Instructions - Notes
Insurance Plans Plans
Continuous recording of PG0043 Experimental
0535T movement disorder symptoms, NON-COVERED NON-COVERED Investigational Procedures [INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
includina bradvkinesia. dvskinesia. Services
Continuous recording of PG0043 Experimental
0536T movement disorder symptoms, NON-COVERED NON-COVERED Investigational Procedures [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
includina bradvkinesia. dvskinesia. Services
Chimeric antigen receptor T-cell PG0460 Chimeric Antigen
0537T (CAR-T) therapy; harvesting of NON-COVERED NON-COVERED Receptor (CAR)-T Cell |NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
blood-derived T lvmphocvtes for Therapy: PG0043
Chimeric antigen receptor T-cell PG0460 Chimeric Antigen
0538T (CAR-T) therapy; preparation of NON-COVERED NON-COVERED Receptor (CAR)-T Cell  [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
blood-derived T Ivmphocvtes for Therapv: PG0043
Chimeric antigen receptor T-cell PG0460 Chimeric Antigen
0539T (CAR-T) therapy; receipt and NON-COVERED NON-COVERED Receptor (CAR)-T Cell |NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
preparation of CAR-T cells for Therapy: PG0043
Chimeric antigen receptor T-cell PG0460 Chimeric Antigen
0540T (CAR-T) therapy; CAR-T cell NON-COVERED NON-COVERED Receptor (CAR)-T Cell  [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
administration. autoloaous Therapv: PG0043
Myocardial imaging by PG0043 Experimental
0541T magnetocardiography (MCG) for NON-COVERED NON-COVERED Investigational Procedures [INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
detection of cardiac ischemia. bv Services
Myocardial imaging by PG0043 Experimental
0542T magnetocardiography (MCG) for NON-COVERED NON-COVERED Investigational Procedures [INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
detection of cardiac ischemia. bv Services
Transapical mitral valve repair, PG0108 Transcatheter
0543T including transthoracic NON-COVERED NON-COVERED Heart Valve Procedures; |NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
echocardioaraphv. when PG0043 Experimental
Transcatheter mitral valve annulus PG0108 Transcatheter
0544T reconstruction, with implantation of NON-COVERED NON-COVERED Heart Valve Procedures; |[NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
adiustable annulus reconstruction PG0043 Experimental
Transcatheter tricuspid valve PG0108 Transcatheter
0545T annulus reconstruction with NON-COVERED NON-COVERED Heart Valve Procedures; |NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
implantation of adiustable annulus PG0043 Experimental
Radiofrequency spectroscopy, real PG0043 Experimental
0546T time, intraoperative margin NON-COVERED NON-COVERED Investigational Procedures [INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
assessment, at the time of partial Services
Bone-material quality testing by PG0043 Experimental
0547T microindentation(s) of the tibia(s), NON-COVERED NON-COVERED Investigational Procedures [INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
with results reported as a score Services
Low-level laser therapy, dynamic PG0043 Experimental
0552T photonic and dynamic NON-COVERED NON-COVERED Investigational Procedures [INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
thermokinetic eneraies. provided Services
Percutaneous transcatheter PG0043 Experimental
0553T placement of iliac arteriovenous NON-COVERED NON-COVERED Investigational Procedures [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
anastomosis implant. inclusive of Services
Bone strength and fracture risk PG0320 Bone Density
0554T using finite element analysis of NON-COVERED NON-COVERED Measurements; PG0043 |[NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
functional data. and bonemineral Experimental
Bone strength and fracture risk PG0320 Bone Density
0555T using finite element analysis of NON-COVERED NON-COVERED Measurements; PG0043 |NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
functional data. and bonemineral Experimental
Bone strength and fracture risk PG0320 Bone Density
0556T using finite element analysis of NON-COVERED NON-COVERED Measurements; PG0043 |[NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
functional data. and bonemineral Experimental
Bone strength and fracture risk PG0320 Bone Density
0557T using finite element analysis of NON-COVERED NON-COVERED Measurements; PG0043 |NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
functional data. and bonemineral Experimental
Anatomic model 3D-printed from PG0043 Experimental
0559T image data set(s); first individually NON-COVERED NON-COVERED Investigational Procedures [INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

prepared and processed

Services




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Medical Policy Special Instructions - Notes
Insurance Plans Plans
Anatomic model 3D-printed from PG0043 Experimental
0560T image data set(s); first individually NON-COVERED NON-COVERED Investigational Procedures [INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
prepared and processed Services
Anatomic guide 3D-printed and PG0043 Experimental
0561T designed from image data set(s); NON-COVERED NON-COVERED Investigational Procedures [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
first anatomic auide Services
Anatomic guide 3D-printed and PG0043 Experimental
0562T designed from image data set(s); NON-COVERED NON-COVERED Investigational Procedures [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
first anatomic quide: each Services
Evacuation of Meibomian glands, PG0043 Experimental
0563T using heat delivered through NON-COVERED NON-COVERED Investigational Procedures [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
wearable. open-eve evelid Services
Oncology, chemotherapeutic drug PG0122 In Vitro
0564T cytotoxicity assay of cancer stem NON-COVERED NON-COVERED Chemoresistance & NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
cells (CSCs). from cultured CSCs Chemosensitivity Assavs:
Autologous cellular implant derived PG0400 Stem Cell Therapy
0565T from adipose tissue for the NON-COVERED NON-COVERED for Orthopedic Applications;|NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
treatment of osteoarthritis of the PG0043 Experimental
Autologous cellular implant derived PG0400 Stem Cell Therapy
0566T from adipose tissue for the NON-COVERED NON-COVERED for Orthopedic Applications;|NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
treatment of osteoarthritis of the PG0043 Experimental
Permanent fallopian tube occlusion PG0043 Experimental
0567T with degradable biopolymer NON-COVERED NON-COVERED Investigational Procedures [INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
implant. transcervical approach. Services
Introduction of mixture of saline PG0043 Experimental
0568T and air for sonosalpingography to NON-COVERED NON-COVERED Investigational Procedures [INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
confirm occlusion of fallopian Services
Transcatheter tricuspid valve PG0108 Transcatheter
0569T repair, percutaneous approach; NON-COVERED NON-COVERED Heart Valve Procedures; |[NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
initial prosthesis PG0043 Experimental
Transcatheter tricuspid valve PG0108 Transcatheter
0570T repair, percutaneous approach; NON-COVERED NON-COVERED Heart Valve Procedures; |[NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
each additional prosthesis durina PG0043 Experimental
Insertion or replacement of PG0224 Cardioverter
0571T implantable cardioverter- NON-COVERED NON-COVERED Defibrillators; PG0043  [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
defibrillator system with substernal Experimental
Insertion of substernal implantable PG92.24 Cardioverter
0572T - NON-COVERED NON-COVERED Defibrillators; PG0043 NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
defibrillator electrode )
Experimental
Removal of substernal implantable PG.02.24 Cardioverter
0573T - NON-COVERED NON-COVERED Defibrillators; PG0043  [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
defibrillator electrode ;
Experimental
Repositioning of previously PG0224 Cardioverter
0574T implanted substernal implantable NON-COVERED NON-COVERED Defibrillators; PG0043  [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
defibrillator-pacina electrode Experimental
Programming device evaluation (in PG0224 Cardioverter
0575T person) of implantable cardioverter/ NON-COVERED NON-COVERED Defibrillators; PG0043  [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
defibrillator system with substernal Experimental
Interrogation device evaluation (in PG0224 Cardioverter
0576T person) of implantable cardioverter NON-COVERED NON-COVERED Defibrillators; PG0043  |[NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
defibrillator svstem with substernal Experimental
Electrophysiological evaluation of PG0224 Cardioverter
0577T implantable cardioverter NON-COVERED NON-COVERED Defibrillators; PG0043 NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
defibrillator system with substernal Experimental
Interrogation device evaluation(s) PG0224 Cardioverter
0578T (remote), up to 90 days, substernal NON-COVERED NON-COVERED Defibrillators; PG0043 |[NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
lead implantable cardioverter- Experimental
Interrogation device evaluation(s) PG0224 Cardioverter
0579T (remote), up to 90 days, substernal NON-COVERED NON-COVERED Defibrillators; PG0043 NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

lead implantable cardioverter-

Experimental




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Medical Policy Special Instructions - Notes
Insurance Plans Plans
Removal of substernal implantable PG.02.24 Cardioverter
0580T - NON-COVERED NON-COVERED Defibrillators; PG0043 NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
defibrillator pulse generator only .
Experimental
Ablation, malignant breast PG0043 Experimental
0581T tumor(s), percutaneous, NON-COVERED NON-COVERED Investigational Procedures [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
crvotherapv. includina imaaina Services
Transurethral ablation of malignant PG0534 Fluid Jet System
0582T prostate tissue by high-energy NON-COVERED NON-COVERED in the Treatment of Benign [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
water vapor thermotherapy. Prostatic Hvperplasia
Tympanostomy (requiring insertion PG0043 Experimental
0583T of ventilating tube), using an NON-COVERED NON-COVERED Investigational Procedures [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
automated tube deliverv svstem. Services
Islet cell transplant, includes portal PG0415 Pancreatic Islet
0584T vein catheterization and infusion, NON-COVERED NON-COVERED Cell Transplantation; NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
includina all imaaina. includina PG0043 Experimental
Islet cell transplant, includes portal PG0415 Pancreatic Islet
0585T vein catheterization and infusion, NON-COVERED NON-COVERED Cell Transplantation; NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
includina all imaaina. includina PG0043 Experimental
Islet cell transplant, includes portal PGO0415 Pancreatic Islet
0586T vein catheterization and infusion, NON-COVERED NON-COVERED Cell Transplantation; NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
includina all imaagina. includina PG0043 Experimental
Percutaneous implantation or PG0497 Urinary
0587T replacement of integrated single NON-COVERED NON-COVERED Incontinence/ Voiding NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
device neurostimulation svstem Dvsfunction Treatments
Revision or removal of integrated PG0497 Urinary
0588T single device neurostimulation NON-COVERED NON-COVERED Incontinence/ Voiding  [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
svstem includina electrode arrav Dyvsfunction Treatments
Electronic analysis with simple PG0497 Urinary
0589T programming of implanted NON-COVERED NON-COVERED Incontinence/ Voiding  [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
intearated neurostimulation svstem Dvsfunction Treatments
Electronic analysis with complex PG0497 Urinary
0590T programming of implanted NON-COVERED NON-COVERED Incontinence/ Voiding NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
intearated neurostimulation svstem Dvsfunction Treatments
Osteotomy, humerus, with PG0043 Experimental
0594T insertion of an externally controlled NON-COVERED NON-COVERED Investigational Procedures [INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
intramedullary lenathening device, Services
Temporary female intraurethral PG0497 Urinary
0596T valve-pump (i.e., voiding NON-COVERED NON-COVERED Incontinence/ Voiding NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
prosthesis): initial insertion. Dvsfunction Treatments
Temporary female intraurethral PG0497 Urinary
0597T valve-pump (i.e., voiding NON-COVERED NON-COVERED Incontinence/ Voiding  [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
prosthesis): replacement Dysfunction Treatments
Noncontact real-time fluorescence PG0043 Experimental
0598T wound imaging, for bacterial NON-COVERED NON-COVERED Investigational Procedures [INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
presence. location. and load. per Services
Noncontact real-time fluorescence PG0043 Experimental
0599T wound imaging, for bacterial NON-COVERED NON-COVERED Investigational Procedures [INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
presence. location, and load. per Services
Ablation, irreversible PG0488 Irreversible
0600T electroporation; 1 or more tumors NON-COVERED NON-COVERED Electroporation Ablation; |NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
per oragan. includina imaaina PG0043 Experimental
Ablation, irreversible PG0488 Irreversible
0601T electroporation; 1 or more tumors, NON-COVERED NON-COVERED Electroporation Ablation; |NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
including fluoroscopic and PG0043 Experimental
Glomerular filtration rate (GFR) PG0043 Experimental
0602T measurement(s), transdermal, NON-COVERED NON-COVERED Investigational Procedures [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
includina sensor placement and Services
Glomerular filtration rate (GFR) PG0043 Experimental
0603T monitoring, transdermal, including NON-COVERED NON-COVERED Investigational Procedures [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

sensor placement and

Services




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Medical Policy Special Instructions - Notes
Insurance Plans Plans
Optical coherence tomography PG0043 Experimental
0604T (OCT) of retina, remote, patient- NON-COVERED NON-COVERED Investigational Procedures [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
initiated imaage capture and Services
Optical coherence tomography PG0043 Experimental
0605T (OCT) of retina, remote, patient- NON-COVERED NON-COVERED Investigational Procedures [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
initiated imaae capture and Services
Optical coherence tomography PGO0043 Experimental
0606T (OCT) of retina, remote, patient- NON-COVERED NON-COVERED Investigational Procedures [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
initiated imaae capture. and Services
Remote monitoring of an external PG0043 Experimental
0607T continuous pulmonary fluid NON-COVERED NON-COVERED Investigational Procedures [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
monitorina svstem. includina Services
Remote monitoring of an external PGO0043 Experimental
0608T continuous pulmonary fluid NON-COVERED NON-COVERED Investigational Procedures [INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
monitorina system. includina Services
Magnetic resonance spectroscopy, PG0043 Experimental
0609T determination and localization of NON-COVERED NON-COVERED Investigational Procedures [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
discoaenic pain (cervical. thoracic. Services
Magnetic resonance spectroscopy, PG0043 Experimental
0610T determination and localization of NON-COVERED NON-COVERED Investigational Procedures [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
discoaenic pain (cervical. thoracic. Services
Magnetic resonance spectroscopy, PG0043 Experimental
0611T determination and localization of NON-COVERED NON-COVERED Investigational Procedures [INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
discoaenic pain (cervical. thoracic. Services
Magnetic resonance spectroscopy, PG0043 Experimental
0612T determination and localization of NON-COVERED NON-COVERED Investigational Procedures |[NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
discoaenic pain (cervical. thoracic. Services
Percutaneous transcatheter PG0043 Experimental
0613T implantation of interatrial septal NON-COVERED NON-COVERED Investigational Procedures [INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
shunt device. includina riaht and Services
Removal and replacement of PG0043 Experimental
0614T substernal implantable defibrillator NON-COVERED NON-COVERED Investigational Procedures [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
pulse aenerator Services
Eye-movement analysis without PG0043 Experimental
0615T spatial calibration, with NON-COVERED NON-COVERED Investigational Procedures |[NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
interpretation and report (i.e., the Services
Insertion of iris prosthesis, PG0043 Experimental
0616T including suture fixation and repair NON-COVERED NON-COVERED Investigational Procedures [INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
or removal of iris. when performed: Services
Insertion of iris prosthesis, PG0043 Experimental
0617T including suture fixation and repair NON-COVERED NON-COVERED Investigational Procedures [INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
or removal of iris, when performed: Services
Insertion of iris prosthesis, PG0043 Experimental
0618T including suture fixation and repair NON-COVERED NON-COVERED Investigational Procedures [INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
or removal of iris. when performed: Services
Cystourethroscopy with PGO0043 Experimental
0619T transurethral anterior prostate NON-COVERED NON-COVERED Investigational Procedures [INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
commissurotomy and drua Services
Trabeculostomy ab interno by PG0043 Experimental
0621T laser NON-COVERED NON-COVERED Investigational Procedures [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
Services
Trabeculostomy ab interno by PG0043 Experimental
0622T laser; with use of ophthalmic NON-COVERED NON-COVERED Investigational Procedures [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
endoscope Services
Automated quantification and PG0043 Experimental
0623T characterization of coronary NON-COVERED NON-COVERED Investigational Procedures [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
atherosclerotic plague to assess Services
Automated quantification and PG0043 Experimental
0624T characterization of coronary NON-COVERED NON-COVERED Investigational Procedures [INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

atherosclerotic plague to assess

Services




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Medical Policy Special Instructions - Notes
Insurance Plans Plans
Automated quantification and PG0043 Experimental
0625T characterization of coronary NON-COVERED NON-COVERED Investigational Procedures [INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
atherosclerotic plague to assess Services
Automated quantification and PG0043 Experimental
0626T characterization of coronary NON-COVERED NON-COVERED Investigational Procedures [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
atherosclerotic plague to assess Services
Percutaneous injection of PG0400 Stem Cell Therapy
0627T allogeneic cellular and/or tissue- NON-COVERED NON-COVERED for Orthopedic Applications [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
based product. intervertebral disc. PG0026 Discoaenic Pain
Percutaneous injection of PG0400 Stem Cell Therapy
0628T allogeneic cellular and/or tissue- NON-COVERED NON-COVERED for Orthopedic Applications [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
based product. intervertebral disc. PG0026 Discoaenic Pain
Percutaneous injection of PG0400 Stem Cell Therapy
0629T allogeneic cellular and/or tissue- NON-COVERED NON-COVERED for Orthopedic Applications [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
based product. intervertebral disc. PG0026 Discoaenic Pain
Percutaneous injection of PG0400 Stem Cell Therapy
0630T allogeneic cellular and/or tissue- NON-COVERED NON-COVERED for Orthopedic Applications [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
based product. intervertebral disc. PG0026 Discoaenic Pain
Transcutaneous visible light PG0043 Experimental
0631T hyperspectral imaging NON-COVERED NON-COVERED Investigational Procedures [INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
measurement of oxvhemoalobin. Services
Percutaneous transcatheter PG0043 Experimental
0632T ultrasound ablation of nerves NON-COVERED NON-COVERED Investigational Procedures [INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
innervatina the pulmonary arteries. Services
Computed tomography, breast, PG0043 Experimental
0633T including 3D rendering, when NON-COVERED NON-COVERED Investigational Procedures [INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
performed. unilateral: without Services
Computed tomography, breast, PG0043 Experimental
0634T including 3D rendering, when NON-COVERED NON-COVERED Investigational Procedures [INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
performed. unilateral: with contrast Services
Computed tomography, breast, PG0043 Experimental
0635T including 3D rendering, when NON-COVERED NON-COVERED Investigational Procedures [INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
performed. unilateral: without Services
Computed tomography, breast, PG0043 Experimental
0636T including 3D rendering, when NON-COVERED NON-COVERED Investigational Procedures [INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
performed, bilateral: without Services
Computed tomography, breast, PG0043 Experimental
0637T including 3D rendering, when NON-COVERED NON-COVERED Investigational Procedures [INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
performed. bilateral: with contrast Services
Computed tomography, breast, PG0043 Experimental
0638T including 3D rendering, when NON-COVERED NON-COVERED Investigational Procedures [INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
performed, bilateral: without Services
Wireless skin sensor thermal PG0043 Experimental
0639T anisotropy measurement(s) and NON-COVERED NON-COVERED Investigational Procedures [INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
assessment of flow in Services
Noncontact near-infrared PGO0043 Experimental
0640T spectroscopy studies of flap or NON-COVERED NON-COVERED Investigational Procedures [INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
wound (e.qa.. for measurement of Services
Noncontact near-infrared PG0043 Experimental
0641T spectroscopy studies of flap or NON-COVERED NON-COVERED Investigational Procedures [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
wound (e.a.. for measurement of Services
Noncontact near-infrared PG0043 Experimental
0642T spectroscopy studies of flap or NON-COVERED NON-COVERED Investigational Procedures [INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
wound (e.qa.. for measurement of Services
Transcatheter left ventricular PG0043 Experimental
0643T restoration device implantation NON-COVERED NON-COVERED Investigational Procedures [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
includina riaht and left heart Services
Transcatheter removal or PG0043 Experimental
0644T debulking of intracardiac mass NON-COVERED NON-COVERED Investigational Procedures [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

(e.q.. vegetations. thrombus) via

Services




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Medical Policy Special Instructions - Notes
Insurance Plans Plans
Transcatheter implantation of PG0043 Experimental
0645T coronary sinus reduction device NON-COVERED NON-COVERED Investigational Procedures [INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
includina vascular access and Services
Transcatheter tricuspid valve PG0108 Transcatheter
0646T implantation/replacement (TTVI) NON-COVERED NON-COVERED Heart Valve Procedures; |NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
with prosthetic valve. PG0043 Experimental
Insertion of gastrostomy tube, PGO0043 Experimental
0647T percutaneous, with magnetic NON-COVERED NON-COVERED Investigational Procedures [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
gastropexy. under ultrasound Services
Quantitative magnetic resonance PG0252 Noninvasive Tests
0648T for analysis of tissue composition NON-COVERED NON-COVERED for Hepatic Fibrosis; NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
(e.a.. fat. iron. water content). PG0043 Experimental
Quantitative magnetic resonance PG0252 Noninvasive Tests
0649T for analysis of tissue composition NON-COVERED NON-COVERED for Hepatic Fibrosis; NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
(e.a.. fat. iron. water content). PG0043 Experimental
Magnetically controlled capsule PG0043 Experimental
0651T endoscopy, esophagus through NON-COVERED NON-COVERED Investigational Procedures [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
stomach. includina intraprocedural Services
Esophagogastroduodenoscopy, PG0043 Experimental
0652T flexible, transnasal; diagnostic, NON-COVERED NON-COVERED Investigational Procedures [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
includina collection of specimen(s) Services
Esophagogastroduodenoscopy, PG0043 Experimental
0653T flexible, transnasal; with biopsy, NON-COVERED NON-COVERED Investigational Procedures [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
sinale or multiple Services
Esophagogastroduodenoscopy, PG0043 Experimental
0654T flexible, transnasal; with insertion NON-COVERED NON-COVERED Investigational Procedures [INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
of intraluminal tube or catheter Services
Transperineal focal laser ablation PG0043 Experimental
0655T of malignant prostate tissue, NON-COVERED NON-COVERED Investigational Procedures [INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
includina transrectal imaaina Services
Vertebral body tethering, anterior; PG0043 Experimental
0656T i ! NON-COVERED NON-COVERED Investigational Procedures [INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
up to 7 vertebral segments )
Services
Vertebral body tethering, anterior; PG0043 Experimental
0657T ' ’ NON-COVERED NON-COVERED Investigational Procedures [INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
8 or more vertebral segments Services
Electrical impedance spectroscopy PG0043 Experimental
0658T of 1 or more skin lesions for NON-COVERED NON-COVERED Investigational Procedures [INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
automated melanoma risk score Services
Transcatheter intracoronary PG0043 Experimental
0659T infusion of supersaturated oxygen NON-COVERED NON-COVERED Investigational Procedures [INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
in conjunction with percutaneous Services
Implantation of anterior segment PG0327 Glaucoma
0660T intraocular nonbiodegradable drug- NON-COVERED NON-COVERED Treatment with Aqueous [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
elutina svstem. internal approach Drainage Device: PG0043
Removal and reimplantation of PG0327 Glaucoma
0661T anterior segment intraocular NON-COVERED NON-COVERED Treatment with Aqueous [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
nonbiodearadable druag-eluting Drainage Device: PG0043
Scalp cooling, mechanical; initial PGO0535 Scalp cooling
0662T measurement and calibration of NON-COVERED NON-COVERED Devices to Prevent Hair |[NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
cap Loss Durina
Scalp cooling, mechanical; PG0535 Scalp cooling
0663T placement of device, monitoring, NON-COVERED NON-COVERED Devices to Prevent Hair |[NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
and removal of device (List Loss During
Donor hysterectomy (including PG0461 Transplant Prior
0664T cold preservation); open, from NON-COVERED NON-COVERED Authorization and NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
cadaver donor Notification: PG0043
Donor hysterectomy (including PGO0461 Transplant Prior
0665T cold preservation); open, from NON-COVERED NON-COVERED Authorization and NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

livina donor

Notification: PG0043




Paramount Commercial

Elite (Medicare Advantage)
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Donor hysterectomy (including PG0461 Transplant Prior
0666T cold preservation); laparoscopic or NON-COVERED NON-COVERED Authorization and NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
robotic. from livina donor Notification: PG0043
Donor hysterectomy (including PG0461 Transplant Prior
0667T cold preservation); recipient uterus NON-COVERED NON-COVERED Authorization and NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
alloaraft transplantation from Notification: PG0043
Backbench standard preparation PG0461 Transplant Prior
0668T of cadaver or living donor uterine NON-COVERED NON-COVERED Authorization and NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
allograft prior to transplantation. Notification: PG0043
Backbench reconstruction of PG0461 Transplant Prior
0669T cadaver or living donor uterus NON-COVERED NON-COVERED Authorization and NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
alloaraft prior to transplantation: Notification: PG0043
Backbench reconstruction of PG0461 Transplant Prior
0670T cadaver or living donor uterus NON-COVERED NON-COVERED Authorization and NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
allograft prior to transplantation: Notification: PG0043
Endovaginal cryogen-cooled, PG0043 Experimental
0672T monopolar radiofrequency NON-COVERED NON-COVERED Investigational Procedures [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
remodelina of the tissues Services
Ablation, benign thyroid nodule(s), PG0043 Experimental
0673T percutaneous, laser, including NON-COVERED NON-COVERED Investigational Procedures [INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
imaaina auidance Services
Laparoscopic insertion of new or PG0043 Experimental
0674T replacement of permanent NON-COVERED NON-COVERED Investigational Procedures [INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
implantable svnchronized Services
Laparoscopic insertion of new or PG0043 Experimental
0675T replacement of diaphragmatic NON-COVERED NON-COVERED Investigational Procedures [INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
lead(s). permanent implantable Services
Laparoscopic insertion of new or PG0043 Experimental
0676T replacement of diaphragmatic NON-COVERED NON-COVERED Investigational Procedures [INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
lead(s). permanent implantable Services
Laparoscopic repositioning of PG0043 Experimental
0677T diaphragmatic lead(s), permanent NON-COVERED NON-COVERED Investigational Procedures [INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
implantable svnchronized Services
Laparoscopic repositioning of PG0043 Experimental
0678T diaphragmatic lead(s), permanent NON-COVERED NON-COVERED Investigational Procedures [INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
implantable synchronized Services
Laparoscopic removal of PG0043 Experimental
0679T diaphragmatic lead(s), permanent NON-COVERED NON-COVERED Investigational Procedures [INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
implantable svnchronized Services
Insertion or replacement of pulse PG0043 Experimental
0680T generator only, permanent NON-COVERED NON-COVERED Investigational Procedures [INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
implantable synchronized Services
Relocation of pulse generator only, PG0043 Experimental
0681T permanent implantable NON-COVERED NON-COVERED Investigational Procedures [INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
svnchronized diaphraamatic Services
Removal of pulse generator only, PG0043 Experimental
0682T permanent implantable NON-COVERED NON-COVERED Investigational Procedures [INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
svnchronized diaphragmatic Services
Programming device evaluation (in{ PG0043 Experimental
0683T person) with iterative adjustment NON-COVERED NON-COVERED Investigational Procedures [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
of the implantable device to test Services
Peri-procedural device evaluation PG0043 Experimental
0684T (in-person) and programming of NON-COVERED NON-COVERED Investigational Procedures [INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
device system parameters before Services
Interrogation device evaluation (in- PG0043 Experimental
0685T person) with analysis, review and NON-COVERED NON-COVERED Investigational Procedures [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
report bv a phvsician or other Services
Histotripsy (i.e., non-thermal PG0043 Experimental
0686T ablation via acoustic energy NON-COVERED NON-COVERED Investigational Procedures [INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

delivery) of malianant

Services
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Treatment of amblyopia using an PG0318 Vision Therapy;
0687T online digital program; device NON-COVERED NON-COVERED PGO0043 Experimental NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
supplv. educational set-up. and Investigational Procedures
Treatment of amblyopia using an PG0318 Vision Therapy;
0688T online digital program; assessment NON-COVERED NON-COVERED PG0043 Experimental [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
of patient performance and Investiaational Procedures
Quantitative ultrasound tissue PG0043 Experimental
0689T characterization (nonelastography) NON-COVERED NON-COVERED Investigational Procedures [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
including interpretation and report: Services
Quantitative ultrasound tissue PG0043 Experimental
0690T characterization NON-COVERED NON-COVERED Investigational Procedures [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
(nonelastoaraphic). includina Services
Automated analysis of an existing PG0320 Bone Density
0691T computed tomography study for NON-COVERED NON-COVERED Measurements; PG0043 |NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
vertebral fracture(s). including Experimental
PG0043 Experimental
0692T Therapeutic ultrafiltration NON-COVERED NON-COVERED Investigational Procedures [INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
Services
Comprehensive full body computer PG0339 Gait Analysis;
0693T based markerless 3D kinematic NON-COVERED NON-COVERED PG0043 Experimental NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
and kinetic motion analvsis and Investiaational Procedures
3-dimensional volumetric imaging PG0043 Experimental
0694T and reconstruction of breast or NON-COVERED NON-COVERED Investigational Procedures [INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
axillarv lvmph node tissue. each Services
Body surface—activation mapping PG0224 Cardioverter
0695T of pacemaker or pacing NON-COVERED NON-COVERED Defibrillators; PG0043 NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
cardioverter-defibrillator lead(s) to Experimental
Body surface—activation mapping PG0224 Cardioverter
0696T of pacemaker or pacing NON-COVERED NON-COVERED Defibrillators; PG0043  [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
cardioverter-defibrillator lead(s) to Experimental
Quantitative magnetic resonance PG0043 Experimental
0697T for analysis of tissue composition NON-COVERED NON-COVERED Investigational Procedures [INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
(e.qa.. fat. iron. water content). Services
Quantitative magnetic resonance PG0043 Experimental
0698T for analysis of tissue composition NON-COVERED NON-COVERED Investigational Procedures [INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
(e.q., fat. iron, water content). Services
Molecular fluorescent imaging of PG0043 Experimental
0700T . e . NON-COVERED NON-COVERED Investigational Procedures [INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
suspicious nevus; first lesion Services
Molecular fluorescent imaging of PG0043 Experimental
0701T suspicious nevus; each additional NON-COVERED NON-COVERED Investigational Procedures [INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
lesion Services
Remote therapeutic monitoring of PG0402 Cognitive
0702T a standardized online digital NON-COVERED NON-COVERED Rehabilitation; PG0043 |NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
coanitive behavioral therapv Experimental
Remote therapeutic monitoring of PG0402 Cognitive
0703T a standardized online digital NON-COVERED NON-COVERED Rehabilitation; PG0043 |NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
coanitive behavioral therapy Experimental
Remote treatment of amblyopia PG0318 Vision Therapy;
0704T using an eye tracking device; NON-COVERED NON-COVERED PG0043 Experimental [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
device supplv with initial setup and Investiaational Procedures
Remote treatment of amblyopia PG0318 Vision Therapy;
0705T using an eye tracking device; NON-COVERED NON-COVERED PG0043 Experimental [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
surveillance center technical Investigational Procedures
Remote treatment of amblyopia PG0318 Vision Therapy;
0706T using an eye tracking device; NON-COVERED NON-COVERED PG0043 Experimental [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
interpretation and report bv Investiaational Procedures
Injection(s), bone-substitute PG0043 Experimental
0707T material (e.g., calcium phosphate) NON-COVERED NON-COVERED Investigational Procedures [INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

into subchondral bone defect (i.e..

Services
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Intradermal cancer PG0043 Experimental
0708T immunotherapy; preparation and NON-COVERED NON-COVERED Investigational Procedures [INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
initial iniection Services
Intradermal cancer PG0043 Experimental
0709T immunotherapy; each additional NON-COVERED NON-COVERED Investigational Procedures [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
iniection Services
Noninvasive arterial plaque PGO0043 Experimental
0710T analysis using software processing NON-COVERED NON-COVERED Investigational Procedures |[NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
of data from non-coronary Services
Noninvasive arterial plaque PG0043 Experimental
0711T analysis using software processing NON-COVERED NON-COVERED Investigational Procedures [INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
of data from non-coronary Services
Noninvasive arterial plaque PGO0043 Experimental
0712T analysis using software processing NON-COVERED NON-COVERED Investigational Procedures [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
of data from non-coronary Services
Noninvasive arterial plaque PG0043 Experimental
0713T analysis using software processing NON-COVERED NON-COVERED Investigational Procedures [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
of data from non-coronarv Services
Transperineal laser ablation of PG0534 Fluid Jet Sytstem
0714T benign prostatic hyperplasia, NON-COVERED NON-COVERED in the Treatment of Benign [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
includina imaaina auidance Prostatic Hvperplasia
Percutaneous transluminal PG0043 Experimental
0715T coronary lithotripsy (List separately NON-COVERED NON-COVERED Investigational Procedures [INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
in addition to code for primarv Services
Cardiac acoustic waveform PG0043 Experimental
0716T recording with automated analysis NON-COVERED NON-COVERED Investigational Procedures [INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
and generation of coronary artery Services
Autologous adipose-derived
0717T regenerative cell (ADRC) therapy NON-COVERED NON-COVERED PGO400 Stem Cell Therapy |\ ~ovERED - EXPERIMENTAL, INVESTIGATIONAL
. . of Orthopedic Applications
for partial thickness rotator cuff
Autologous adipose-derived
0718T regenerative cell (ADRC) therapy NON-COVERED NON-COVERED PGO400 Stem Cell Therapy |\ o covERED - EXPERIMENTAL, INVESTIGATIONAL
. . of Orthopedic Applications
for partial thickness rotator cuff
Posterior vertebral joint PG0043 Experimental
0719T replacement, including bilateral NON-COVERED NON-COVERED Investigational Procedures [INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
facetectomy. laminectomy. and Services
Percutaneous electrical nerve field PG0043 Experimental
0720T stimulation, cranial nerves, without NON-COVERED NON-COVERED Investigational Procedures [INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
implantation Services
Quantitative computed PG0043 Experimental
0721T tomography (CT) tissue NON-COVERED NON-COVERED Investigational Procedures [INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
characterization, including Services
Quantitative computed PG0043 Experimental
0722T tomography (CT) tissue NON-COVERED NON-COVERED Investigational Procedures [INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
characterization. includina Services
Quantitative magnetic resonance PG0043 Experimental
0723T cholangiopancreatography NON-COVERED NON-COVERED Investigational Procedures [INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
(OMRCP) including data Services
Quantitative magnetic resonance PG0043 Experimental
0724T cholangiopancreatography NON-COVERED NON-COVERED Investigational Procedures [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
(OMRCP) includina data Services
Vestibular device implantation PGO.l 93 Trg atment of
0725T unilateral ' NON-COVERED NON-COVERED Chronic Vertigo; PG0043 |NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
Experimental
Removal of implanted vestibular PGO.193 Trgatment of
0726T device. unilateral NON-COVERED NON-COVERED Chronic Vertigo; PG0043 |NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
’ Experimental
Removal and replacement of PG0193 Treatment of
0727T implanted vestibular device, NON-COVERED NON-COVERED Chronic Vertigo; PG0043 |NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

unilateral

Experimental




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Medical Policy Special Instructions - Notes
Insurance Plans Plans
Diagnostic analysis of vestibular PG0193 Treatment of
0728T implant, unilateral; with initial NON-COVERED NON-COVERED Chronic Vertigo; PG0043 |NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
programming Experimental
Diagnostic analysis of vestibular PG0193 Treatment of
0729T implant, unilateral; with NON-COVERED NON-COVERED Chronic Vertigo; PG0043 [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
subseauent proarammina Experimental
Trabeculotomy by laser, including PG0043 Experimental
0730T optical coherence tomography NON-COVERED NON-COVERED Investigational Procedures [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
(OCT) auidance Services
Augmentative Al-based facial PGQO4$ Experimental
0731T o NON-COVERED NON-COVERED Investigational Procedures [INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
phenotype analysis with report Services
Immunotherapy administration with PGQMS Experimental
0732T : . NON-COVERED NON-COVERED Investigational Procedures [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
electroporation, intramuscular Services
Remote real-time, motion capture- PG0043 Experimental
0733T based neurorehabilitative therapy NON-COVERED NON-COVERED Investigational Procedures [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
ordered bv a phvsician or other Services
Remote real-time, motion capture- PG0043 Experimental
0734T based neurorehabilitative therapy NON-COVERED NON-COVERED Investigational Procedures [INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
ordered by a physician or other Services
Preparation of tumor cavity, with PG0043 Experimental
0735T placement of a radiation NON-COVERED NON-COVERED Investigational Procedures [INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
therapv applicator for Services
Colonic lavage, 35 or more liters of PG0043 Experimental
0736T water, gravity-fed, with induced NON-COVERED NON-COVERED Investigational Procedures [INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
defecation. includina insertion of Services
Xenograft implantation into the PGQO4$ Experimental
0737T articular surface NON-COVERED NON-COVERED Investigational Procedures [INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
Services
Treatment planning for magnetic PG0043 Experimental
0738T field induction ablation of NON-COVERED NON-COVERED Investigational Procedures [INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
malianant prostate tissue. usina Services
Ablation of malignant prostate PG0043 Experimental
0739T tissue by magnetic field NON-COVERED NON-COVERED Investigational Procedures |[NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
induction. including all Services
Insertion of bioprosthetic valve, PG0043 Experimental
0744T open, femoral vein, including NON-COVERED NON-COVERED Investigational Procedures [INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
duplex ultrasound imaaina Services
Cardiac focal ablation utilizing PG0043 Experimental
0745T radiation therapy for arrhythmia; NON-COVERED NON-COVERED Investigational Procedures [INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
noninvasive arrhythmia localization Services
Cardiac focal ablation utilizing PG0043 Experimental
0746T radiation therapy for arrhythmia; NON-COVERED NON-COVERED Investigational Procedures [INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
conversion of arrhvthmia Services
Cardiac focal ablation utilizing PG0043 Experimental
0747T radiation therapy for arrhythmia; NON-COVERED NON-COVERED Investigational Procedures [INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
delivery of radiation therapy. Services
Injections of stem cell product into PG0043 Experimental
0748T perianal perifistular soft tissue, NON-COVERED NON-COVERED Investigational Procedures [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
includina fistula preparation (e.q.. Services
Digitization of glass microscope PG0043 Experimental
0751T slides for level Il, surgical NON-COVERED NON-COVERED Investigational Procedures [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
patholoagy. aross and microscopic Services
Digitization of glass microscope PG0043 Experimental
0752T slides for level Ill, surgical NON-COVERED NON-COVERED Investigational Procedures [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
patholoav. aross and microscopic Services
Digitization of glass microscope PG0043 Experimental
0753T slides for level IV, surgical NON-COVERED NON-COVERED Investigational Procedures [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

patholoav. aross and microscopic

Services




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Medical Policy Special Instructions - Notes
Insurance Plans Plans
Digitization of glass microscope PG0043 Experimental
0754T slides for level V, surgical NON-COVERED NON-COVERED Investigational Procedures [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
patholoav. aross and microscopic Services
Digitization of glass microscope PG0043 Experimental
0755T slide for level VI, surgical NON-COVERED NON-COVERED Investigational Procedures [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
patholoav. aross and microsconic Services
Digitization of glass microscope PG0043 Experimental
0756T slides for special stain, including NON-COVERED NON-COVERED Investigational Procedures [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
interpretation and report. aroup . Services
Digitization of glass microscope PG0043 Experimental
0757T slides for special stain, including NON-COVERED NON-COVERED Investigational Procedures [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
interpretation and report. aroup I. Services
Digitization of glass microscope PGO0043 Experimental
0758T slides for special stain, including NON-COVERED NON-COVERED Investigational Procedures [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
interpretation and report. Services
Digitization of glass microscope PG0043 Experimental
0759T slides for special stain, including NON-COVERED NON-COVERED Investigational Procedures [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
interpretation and report. aroup Ill. Services
Digitization of glass microscope PG0043 Experimental
0760T slides for immunohistochemistry or NON-COVERED NON-COVERED Investigational Procedures [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
immunocvtochemistry. per Services
Digitization of glass microscope PG0043 Experimental
0761T slides for immunohistochemistry or NON-COVERED NON-COVERED Investigational Procedures [INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
immunocvtochemistrv. per Services
Digitization of glass microscope PG0043 Experimental
0762T slides for immunohistochemistry or NON-COVERED NON-COVERED Investigational Procedures |[NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
immunocvtochemistrv per Services
Digitization of glass microscope PG0043 Experimental
0763T slides for morphometric analysis, NON-COVERED NON-COVERED Investigational Procedures [INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
tumor immunohistochemistrv (e.a.. Services
Assistive algorithmic PG0043 Experimental
0764T electrocardiogram risk-based NON-COVERED NON-COVERED Investigational Procedures [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
assessment for cardiac Services
related to previously performed PGC_)04:_% Experimental
0765T ) NON-COVERED NON-COVERED Investigational Procedures |[NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
electrocardiogram Services
Transcutaneous magnetic PG0043 Experimental
0766T stimulation by focused low- NON-COVERED NON-COVERED Investigational Procedures |[NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
freauency electromaanetic pulse. Services
each additional nerve (List PG0043 Experimental
0767T separately in addition to code for NON-COVERED NON-COVERED Investigational Procedures [INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
primary procedure) Services
Transcutaneous magnetic PG0043 Experimental
0768T stimulation by focused low- NON-COVERED NON-COVERED Investigational Procedures [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
freauency electromaanetic pulse. Services
each additional nerve (List PG0043 Experimental
0769T separately in addition to code for NON-COVERED NON-COVERED Investigational Procedures [INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
primary procedure) Services
Arthrodesis, sacroiliac joint, PG0043 Experimental
0775T percutaneous, with image NON-COVERED NON-COVERED Investigational Procedures [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
auidance. includes placement of Services
Therapeutic induction of intra-brain PG0043 Experimental
0776T hypothermia, including placement NON-COVERED NON-COVERED Investigational Procedures [INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
of a mechanical temperature- Services
Real-time pressure-sensing PG0043 Experimental
o777T epidural guidance system (List NON-COVERED NON-COVERED Investigational Procedures [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
separatelv in addition to code for Services
Surface mechanomyography PG0043 Experimental
0778T (Smmg) with concurrent NON-COVERED NON-COVERED Investigational Procedures [INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

application of inertial measurement

Services




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Medical Policy Special Instructions - Notes
Insurance Plans Plans
Gastrointestinal myoelectrical PG0043 Experimental
0779T activity study, stomach through NON-COVERED NON-COVERED Investigational Procedures [INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
colon. with interpretation and Services
Bronchoscopy, rigid or flexible, PG0316 Bronchial
0781T with insertion of esophageal NON-COVERED NON-COVERED Thermoplasty; PG0043 |NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
protection device and Experimental
Bronchoscopy, rigid or flexible, PG0316 Bronchial
0782T with insertion of esophageal NON-COVERED NON-COVERED Thermoplasty; PG0043 |NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
protection device and Experimental
Transcutaneous auricular PG0244 Electrical Nerve
0783T neurostimulation, set-up, NON-COVERED NON-COVERED Stimulators; PG0043 NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
calibration. and patient education Experimental
Electronic analysis with complex PGO0043 Experimental
0789T programming of implanted NON-COVERED NON-COVERED Investigational Procedures [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
integrated neurostimulation system Services
Application of silver diamine PG0043 Experimental
0792T fluoride 38%, by a physician or NON-COVERED NON-COVERED Investigational Procedures [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
other aualified health care Services
Percutaneous transcatheter PG0043 Experimental
0793T thermal ablation of nerves NON-COVERED NON-COVERED Investigational Procedures [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
innervatina the pulmonary arteries. Services
TRANSCATHETER INSERTION PRIOR AUTHORIZATION NOT Paramount Medicare Advantage Plans - Leadless Cardiac Pacemaker
OF PERMANENT DUAL- REQUIRED - Approval only PG0043 Experimental  |Systems (i.e., MicraTM Transcatheter Pacemaker System, Aveir VR
0795T CHAMBER LEADLESS NON-COVERED permitted when the member is | Investigational Procedures |Leadless System). Leadless cardiac pacemaker systems are
PACEMAKER, INCLUDING participating in an FDA approved Services miniaturized, full featured single or dual chamber pacemakers that are
IMAGING GUIDANCE (EG. post approval trial that is implanted directlv in the riaht ventricle and riaht atrium in the case of
RIGHT ATRIAL PACEMAKER PRIOR AUTHORIZATION NOT PG0043 Experimental |Paramount Medicare Advantage Plans - Leadless Cardiac Pacemaker
0796T COMPONENT (WHEN AN NON-COVERED REQUIRED - Approval only Investigational Procedures |Systems (i.e., MicraTM Transcatheter Pacemaker System, Aveir VR
EXISTING RIGHT VENTRICULAR permitted when the member is Services Leadless Svstem). Leadless cardiac pacemaker systems are
RIGHT VENTRICULAR PRIOR AUTHORIZATION NOT PGO0043 Experimental  [Paramount Medicare Advantage Plans - Leadless Cardiac Pacemaker
0797T PACEMAKER COMPONENT NON-COVERED REQUIRED - Approval only Investigational Procedures |Systems (i.e., MicraTM Transcatheter Pacemaker System, Aveir VR
(WHEN PART OF A permitted when the member is Services Leadless System). Leadless cardiac pacemaker systems are
TRANSCATHETER REMOVAL PRIOR AUTHORIZATION NOT PG0043 Experimental  |Paramount Medicare Advantage Plans - Leadless Cardiac Pacemaker
0798T OF PERMANENT DUAL- NON-COVERED REQUIRED - Approval only Investigational Procedures |Systems (i.e., MicraTM Transcatheter Pacemaker System, Aveir VR
CHAMBER LEADLESS permitted when the member is Services Leadless Svstem). Leadless cardiac pacemaker systems are
RIGHT ATRIAL PACEMAKER PRIOR AUTHORIZATION NOT PGC_)04:_% Experimental Paramoun_t Medl_care Advantage Plans - Leadless Cardiac Pace_maker
0799T NON-COVERED REQUIRED - Approval only Investigational Procedures |Systems (i.e., MicraTM Transcatheter Pacemaker System, Aveir VR
COMPONENT : . ) .
permitted when the member is Services Leadless System). Leadless cardiac pacemaker systems are
RIGHT VENTRICULAR PRIOR AUTHORIZATION NOT PG0043 Experimental |Paramount Medicare Advantage Plans - Leadless Cardiac Pacemaker
0800T PACEMAKER COMPONENT NON-COVERED REQUIRED - Approval only Investigational Procedures |Systems (i.e., MicraTM Transcatheter Pacemaker System, Aveir VR
(WHEN PART OF A permitted when the member is Services Leadless Svstem). Leadless cardiac pacemaker svstems are
TRANSCATHETER REMOVAL PRIOR AUTHORIZATION NOT PGO0043 Experimental  [Paramount Medicare Advantage Plans - Leadless Cardiac Pacemaker
0801T AND REPLACEMENT OF NON-COVERED REQUIRED - Approval only Investigational Procedures |Systems (i.e., MicraTM Transcatheter Pacemaker System, Aveir VR
PERMANENT DUAL-CHAMBER permitted when the member is Services Leadless System). Leadless cardiac pacemaker systems are
RIGHT ATRIAL PACEMAKER PRIOR AUTHORIZATION NOT PG0043 Experimental  [Paramount Medicare Advantage Plans - Leadless Cardiac Pacemaker
0802T NON-COVERED REQUIRED - Approval only Investigational Procedures |Systems (i.e., MicraTM Transcatheter Pacemaker System, Aveir VR
COMPONENT : . - .
permitted when the member is Services Leadless Svstem). Leadless cardiac pacemaker svstems are
RIGHT VENTRICULAR PRIOR AUTHORIZATION NOT PGO0043 Experimental  [Paramount Medicare Advantage Plans - Leadless Cardiac Pacemaker
0803T PACEMAKER COMPONENT NON-COVERED REQUIRED - Approval only Investigational Procedures |Systems (i.e., MicraTM Transcatheter Pacemaker System, Aveir VR
(WHEN PART OF A permitted when the member is Services Leadless System). Leadless cardiac pacemaker systems are
PROGRAMMING DEVICE PRIOR AUTHORIZATION NOT PG0043 Experimental  [Paramount Medicare Advantage Plans - Leadless Cardiac Pacemaker
0804T EVALUATION (IN PERSON) NON-COVERED REQUIRED - Approval only Investigational Procedures |Systems (i.e., MicraTM Transcatheter Pacemaker System, Aveir VR
WITH ITERATIVE ADJUSTMENT permitted when the member is Services Leadless Svstem). Leadless cardiac pacemaker svstems are
Transcatheter superior and inferior PG0108 Transcatheter
0805T vena cava prosthetic valve NON-COVERED NON-COVERED Heart Valve Procedures; |[NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
implantation (ie. caval valve PG0043 Experimental
Transcatheter superior and inferior PG0108 Transcatheter
0806T vena cava prosthetic valve NON-COVERED NON-COVERED Heart Valve Procedures; [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

implantation (ie. caval valve

PG0043 Experimental




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Insurance Plans Plans Medical Policy Special Instructions - Notes
Arthrodesis, sacroiliac joint, PG0043 Experimental
0809T percutaneous or minimally NON-COVERED NON-COVERED Investigational Procedures [INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
invasive (indirect visualization). Services
Esophagogastroduodenoscopy, PG0163 Metabolic and
0813T flexible, transoral, with volume NON-COVERED NON-COVERED Bariatric Surgery; PG0043 [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
adiustment of intragastric bariatric Experimental
Percutaneous injection of calcium- PGO0365 Bone Graft
0814T based biodegradable NON-COVERED NON-COVERED Substitutes; PG0043 NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
osteoconductive material. proximal Experimental
Open insertion or replacement of PG0043 Experimental
0816T integrated neurostimulation system NON-COVERED NON-COVERED Investigational Procedures [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
for bladder dvsfunction includina Services
Open insertion or replacement of PGO0043 Experimental
0817T integrated neurostimulation system NON-COVERED NON-COVERED Investigational Procedures [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
for bladder dvsfunction includina Services
Revision or removal of integrated PG0043 Experimental
0818T neurostimulation system for NON-COVERED NON-COVERED Investigational Procedures [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
bladder dvsfunction. includina Services
Revision or removal of integrated PG0043 Experimental
0819T neurostimulation system for NON-COVERED NON-COVERED Investigational Procedures [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
bladder dvsfunction. includina Services
Transcatheter insertion of PRIOR AUTHORIZATION NOT PG0043 Experimental  |Paramount Medicare Advantage Plans - Leadless Cardiac Pacemaker
0823T permanent single-chamber NON-COVERED REQUIRED - Approval only Investigational Procedures |Systems (i.e., MicraTM Transcatheter Pacemaker System, Aveir VR
leadless pacemaker. riaht atrial. permitted when the member is Services Leadless Svstem). Leadless cardiac pacemaker svstems are
Transcatheter removal of PRIOR AUTHORIZATION NOT PG0043 Experimental |Paramount Medicare Advantage Plans - Leadless Cardiac Pacemaker
0824T permanent single-chamber NON-COVERED REQUIRED - Approval only Investigational Procedures |Systems (i.e., MicraTM Transcatheter Pacemaker System, Aveir VR
leadless pacemaker. right atrial. permitted when the member is Services Leadless Svstem). Leadless cardiac pacemaker systems are
Transcatheter removal and PRIOR AUTHORIZATION NOT PG0043 Experimental  |Paramount Medicare Advantage Plans - Leadless Cardiac Pacemaker
0825T replacement of permanent single- NON-COVERED REQUIRED - Approval only Investigational Procedures |Systems (i.e., MicraTM Transcatheter Pacemaker System, Aveir VR
chamber leadless pacemaker. riaht permitted when the member is Services Leadless Svstem). Leadless cardiac pacemaker svstems are
Programming device evaluation (in PRIOR AUTHORIZATION NOT PG0043 Experimental |Paramount Medicare Advantage Plans - Leadless Cardiac Pacemaker
0826T person) with iterative adjustment NON-COVERED REQUIRED - Approval only Investigational Procedures |Systems (i.e., MicraTM Transcatheter Pacemaker System, Aveir VR
of the implantable device to test permitted when the member is Services Leadless Svstem). Leadless cardiac pacemaker svstems are
0858T Exéfggi'giz‘ps’zi'ﬁﬂ&?::m;'a' PRIOR AUTHORIZATION PRIOR AUTHORIZATION ;igigﬁg;ﬁﬁ;?ﬂ Procedure 0858T went from noncoverage E/l to allowed coverage with
- REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL POLICY a PA effective 06/01/2024
concomitant measurement of (TMS)
Removal of pulse generator for PG0043 Experimental
0861T wireless cardiac stimulator for left NON-COVERED NON-COVERED Investigational Procedures
ventricular pacina: both Services
Relocation of pulse generator for PG0043 Experimental
0862T wireless cardiac stimulator for left NON-COVERED NON-COVERED Investigational Procedures
ventricular pacina. includina device Services
Relocation of pulse generator for PG0043 Experimental
0863T wireless cardiac stimulator for left NON-COVERED NON-COVERED Investigational Procedures
ventricular pacina. includina device Services
Low-intensity extracorporeal shock PG0004 Extracorporeal
0864T wave therapy involving corpus NON-COVERED NON-COVERED Shock Wave (ESWT) New code effective 01/01/2024
cavernosum. low eneray_Status
A0140 ’\;ci)rnter:vzrlg(zr:ic\/gtreagrsgg:ﬁtwlgrcg?)d PRIOR AUTHORIZATION PRIOR AUTHORIZATION PGO455 Ambulance Review medical policy for coverage/noncoverage details
: ) REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL POLICY Transportation ’
intra-or interstate
70424 gro'iﬁ;a(:rl_"sb‘::f;i’es?ﬁf’;ﬂag;’(e g PRIOR AUTHORIZATION PRIOR AUTHORIZATION PG0455 Ambulance  |Review medical policy for coverage/noncoverage details. Requires
; ; ; REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL POLICY Transportation medical review.
or rotary winaed): (requires
A0430 Aarir;bst:alf:l\:(c:zsset:\:rfsebggnxzt\lsgsl PRIOR AUTHORIZATION PRIOR AUTHORIZATION PGO455 Ambu.lance Review medical policy for coverage/noncoverage details.
(fi;<ed winq)' REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL POLICY Transportation
Ambulance service, conventional | oo AUTHORIZATION PRIOR AUTHORIZATION PG0455 Ambulance . . . .
A0431 air services, transport, one way Review medical policy for coverage/noncoverage details.

(rotarv wina)

REQUIRED - MEDICAL POLICY

REQUIRED - MEDICAL POLICY

Transportation




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Medical Policy Special Instructions - Notes
Insurance Plans Plans
A0435 Fixed wing air mileage, per statute PRIOR AUTHORIZATION PRIOR AUTHORIZATION PG0455 Ambulance Review medical policy for coverage/noncoverage details
mile REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL POLICY Transportation policy 9 9 :
A0436 Rotary wing air mileage, per PRIOR AUTHORIZATION PRIOR AUTHORIZATION PG0455 Ambulance Review medical nolicy for coverage/noncoverage details
statute mile REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL POLICY Transportation policy g g :
A0888 N(;?(;;)i\llsféd af?g:lﬁﬂgg 31;\(/9;23, PRIOR AUTHORIZATION PRIOR AUTHORIZATION PGO455 Ambulance Review medical policy for coverage/noncoverage details
p -9 . € | REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL POLICY Transportation policy 9 9 :
bevond closest appropriate facility)
A0999 Usnlszi?ezrzgﬂ?tﬁas:g:ZZr[\‘/l;I::n PRIOR AUTHORIZATION PRIOR AUTHORIZATION PGO4S5 Ambulance Review medical policy for coverage/noncoverage details
P water transoort " | REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL POLICY Transportation policy g g :
Suppty allowance for adjt Tor agyuncave, PRIOR AUTHORIZATION _
4236 "Or:]':g‘;:?:rt?géi’ﬂn)t'?:3333;”;?56 PRIOR AUTHORIZATION REQUIRED - FOLLOW PG%EZ;Z”&&%ZE'OM Paramount Medicare Advantage Plans - no prior authorization required
) o REQUIRED - INTERQUAL MEDICARE COVERAGE ) 9 Coverage to follow CMS coverage guidelines.
supplies and accessories, 1 month Systems & Insulin Pumps
cunnhs — 1 unit nf cansica CRITERIA
A4239 non:dqﬂggisio"ngfn‘i fgme g PRIOR AUTHORIZATION PRIOR AUTHORIZATION NOT Pngzoign&giﬁng'md Paramount Medicare Advantage Plans - no prior authorization required
o ' plan REQUIRED - INTERQUAL REQUIRED ) 9 Coverage to follow CMS coverage guidelines.
continuous alucose monitor Systems & Insulin Pumps _ i _
- Blood ketone test or reagent strip, | PRIOR AUTHORIZATION PRIOR AUTHORIZATION PG0155 Glucose Testing Eﬁic.f:ivzigiﬁ Orle/ sgizrgaigrraBT;%‘é”émig'sceaﬁoﬁi‘ﬁst;‘gg firt’;!; gﬁ;’g;gs
- : each r REQUIRED - MEDICAL P OLICY R Akt Supplies when utilization of a preferred product . medical policy PG0155 Glucose
strciJO: f%ruﬁ?)fnee ZTO;; r?jgg:e PRIOR AUTHORIZATION Effective 01/01/2023, Paramount Medicare Advantage Plans - No prior
A4253 moni’t)or er 50 strins (3 True PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0155 Glucose Testing |authorization required for Blood Glucose Monitors and Testing Supplies
or. p ps (€.9.. REQUIRED - MEDICAL POLICY MEDICARE COVERAGE Supplies when utilization of a preferred product , medical policy PG0155 Glucose
Metrix, One Touch, FreeStyle, . I
Aneis~hal Fantaoe CRITERIA Testing Supplies
PRIOR AUTHORIZATION Effective 01/01/2023, Paramount Medicare Advantage Plans - No prior
A4255 Platforms for home blood glucose PRIOR AUTHORIZATION REQUIRED - FOLLOW PGO0155 Glucose Testing |authorization required for Blood Glucose Monitors and Testing Supplies
monitor, 50 per box REQUIRED - MEDICAL POLICY MEDICARE COVERAGE Supplies when utilization of a preferred product , medical policy PG0155 Glucose
CRITERIA Testing Supplies
PRIOR AUTHORIZATION Effective 01/01/2023, Paramount Medicare Advantage Plans - No prior
A4256 Normal, low, and high calibrator PRIOR AUTHORIZATION REQUIRED - FOLLOW PGO0155 Glucose Testing |authorization required for Blood Glucose Monitors and Testing Supplies
solution/chips REQUIRED - MEDICAL POLICY MEDICARE COVERAGE Supplies when utilization of a preferred product , medical policy PG0155 Glucose
CRITERIA Testing Supplies
Replacement lens shield cartridge PRIOR AUTHORIZATION Effective 01/01/2023, Paramount Medicare Advantage Plans - No prior
A4257 fcl)ar use with laser skin piercin 9 PRIOR AUTHORIZATION REQUIRED - FOLLOW PGO0155 Glucose Testing |authorization required for Blood Glucose Monitors and Testing Supplies
) P 9 REQUIRED - MEDICAL POLICY MEDICARE COVERAGE Supplies when utilization of a preferred product , medical policy PG0155 Glucose
device, each (Not Covered) ) h
CRITERIA Testing Supplies
PRIOR AUTHORIZATION Effective 01/01/2023, Paramount Medicare Advantage Plans - No prior
A4258 Spring-powered device for lancet, PRIOR AUTHORIZATION REQUIRED - FOLLOW PGO0155 Glucose Testing |authorization required for Blood Glucose Monitors and Testing Supplies
each REQUIRED - MEDICAL POLICY MEDICARE COVERAGE Supplies when utilization of a preferred product , medical policy PG0155 Glucose
CRITERIA Testing Supplies
PRIOR AUTHORIZATION Effective 01/01/2023, Paramount Medicare Advantage Plans - No prior
A4259 Lancets. per box of 100 PRIOR AUTHORIZATION REQUIRED - FOLLOW PGO0155 Glucose Testing |authorization required for Blood Glucose Monitors and Testing Supplies
P REQUIRED - MEDICAL POLICY MEDICARE COVERAGE Supplies when utilization of a preferred product , medical policy PG0155 Glucose
CRITERIA Testing Supplies
PGUZZ3 NEUTOMusCurar,
Functional, & Therapeutic
Neuromuscular electrical Electrical Stimulation . .
A4560 stimulator (NMES), disposable, NON-COVERED NON-COVERED Therapy, PG0043 | Crrective 08/01/2024 procedures A4560, A4593, A4594 listed as non-

replacement only

Experimental

covered




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Medical Policy Special Instructions - Notes
Insurance Plans Plans
Rectal control system for vaginal PGO0462 Rectal Control
A4563 insertion, for long term use, NON-COVERED NON-COVERED System for Fecal NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
includes pump and all supplies and Incontinence (Eclipse):
Topical hyperbaric oxygen PG0205 Hyperbaric
A4575 ) NON-COVERED NON-COVERED Oxygen Therapy (HBOT); [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
chamber, disposable .
PG0043 Experimental
Neuromodulation stimulator PG0228 Neuromuscular, } )
A4593 system, adjunct to rehabilitation NON-COVERED NON-COVERED Functional, & Therapeutic cE(f)fve;‘"e"de 08/01/2024 procedures A4560, A4593, A4594 listed as non-
therapy reaime. controlle Electrical Stimulation
Neuromodulation stimulator PG0228 Neuromuscular, . .
A4594 system, adjunct to rehabilitation NON-COVERED NON-COVERED Functional, & Therapeutic ng;:;vde 08/01/2024 procedures A4560, A4593, A4594 listed as non-
therapv reaime. mouthpiece. each Electrical Stimulation
Interface for cough stimulating BRIORIACINORIZAI O .
A7020 device, includes all components PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0227 Alrwgy Clearance
! replacement only ! REQUIRED - INTERQUAL MEDICARE COVERAGE Devices
CRITERIA
High frequency chest wall PRIOR AUTHORIZATION
A7025 oscillation system vest, PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0227 Airway Clearance
replacement for use with patient REQUIRED - INTERQUAL MEDICARE COVERAGE Devices
owned equipment, each CRITERIA
High frequency chest wall PRIOR AUTHORIZATION
A7026 oscillation system hose, PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0227 Airway Clearance
replacement for use with patient REQUIRED - INTERQUAL MEDICARE COVERAGE Devices
owned equipment, each CRITERIA
A9274 deli\I/EeXrtyersr;/iltsrTbs:::)%rglalglzu'::ach PRIOR AUTHORIZATION PRIOR AUTHORIZATION NOT Pegzzoizn&xﬁgzgmd Paramount Medicare Advantage Plans - no prior authorization required
K " \ ! ’ REQUIRED - INTERQUAL REQUIRED ) Coverage to follow CMS coverage guidelines.
R e supolle(s and F:C:(\;/gtg’r;sc& Irt1§ul|n PUBTD% Effective 01/01/2023 procedures A9278, A9277, and A9276 will be
Sensor; invasive (e.g., ontinuous Bloo ective , ,
A9276 subcutaneous), disposable, for use NON-COVERED PRIOR A%TE'BOUT;ZQ;HON NOT Glucose Monitoring denied as noncovered.
with nondurable medical Svstems & Insulin Pumps |Paramount Medicare Advantaae Plans - no prior authorization required
Transmitter; exter_nal, for use with PRIOR AUTHORIZATION NOT PG0177 Contlnuqus_ Blood Effe_ctlve 01/01/2023 procedures A9278, A9277, and A9276 will be
A9277 nondurable medical equipment NON-COVERED REQUIRED Glucose Monitoring denied as noncovered.
interstitial continuous alucose Systems & Insulin Pumps _|Paramount Medicare Advantage Plans - no prior authorization required
Recelvgr (monitor); externe}l, for PRIOR AUTHORIZATION NOT PGO0177 Cont|nu9u§ Blood Effelctlve 01/01/2023 procedures A9278, A9277, and A9276 will be
A9278 use with nondurable medical NON-COVERED REQUIRED Glucose Monitoring denied as noncovered.
eauipment interstitial continuous Svstems & Insulin Pumps |Paramount Medicare Advantaae Plans - no prior authorization required
Prescription digital behavioral PG0318 Vision Therapy
A9291 therapy, FDA cleared, per course NON-COVERED NON-COVERED PG0506 Prescription Digital
of treatment Therapeutics (PDTs)
Prescription digital visual therapy, PG0318 Vision Therapy
A9292 software-only, FDA cleared, per NON-COVERED NON-COVERED PG0506 Prescription Digital NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
course of treatment Therapeutics (PDTs)
A9513 Lutetium Lg 177, ('1cl)tatz?1te, PRIOR AUTHORIZATION PRIOR AUTHORIZATION PQO494 Lutathera
therapeutic, 1 millicurie REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL POLICY | (Lutetium Lu 177 Dotatate)
Enteral formula, for adults, used to RO N ORIZ IO . - . . . -
B4102 replace fluids arY1d electrol);tes e.g. PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0114 Entera{ gnd Prior aqthorlzatlon required if NOT diagnosed with inborn errors of
o _ N REQUIRED - MEDICAL POLICY MEDICARE COVERAGE Parenteral Nutrition metabolism.
clear liquids), 500 ml = 1 unit
CRITERIA
Enteral formula, for pediatrics, PRIOR AUTHORIZATION
B4103 used to replace fluids and PRIOR AUTHORIZATION REQUIRED - FOLLOW PGO0114 Enteral and Prior authorization required if NOT diagnosed with inborn errors of
electrolytes (e.g. clear liquids), 500 | REQUIRED - MEDICAL POLICY MEDICARE COVERAGE Parenteral Nutrition metabolism.
ml = 1 unit CRITERIA




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Insurance Plans Plans Medical Policy Special Instructions - Notes
PRIOR AUTHORIZATION
B4104 Additive for enteral formula (e.g. PRIOR AUTHORIZATION REQUIRED - FOLLOW PGO0114 Enteral and Prior authorization required if NOT diagnosed with inborn errors of
fiber) REQUIRED - MEDICAL POLICY MEDICARE COVERAGE Parenteral Nutrition metabolism.
CRITERIA
In-line cartridge containing PRIOR AUTHORIZATION Prior authorization required if NOT diagnosed with inborn errors of
B4105 digestive enzyme(s) for enteral RESEII(;E;UI\::SEBI,&?ESSCY REQUIRED - FOLLOW F;’(Z?elnltiriln:\i:?rlit?g: metabolism. Procedure B4105 coverage with a diagnosis of Exocrine
feedina. each MEDICARE COVERAGE Pancreatic Insufficiencv (EPI). per CMS and ODM-appendix DD.
blenderized na£ura| foods with PRIOR AUTHORIZATION
B4149 intact nutrients. includes proteins PRIOR AUTHORIZATION REQUIRED - FOLLOW PGO0114 Enteral and Prior authorization required if NOT diagnosed with inborn errors of
’ €s pr ! REQUIRED - INTERQUAL MEDICARE COVERAGE Parenteral Nutrition metabolism.
fats, carbohydrates, vitamins and
E«\ri]?é\rrnlr o inaliida filhar CRITERIA
ar rormuia, nutritonai
complete with int’act nutrient); ALY MOl 2310
B4150 igcludes roteins. fats ’ PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0114 Enteral and Prior authorization required if NOT diagnosed with inborn errors of
proteins, 1ats, REQUIRED - INTERQUAL MEDICARE COVERAGE Parenteral Nutrition metabolism.
carbohydrates, vitamins and
minarale movinaliida filhar CRITERIA
con?nlleetre canricaI’I dense (equal PRIOR AUTHORIZATION
B4152 i0 orp ree;ter than ly5 kealimi) ?Nith PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0114 Enteral and Prior authorization required if NOT diagnosed with inborn errors of
R great . . REQUIRED - INTERQUAL MEDICARE COVERAGE Parenteral Nutrition metabolism.
intact nutrients, includes proteins,
fate narhohuderatnc vitamine and CRITERIA
complete, h droI’ zed proteins PRIOR AUTHORIZATION
B4153 (aming aci(yisﬁmd ye ti(?e chain) PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0114 Enteral and Prior authorization required if NOT diagnosed with inborn errors of
; pep ' REQUIRED - INTERQUAL MEDICARE COVERAGE Parenteral Nutrition metabolism.
includes fats, carbohydrates, CRITERIA
Eiﬁ?é?inc- and minarale M—\\)‘l
complete, for s| e’cial metabolic PRIOR AUTHORIZATION
B4154 needsp exc’ludes?nherited disease PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0114 Enteral and Prior authorization required if NOT diagnosed with inborn errors of
’ " . REQUIRED - INTERQUAL MEDICARE COVERAGE Parenteral Nutrition metabolism.
of metabolism, includes altered
I-Erliv'\r\rr\ﬁi'ir\n nf nratnine fate CRITERIA
ar Tormura, nutrionai
inco[ri Iete/modL’JIar nutrient); PRIOR AUTHORIZATION
BA155 incluzes specific nutrients ’ PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0114 Enteral and Prior authorization required if NOT diagnosed with inborn errors of
P ! REQUIRED - INTERQUAL MEDICARE COVERAGE Parenteral Nutrition metabolism.
carbohydrates (e.g. glucose
nohmaore)_nratainc/amina acide CRITERIA
Enterar tormuia, I?U[fI[IOﬂaIIyA PRIOR AUTHORIZATION
B4157 Crf’e“;zftfi’r f.ﬁLZETQQaLEE;iZ(’C','f PRIOR AUTHORIZATION REQUIRED - FOLLOW PGO114 Enteraland | Prior authorization required if NOT diagnosed with inborn errors of
N . X REQUIRED - INTERQUAL MEDICARE COVERAGE Parenteral Nutrition metabolism.
metabolism, includes proteins,
‘—\E‘ aarhohudratne \lif’\minﬁ and CRITERIA
nterar rormura, Tor pedrat )
nutritionally complete with intczjct PRIOR AUTHORIZATION
B4158 nutrients i?\lcludeps roteins. fats PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0114 Enteral and Prior authorization required if NOT diagnosed with inborn errors of
! p o ! REQUIRED - INTERQUAL MEDICARE COVERAGE Parenteral Nutrition metabolism.
carbohydrates, vitamins and
minarale _mav inaluda fihar andlar CRITERIA
|:nl_e.ra| TOormuia, 10r peaiatrics, PRIOR AUTHORIZATION
84150 ”ﬁf!ﬁ?ﬁ?;ﬁ Zi;?gﬁ:i Si%fc?:d PRIOR AUTHORIZATION REQUIRED - FOLLOW PGO114 Enteraland | Prior authorization required if NOT diagnosed with inborn errors of
. | REQUIRED - INTERQUAL MEDICARE COVERAGE Parenteral Nutrition metabolism.
proteins, fats, carbohydrates,
ritamine and minarale mang CRITERIA
Enteral formula, for pediatrics, PRIOR AUTHORIZATION
84160 d:#;g"(‘;”a'g fgg‘rp"iitc;":;';i'g’ .| PRIOR AUTHORIZATION REQUIRED - FOLLOW PGO114 Enteraland | Prior authorization required if NOT diagnosed with inborn errors of
qualtoorg . ' REQUIRED - INTERQUAL MEDICARE COVERAGE Parenteral Nutrition metabolism.
kcal/ml) with intact nutrients, CRITERIA
includes proteins. fats.
Enteral formula, for pediatrics, PRIOR AUTHORIZATION
B4161 e“{?gg'gz% anr]cl)r:gi:sclcii:c?;;es PRIOR AUTHORIZATION REQUIRED - FOLLOW PGO114 Enteraland | Prior authorization required if NOT diagnosed with inborn errors of
pep p S REQUIRED - INTERQUAL MEDICARE COVERAGE Parenteral Nutrition metabolism.
fats, carbohydrates, vitamins and CRITERIA

minerals. mav include fiber.




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Medical Policy Special Instructions - Notes
Insurance Plans Plans
Enteral formula, for pediatrics,
special metabolic npeeds for PRIOR AUTHORIZATION ) - Lo ) -
BA162 inherited disease of metabolism PRIOR AUTHORIZATION REQUIRED - FOLLOW PGO0114 Enteral and Prior authorization required if NOT diagnosed with inborn errors of
. X ’ REQUIRED - INTERQUAL MEDICARE COVERAGE Parenteral Nutrition metabolism.
includes proteins, fats,
L CRITERIA
carbohvdrates. vitamins and
Hemostatic agent, gastrointestinal PGQO4$ Experimental
C1052 ) ’ ' NON-COVERED NON-COVERED Investigational Procedures [INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
topical (Hemospray®) )
Services
Catheter, transluminal PGQMS Experimental
C1761 . N . NON-COVERED NON-COVERED Investigational Procedures [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
intravascular lithotripsy, coronary )
Services
c1782 NON-COVERED NON-COVERED ngf;ﬁ;;‘iggfﬂiﬁg'd
Morcellator
PGO0043 Experimental
C1839 Iris prosthesis NON-COVERED NON-COVERED Investigational Procedures [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
Services
Retinal prosthesis, includes all PG0043 Experimental
C1841 internal and external components NON-COVERED NON-COVERED Investigational Procedures [INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
(Araus 1l Retinal Prosthesis Services
Retinal prosthesis, includes all PG0043 Experimental
C1842 internal and external components; NON-COVERED NON-COVERED Investigational Procedures |[NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
add-on to C1841 (Araus Il Retinal Services
Implantable wireless pulmonary PG0043 Experimental
C2624 artery pressure sensor with NON-COVERED NON-COVERED Investigational Procedures [INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
deliverv catheter. includina all Services
Mometasone furoate sinus PG0384 Drug Eluting
C9122 . . R NON-COVERED NON-COVERED Devices for Use Following |[NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
implant, 10 micrograms (Sinuva) . .
Endoscopic Sinus Suraerv:
PG0460 Chimeric Antigen [Procedures Q2041, Q2042, Q2053, Q2054, Q2055, Q2056, S2107
e . . PRIOR AUTHORIZATION PRIOR AUTHORIZATION K S "
C9399 Unclassified drugs or biologicals REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL POLICY Receptor (CAR)-T Cell [may not be an _alI—mcIusn/_e I|§t|ng, a_nd C9399 when u_tlllzed f_or a CAR-T
Therapy cell therapy. Prior Authorization review and approval is required for
Transcatheter intraoperative blood PG0043 Experimental
C9759 vessel microinfusion(s) (e.g., NON-COVERED NON-COVERED Investigational Procedures [INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
intraluminal. vascular wall and/or Services
Revascularization, endovascular, PG0043 Experimental
C9764 open or percutaneous, lower NON-COVERED NON-COVERED Investigational Procedures [INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
extremity arterv(ies). except Services
Revascularization, endovascular, PG0043 Experimental
C9765 open or percutaneous, lower NON-COVERED NON-COVERED Investigational Procedures [INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
extremity arterv(ies). excent Services
Revascularization, endovascular, PG0043 Experimental
C9766 open or percutaneous, lower NON-COVERED NON-COVERED Investigational Procedures [INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
extremity arterv(ies). except Services
Revascularization, endovascular, PG0043 Experimental
C9767 open or percutaneous, lower NON-COVERED NON-COVERED Investigational Procedures [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
extremity arterv(ies). except Services
Revascularization, endovascular, PG0043 Experimental
Co772 open or percutaneous, NON-COVERED NON-COVERED Investigational Procedures [INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
tibial/peroneal artery(ies). with Services
Revascularization, endovascular, PG0043 Experimental
C9773 open or percutaneous, NON-COVERED NON-COVERED Investigational Procedures [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
tibial/peroneal arterv(ies): with Services
Revascularization, endovascular, PG0043 Experimental
Co774 open or percutaneous, NON-COVERED NON-COVERED Investigational Procedures [INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
tibial/peroneal artery(ies): with Services
Revascularization, endovascular, PG0043 Experimental
C9775 open or percutaneous, NON-COVERED NON-COVERED Investigational Procedures [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

tibial/oeroneal arterv(ies): with

Services




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Medical Policy Special Instructions - Notes
Insurance Plans Plans
Esophageal mucosal integrity PG0043 Experimental
Co777 testing by electrical impedance, NON-COVERED NON-COVERED Investigational Procedures [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
transoral (list separately in addition Services
Arthroscopy, shoulder, surgical; PG0043 Experimental
C9781 with implantation of subacromial NON-COVERED NON-COVERED Investigational Procedures [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

spacer (e.a.. balloon). includes

Services

CLINICAL TRIALS

Clinical Trials prior authorization
and notification

PRIOR AUTHORIZATION
REQUIRED - MEDICAL POLICY

PRIOR AUTHORIZATION
REQUIRED - MEDICAL POLICY

PGO0446 Clinical Trials

See details related to Clinical Trials Prior Authorization and Notification,
Out-Patient services, procedures at Medical Policy PG0466. Effective
7/1/2022 no prior authorization/natification reauired

Court
Ordered/Legally

Court Ordered/Legally Mandated

PRIOR AUTHORIZATION

PRIOR AUTHORIZATION

PG0532 Court-Ordered
Services Legally Mandated

Mandated Tx Treatment REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL POLICY Treatment
COSMETIC Potentially cosmetic surger PIRIOIR AIIOIPZON PRIOIR AUAIOTPZATON Cosmeticzcli%](;%?lstructive
SURGERY Y gery REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL POLICY Surgery
PRIOR AUTHORIZATION
. . PRIOR AUTHORIZATION REQUIRED - FOLLOW . -
E0194 Air-fluidized bed REQUIRED - INTERQUAL MEDICARE COVERAGE PG0352 Air Fluidized Bed
CRITERIA
PRIOR AUTHORIZATION
£0277 Powered pressure-reducing air PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0245 Hospital Beds and
mattress REQUIRED - INTERQUAL MEDICARE COVERAGE Accessories
CRITERIA
Pediatric crib, hospital grade, full RO (O 2O
£0300 orclosed mith Oprwitﬁom - Y|  PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0245 Hospital Beds and
’ p REQUIRED - INTERQUAL MEDICARE COVERAGE Accessories
enclosure CRITERIA
Hospital bed, pediatric, manual, PRIOR AUTHORIZATION
£0328 sizgggg‘:f ds'?oifb”;;‘:s“;z ;‘i’ge"f PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0245 Hospital Beds and
. A ! REQUIRED - INTERQUAL MEDICARE COVERAGE Accessories
rails up to 24 inches above the CRITERIA
sorina. includes mattress
Hospital bed, pediatric, electric or PRIOR AUTHORIZATION
£0320 Seiggiergsr'ctb 36& f\igf;ozge PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0245 Hospital Beds and
! p A ! REQUIRED - INTERQUAL MEDICARE COVERAGE Accessories
footboard, and side rails up to 24 CRITERIA
inches above the spring. includes
Respiratory assist device, bi-level PRIOR AUTHORIZATION
E0470 presjurr;feaf‘:azk::g Yﬁ?ﬁnﬂmk' PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0247 Management of Exception: Prior Notification see medical policy details
X P o ’ REQUIRED - INTERQUAL MEDICARE COVERAGE Obstructive Sleep Apnea puion: policy ’
noninvasive interface, e.g., nasal CRITERIA
or facial mask (intermittent assist
Respiratory assist device, bi-level PRIOR AUTHORIZATION
E0471 r;:?j:{jrgaszsglt/)\l/it:}vl:]r;rgi(\:};sui\ee IPLIOIR AT P2 REAQUINED - (OO PG0247 Management of Exception: Prior Notification see medical policy details.
. : . REQUIRED - INTERQUAL MEDICARE COVERAGE Obstructive Sleep Apnea puon: policy :
interface, eg, nasal or facial mask CRITERIA
(intermittent assist device with
E0472 Rizglsrj:grgaai:t;ﬁ:tdenﬁsth:«;f:el PRIOR AUTHORIZATION PRIOR AUTHORIZATION PGO247 Management of Exception: Prior Notification see medical policy details
p pabllity, with backup | "pe 5 RED - MEDICAL POLICY | REQUIRED - MEDICAL POLICY | Obstructive Sleep Apnea ption: policy :
rate feature. used with invasive
PRIOR AUTHORIZATION
£0480 Percussor, electric or pneumatic, PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0227 Airway Clearance
home model REQUIRED - INTERQUAL MEDICARE COVERAGE Devices

CRITERIA




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Medical Policy Special Instructions - Notes
Insurance Plans Plans
Cough stimulating device, PRIOR AUTHORIZATION .
E0482 alternating positive and negative RPER(IQ%TR';%THﬁ?:EZ: g&’\ll_ REQUIRED - FOLLOW pGo227 ,g;v\\//;{esclearance
airway pressure MEDICARE COVERAGE
High frequency chest wall PRIOR AUTHORIZATION
£0483 oscillation air-pulse generator PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0227 Airway Clearance
system, (includes hoses and vest), REQUIRED - INTERQUAL MEDICARE COVERAGE Devices
each CRITERIA
Oscillatory positive expiratory RO ORIz O .
E0484 pressure device, non-electric, any PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0227 A|rw§1y Clearance
type, each REQUIRED - INTERQUAL MEDICARE COVERAGE Devices
' CRITERIA
OTdr UCViCTrqj marmice uStu o
reduce upper aii:\’llvay collapsibility, RO ORIz O
£0486 adjustable or nonadjustable PRIOR AUTHORIZATION REQUIRED - FOLLOW PGOl{sl Custom Oral
- ) L REQUIRED - INTERQUAL MEDICARE COVERAGE Appliance for OSA
custom fabricated, includes fitting
N CRITERIA
Power source and control PG0247 Management of
E0490 electronics unit for oral NON-COVERED NON-COVERED Obstructive Sleep Apnea; [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
device/appliance for PG0043 Experimental
Oral device/appliance for PG0247 Management of
E0491 neuromuscular electrical NON-COVERED NON-COVERED Obstructive Sleep Apnea; [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
stimulation of the tonaue muscle. PG0043 Experimental
PRIOR AUTHORIZATION
Continuous airway pressure PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0247 Management of o - . . .
E0601 (CPAP) device REQUIRED - INTERQUAL MEDICARE COVERAGE Obstructive Sleep Apnea | =XCePtioN: Prior Notification see medical policy details.
CRITERIA
. PG0201 Breast Pump
Breast pump, hospital grade, PRIOR AUTHORIZATION PRIOR AUTHORIZATION ; h . - . I
E0604 electric (AC andfor DC), any type | REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL POLICY Equr’rg:e;)nutgssléﬁsges and |E0604 - Prior authorization required if utilized for more that 6 months
PRIOR AUTHORIZATION Effective 01/01/2023, Paramount Medicare Advantage Plans - No prior
. PRIOR AUTHORIZATION REQUIRED - FOLLOW PGO0155 Glucose Testing [authorization required for Blood Glucose Monitors and Testing Supplies
E0607 Home blood glucose monitor " P ; .
REQUIRED - MEDICAL POLICY MEDICARE COVERAGE Supplies when utilization of a preferred product , medical policy PG0155 Glucose
CRITERIA Testing Supplies
. PRIOR AUTHORIZATION .
cr | ™| emoR aomzATION | REQURED-FoLLOW | PO P
gradient pressure REQUIRED - INTERQUAL MEDICARE COVERAGE Supplies-Archived
CRITERIA
Non-pneumatic sequential PG(.)O4:.3 Experimental
E0677 . NON-COVERED NON-COVERED Investigational Procedures
compression garment, trunk )
Services
Non-pneumatic sequential PGC_)04:_% Experimental
E0678 ] NON-COVERED NON-COVERED Investigational Procedures
compression garment, full leg A
Services
. . PG0043 Experimental
E0679 E0679 Non-pneumatic sequential NON-COVERED NON-COVERED Investigational Procedures
compression garment, half leg Services
Non-pneumatic compression PG0043 Experimental
E0680 controller with sequential calibrated NON-COVERED NON-COVERED Investigational Procedures
aradient pressure Services
Non-pneumatic compression PG0043 Experimental
E0681 controller without calibrated NON-COVERED NON-COVERED Investigational Procedures
aradient pressure Services
Non-pneumatic sequential PG0043 Experimental
E0682 : NON-COVERED NON-COVERED Investigational Procedures
compression garment, full arm .
Services
Ultraviolet light therapy system PG0383 Home
E0691 panel, includes bulbs/lamps, timer PRIOR AUTHORIZATION PRIOR AUTHORIZATION Phototherapy for

and eve protection: treatment area

REQUIRED - MEDICAL POLICY

REQUIRED - MEDICAL POLICY

Dermatoloaic Conditions




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Medical Policy Special Instructions - Notes
Insurance Plans Plans
oz | o me s er | PRIOR AUTHORZATION | pmioR THoRzaTion | LSRR
! B X REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL POLICY ) -
and eve protection: four foot panel Dermatoloaic Conditions
Ultraviolet light therapy system PG0383 Home
E0693 panel includegs bulbs/lsr);p); timer HAO YAl Za TNl HAI IOl Zal 1Ol Phototherapy for
! IR ! REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL POLICY X -
and eve protection: six foot panel Dermatoloaic Conditions
ot | oo, 1 emon sutmozanon | emor autiomzaion | [0 e
- ) | REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL POLICY ) -
includes bulbs/lamps. timer. and Dermatoloaic Conditions
Non-implanted pelvic floor PG0497 Urinary
EO0740 electrical stimulator, complete NON-COVERED NON-COVERED Incontinence/ Voiding NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
svstem A 2
Neuromuscular stimulator, PRIOR AUTHORIZATION PEIIE%RU'ITQUET;-OECI)T_ALS\?VN Functional, & ’
EQ0745 electronic shocl_;;g)lt (FES, NMES, REQUIRED - MEDICAL POLICY MEDICARE COVERAGE Neuromusculzr, Functional,
CRITERIA ot et
Osteogenesis stimulator, electrical RAROLYA MOl 210 PG_‘0232.Bone Gr.owth
E0747 noninvasive. other tha{n spinal ' PRIOR AUTHORIZATION REQUIRED - FOLLOW Stlm.ulatmg Serwces—
ap;;lications REQUIRED - INTERQUAL MEDICARE COVERAGE Devices (Osteogenic
CRITERIA Stimulators)
PRIOR AUTHORIZATION PG0232 Bone Growth
E0748 Osteogenesis stimulator, electrical, PRIOR AUTHORIZATION REQUIRED - FOLLOW Stimulating Services-
noninvasive, spinal applications REQUIRED - INTERQUAL MEDICARE COVERAGE Devices (Osteogenic
CRITERIA Stimulators)
- . PG0232 Bone Growth
E0749 Osteogenes!s stlmulator, electrical, PRIOR AUTHORIZATION NON-COVERED Stimulating Services- Code E0749 is non-covered for Medicare Advantage Plans
surgically implanted REQUIRED - INTERQUAL ) )
Devices (Osteoaenic
PRIOR AUTHORIZATION PG0232 Bone Growth
E0760 Osteogenesis stimulator, low PRIOR AUTHORIZATION REQUIRED - FOLLOW Stimulating Services-
intensity ultrasound, noninvasive REQUIRED - INTERQUAL MEDICARE COVERAGE Devices (Osteogenic
CRITERIA Stimulators)
FOrCuoTTar 1t TOTIT Tar Lnd Z ™ TOTTT ar,
stiLer;;tJio: trca::cu:ar:;ois PRIOR AUTHORIZATION - anc;::al u@?wa
E0764 stimulation of’ sequential muscle RNORIIL ORIZATI O REQUINED - (ROILOLY Neuromuscular F'unctional
) ) REQUIRED - MEDICAL POLICY MEDICARE COVERAGE ’ '
groups of ar?bulatjo‘n wnth" ) CRITERIA . & _
Electrical stimulation device used PRIOR AUTHORIZATION PGO0371 Electric Tumo
E0766 for cancer treatment, includes all RPE(IQ%ITR';%THK‘?:EZQS&T REQUIRED - FOLLOW Treatment Fields -
e e
transcutaneous stimulation of' PRIOR AUTHORIZATION Functional, & ’
EO0770 nerve and/or muscle groups, any PRIOR AUTHORIZATION REQUIRED - FOLLOW Neuromuscular F'unctional
! REQUIRED - MEDICAL POLICY MEDICARE COVERAGE ! ’
type, complete system, not CRITERIA &
otherwise snecified (FES) Theraneutic Flectrical
External ambulatory infusion PRIOR AUTHORIZATION PG0177 Continuous Blood
E0784 pump, insulin (should not be used PRIOR AUTHORIZATION REQUIRED - FOLLOW Glucose Monitoring Paramount Medicare Advantage Plans - no prior authorization required
for the Omnipod, there is no REQUIRED - INTERQUAL MEDICARE COVERAGE ) Coverage to follow CMS coverage guidelines.
“ » : Systems & Insulin Pumps
separate “pump” for Omnipod) CRITERIA
PRIOR AUTHORIZATION
E0985 Wheelchair accessory, seat lift PRIOR AUTHORIZATION REQUIRED - FOLLOW PS:;%‘O':Q’;;:Z'\/&?&E‘*
mechanism REQUIRED - INTERQUAL MEDICARE COVERAGE Mobility Devices
CRITERIA
) PRIOR AUTHORIZATION
Manual wheelchair accessory, PG0284 Manual, Powered,
E0986 push-rim activated power assist PLRIGIR (AT AOI IREQUIRED - (ROILLOLY and Motorized Wheeled

system

REQUIRED - INTERQUAL

MEDICARE COVERAGE
CRITERIA

Mobility Devices




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Medical Policy Special Instructions - Notes
Insurance Plans Plans
PRIOR AUTHORIZATION
E1002 Wheelchair accessory, power PRIOR AUTHORIZATION REQUIRED - FOLLOW Pgr?js’vl‘lomzzzwﬁxgzd’
seating system, tilt only REQUIRED - INTERQUAL MEDICARE COVERAGE o .
Mobility Devices
CRITERIA
Wheelchair accessory, power PRIOR AUTHORIZATION
£1007 seating system, combination til PRIOR AUTHORIZATION REQUIRED - FOLLOW Po0zss Manual, Powered,
and recline, with mechanical shear REQUIRED - INTERQUAL MEDICARE COVERAGE - .
N Mobility Devices
reduction CRITERIA
Wheelchair accessory, power PRIOR AUTHORIZATION
E1008 seating system, combination tilt PRIOR AUTHORIZATION REQUIRED - FOLLOW ngjﬁomizzz'ﬁ?x;d’
and recline, with power shear REQUIRED - INTERQUAL MEDICARE COVERAGE Mobility Devices
reduction CRITERIA Y
Wheelchair accessory, addition to PRIOR AUTHORIZATION
£1010 power seating system, power leg PRIOR AUTHORIZATION REQUIRED - FOLLOW PS:;%L’:Q?{;:ZW&‘::;?'
elevation system, including leg REQUIRED - INTERQUAL MEDICARE COVERAGE s .
) Mobility Devices
rests, pair CRITERIA
Wheelchair accessory, ventilator PRIOR AUTHORIZATION BRIONACILCRIZAION PG0284 Mgnual, Powered,
E1030 tray. gimbaled REQUIRED - INTERQUAL REQUIRED - FOLLOW and Motorized Wheeled
Y. 9 MEDICARE COVERAGE Mobility Devices
PRIOR AUTHORIZATION
1161 Manual adult size wheelchair, PRIOR AUTHORIZATION REQUIRED - FOLLOW P::jm’:’;ig:i'wﬁg;;d’
includes tilt in space REQUIRED - INTERQUAL MEDICARE COVERAGE Mobility Devices
CRITERIA Y
| | o svmaomaaron | pmomaumomzaTon [Pore s o
gnway) specity REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL POLICY o .
name and model number Mobility Devices
o PRIOR AUTHORIZATION
| st | pmom rvorzaTon | REQURED Fotiow. |20 e v
pace, Seatig’ 8 Jstem ' REQUIRED - INTERQUAL MEDICARE COVERAGE VoIt Devices
g sy CRITERIA Y
S PRIOR AUTHORIZATION
o | s | oo uioneaion | REQURLS odiow | o
pace, sgea'ﬁn ‘S o REQUIRED - INTERQUAL MEDICARE COVERAGE VoDt Devicos
g sy CRITERIA Y
o PRIOR AUTHORIZATION
| et | prvomurvomaron | REQURLD- Fartony |"Eu s v
pace, Sea?i’n é st REQUIRED - INTERQUAL MEDICARE COVERAGE VoIt Devices
g sy CRITERIA Y
PRIOR AUTHORIZATION
E1235 Wheelchair, pediatric size, rigid, PRIOR AUTHORIZATION REQUIRED - FOLLOW ngjﬁo':g‘:izzzwr‘]’x;d’
adjustable, with seating system REQUIRED - INTERQUAL MEDICARE COVERAGE s .
Mobility Devices
CRITERIA
PRIOR AUTHORIZATION
E1036 Wheelchair, pediatric size, folding,|  PRIOR AUTHORIZATION REQUIRED - FOLLOW PS:;%‘O':Q’;;:Z'\/&?&E‘*
adjustable, with seating system REQUIRED - INTERQUAL MEDICARE COVERAGE o .
Mobility Devices
CRITERIA
PRIOR AUTHORIZATION
E1238 Wheelchair, pediatric size, folding, | PRIOR AUTHORIZATION REQUIRED - FOLLOW Pin(’fmﬁﬁi"ﬁﬁfjéid’
adjustable, without seating system REQUIRED - INTERQUAL MEDICARE COVERAGE s .
Mobility Devices
CRITERIA
. - PG0284 Manual, Powered,
E1239 Power wheelchair, pediatric size, PRIOR AUTHORIZATION PRIOR AUTHORIZATION and Motorized Wheeled

not otherwise specified

REQUIRED - MEDICAL POLICY

REQUIRED - MEDICAL POLICY

Mobility Devices




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Medical Policy Special Instructions - Notes
Insurance Plans Plans
PRIOR AUTHORIZATION
E1392 Portable oxygen concentrator, PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0234 Home Oxygen
rental REQUIRED - INTERQUAL MEDICARE COVERAGE Therapy
CRITERIA
PRIOR AUTHORIZATION
E1399 Durable medical equipment, PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0227 Airway Clearance
miscellaneous REQUIRED - INTERQUAL MEDICARE COVERAGE Devices
CRITERIA
Communication board, non-
E1902 electronic augmentative or NON-COVERED NON-COVERED
alternative communication device
Suction pump, home model, PG0043 Experimental
E2001 portable or stationary, electric, any NON-COVERED NON-COVERED Investigational Procedures [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
tvpe. for use with external urine Services
PRIOR AUTHORIZATION Effective 01/01/2023, Paramount Medicare Advantage Plans - No prior
£2100 Blood glucose monitor with PRIOR AUTHORIZATION REQUIRED - FOLLOW PGO0155 Glucose Testing |authorization required for Blood Glucose Monitors and Testing Supplies
integrated voice synthesizer REQUIRED - MEDICAL POLICY MEDICARE COVERAGE Supplies when utilization of a preferred product , medical policy PG0155 Glucose
CRITERIA Testing Supplies
PRIOR AUTHORIZATION Effective 01/01/2023, Paramount Medicare Advantage Plans - No prior
E2101 Blood glucose monitor with PRIOR AUTHORIZATION REQUIRED - FOLLOW PGO0155 Glucose Testing |authorization required for Blood Glucose Monitors and Testing Supplies
integrated lancing/blood sample | REQUIRED - MEDICAL POLICY MEDICARE COVERAGE Supplies when utilization of a preferred product , medical policy PG0155 Glucose
CRITERIA Testing Supplies
Adjunctive, nonimplantable PRIOR AUTHORIZATION PRIOR AUTHORIZATION NOT | PG0L77 Continuous Blood | ot Medicare Advantage Plans - no prior authorization required
E2102 continuous glucose monitor (CGM)| - pe 5y yirep - INTERQUAL REQUIRED Glucose Monitoring | 0206 1 follow CMS coverage guidelines
or receiver (Effective 04/01/2022) Systems & Insulin Pumps )
Nonadjunctive, nonimplanted PRIOR AUTHORIZATION PRIOR AUTHORIZATION NOT | PG0177 Continuous Blood | o o ot Medicare Advantage Plans - no prior authorization required
B2103 continuous glucose monitor (CGM)| - e 1pED - INTERQUAL REQUIRED Glucose Monitoring 0 06 10 follow CMS coverage guidelines
or receiver (Effective 01/01/2023) Systems & Insulin Pumps :
PRIOR AUTHORIZATION
Wheelchair accessory, power seat REQUIRED - FOLLOW PG0284 Ma_nual, Powered,
E2300 . ! NON-COVERED and Motorized Wheeled
elevation system, any type MEDICARE COVERAGE Mobility Devices
CRITERIA
Power wheelchair accessory,
electronic connection between PRIOR AUTHORIZATION PG0284 Manual. Powered
E2310 wheelchair pontroller and one PRIOR AUTHORIZATION REQUIRED - FOLLOW and Motorized Wheeled ’
power seating system motor, REQUIRED - INTERQUAL MEDICARE COVERAGE Mobility Devices
including all related electronics, CRITERIA
indicatar featiire_mechanical
Power wheelchair accessory,
electronic connection between PRIOR AUTHORIZATION PG0284 Manual. Powered
E2311 wheelchair controller and 2 or PRIOR AUTHORIZATION REQUIRED - FOLLOW and Motorized Wheeled ’
more power seating system REQUIRED - INTERQUAL MEDICARE COVERAGE Mobility Devices
motors, including all related CRITERIA
alectraonice _indicator feature
Power wheelchair accessory, sip,
and puff interface, nonproportional, PRIOR AUTHORIZATION
E305 including all related electronics, PRIOR AUTHORIZATION REQUIRED - FOLLOW PS:;%‘O':Q’;;:Z'\/&?&E‘*
mechanical stop switch, and REQUIRED - INTERQUAL MEDICARE COVERAGE s .
; X Mobility Devices
manual swing away mounting CRITERIA

hardware




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Medical Policy Special Instructions - Notes
Insurance Plans Plans
Power wheelchair accessory, hand PRIOR AUTHORIZATION
E2373 or chin control interface, compact | PRIOR AUTHORIZATION REQUIRED - FOLLOW Pf,?ﬁoﬁifﬂii'ﬁﬁlﬁd’
remote joystick, proportional, REQUIRED - INTERQUAL MEDICARE COVERAGE Mobility Devices
including fixed mounting hardware CRITERIA Y
S_p_e_ech generating QeV|ce, PRIOR AUTHORIZATION PG0135 Speech
E2500 digitized speech, using pre- PRIOR AUTHORIZATION REQUIRED - FOLLOW Generating Devices
recorded messages, less than or REQUIRED - INTERQUAL MEDICARE COVERAGE X 9 .
. o Archived 07/01/2024
equal to 8 min recording time CRITERIA
Speech generating device,
digitized speech, using pre- PRIOR AUTHORIZATION PG0135 Speech
£2502 recorded messages, less than or PRIOR AUTHORIZATION REQUIRED - FOLLOW Generating Devices
equal to 8 min recording time, but REQUIRED - INTERQUAL MEDICARE COVERAGE Archived (?7/01/202;1
less than or equal to 20 min CRITERIA
recording time
E2504 recor%ed mespsageé gregtsr than HRIOL DO 2ol REOPIHELRIROT G Generating Igevices
20 min but less than or equal to 40 RACHINERS NSO WISELE RE G002l Archived 07/01/2024
. . . CRITERIA
min recording time
Spggch generating FjeV|ce, PRIOR AUTHORIZATION PGO135 Speech
E2506 digitized speech, using pre- PRIOR AUTHORIZATION REQUIRED - FOLLOW Generating Devices
recorded messages greater than REQUIRED - INTERQUAL MEDICARE COVERAGE ) 9 .
. A Archived 07/01/2024
40 min recording time CRITERIA
SPEETIT geTTETauny UeVvITE,;
; s PRIOR AUTHORIZATION
osos | mimenien e 0, | PRORAUTHORIZATION | REQURED-Fouow | (To0 e
9 1 by spefing REQUIRED - INTERQUAL MEDICARE COVERAGE erating :
and access by physical contact CRITERIA Archived 07/01/2024
opccﬁiﬁ‘c‘l'l‘c‘l éltTl‘lgkﬁcvu,c,
: e PRIOR AUTHORIZATION
st | LRI | pRORATHORIZATON | REQURED-Fouow | (TS0
P ) J REQUIRED - INTERQUAL MEDICARE COVERAGE erating ;
formulation and multiple methods Archived 07/01/2024
e CRITERIA
. PRIOR AUTHORIZATION
L | e | PRIORAUTHORZATION | REQURED-FoLLOW | (PO e
program, for pers mp REQUIRED - INTERQUAL MEDICARE COVERAGE erating :
personal digital assistant Archived 07/01/2024
CRITERIA
PRIOR AUTHORIZATION
E251 Accessory for speech generating PRIOR AUTHORIZATION REQUIRED - FOLLOW Gs;?;jr? SS:\?i((::Zs
device, mounting system REQUIRED - INTERQUAL MEDICARE COVERAGE X 9 .
Archived 07/01/2024
CRITERIA
PRIOR AUTHORIZATION
£2599 Accessory for speech generating PRIOR AUTHORIZATION REQUIRED - FOLLOW Gg;?;f: Sgee‘icczs
device, not otherwise classified REQUIRED - INTERQUAL MEDICARE COVERAGE X 9 ,
Archived 07/01/2024
CRITERIA
Services performed by a qualified PRIOR AUTHORIZATION
GO151 physical therapist in the home PRIOR AUTHORIZATION REQUIRED - FOLLOW
health or hospice setting, each 15 | REQUIRED - MEDICAL POLICY MEDICARE COVERAGE
minutes CRITERIA
Services performed by a qualified PRIOR AUTHORIZATION
GO0152 occupational therapist in the home PRIOR AUTHORIZATION REQUIRED - FOLLOW

health or hospice setting, each 15
minutes

REQUIRED - MEDICAL POLICY

MEDICARE COVERAGE
CRITERIA




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Medical Policy Special Instructions - Notes
Insurance Plans Plans
Services performed by a qualified PRIOR AUTHORIZATION
G0153 speech-language pathologist in the PRIOR AUTHORIZATION REQUIRED - FOLLOW
home health or hospice setting, | REQUIRED - MEDICAL POLICY MEDICARE COVERAGE
each 15 minutes CRITERIA
Services of clinical social worker in PRIOR AUTHORIZATION
G0155 the home health or hospice PRIOR AUTHORIZATION REQUIRED - FOLLOW
setting, each 15 minutes REQUIRED - MEDICAL POLICY MEDICARE COVERAGE
' CRITERIA
Services of home health/hospice PRIOR AUTHORIZATION
G0156 aide in the home health or hospice PRIOR AUTHORIZATION REQUIRED - FOLLOW
. . REQUIRED - MEDICAL POLICY MEDICARE COVERAGE
setting, each 15 minutes CRITERIA
Effective 08/0172021, an additional option for outpatient imaging prior
authorization requests from Paramount participating in-plan providers;
Paramount is recognizing the Protecting Access to Medicare Act
(PAMA) scores greater than or equal to a score of 8, for administrative
PRIOR AUTHORIZATION | 0450 siron Emison 00510 405 P s e sues o con b beted
0235 PET imaging, any site, not PRIOR AUTHORIZATION REQUIRED - FOLLOW Tomography (PET) Rer;u-est—Fo.raw—imaging pdf - 01/66/2024 - Medical PolicprGO450
otherwise specified REQUIRED - INTERQUAL MEDICARE COVERAGE Oncology and ] o ’ )
CRITERIA Miscellaneous Applications Posr_(ron_ Emission Tomography (PET) Oncology and Miscellaneous
Applications to be archived. The procedure codes 78608, 78609,
78811, 78812, 78813, 78814, 78815, 78816, G0235, G0252 require a
prior authorization, and will maintain requiring a prior authorization. The
coverage criteria will follow the InterQual criteria, as is indicated on the
nrinr autharizatinn eveal enreadchast Thae nracadura cadec will alinn
Effective 08/01/2021, an additional option for outpatient imaging prior
authorization requests from Paramount participating in-plan providers;
Paramount is recognizing the Protecting Access to Medicare Act
(PAMA) scores greater than or equal to a score of 8, for administrative
. ' - approvals across all product lines. The request form can be located at:
PET imaging, full and partial-ring https://www.paramounthealthcare.com/assets/documents/provider/Fax-
PET scanners only, for initial PRIOR AUTHORIZATION PG0450 Positron Emission Requ'est-Fo.rm-imaging pdf - 01/66/2024 - Medical Policy PG0450
diagnosis of breast cancer and/ or PRIOR AUTHORIZATION REQUIRED - FOLLOW Tomography (PET) . - ’ )
G0252 ; . Positron Emission Tomography (PET) Oncology and Miscellaneous
surgical planning for breast cancer REQUIRED - INTERQUAL MEDICARE COVERAGE Oncology and o .
(e.g., initial staging of axillary CRITERIA Miscellaneous Applications Applications to be archived. The procedure codes 78608, 78609,
= 78811, 78812, 78813, 78814, 78815, 78816, G0235, G0252 require a
lymph nodes) . . ) - L - o
prior authorization, and will maintain requiring a prior authorization. The
coverage criteria will follow the InterQual criteria, as is indicated on the
prior authorization excel spreadsheet. The procedure codes will align
with the prior authorization excel spreadsheet and not the medical
policy.
Direct skilled nursing services of a PRIOR AUTHORIZATION
0299 registered nurse (RN) in the home PRIOR AUTHORIZATION REQUIRED - FOLLOW
health or hospice setting, each15 REQUIRED MEDICARE COVERAGE
minutes CRITERIA
Direct skilled nursing services of a PRIOR AUTHORIZATION
G0300 licensed practical nurwse (LPN) in PRIOR AUTHORIZATION REQUIRED - FOLLOW
the home health or hospice REQUIRED MEDICARE COVERAGE
setting, each15 minutes CRITERIA
PRIOR AUTHORIZATION
Colorectal cancer screening; blood REQUIRED - FOLLOW PG0065 Colorectal Cancer
60327 based biomarker NONHEOMERED MEDICARE COVERAGE Screening
CRITERIA
;’;}“ﬁ'{'{)‘m ;3’(;’:;2';: d‘;fgg;‘; PRIOR AUTHORIZATION PG0536 Anesthesia
- PRIOR AUTHORIZATION REQUIRED - FOLLOW Services for Dental Effective 10/01/2024 - Prior authorization is required for CPT code
G0330 performed on a patient who

requires monitored anesthesia

lo o | introavinnaie

REQUIRED

MEDICARE COVERAGE
CRITERIA

Procedures in the Facility
Setting

G0330




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Medical Policy Special Instructions - Notes
Insurance Plans Plans
cor | o by " | PRIORAUTHORZATION | RRIOR AUTHORIEATION | PGoz0r eep suay Lo oo e e e (e S
ype 1l portable ' REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL POLICY Testing ptesting ar P enee P om¢
o e e sl ool i e saaae aive e
. PRIOR AUTHORIZATION . .
portable monitor, unattended; ) sleep testing and one repeat unattended (unsupervised) adult home
G0399 minimum of 4 channels: 2 HAOLIA Lol 7210l HEG I HSRRIRO PGO207 S"?e" Study sleep testing without a prior authorization when the coverage criteria
. - REQUIRED - INTERQUAL MEDICARE COVERAGE Testing . . P . .
respiratory movement/airflow, 1 CRITERIA below is met.  Prior authorization is required for additional repeat
COrihanvt vatn and 1 _avniman timatbtandad iinoiinavisioad) adile hawvaa alann cbiidi bantina
Lnd
) PRIOR AUTHORIZATION ) .
G0400 | IV poriabie monior, unanended: |  PRIORAUTHORIZATION REQUIRED -FoLLoW | - paoz07 sieep sy |00 22t o0 o o e coverage crrera
minimum of 3 channels REQUINED - N HQUAL MISDIEANE COVERAEIE Testing below is met.  Prior authorization is required for additional repeat
CRITERIA sinattandad inciinamsiond) adalt hama alann ctiidvs tantina
PRIOR AUTHORIZATION
Molecular pathology procedure; PRIOR AUTHORIZATION REQUIRED - FOLLOW . . Prior authorization is required for genetic testing unless otherwise
G0452 physician interpretation and report |  REQUIRED - INTERQUAL MEDICARE COVERAGE PG0041 Genetic Testing [ 4 in one of our policies.
CRITERIA
Autologous platelet rich plasma for PG0293 Platelet Rich
G0460 non-diabetic chronic NON-COVERED NON-COVERED Plasma; PG0043 NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
MLyj\/lglerds/uIcers. includirggIllﬂ Experimental
(PRP) for diabetic chronic PEL%TJ%UET; -O E&ALQ\?VN PG0293 Platelet Rich
G0465 Wounds/ulcers,‘ using an FDA- NON-COVERED MEDICARE COVERAGE Plasma
cleared device (includes CRITERIA
nucleic acid (DNA or RNA); RO (O 2O PG0369 Human 87623, 87624, 87625, G0476 for ages under 21. AND 87623, 87624,
Rk . . PRIOR AUTHORIZATION REQUIRED - FOLLOW . . .
G0476 Human Papillomavirus (HPV), high{ Papillomavirus (HPV) 87625, G0476 for ages 21-29 and over age 65 only when the cervical
. REQUIRED - MEDICAL POLICY MEDICARE COVERAGE R . g
risk types (e.g.,16, 18, 31, 33, 35, CRITERIA Screening cytology screening test results do not report as ASC-US or LSIL.
“Ordg eSSy, uenT e, 2T fg =
drug dentification methods able to| - ppyop AUTHORIZATION PEL%TJ%UET; - E&ALQ\?VN
G0480 |Fj§nt|f¥ individual drugs and REQUIRED - INTERQUAL MEDICARE COVERAGE PGO0069 Drug Testing
distinguish between structural CRITERIA
TIuy ch’i‘\gj; GeftTaves M g
drug dentification methods able to| - ppyop AUTHORIZATION PSL%TJ%UEE‘ - I?CI)T_AL-I(—)I\?VN
G0481 |q§nt|f¥ individual drugs and REQUIRED - INTERQUAL MEDICARE COVERAGE PGO0069 Drug Testing
distinguish between structural CRITERIA
TIuy ch’i‘\gj; GeftTaves M g
drug dentification methods able to| - ppyop AUTHORIZATION PSL%TJ%UEE‘ - I?CI)T_AL-I(—)I\?VN
G0482 |q§nt|f¥ individual drugs and REQUIRED - INTERQUAL MEDICARE COVERAGE PGO0069 Drug Testing
distinguish between structural CRITERIA
TIuy ch’i‘\gj; GeftTaves M g
drug dentification methods able to| - ppyop AUTHORIZATION PSL%TJ%UEE‘ - I?CI)T_AL-I(—)I\?VN
G0483 |_de_nt|fy_ individual drugs and REQUIRED - INTERQUAL MEDICARE COVERAGE PGO0069 Drug Testing
distinguish between structural CRITERIA
T oer tpsatent visit for PRIOR AUTHORIZATION PG0409 Ketamine and
62082 the z‘;agjggﬁﬁsizz management ofl " PRIOR AUTHORIZATION REQUIRED - FOLLOW Esketamine for Treatment
requires the supzrvision of a REQUIRED - INTERQUAL MEDICARE COVERAGE of Psychiatric Disorders
e e e e CRITERIA and Pain Management
Office or other outpatient visit for PRIOR AUTHORIZATION PRIOR AUTHORIZATION PG0409 Ketamine and
G2083 the evaluat|or_1 and mapagement of REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL POLICY Esketam|r_1e f_or Treatment
an established patient that of Psvchiatric Disorders
Percutaneous arteriovenous fistula PG0043 Experimental
G2171 creation (avf), direct, any site, NON-COVERED NON-COVERED Investigational Procedures [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
usinag maanetic-quided arterial and Services
Warfarin responsiveness testing PRIOR AUTHORIZATION Effective 06/01/2024 procedure G9143 covered with a prior
9143 by genetic technique using any NON-COVERED REQUIRED - FOLLOW authorization for Paramount Commercial Insurance Plans/per InterQual
method, any number of MEDICARE COVERAGE coverage criteria and is covered without a prior authorization for the
specimen(s) CRITERIA Elite (Medicare Advantage) Plans




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Medical Policy Special Instructions - Notes
Insurance Plans Plans
Mental Health Partial i
H0035 Hospitalization Treatment <24 RO SILIORIZAON AN ORIZATIONS PGFS)aSriiliegszi\li;ZIriilalit-i'sslth
REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL POLICY P
Hours Proaram
H0039 Assertive community treatment, PRIOR AUTHORIZATION PRIOR AUTHORIZATION PGO0503 Assertive
face-to-face, per 15 minutes REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL POLICY Community Therapy
H0040 Assertive community treatment PRIOR AUTHORIZATION PRIOR AUTHORIZATION PGO0503 Assertive
program, per diem REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL POLICY Community Therapy
INPATIENT PRIOR AUTHORIZATION
HOSPITAL Inpatient admissions PRIOR AUTHORIZATION REQUIRED - FOLLOW
ADMISSIONS P REQUIRED MEDICARE COVERAGE
CRITERIA
INTENSIVE . . . - .
. . PRIOR AUTHORIZATION NOT | PRIOR AUTHORIZATION NOT Effective 7/1/2021 Intensive Outpatient Admissions do not require a
OUTPATIENT Outpatient admissions REQUIRED REQUIRED rior authorization
ADMISSIONS P
Dexamethasone, lacrimal PGO0495 Intravitreal and | Effective 05/11/2022 Utilization of Corticosteroid Intravitreal Implants
J1096 ophthalmic insert, 0.1 mg SEE NOTES SEE NOTES Punctum Corticosteroid |will be managed through MagellanRx Management by either post
(Dextenza) Implants service claim editina or prior authorization.
Injection, voretigene neparvovec- PG0520 Luxtuma Code J3398 requires a prior authorization with Magellan MRx @
J3398 ! » oretig p SEE NOTES SEE NOTES ((voretigene neparvovec- : q p ! ) getian
rzyl, 1 billion vector genomes r2vl) https://wmww1.magellanrx.com/medical-rx-prior-authorization/
Not otherwise classified, . . - )
13398 antineoplastic drugs [when SEE NOTES SEE NOTES . PG0523 Zynteglo Code' J3398 requires a prior authorlzaﬂon vy|th Magelllan ‘MRx @
o ) (betibeglogene autotemcel) | https://www1.magellanrx.com/medical-rx-prior-authorization/
specified as betibealoaene
Injection, Onasemnogene PG0522 Zolgensma . . L ;
J3399 abeparvovec-xioi, per treatment, SEE NOTES SEE NOTES (onasemnogene Code- J3399 requires a prior authorlzat|on V\.”th Magel.lan .MRX @
https://www1.magellanrx.com/medical-rx-prior-authorization/
up to 5x1015 vector aenomes abeparvovec)
PG0225 Implantable . . )
3490 Unclassified drugs SEE NOTES SEE NOTES Testosterone Pellets | oisted code J3490 should be billed for Testopel® for Elite per CMS
guidelines
(Testopel®)
Unclassified drugs [when specified PG0518 Adstiladrin Codes J3490, J3590, J9999 [when specified as nadofaragene
J3490 as nadofaragene firadenovecvncg SEE NOTES SEE NOTES (nadofaragene firadenovecvncg (Adstiladrin)] requires a prior authorization, via
(Adstiladrin)] firadenovecvncq) Magellan MRx @ https://www1.magellanrx.com/medical-rx-prior-
Unclassified drugs [when specified PG0519 Hemgenix Codes J3490, J3590, J9999 [when specified as etranacogene dezaparvovec-
J3490 as etranacogene dezaparvovec- SEE NOTES SEE NOTES (etranacogene drlb (Hemgenix)] requires prior authorization, via Magellan MRx @
drlb (Hemaenix)1 dezaparvovec) https://www1.magellanrx.com/medical-rx-prior-authorization/
Unclassified drugs [when specified PG0521 Skysona Code J3490, J3590, J9999 [when specified as elivaldogene autotemcel
J3490 as elivaldogene autotemcel SEE NOTES SEE NOTES . Y (Skysona)] requires a prior authorization with Magellan MRx @
(elivaldogene autotemcel) X B . o
(Skysona)l https://www1.magellanrx.com/medical-rx-prior-authorization/
Unclassified biologics [when PG0518 Adstiladrin Codes J3490, J3590, J9999 [when specified as nadofaragene
J3590 specified as nadofaragene SEE NOTES SEE NOTES (nadofaragene firadenovecvncg (Adstiladrin)] requires a prior authorization, via
firadenovecvnca (Adstiladrin)l firadenovecvnca) Magaellan MRx @ https://www1.maaellanrx.com/medical-rx-prior-
Unclassified biologics [when PG0519 Hemgenix Codes J3490, J3590, J9999 [when specified as etranacogene dezaparvovec-
J3590 specified as etranacogene SEE NOTES SEE NOTES (etranacogene drlb (Hemgenix)] requires prior authorization, via Magellan MRx @
dezaparvovec-drlb (Hemaenix)] dezaparvovec) https://www1.magellanrx.com/medical-rx-prior-authorization/
Unclassified biologics [when PGO521 Skysona Code J3490, J3590, J9999 [when specified as elivaldogene autotemcel
J3590 specified as elivaldogene SEE NOTES SEE NOTES . Y (Skysona)] requires a prior authorization with Magellan MRx @
(elivaldogene autotemcel) X ’ . R
autotemcel (Skvsona)l https://www1.maaellanrx.com/medical-rx-prior-authorization/
Injection, fluocinolone acetonide, PGO0495 Intravitreal and | Effective 05/11/2022 Utilization of Corticosteroid Intravitreal Implants
J7311 intravitreal implant (Restisert), SEE NOTES SEE NOTES Punctum Corticosteroid |will be managed through MagellanRx Management by either post
0.01 ma Implants service claim editing or prior authorization.
Injection, dexamethasone, PGO0495 Intravitreal and | Effective 05/11/2022 Utilization of Corticosteroid Intravitreal Implants
J7312 intravitreal implant, 0.1 mg SEE NOTES SEE NOTES Punctum Corticosteroid |will be managed through MagellanRx Management by either post
(Ozurdex) Implants service claim editina or prior authorization.
Injection, fluocinolone acetonide, PGO0495 Intravitreal and | Effective 05/11/2022 Utilization of Corticosteroid Intravitreal Implants
J7313 intravitreal implant (lluvien), 0.01 SEE NOTES SEE NOTES Punctum Corticosteroid |will be managed through MagellanRx Management by either post

ma

Implants

service claim editing or prior authorization.




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Medical Policy Special Instructions - Notes
Insurance Plans Plans
Injection, fluocinolone acetonide, PGO0495 Intravitreal and | Effective 05/11/2022 Utilization of Corticosteroid Intravitreal Implants
J7314 intravitreal implant (Yutig), 0.01 SEE NOTES SEE NOTES Punctum Corticosteroid |will be managed through MagellanRx Management by either post
ma Implants service claim editina or prior authorization.
Hyaluronan or derivative, PG0204 PG0204 Viscosupplementation for Osteoarthritis -- Refer to the
J7318 durolane, for intra-articular SEE NOTES SEE NOTES Viscosupplementation for [Magellan MRx Prescription Drug Benefits/Prior Authorizations.
iniection. 1 ma Osteoarthritis https://www.paramounthealthcare.com/services/providers/prior-
Hyaluronan or derivitive, genvisc PG0204 PG0204 Viscosupplementation for Osteoarthritis -- Refer to the
J7320 850, for intra-articular injection, 1 SEE NOTES SEE NOTES Viscosupplementation for [Magellan MRx Prescription Drug Benefits/Prior Authorizations.
ma Osteoarthritis https://www.paramounthealthcare.com/services/providers/prior-
Hyaluronan or derivative, hyalgan, PG0204 PG0204 Viscosupplementation for Osteoarthritis -- Refer to the
J7321 supartz or visco-3, for intra- SEE NOTES SEE NOTES Viscosupplementation for [Magellan MRx Prescription Drug Benefits/Prior Authorizations.
articular iniection. per dose Osteoarthritis https://www.paramounthealthcare.com/services/providers/prior-
Hyaluronan or derivative, hymovis . PG0204 ) PG0204 Vlscosuppleme‘ntatlon for Ostgoarthnﬂs - Rgferl to the
J7322 . - S ’ SEE NOTES SEE NOTES Viscosupplementation for [Magellan MRx Prescription Drug Benefits/Prior Authorizations.
for intra-articular injection, 1 mg " . - .
Osteoarthritis https://www.paramounthealthcare.com/services/providers/prior-
Hyaluronan or derivative, Euflexxa, PG0204 PG0204 Viscosupplementation for Osteoarthritis -- Refer to the
J7323 for intra-articular injection, per SEE NOTES SEE NOTES Viscosupplementation for [Magellan MRx Prescription Drug Benefits/Prior Authorizations.
dose Osteoarthritis https://www.paramounthealthcare.com/services/providers/prior-
Hyaluronan or derivative, PG0204 PG0204 Viscosupplementation for Osteoarthritis -- Refer to the
J7324 Orthovisc, for intra-articular SEE NOTES SEE NOTES Viscosupplementation for |Magellan MRx Prescription Drug Benefits/Prior Authorizations.
iniection. per dose Osteoarthritis https://www.paramounthealthcare.com/services/providers/prior-
Hyaluronan or derivative, Synvisc PG0204 PG0204 Viscosupplementation for Osteoarthritis -- Refer to the
J7325 or Synvisc-One, for intra-articular SEE NOTES SEE NOTES Viscosupplementation for |Magellan MRx Prescription Drug Benefits/Prior Authorizations.
iniection. 1 ma Osteoarthritis https://www.paramounthealthcare.com/services/providers/prior-
Hyaluronan or derivative, Gel-One, PG0204 PG0204 Viscosupplementation for Osteoarthritis -- Refer to the
J7326 for intra-articular injection, per SEE NOTES SEE NOTES Viscosupplementation for |Magellan MRx Prescription Drug Benefits/Prior Authorizations.
dose Osteoarthritis https://www.paramounthealthcare.com/services/providers/prior-
Hyaluronan or derivative, PG0204 PG0204 Viscosupplementation for Osteoarthritis -- Refer to the
J7327 monovisc, for intra-articular SEE NOTES SEE NOTES Viscosupplementation for |Magellan MRx Prescription Drug Benefits/Prior Authorizations.
iniection. per dose Osteoarthritis https://www.paramounthealthcare.com/services/providers/prior-
Hyaluronan or derivative, Gel-Syn PG0204 PG0204 Viscosupplementation for Osteoarthritis -- Refer to the
J7328 ) . L ’ SEE NOTES SEE NOTES Viscosupplementation for |Magellan MRx Prescription Drug Benefits/Prior Authorizations.
for intra-articular injection, 0.1 mg " ” ) : .
Osteoarthritis https://www.paramounthealthcare.com/services/providers/prior-
Hyaluronan or derivative, trivisc PG0204 PG0204 Viscosupplementation for Osteoarthritis -- Refer to the
J7329 R . L ’ SEE NOTES SEE NOTES Viscosupplementation for [Magellan MRx Prescription Drug Benefits/Prior Authorizations.
for intra-articular injection, 1 mg . i . X .
Osteoarthritis https://www.paramounthealthcare.com/services/providers/prior-
Autologous cultured chondrocytes, PRIOR AUTHORIZATION
37330 implant [except minced articular PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0190 Focal Articular
cartilage (whether synthetic, REQUIRED - INTERQUAL MEDICARE COVERAGE Cartilage of the Knee
alloaraft or autoaraft)l CRITERIA
Hyaluronan or derivative, PG0204 PG0204 Viscosupplementation for Osteoarthritis -- Refer to the
J7331 Synojoynt, for intra-articular SEE NOTES SEE NOTES Viscosupplementation for |Magellan MRx Prescription Drug Benefits/Prior Authorizations.
iniection, 1 ma Osteoarthritis https://www.paramounthealthcare.com/services/providers/prior-
Hyaluronan or derivative, Triluron PG0204 PG0204 Viscosupplementation for Osteoarthritis -- Refer to the
J7332 X - L ' SEE NOTES SEE NOTES Viscosupplementation for |Magellan MRx Prescription Drug Benefits/Prior Authorizations.
for intra-articular injection, 1 mg " X . - .
Osteoarthritis https://www.paramounthealthcare.com/services/providers/prior-
Hyaluronan or derivative, Visco-3, PG0204 PG0204 Viscosupplementation for Osteoarthritis -- Refer to the
J7333 for intra-articular injection, per SEE NOTES SEE NOTES Viscosupplementation for |Magellan MRx Prescription Drug Benefits/Prior Authorizations.
dose Osteoarthritis https://www.paramounthealthcare.com/services/providers/prior-
o143 Vg?ggﬂZtr:fsggjl'gjgﬁr:gs;rf PRIOR AUTHORIZATION Covered with No Prior
REQUIRED - INTERQUAL Authorization Required
method. anv number of
Mometasone furoate sinus PG0384 Drug Eluting
J7402 . . . NON-COVERED NON-COVERED Devices for Use Following [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
implant, (sinuva), 10 micrograms o 5
Endoscopic Sinus Surgerv:
Not otherwise classified, PGO0518 Adstiladrin Codes J3490, J3590, J9999 [when specified as nadofaragene
J9999 antineoplastic drugs [when SEE NOTES SEE NOTES (nadofaragene firadenovecvncg (Adstiladrin)] requires a prior authorization, via

specified as nadofaraaene

firadenovecvnca)

Maaellan MRx @ https://www1.maaellanrx.com/medical-rx-prior-
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Not otherwise classified, PG0519 Hemgenix Codes J3490, J3590, J9999 [when specified as etranacogene dezaparvovec-
J9999 antineoplastic drugs [when SEE NOTES SEE NOTES (etranacogene drlb (Hemgenix)] requires prior authorization, via Magellan MRx @
specified as etranacogene dezaparvovec) https://www1.magellanrx.com/medical-rx-prior-authorization/
Not otherwise classified, PGO521 Skysona Code J3490, J3590, J9999 [when specified as elivaldogene autotemcel
J9999 antineoplastic drugs [when SEE NOTES SEE NOTES . Y (Skysona)] requires a prior authorization with Magellan MRx @
(elivaldogene autotemcel)
specified as elivaldoaene https://www1.maaellanrx.com/medical-rx-prior-authorization/
PRIOR AUTHORIZATION
K0005 Ultra-lightweight wheelchair RRIORICILCRIZAIION IREQUIIRED - [FOILLOY Pgr?dz mﬁixi'ﬁﬁfﬁé?
9 g REQUIRED - INTERQUAL MEDICARE COVERAGE Mobility Devices
CRITERIA Y
K010 Standard-weight frame PRIOR AUTHORIZATION PRIOR AUTHORIZATION ngjﬁomizzz'ﬁ?x;d’
motorized/power wheelchair REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL POLICY Mobility Devices
o | motoete s v | PRIORAUTHOREATION | pRIOR AUTHOREATION | PC02% Mo Ferre
p REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL POLICY . .
proarammable control parameters Mobilitv Devices
K0012 Lightweight portable PRIOR AUTHORIZATION PRIOR AUTHORIZATION P::jm’:’;ig:i'wﬁg;;d’
motorized/power wheelchair REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL POLICY Mobility Devices
PRIOR AUTHORIZATION
K0013 Custom motorized/power PRIOR AUTHORIZATION REQUIRED - FOLLOW P::jﬁ&ig:i'ﬁﬁxzd’
wheelchair base REQUIRED - INTERQUAL MEDICARE COVERAGE Mobility Devices
CRITERIA Y
<0014 Other motorized/power wheelchair | PRIOR AUTHORIZATION PRIOR AUTHORIZATION Pf:ﬁomxi'ﬁfﬁid'
base REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL POLICY i .
Mobilitv Devices
PRIOR AUTHORIZATION
K0108 Wheelchair component or PRIOR AUTHORIZATION REQUIRED - FOLLOW P(jr?jghﬂ“o't\g{:izzzwﬁ‘e“’sgzd'
accessory, not otherwise specified REQUIRED - INTERQUAL MEDICARE COVERAGE Mobility Devices
CRITERIA Y
Automatic external defibrillator R ORIZATION
KO606 with intearated electrocardio ra;n PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0224 Cardioverter
9 - 9 REQUIRED - INTERQUAL MEDICARE COVERAGE Defibrillators
analysis, garment type CRITERIA
. PRIOR AUTHORIZATION
Power operat_ed veh_lcle, group_l PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0284 Ma_nual, Powered,
K0800 standard, patient weight capacity REQUIRED - INTERQUAL MEDICARE COVERAGE and Motorized Wheeled
up to and including 300 pounds CRITERIA Mobility Devices
. PRIOR AUTHORIZATION
oo | b enae St | pRORATHORZATON | REQURED- FoLlow | "o ek P
Y auty, p 9 REQUIRED - INTERQUAL MEDICARE COVERAGE 0! )
capacity, 301 to 450 pounds CRITERIA Mobility Devices
. PRIOR AUTHORIZATION
o | e vene ot | proRauTHORZATON | REQURED- FoLow | "o ek P
Ty heavy duty, p 9 REQUIRED - INTERQUAL MEDICARE COVERAGE 0! .
capacity 451 to 600 pounds CRITERIA Mobility Devices
. PRIOR AUTHORIZATION
Power operatled veh!cle, group'z PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0284 Mgnual, Powered,
K0806 standard, patient weight capacity REQUIRED - INTERQUAL MEDICARE COVERAGE and Motorized Wheeled
up to and including 300 pounds CRITERIA Mobility Devices
. PRIOR AUTHORIZATION
Power operated vehicle, group 2 PG0284 Manual, Powered,
K0807 heavy duty, patient weight capacity PLRIGIR (AT AOI IREQUIRED - (ROILLOLY and Motorized Wheeled

301 to 450 pounds

REQUIRED - INTERQUAL

MEDICARE COVERAGE
CRITERIA

Mobility Devices
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Codes Code Description Medical Policy Special Instructions - Notes
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. PRIOR AUTHORIZATION
o | Tenrcbernes ek | emoRauTHoRzATION | REQURED-FoLLow | PE0Z ek e
Ty heavy duty, p 9 REQUIRED - INTERQUAL MEDICARE COVERAGE o! .
capacity 451 to 600 pounds Mobility Devices
CRITERIA
Power operated vehicle, not PRIOR AUTHORIZATION PRIOR AUTHORIZATION | PG0284 Manual, Powered,
K0812 otherwise classified REQUIRED - INTERQUAL REQUIRED - FOLLOW and Motorized Wheeled
MEDICARE COVERAGE Mobility Devices
Power wheelchair, group 1 PRIOR AUTHORIZATION
k0813 standard, portable, sling/solid seat|  PRIOR AUTHORIZATION REQUIRED - FOLLOW ngjﬁomizzz'ﬁ?x;d’
and back, patient weight capacity REQUIRED - INTERQUAL MEDICARE COVERAGE Mobility Devices
up to and including 300 pounds CRITERIA Y
Power wheelchair, group 1 PRIOR AUTHORIZATION
ko814 standard, portable, captain’s chair,|  PRIOR AUTHORIZATION REQUIRED - FOLLOW ngjﬁomizzz'ﬁ?x;d’
patient weight capacity up to and REQUIRED - INTERQUAL MEDICARE COVERAGE Mobility Devices
including 300 pounds CRITERIA Y
Power wheelchair, group 1 PRIOR AUTHORIZATION
K015 standard, portable, sling/solid seat|  PRIOR AUTHORIZATION REQUIRED - FOLLOW P::jm’:’;ig:i'wﬁg;;d’
and back, patient weight capacity REQUIRED - INTERQUAL MEDICARE COVERAGE Mobility Devices
up to and including 300 pounds CRITERIA Y
Power wheelchair, group 1 PRIOR AUTHORIZATION
K0816 standard, captain’s chair, patient PRIOR AUTHORIZATION REQUIRED - FOLLOW P::jgwl‘lomr;:?wsx;d’
weight capacity up to and including REQUIRED - INTERQUAL MEDICARE COVERAGE Mobility Devices
300 pounds CRITERIA Y
Power wheelchair, group 2 PRIOR AUTHORIZATION
K0820 standard, portable, sling/solid PRIOR AUTHORIZATION REQUIRED - FOLLOW P::jm’:’;ig:i'wﬁg;;d’
seat/back, patient weight capacity REQUIRED - INTERQUAL MEDICARE COVERAGE Mobility Devices
up to and including 300 pounds CRITERIA Y
Power wheelchair, group 2 PRIOR AUTHORIZATION
K821 standard, portable, captain’s chair,|  PRIOR AUTHORIZATION REQUIRED - FOLLOW PaGI?;S’\A“OmZEZ'Wﬁ;‘S;d’
patient weight capacity up to and REQUIRED - INTERQUAL MEDICARE COVERAGE Mobility Devices
including 300 pounds CRITERIA Y
Power wheelchair, group 2 PRIOR AUTHORIZATION
K0822 standard, sling/solid seat/back, PRIOR AUTHORIZATION REQUIRED - FOLLOW PaGI?;S’\A“OmZEZ'Wﬁ;‘S;d’
patient weight capacity up to and REQUIRED - INTERQUAL MEDICARE COVERAGE Mobility Devices
including 300 pounds CRITERIA Y
Power wheelchair, group 2 PRIOR AUTHORIZATION
K0823 standard, captain’s chair, patient PRIOR AUTHORIZATION REQUIRED - FOLLOW PaGI?;S’\A“OmZEZ'Wﬁ;‘S;d’
weight capacity up to and including REQUIRED - INTERQUAL MEDICARE COVERAGE Mobility Devices
300 pounds CRITERIA Y
. PRIOR AUTHORIZATION
e |poieentar i 2 ey | eRORAUTHORZATION | REQURED-FoLLow | PE0Z e, e
1. SING/SO P REQUIRED - INTERQUAL MEDICARE COVERAGE o .
weight capacity 301 to 450 pounds Mobility Devices
CRITERIA
. PRIOR AUTHORIZATION
onzs | el g 2Rty | pRORAUTHORZATION | REQURED-FoLLow | PE02% ek, e
auty, capt: P REQUIRED - INTERQUAL MEDICARE COVERAGE o .
weight capacity 301 to 450 pounds Mobility Devices
CRITERIA
Power wheelchair, group 2 very PRIOR AUTHORIZATION
K086 heavy duty, sling/solid seat/back, PRIOR AUTHORIZATION REQUIRED - FOLLOW ngjﬁotgizzz'wﬁg;;d'
patient weight capacity 451 to 600 REQUIRED - INTERQUAL MEDICARE COVERAGE s .
Mobility Devices
pounds CRITERIA




Paramount Commercial
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Codes Code Description Medical Policy Special Instructions - Notes
Insurance Plans Plans
. PRIOR AUTHORIZATION
oz pecaaeecnan g2 | prom suToRzATON | REQURED-FoLlow | G022 e e
avy duly, cap P REQUIRED - INTERQUAL MEDICARE COVERAGE o! .
weight capacity 451 to 600 pounds Mobility Devices
CRITERIA
Power wheelchair, group 2 extra PRIOR AUTHORIZATION
<0828 heavy duty, sling/solid seat/back, PRIOR AUTHORIZATION REQUIRED - FOLLOW PS:;%L’:Q?{;:ZW&‘::;?'
patient weight capacity 601 REQUIRED - INTERQUAL MEDICARE COVERAGE s .
Mobility Devices
pounds or more CRITERIA
Power wheelchair, group 2 extra PRIOR AUTHORIZATION
<0829 heavy duty, captain’s chair, patient|  PRIOR AUTHORIZATION REQUIRED - FOLLOW PS:;%L’:Q?{;:ZW&‘::;?'
weight capacity 601 pounds or REQUIRED - INTERQUAL MEDICARE COVERAGE s .
Mobility Devices
more CRITERIA
Power wheelchair, group 2 PRIOR AUTHORIZATION
(0830 standard, seat elevator, sling/solid [ PRIOR AUTHORIZATION REQUIRED - FOLLOW PS:;%L’:Q?{;:ZW&‘::;?'
seat/back, patient weight capacity REQUIRED - INTERQUAL MEDICARE COVERAGE Mobility Devices
up to and including 300 pounds CRITERIA Y
Power wheelchair, group 2 PRIOR AUTHORIZATION
k0831 standard, seat elevator, captain’s PRIOR AUTHORIZATION REQUIRED - FOLLOW P(jr?jghﬂ“o't\g{:izzzwﬁ‘e“’sgzd'
chair, patient weight capacity up to REQUIRED - INTERQUAL MEDICARE COVERAGE Mobility Devices
and including 300 pounds CRITERIA Y
Power wheelchair, group Z
. . PRIOR AUTHORIZATION
ows | Cpusdepn e | pmomsutiorzaTon | REQURED-FoLlow | "GO Ml o
. 9 . ! p. . REQUIRED - INTERQUAL MEDICARE COVERAGE S .
weight capacity up to and including Mobility Devices
200 nniindc CRITERIA
Power wheelchair, group Z
. . PRIOR AUTHORIZATION
o | Sosrgeremonen | promauiomzaTON | REQURED-FoLlow | "SI Nerua e
pie » patient welg REQUIRED - INTERQUAL MEDICARE COVERAGE o )
capacity up to and including 300 Mobility Devices
e CRITERIA
Power wheelchair, group 2 heavy PRIOR AUTHORIZATION
k0837 duty, single power option, PRIOR AUTHORIZATION REQUIRED - FOLLOW P(jr?jshjo't\gf;‘ézwr?‘e”;;zd’
sling/solid seat/back, patient REQUIRED - INTERQUAL MEDICARE COVERAGE Mobility Devices
weight capacity 301 to 450 pounds CRITERIA Y
Power wheelchair, group 2 heavy PRIOR AUTHORIZATION
K0838 duty, single power option, captain’s|  PRIOR AUTHORIZATION REQUIRED - FOLLOW P(jr?jshjo't\gf;‘ézwr?‘e”;;zd’
chair, patient weight capacity 301 REQUIRED - INTERQUAL MEDICARE COVERAGE Mobility Devices
to 450 pounds CRITERIA Y
Power wheek;haw, group 2 very PRIOR AUTHORIZATION PRIOR AUTHORIZATION PG0284 quual, Powered,
K0839 heavy duty, single power option, REQUIRED - INTERQUAL REQUIRED - FOLLOW and Motorized Wheeled
- slina/solid seat/back. DatieeQ%ra MEDICARE COVERAGE Mobility Devices
. ' ! PRIOR AUTHORIZATION
cosso | "SI aepoue . | prion suthomzAToN | REQUIRED- FoLtow [ PS02 el fovees
. 9 X P REQUIRED - INTERQUAL MEDICARE COVERAGE s .
weight capacity 601 pounds or Mobility Devices
N CRITERIA
POwWer wneeicnair, group £
: ) PRIOR AUTHORIZATION
cssr | singsoid seaback, patent | |  PRIORAUTHORIZATION REQURED-FoLtow | P2 AL PR
. 9 . ! p_ . REQUIRED - INTERQUAL MEDICARE COVERAGE s .
weight capacity up to and including Mobility Devices
PO CRITERIA
POWeET wneeicnair, group
. - PRIOR AUTHORIZATION
Bz | “oaptain' ohai patent weight |  PRIOR AUTHORIZATION REQUIRED - FoLtow | "I Rl PReae
P B g REQUIRED - INTERQUAL MEDICARE COVERAGE

capacity up to and including 300

naunde

CRITERIA

Mobility Devices




Paramount Commercial

Elite (Medicare Advantage)
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Power wheelchair, group 2 heavy PRIOR AUTHORIZATION
K843 duty, multiple power option, PRIOR AUTHORIZATION REQUIRED - FOLLOW Pgr?jshﬂ“o't\gfizzzwﬁl‘::zd'
sling/solid seat/back, patient REQUIRED - INTERQUAL MEDICARE COVERAGE Mobility Devices
weight capacity 301 to 450 pounds CRITERIA Y
Power wheelchair, group 3 PRIOR AUTHORIZATION
k0848 standard, sling/solid seat/back, PRIOR AUTHORIZATION REQUIRED - FOLLOW Pgr?;mmx?ﬁ?x;d’
patient weight capacity up to and REQUIRED - INTERQUAL MEDICARE COVERAGE Mobility Devices
including 300 pounds CRITERIA Y
Power wheelchair, group 3 PRIOR AUTHORIZATION
(0849 standard, captain’s chair, patient PRIOR AUTHORIZATION REQUIRED - FOLLOW Pgr?jshﬂ“o't\gfir;:;"\;ﬁl‘::;zd'
weight capacity up to and including REQUIRED - INTERQUAL MEDICARE COVERAGE Mobility Devices
300 pounds CRITERIA Y
. PRIOR AUTHORIZATION
o |t o2 e | emiom suHoRzATION | REQURED-FoLLow | Por2er el Foveed
1y, sling/so P REQUIRED - INTERQUAL MEDICARE COVERAGE - X
weight capacity 301 to 450 pounds Mobility Devices
CRITERIA
. PRIOR AUTHORIZATION
omss |t Jun 2 | prioR suthoRzATION | REQUIRED- Foutow (PSP et Fovers
oy, P . P REQUIRED - INTERQUAL MEDICARE COVERAGE s .
weight capacity 301 to 450 pounds Mobility Devices
CRITERIA
Power wheelchair, group 3 very PRIOR AUTHORIZATION
K0852 heavy duty, sling/solid seat/back, |  PRIOR AUTHORIZATION REQUIRED - FOLLOW P::;m’:’;ig:i'ﬁﬁ;ﬁ;d’
patient weight capacity 451 to 600 REQUIRED - INTERQUAL MEDICARE COVERAGE " .
Mobility Devices
pounds CRITERIA
. PRIOR AUTHORIZATION
o e ot 4o 2y | eroRauHORZATON | REQURED- FoLLow | "o ek P
avy duly, cap P REQUIRED - INTERQUAL MEDICARE COVERAGE - ;
weight capacity 451 to 600 pounds Mobility Devices
CRITERIA
Power wheelchair, group 3 extra PRIOR AUTHORIZATION
k0854 heavy duty, sling/solid seat/back, PRIOR AUTHORIZATION REQUIRED - FOLLOW P(jr?jshjo't\gfi;‘ézwﬁ:’;;zd’
patient weight capacity 601 REQUIRED - INTERQUAL MEDICARE COVERAGE s .
Mobility Devices
pounds or more CRITERIA
Power wheelchair, group 3 extra PRIOR AUTHORIZATION
ko855 heavy duty, captain’s chair, patient|  PRIOR AUTHORIZATION REQUIRED - FOLLOW P(jr?jshjo't\gfi;‘ézwﬁ:’;;zd’
weight capacity 601 pounds or REQUIRED - INTERQUAL MEDICARE COVERAGE s .
Mobility Devices
more CRITERIA
Power wneeichair, group 3
. . PRIOR AUTHORIZATION
e | e andssseionen | promumomzaTon | REQURED-FolLow | PouIEesl Fovmes
. g . ! p. . REQUIRED - INTERQUAL MEDICARE COVERAGE s .
weight capacity up to and including Mobility Devices
20N nniinde CRITERIA
Power wneeichair, group 3
. . PRIOR AUTHORIZATION
| ot sngerme o | eromsumomzaTon | ReQURED-FoLLow | PooTE sl Fovmed
P » patient weig REQUIRED - INTERQUAL MEDICARE COVERAGE o .
capacity up to and including 300 Mobility Devices
Aeninde CRITERIA
Power wheelchair, group 3 heavy PRIOR AUTHORIZATION
KO858 duty, single power option, PRIOR AUTHORIZATION REQUIRED - FOLLOW Pir?fmf,ﬁi'ﬁfﬁéid’
sling/solid seat/back, patient REQUIRED - INTERQUAL MEDICARE COVERAGE Mobility Devices
weight capacity 301 to 450 pounds CRITERIA Y
Power wheelchair, group 3 heavy PRIOR AUTHORIZATION
. . 2 PG0284 Manual, Powered,
KO859 duty, single power option, captain’s PRIOR AUTHORIZATION REQUIRED - FOLLOW and Motorized Wheeled

chair, patient weight capacity 301
to 450 pounds

REQUIRED - INTERQUAL

MEDICARE COVERAGE
CRITERIA

Mobility Devices




Paramount Commercial
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Codes Code Description Medical Policy Special Instructions - Notes
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Power wheelchair, group 3 very PRIOR AUTHORIZATION
<0860 heavy duty, single power option, PRIOR AUTHORIZATION REQUIRED - FOLLOW Pgr?jshﬂ“o't\gfizzzwﬁl‘::zd'
sling/solid seat/back, patient REQUIRED - INTERQUAL MEDICARE COVERAGE Mobility Devices
weight capacity 451 to 600 pounds CRITERIA Y
Power wheelchair, group 3
: - PRIOR AUTHORIZATION
o | TSIUREROR o | priom suTHomzaTON | REQURED-FoLLow | PS02 sl Fovered
. 9 . ! p_ . REQUIRED - INTERQUAL MEDICARE COVERAGE - -
weight capacity up to and including Mobility Devices
200 naninde CRITERIA
Power wheelchair, group 3 heavy PRIOR AUTHORIZATION
<0862 duty, multiple power option, PRIOR AUTHORIZATION REQUIRED - FOLLOW PS:;%L’:Q?{;:ZW&‘::;?'
sling/solid seat/back, patient REQUIRED - INTERQUAL MEDICARE COVERAGE Mobility Devices
weight capacity 301 to 450 pounds CRITERIA Y
Power wheelchair, group 3 very PRIOR AUTHORIZATION
k0863 heavy duty, multiple power option, | PRIOR AUTHORIZATION REQUIRED - FOLLOW ngjﬁomizzz'ﬁ?x;d’
sling/solid seat/back, patient REQUIRED - INTERQUAL MEDICARE COVERAGE Mobility Devices
weight capacity 451 to 600 pounds CRITERIA Y
POWET WNeeIcnalr, group 3 exua
. . PRIOR AUTHORIZATION
onsa | e o | pRIOR ATHORZATION | REQURED- FoLLow | 70079 Harka v
. 9 X P REQUIRED - INTERQUAL MEDICARE COVERAGE . .
weight capacity 601 pounds or Mobility Devices
o CRITERIA
Power wheelchair, group 4 PRIOR AUTHORIZATION
K0868 standard, sling/solid seat/back, PRIOR AUTHORIZATION REQUIRED - FOLLOW P::jﬁ&ig:i'ﬁﬁxzd’
patient weight capacity up to and REQUIRED - INTERQUAL MEDICARE COVERAGE Mobility Devices
including 300 pounds CRITERIA Y
Power wheelchair, group 4 PRIOR AUTHORIZATION
K0869 standard, captain's chair, patient PRIOR AUTHORIZATION REQUIRED - FOLLOW P(jr?jghﬂ“o't\g{:izzzwﬁ‘e“’sgzd'
weight capacity up to and including REQUIRED - INTERQUAL MEDICARE COVERAGE Mobility Devices
300 pounds CRITERIA Y
. PRIOR AUTHORIZATION
oo | e | pRORAUTHORZATON | REQURED- FoLLow | "o Meria P
1y, sling/so P REQUIRED - INTERQUAL MEDICARE COVERAGE o .
weight capacity 301 to 450 pounds Mobility Devices
CRITERIA
Power wheelchair, group 4 very PRIOR AUTHORIZATION
ko871 heavy duty, sling/solid seat/back, PRIOR AUTHORIZATION REQUIRED - FOLLOW P(jr?jshjo't\gf;‘ézwr?‘e”;;zd’
patient weight capacity 451 to 600 REQUIRED - INTERQUAL MEDICARE COVERAGE s .
Mobility Devices
pounds CRITERIA
POWET WNeelcnair, group &
. . PRIOR AUTHORIZATION
| e angssoeionen | eromauomzaTon | REQURED-FolLow | Poe el fovmed
. g . ! p. . REQUIRED - INTERQUAL MEDICARE COVERAGE i .
weight capacity up to and including Mobility Devices
20N nainde CRlTERIA
POwer wneeicnair, group 4
. . PRIOR AUTHORIZATION
o | ot sngesme e | eromsumomzaTon | REQURED-FoLLow | PooTE sl Fovmed
pia » patient welg REQUIRED - INTERQUAL MEDICARE COVERAGE o .
capacity up to and including 300 Mobility Devices
e CRITERIA
Power wheelchair, group 4 heavy PRIOR AUTHORIZATION
K087 duty, single power option, PRIOR AUTHORIZATION REQUIRED - FOLLOW PS:;%‘O':Q’;;:Z'\/&?&E‘*
sling/solid seat/back, patient REQUIRED - INTERQUAL MEDICARE COVERAGE Mobility Devices
weight capacity 301 to 450 pounds CRITERIA Y
Power wheelchair, group 4 very PRIOR AUTHORIZATION
<0880 heavy duty, single power option, PRIOR AUTHORIZATION REQUIRED - FOLLOW Pgﬁjﬁox‘i‘ig:zuwﬁx;zd'
sling/solid seat/back, patient REQUIRED - INTERQUAL MEDICARE COVERAGE Mobility Devices
weight capacity 451 to 600 pounds CRITERIA Y




Paramount Commercial
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Power wheelchair, group &
: A PRIOR AUTHORIZATION
e | U ro T | pRORAUTHORZATION | REQUIRED-FoLLow | SO el v
3ng . e . REQUIRED - INTERQUAL MEDICARE COVERAGE s .
weight capacity up to and including CRITERIA Mobility Devices
Power v?/rqgeTé‘ﬁg}?cgroup 7
: ' A PRIOR AUTHORIZATION
s | et e pov et | pRIORAUTHORZATION | REQUIRED-FoLLow | PO el e
pie » patient welg REQUIRED - INTERQUAL MEDICARE COVERAGE o )
capacity up to and including 300 CRITERIA Mobility Devices
nniinde
Power wheelchair, group 4 heavy PRIOR AUTHORIZATION
<0886 duty, multiple power option, PRIOR AUTHORIZATION REQUIRED - FOLLOW Pgr?jshﬂ“o't\gfir;:;"\;ﬁl‘::;zd'
sling/solid seat/back, patient REQUIRED - INTERQUAL MEDICARE COVERAGE Mobility Devices
weight capacity 301 to 450 pounds CRITERIA Y
Power wheelchair, group b
o ) PRIOR AUTHORIZATION
o | PmLSSaderoonn | pRORAUTHORZATION | REQUIRED-FoLLow | UM v
sing . e " REQUIRED - INTERQUAL MEDICARE COVERAGE s .
weight capacity up to and including CRITERIA Mobility Devices
Power velrr{gerl\é\ﬁg}?cgroup 5
L : ' : PRIOR AUTHORIZATION
s | Pl parer e | proRaUTHORZATON | REQURED- FoLlow | "o ek P
Sing . e " REQUIRED - INTERQUAL MEDICARE COVERAGE s .
weight capacity up to and including CRITERIA Mobility Devices
128 nniinde
PRIOR AUTHORIZATION
K0898 Power wheelchair, not otherwise PRIOR AUTHORIZATION REQUIRED - FOLLOW P(jr?;ghﬂ‘lo't\g{:izzzwﬁ‘e“’;;d'
classified REQUIRED - INTERQUAL MEDICARE COVERAGE Mobility Devices
CRITERIA y
- ) PRIOR AUTHORIZATION
oo | oy oo | pmiom authomzanon | REQURED- FoLtow | "o ek P
Y o REQUIRED - MEDICAL POLICY MEDICARE COVERAGE s .
criteria CRITERIA Mobility Devices
Cranial electrotherapy stimulation PG0244 Electrical Nerve
K1002 (CES) system, includes all supplies NON-COVERED NON-COVERED Stimulators; PG0043 NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
and accessories. anv tvpe Experimental
Low frequency ultrasonic PG0043 Experimental
K1004 diathermy treatment device for NON-COVERED NON-COVERED Investigational Procedures [INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
home use. includes all Services
Bilateral hip, knee, ankle, foot PG0425 Powered Robotic
K1007 device, powered, includes pelvic NON-COVERED NON-COVERED Lower Body Exoskeleton |NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
component. sinale or double Devices: PG0043
Speech volume modulation PG0043 Experimental
K1009 system, any type, including all NON-COVERED NON-COVERED Investigational Procedures [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
components and accessories Services
Transcutaneous electrical nerve PG0244 Electrical Nerve
K1016 stimulator for electrical stimulation NON-COVERED NON-COVERED Stimulators NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
of the triaeminal nerve (Monarch PG0361 Alternative
Transcutaneous electrical nerve PG0244 Electrical Nerve
K1017 stimulator for electrical stimulation NON-COVERED NON-COVERED Stimulators; PG0043 NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
of the triaeminal nerve (Monarch Experimental
External upper limb tremor PG0244 Electrical Nerve
K1018 stimulator of the peripheral nerves NON-COVERED NON-COVERED Stimulators; PG0043 NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
of the wrist (e.a.. Cala Trio™) Experimental
Monthly supplies for use of device PG0244 Electrical Nerve
K1019 Y supp . NON-COVERED NON-COVERED Stimulators; PG0043 NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
coded at K1018 (e.g., Cala Trio™) Experimental
Distal transcutaneous electrical PG0244 Electrical Nerve
K1023 nerve stimulator, stimulates NON-COVERED NON-COVERED Stimulators; PG0043 NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

peripheral nerves of the upper arm

Experimental




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Medical Policy Special Instructions - Notes
Insurance Plans Plans
Mechanical allergen particle PGO0188 Allergy Testing
K1026 barrier/inhalation filter, cream, NON-COVERED NON-COVERED and Treatments; PG0043 [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
nasal. topical (Alzair™). Experimental
Oral device/appliance used to PG0131 Custom Oral
K1027 reduce upper airway collapsibility, NON-COVERED NON-COVERED Appliances for Obstructive INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
without fixed mechanical hinae. Sleep Apnea: PG0043
External recharging system for PGO0043 Experimental
K1030 battery (internal) for use with NON-COVERED NON-COVERED Investigational Procedures [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
implanted cardiac contractility Services
Supplies and accessories (e.g., PG0043 Experimental
K1036 transducer) for low frequency NON-COVERED NON-COVERED Investigational Procedures [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
ultrS?gRIic diathermy treatrgent Services
] - - PRIOR AUTHORIZATION . .
PG0120 Cranial Orthotic
L0112 cjv?t?ﬂi:?f(:f?zt:ligll;;;é,prﬁégl:gfr PRIOR AUTHORIZATION REQUIRED - FOLLOW Devices and Protective
) T REQUIRED - INTERQUAL MEDICARE COVERAGE
adjustable range of motion joint, Helmets
st fabriantad CRITERIA
CTamar CEIVICAr ortiotc, Tortcoms PRIOR AUTHORIZATION . 4
i1 | el | eROR AuTHOREZATION | REQURED-FoLLow | I e ot
prefabricated, includes fitting ar'1d REQUIRED - INTERQUAL MEDICARE COVERAGE Helmets
s CRITERIA
OSIS, erastc WITT JoITs,
;?eizborirg;ted item that has betlesn PRIOR AUTHORIZATION . - ] ) L
11810 trimmed. bent. molded PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0480 Knee Orthosis Prior Authorization will be required for Knee Orthosis with a charged
' ’ - REQUIRED - INTERQUAL MEDICARE COVERAGE amount greater than $500.00.
assembled, or otherwise
puctamiznd tn fit o cennnifin natinnt CRITERIA
PRIOR AUTHORIZATION
L1812 Knee orthosis, elastic with joints, PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0480 Knee Orthosis Prior Authorization will be required for Knee Orthosis with a charged
prefabricated, off-the-shelf REQUIRED - INTERQUAL MEDICARE COVERAGE amount greater than $500.00.
CRITERIA
Knee orthotic, elastic with condylar PRIOR AUTHORIZATION
11820 pads and joints, with or without PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0480 Knee Orthosis Prior Authorization will be required for Knee Orthosis with a charged
patellar control, prefabricated, REQUIRED - INTERQUAL MEDICARE COVERAGE amount greater than $500.00.
includes fitting and adjustment CRITERIA
Knee orthosis, immobilizer, canvas ORIz IO . - ] ) L
L1830 longitudinal, prefabricated, off-the- PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0480 Knee Orthosis Prior Authorization will be required for Knee Orthosis with a charged
! ! REQUIRED - INTERQUAL MEDICARE COVERAGE amount greater than $500.00.
shelf
CRITERIA
Knee orthotic, locking knee PRIOR AUTHORIZATION
11831 joint(s), positional orthotic, PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0480 Knee Orthosis Prior Authorization will be required for Knee Orthosis with a charged
prefabricated, includes fitting and REQUIRED - INTERQUAL MEDICARE COVERAGE amount greater than $500.00.
adjustment CRITERIA
KNee OrmnosIs, aqustanie Knee
joints (unicentric or polycentric) PRIOR AUTHORIZATION ) - ] ) .
L1832 positional orthosis, rigid support’ PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0480 Knee Orthosis Prior Authorization will be required for Knee Orthosis with a charged
- O ’ REQUIRED - INTERQUAL MEDICARE COVERAGE amount greater than $500.00.
prefabricated item that has been
trimmad hant _maldad CRlTERIA
Knee orthosis, adjustable knee PRIOR AUTHORIZATION
11833 joints (unicentric or polycentric), PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0480 Knee Orthosis Prior Authorization will be required for Knee Orthosis with a charged
positional orthosis, rigid support, REQUIRED - INTERQUAL MEDICARE COVERAGE amount greater than $500.00.
prefabricated, off-the shelf CRITERIA
PRIOR AUTHORIZATION
L1834 Knee orthotic (KO), without knee PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0480 Knee Orthosis Prior Authorization will be required for Knee Orthosis with a charged

joint, rigid, custom fabricated

REQUIRED - INTERQUAL

MEDICARE COVERAGE
CRITERIA

amount greater than $500.00.




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Medical Policy Special Instructions - Notes
Insurance Plans Plans
Knee orthosis, rigid, without PRIOR AUTHORIZATION
L1836 joint(s), includes soft interface PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0480 Knee Orthosis Prior Authorization will be required for Knee Orthosis with a charged
material, prefabricated, off-the- REQUIRED - INTERQUAL MEDICARE COVERAGE amount greater than $500.00.
shelf CRITERIA
Knee orthotic (KO), derotation ALY MOl 2310
L1840 mediak-lateral ante’rior cruciaté PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0480 Knee Orthosis Prior Authorization will be required for Knee Orthosis with a charged
- ' - REQUIRED - INTERQUAL MEDICARE COVERAGE amount greater than $500.00.
ligament, custom fabricated
CRITERIA
RS R TR
L1843 and exte;nsion 'oiJnt (unicentric or PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0480 Knee Orthosis Prior Authorization will be required for Knee Orthosis with a charged
sion joint REQUIRED - INTERQUAL MEDICARE COVERAGE amount greater than $500.00.
polycentric), medial-lateral and
: ) ) CRITERIA
rotation control. with or without
e O e trett
L1844 ﬂg xion and ’xt nsi Jn oint PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0480 Knee Orthosis Prior Authorization will be required for Knee Orthosis with a charged
fexion and extension Joint REQUIRED - INTERQUAL MEDICARE COVERAGE amount greater than $500.00.
(unicentric or polycentric), medial-
. - CRITERIA
lateral and rotation control. \(v|th or
e o e
11845 flgexion and éxtensio# oint PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0480 Knee Orthosis Prior Authorization will be required for Knee Orthosis with a charged
. . onj ' REQUIRED - INTERQUAL MEDICARE COVERAGE amount greater than $500.00.
(unicentric or polycentric), medial-
- : CRITERIA
lateral and rotation control. with or
K"en‘z "c”nob'vﬁt'hdos_b'et“bpl“gfrl“;dtgfh PRIOR AUTHORIZATION
L1846 id Xa: n ion ?oijnuts anie n?ri r PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0480 Knee Orthosis Prior Authorization will be required for Knee Orthosis with a charged
and extension joint (unicentric o REQUIRED - INTERQUAL MEDICARE COVERAGE amount greater than $500.00.
polycentric), medial-lateral and
X ) . CRITERIA
rotation control. with or without
Knee orthosis, double upright with . - ] . L
L1847 adjustable joint, with inflatable air NON-COVERED NON-COVERED PG0480 Knee Orthosis | 10" Authorization will be required for Knee Orthosis with a charged
) amount greater than $500.00.
support chamber(s). prefabricated
Knee orthosis, double upright with . . . . L
L1848 adjustable joint, with inflatable air NON-COVERED NON-COVERED PGO480 Knee Orthosis | 11or Authorization will be required for Knee Orthosis with a charged
- amount greater than $500.00.
support chamber(s), prefabricated.
PRIOR AUTHORIZATION
11850 Knee orthosis, Swedish type, PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0480 Knee Orthosis Prior Authorization will be required for Knee Orthosis with a charged
prefabricated, off-the-shelf REQUIRED - INTERQUAL MEDICARE COVERAGE amount greater than $500.00.
CRITERIA
e et
L1851 f%xion and éxtensiojr1 ioint PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0480 Knee Orthosis Prior Authorization will be required for Knee Orthosis with a charged
. . onl ' REQUIRED - INTERQUAL MEDICARE COVERAGE amount greater than $500.00.
(unicentric or polycentric), medial-
- ; CRITERIA
lateral and rotation control. with or
E":‘;eh‘;”;;’sf;rfgi 3 ﬁo“l‘vkl’t'ﬁ PRIOR AUTHORIZATION
L1852 ad'uZtgblé flegion and e>;tension PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0480 Knee Orthosis Prior Authorization will be required for Knee Orthosis with a charged
0 ) ) . REQUIRED - INTERQUAL MEDICARE COVERAGE amount greater than $500.00.
joint (unicentric or polycentric),
h : CRITERIA
medial-lateral and rotation control.
Knee orthotic (KO), modification of RO N ORIZ IO
L1860 supracondviar rc;sthetic socket PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0480 Knee Orthosis Prior Authorization will be required for Knee Orthosis with a charged
P viar p ’ REQUIRED - INTERQUAL MEDICARE COVERAGE amount greater than $500.00.

custom fabricated (SK)

CRITERIA




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Medical Policy Special Instructions - Notes
Insurance Plans Plans
PG0489 Lower Limb
. PRIOR-AUTHORIZATION- PRIOGR-AUTHORIZATION- Prostheses. Prior
L5301 BSeA'%"L‘;’;if gr‘]‘(’j'g:sels;:fi;sstzg REQUIRED INTERQUAL. Prior | REQUIRED—INTERQUAL Prior | Authorization end-dated
’ authoriztion end-dated 07/01/2024 | authoriztion end-dated 07/01/2024 [ 07/01/2024, Medical Policy
Archived
PGU48Y LOWET LTMD
Above knee, molded socket, open PRIOR-AUTHORIZATHON- PRIOR-AUTHORIZATION- Prostheses. Prior
15321 end, SACH foot, endoskeletal | REQUIRED—INTFERQUAL: Prior | REQUIRED—INFERQUAL Prior | Authorization end-dated
system, single axis knee authoriztion end-dated 07/01/2024 | authoriztion end-dated 07/01/2024 | 07/01/2024, Medical Policy
Archivad
PG0489 Lower Limb
. . PRIOR-AUTHORIZATON- PRIOGR-AUTHORIZATION- Prostheses. Prior
L5647 Add""’; to '°We[. ex”em;yt' below | o e OUIRED—INFERQUAL. Prior | REQUIRED—INFERQUAL Prior | Authorization end-dated
nee suction socke authoriztion end-dated 07/01/2024 | authoriztion end-dated 07/01/2024 | 07/01/2024, Medical Policy
Archived
" L PRIOR-AUTHORIZATHON- PRIOR AUTHORIZATION- PG0489 Lower Limb
L5649 Agg:t';z::;gy:;rfgxea'iyséscﬂfl REQUIRED—INTERQUAL. Prior | REQUIRED—INFERQUAL Prior Prostheses. Prior
authoriztion end-dated 07/01/2024 | authoriztion end-dated 07/01/2024 | Authorization end-dated
Addition to lower extremity, above PRIOR AUTHORIZATION- PRIOR AUTHORIZATION- PG0489 Lower Limb
L5651 knee, flexible inner socket, REQUIRED - INTERQUAL. Prior | REQUIRED-INTERQUAL Prior Prostheses. Prior
external frame authoriztion end-dated 07/01/2024 | authoriztion end-dated 07/01/2024 | Authorization end-dated
Addition to lower extremity, below PG0489 Lower Limb
knee/above knee, custom PRIOR AUTHORIZATION- PRIOR AUTHORIZATION- Prostheses. Prior
L5673 fabricated from existing REQUIREB—INTERQUAL: Prior | REQUIREDINFERQUAL Prior | Authorization end-dated
mold or prefabricated, socket [authoriztion end-dated 07/01/2024 | authoriztion end-dated 07/01/2024 | 07/01/2024, Medical Policy
insert, silicone gel, elastomeric or Archived
PG0489 Lower Limb
Replacement, socket, below knee PR@RAHIHQR—I—ZA—'HQM_ PR@WHQRIZAHQM Pro_sthe_zses. Prior
L5760 molded ’to patiery'nt mode " | REQUIRED—INTERQUAL: Prior | REQUIRED—INTERQUAL Prior | Authorization end-dated
authoriztion end-dated 07/01/2024 | authoriztion end-dated 07/01/2024 [ 07/01/2024, Medical Policy
Archived
PG0489 Lower Limb
Addition, endoskeletal system, PRIOR-AUTHORIZATON- PRIOGR-AUTHORIZATON- Prostheses. Prior
L5950 above knee, ultra-light material | REQUIRED—INTFERQUAL: Prior | REQUREB—INTERQUAL Prior | Authorization end-dated
(titanium, carbon fiber or equal) [authoriztion end-dated 07/01/2024 | authoriztion end-dated 07/01/2024 | 07/01/2024, Medical Policy
Archived
PG0489 Lower Limb
All lower extremity prostheses, flex PR@RAHIHQRI—ZA—T—@M‘ PR—IOPA—\UiHQRIZAﬂONr Pro_sth_eses. Prior
£5980 foot system REQUREDonlNT—ERQUAIr Prior R—EQQR—EDANJZERQBAL Prior Authorization er_1d—date_d
authoriztion end-dated 07/01/2024 | authoriztion end-dated 07/01/2024 | 07/01/2024, Medical Policy
Archived
PG0489 Lower Limb
All lower extremity prostheses, flex] PR@RAUIHQR—I—ZAEQM. PRIQRAUiHQRI—ZAiFIQNr Pro_:stht_ases. Prior
15981 walk system or equal REQUIRED—WERQUAL— Prior REQ%HREDANIERQHAL Prior | Authorization er_1d-date_d
authoriztion end-dated 07/01/2024 | authoriztion end-dated 07/01/2024 | 07/01/2024, Medical Policy
Archived
PG0489 Lower Limb
All lower extremity prostheses, PRIOR-AUTHORIZAHON- PRIOR-AUTHORIZAHON- Prostheses. Prior
5986 multi-axial rotation unit (MCP’ or | REQURED—INFERQUAL: Prior | REQUIRED—INTERQUAL Prior Authorization end-dated
equal) authoriztion end-dated 07/01/2024 | authoriztion end-dated 07/01/2024 | 07/01/2024, Medical Policy
Archived
PG0489 Lower Limb
All lower extremity prosthesis, PRIOR AUTHORIZATION- PRIOR AUTHORIZATION- Prostheses. Prior
L5987 shank foot system with vertical - Prior | REQUIREB—INTERQUAL Prior | Authorization end-dated

loading pylon

REQUIRED—INTERQUAL:
authoriztion end-dated 07/01/2024

authoriztion end-dated 07/01/2024

07/01/2024, Medical Policy
Archived




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Insurance Plans Plans Medical Policy Special Instructions - Notes
Loozs | hand disaricuaton prosthest. | o PRIORAUTHORIZATION || _PRIOR AUTHORIZATION | "0 T0CTCCE Toeer
P ' | REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL POLICY !
external power. self-suspended. Devices
. . PRIOR AUTHORIZATION .
L611 Fosthoss. extormt powered, | PRIOR AUTHORIZATION REQURED -FoLLow. | Po5iC0 THIERECE over
P L X P ! REQUIRED - INTERQUAL MEDICARE COVERAGE v .
additional switch, any type CRITERIA Devices
osts | o oo | eRioR auTHoRzaTON | _pioR auromzaTio | PO0 VT
jomnt, P 9. REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL POLICY v h
flexion. adiustable abduction Devices
L6648 |lock mechaniam, extermalpowered | o PRIORAUTHORIZATION || PRIOR AUTHORIZATION _ | "“2((" TRIERECE Pe!
! P REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL POLICY y .
___actuator _ Devices _
Lo71s | aricuiating dgis. nludes motor | o PRIORAUTHORIZATION || _PRIOR AUTHORIZATION | "“2.0C T TCCE Toeer
fating digits, REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL POLICY ty.
(s). initial issue or replacement Devices
Electric hand, switch, or
myoelectric controlled, PRIOR AUTHORIZATION PG0428 Myoelectric Upper
. - - - PRIOR AUTHORIZATION REQUIRED - FOLLOW : .
L6880 independently articulating digits, REQUIRED - INTERQUAL MEDICARE COVERAGE Extremity Prosthetic
any grasp pattern or combination CRITERIA Devices
of arasp patterns. includes
) - PRIOR AUTHORIZATION .
Automauc_grasp fea?ure, addm_on PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0428 Myoelectnc Upper
L6881 to upper limb electric prosthetic REQUIRED - INTERQUAL MEDICARE COVERAGE Extremity Prosthetic
terminal device CRITERIA Devices
. PRIOR AUTHORIZATION .
Mlgrgprocessor cgntrol featurg, PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0428 Myoelectnc Upper
L6882 addition to upper limb prosthetic REQUIRED - INTERQUAL MEDICARE COVERAGE Extremity Prosthetic
terminal device CRITERIA Devices
20| o o concnies | _rioR AutromzaTion | _mioR utromization | PO0T TR Do
p ! p REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL POLICY vy )
socket. removable forearm shell. Devices
Wrist disarticulation, external PRIOR AUTHORIZATION PG0428 Myoelectric Upper
L6925 power, self-suspended inner RPE(IQ%ITR';%THK‘?:EZQS&T REQUIRED - FOLLOW Extremity Prosthetic
socket, removable forearm shell, MEDICARE COVERAGE Devices
o | el bon 4 emion sutromzation | erioR authomization | POYE e e
p ! REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL POLICY vy )
removable forearm shell. Otto Devices
Below elbow, external power, self-
suspended inner socket, PRIOR AUTHORIZATION PG0428 Myoelectric Upper
L6935 removable forearm shell, Otto IPLIOIR AT P2 REAQUINED - (OO Extremity Prosthetic
’ REQUIRED - INTERQUAL MEDICARE COVERAGE Y
Bock or equal electrodes, cables, CRITERIA Devices
two batteries and one charger. _
sio | it el emiog autwomzation | _erioR utromization | PO TR B
p ' ! REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL POLICY Y
removable humeral shell. outside Devices
Elbow disarticulation, external
power, molded inner socket, PRIOR AUTHORIZATION PG0428 Myoelectric Upper
L6945 removable humeral shell, outside IPLIOIR AT P2 REAQUINED - (OO Extremity Prosthetic
. - o REQUIRED - INTERQUAL MEDICARE COVERAGE Y
locking hinges, forearm; Otto Bock CRITERIA Devices
or equal electrodes. cables. two
Above elbow, external power, PG0428 Myoelectric Upper
L6950 molded inner socket, removable PRIGIR AUTHOIRPZIION PIRIGIR (UTTIRIRIZIION Extremity Prosthetic

humeral shell. internal lockina

REQUIRED - MEDICAL POLICY

REQUIRED - MEDICAL POLICY

Devices




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Medical Policy Special Instructions - Notes
Insurance Plans Plans
Above elbow, external power,
. PRIOR AUTHORIZATION .
Looss | humeral el memal ockng | PRIOR AUTHORIZATION REQUIRED -FolLow | "S% 0 THoCRecr (orer
’ 9 REQUIRED - INTERQUAL MEDICARE COVERAGE Y .
elbow, forearm, Otto Bock or equal Devices
) CRITERIA
electrodes. cables. two batteries _
osso | pder rubon oo | prion suTHORZATION | _PRIOR AUTHORZATION | POLE VR U
p ’ ! REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL POLICY ty .
removable shoul_der shell. shoulder Devices
osss | ok dsaefon, S99 | prioR AUTHORZATION | _PRIOR AUTHORIZATION | FOL o2 T
P ! ! REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL POLICY ty .
removable shoulder shell. shoulder Devices
oo | et el | prion auTHomzaTon | _pRIoR aUTHoRzATION | POLEE Ve B
p ’ ! REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL POLICY ty .
removable shoulder shell. shoulder Devices
oors | i ST [ prion AUTHORIZATION | _PRIOR AUTHORZATION | FOL 2 o2 T
P ! ! REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL POLICY v .
removable shoulder shell. shoulder Devices
PRIOR AUTHORIZATION .
L7007 Electric hand, switch or PRIOR AUTHORIZATION REQUIRED - FOLLOW Pegiff;mi“’i',?j;'ﬁeﬁ@p”
myoelectric controlled, adult REQUIRED - INTERQUAL MEDICARE COVERAGE v .
Devices
CRITERIA
PRIOR AUTHORIZATION .
L7008 Electric hand, switch or PRIOR AUTHORIZATION REQUIRED - FOLLOW PG%ﬁimOﬂfg;'ﬁeggper
myoelectric controlled, pediatric REQUIRED - INTERQUAL MEDICARE COVERAGE v
Devices
CRITERIA
PRIOR AUTHORIZATION .
L7009 Electric hook, switch or myoelectric| ~ PRIOR AUTHORIZATION REQUIRED - FOLLOW Pegiff;mi“’i',?j;'ﬁeﬁ@p”
controlled, adult REQUIRED - INTERQUAL MEDICARE COVERAGE Dg/ices
CRITERIA
L7040 Prehensile actuator, switch PRIOR AUTHORIZATION PRIOR AUTHORIZATION PG%ﬁimﬁﬂfﬁ;‘ﬁ;ﬁgper
controlled REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL POLICY Dg/ices
L7045 Electric hook, switch or myoelectric|  PRIOR AUTHORIZATION PRIOR AUTHORIZATION Pegifimoﬂfggﬁezgper
controlled, pediatric REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL POLICY De):/ices
L7170 Electronic elbow, Hosmer or equal,|  PRIOR AUTHORIZATION PRIOR AUTHORIZATION PG%ﬁimiyoﬂ?g;TﬁezEper
switch controlled REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL POLICY Dg/ices
. . PRIOR AUTHORIZATION .
e | anetow et | pRioR suTHoRZATON | REQUIRED-FoLLow | POpI et e
q . . REQUIRED - INTERQUAL MEDICARE COVERAGE Y .
terminal device Devices
CRITERIA
. . PRIOR AUTHORIZATION .
L7181 | smtansous control of sbowand | PRIOR AUTHORIZATION REQURED -FoLLow | PO2CE THIRRCE, oet
X - REQUIRED - INTERQUAL MEDICARE COVERAGE Y .
terminal device Devices
CRITERIA
L7185 | Variety Vilage of saual swich | o PRIORAUTHORIZATION || _PRIOR AUTHORIZATION | "0 oG TCCE, Toeer
4 9 qual, REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL POLICY Y .
controlled Devices
Electronic elbow, child, Variety PRIOR AUTHORIZATION PRIOR AUTHORIZATION | F'©0428 Myoelectric Upper
L7186 Extremity Prosthetic

Village or equal, switch controlled

REQUIRED - MEDICAL POLICY

REQUIRED - MEDICAL POLICY

Devices




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Medical Policy Special Instructions - Notes
Insurance Plans Plans
. PRIOR AUTHORIZATION .
iso | oo sl | pRioR suTHORZATION | REQURED. FolLow | FOYI% et v
e lonal o REQUIRED - INTERQUAL MEDICARE COVERAGE Beioos
Y Y CRITERIA
. . . PRIOR AUTHORIZATION .
L7191 | vilage o squal myoelectionicaly | PRIOR AUTHORIZATION REQURED -FoLLow. | Po5iC0 THIEECE over
ge or equal, my Y| REQUIRED - INTERQUAL MEDICARE COVERAGE !
controlled Devices
CRITERIA
PRIOR AUTHORIZATION .
L7259 Electronic wrist rotator, any type PLIOIR AT AOI RAQUINED - (RO PG%ifim?/Oilfg;TﬁeLtjigper
-any yp REQUIRED - INTERQUAL MEDICARE COVERAGE Dg/ices
CRITERIA
Addition to upper extremity PRIOR AUTHORIZATION PG0428 Myoelectric Upper
L7400 prosthesis, below elbow/wrist ;ER:)?JITRAI;%THI?I$:EZQS&T_ REQUIRED - FOLLOW Extremity Prosthetic
disarticulation. ultra-liaht material MEDICARE COVERAGE Devices
Addition to upper extremity PRIOR AUTHORIZATION .
L7401 prosthesis, above elbow PRIOR AUTHORIZATION REQUIRED - FOLLOW PG%ﬁimOﬂfg;'ﬁezEper
disarticulation, ultra-light material REQUIRED - INTERQUAL MEDICARE COVERAGE De):/ices
(titanium, carbon fiber or equal) CRITERIA
L7402 Addlﬁg;ég;gpg;;ﬁtéz?my PRIOR AUTHORIZATION PRIOR AUTHORIZATION Pegiff;mi“’i',?j;'ﬁeﬁ@p”
. p . o REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL POLICY vy .
disarticulation/interscapular Devices
. . PRIOR AUTHORIZATION .
L7403 rosthesis, beiow sboniwrist | PRIOR AUTHORIZATION REQURED - FoLLow | PORiC TRt heer
p, . ! . . REQUIRED - INTERQUAL MEDICARE COVERAGE vy .
disarticulation, acrylic material Devices
CRITERIA
. . PRIOR AUTHORIZATION .
L7404 Norostnesss. avove cbow | PRIOR AUTHORIZATION REQURED -FoLLow | PORi00 Tt hoer
. P X S . . REQUIRED - INTERQUAL MEDICARE COVERAGE ty.
disarticulation, acrylic material Devices
CRITERIA
L7405 Add'tr'g;r:‘;;gp;gﬁg?"ty PRIOR AUTHORIZATION PRIOR AUTHORIZATION Pegfimoﬂfggﬁezgper
. P . o REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL POLICY Y .
disarticulation/interscapular Devices
L7499 Upper extremity prosthesis, not PRIOR AUTHORIZATION PRIOR AUTHORIZATION Pe‘éiff;,“ﬁiy"i',fj;'ﬁe‘jﬁper
otherwise specified REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL POLICY Dg/ices
Injectable bulking agent, PG0260 Injectable Bulking
- . PRIOR AUTHORIZATION
L8605 dextranomer/hyaluron|c acid NON-COVERED REQUIRED - MEDICAL POLICY Agents for Fecal
conolvmer implant. anal canal incontinence Medical Policy PGUZ81 Cochlear and Auditory Bramstem Implants 15
PG0281 Cochlear and ! Icy uditory ! !
PRIOR AUTHORIZATION Auditory Brainstem Implants - |going to be archived. The procedure codes 69930, L8614-1.8624,
. PRIOR AUTHORIZATION REQUIRED - FOLLOW B L ; . o ) A
L8614 Cochlear device/system Archived 06/01/2024. Maintain |L8627-L8629 and L8625 require a prior authorization, and will maintain
REQUIRED - INTERQUAL MEDICARE COVERAGE N o - . R o
CRITERIA Prior Authorization per requiring a prior authorization. The coverage criteria will follow the
InterQual Coverage Criteria_|intar0ial critaria_as ic indicatad an tha nrinr autharizatinn aveal
PRIOR AUTHORIZATION PG0281 Cochlear and Medical Policy PGUZ8T Cochlear and AUdItory Brainstem Imprants 1s
Headset/headpiece for use with Auditory Brainstem Implants - |going to be archived. The procedure codes 69930, L8614-18624,
) : PRIOR AUTHORIZATION REQUIRED - FOLLOW B L ; . o ) A
L8615 cochlear implant device, Archived 06/01/2024. Maintain |L8627-L8629 and L8625 require a prior authorization, and will maintain
REQUIRED - INTERQUAL MEDICARE COVERAGE N o - . R o
replacement CRITERIA Prior Authorization per requiring a prior authorization. The coverage criteria will follow the
a8 Contiaa ang T AR BT BB el i AR RS TR s
PRIOR AUTHORIZATION PG0281 Cochlear and
Microphone for use with cochlear PRIOR AUTHORIZATION REQUIRED - FOLLOW Auditory Brainstem Implants - |g0ing to be archived. The procedure codes 69930, L8614-18624,
L8616 X ; Archived 06/01/2024. Maintain |L8627-L8629 and L8625 require a prior authorization, and will maintain
implant device, replacement REQUIRED - INTERQUAL MEDICARE COVERAGE . ot - . R oo
CRITERIA Prior Authorization per requiring a prior authorization. The coverage criteria will follow the

InterQual Coverage Criteria

IntarOnal critaria_ac ic indicatad an tha nrinr autharization aveal




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Medical Policy Special Instructions - Notes
Insurance Plans Plans
PG0281 Cochlear and Medical Policy PGUZB8T Cochlear and Auditory Bramstem Implants 1s
Transmitting coil for use with RO ORIZATI O Auditory Brainstem Implants - |going to be archived. The procedure codes 69930, L8614-1L8624,
: - PRIOR AUTHORIZATION REQUIRED - FOLLOW ) — ) . o ) L
L8617 cochlear implant device, Archived 06/01/2024. Maintain [L8627-L.8629 and L8625 require a prior authorization, and will maintain
REQUIRED - INTERQUAL MEDICARE COVERAGE - o - . o o
replacement CRITERIA Prior Authorization per requiring a prior authorization. The coverage criteria will follow the
InterQual Coverage Criteria_|intar0ual critaria_as is indicatad an tha nrinr autharizatinn ave.
PRIOR AUTHORZATION | PO Cooter e MUHAIEALY ety EACTU AR SR e
cochlear implant device or auditory|  PRIOR AUTHORIZATION REQUIRED - FOLLOW uditory Brainstem Implants - |going : pro . /930, 00es,
L8618 : . Archived 06/01/2024. Maintain [L8627-L8629 and L8625 require a prior authorization, and will maintain
osseointegrated device, REQUIRED - INTERQUAL MEDICARE COVERAGE Prior Authorization per requiring a prior authorization. The coverage criteria will follow the
replacement CRITERIA InterQual Coverage Criteria Intaroual sritria as ic indicated on tha ador avsharization ave
PRIOR AUTHORIZATION A dl_:’602881 _Cochlelar alnd oemlcflo bg I;r/chwed The)c rocaerdir:e cc:ldes?gQQ;?)miti‘:Tngg;As °
Cochlear implant external speech PRIOR AUTHORIZATION REQUIRED - FOLLOW uditory Brainstem Implants - 1§0ing : pro . /930, 00es,
L8619 Archived 06/01/2024. Maintain [L8627-L8629 and L8625 require a prior authorization, and will maintain
processor, replacement IREQUIRED = [NTIEROIUAL MIEDICARIE CIOVERAEE Prior Authorization per requiring a prior authorization. The coverage criteria will follow the
CRITERIA InterQual Coverage Criteria_|intar0ual critaria_as is indicatad an the nriar autharizatinon aveal
PRIOR AUTHORZATION | PO Cooter e MUHAIEALY ety EAC SRS SR e
cochlear implant device and PRIOR AUTHORIZATION REQUIRED - FOLLOW uditory Brainstem Implants - 1going : pro . /930, 00es,
L8621 R . Archived 06/01/2024. Maintain [L8627-L8629 and L8625 require a prior authorization, and will maintain
auditory osseointegrated sound REQUIRED - INTERQUAL MEDICARE COVERAGE Prior Authorization per - . o o
| t h CRITERIA per  |requiring a prior authorization. The coverage criteria will follow the
processors, replacement, eaci InterQual Coverage Criteria_|intar0iial eritaria_ac ic indicatad an tha nrinr autharizatinn aveal
PRIOR AUTHORIZATION PG0281 Cochlear and Medical Policy PG0281 Cochlear and Auditory Brainstem Implants is
Alkaline battery for use with Auditory Brainstem Implants - |going to be archived. The procedure codes 69930, L8614-1.8624,
L8622 cochlear implant device, any size, RPER(IQC:JITR';%TH;;?:EZ:S&T_ lle?EElgngEEDC(IDZ\CI)IIE_IR_’géVE Archived 06/01/2024. Maintain |L8627-L8629 and L8625 require a prior authorization, and will maintain
replacement, each CRITERIA Prior Authorization per  |requiring a prior authorization. The coverage criteria will follow the
InterQual Coverage Criteria_||nterOual criteria. as is indicated on the prior authorization excel
Lithium ion battery for use with PRIOR AUTHORIZATION PG0281 Cochlear and Medical Policy PG0281 Cochlear and Auditory Brainstem Implants is
B X ) Auditory Brainstem Implants - |going to be archived. The procedure codes 69930, L8614-1.8624,
L8623 cog:leesa;rolrmgtlﬁz: ?:e\\lrl'nczasrplz\?gr IEER (I?CLITRAELIJDTHIi)l?:EZ: g&'\:— N'T EEgngEED c ('):\Cl)llz_lr\_’gévE Archived 06/01/2024. Maintain |L8627-L8629 and L8625 require a prior authorization, and will maintain
P e Iacement cach ' CRITRRI Prior Authorization per  |requiring a prior authorization. The coverage criteria will follow the
P ' InterQual Coverage Criteria_||nterQual criteria. as is indicated on the orior authorization excel
Lithium ion battery for use with PRIOR AUTHORIZATION PG0281 Cochlear and Medical Policy PG0281 Cochlear and Auditory Brainstem Implants is
cochlear implant or auditory PRIOR AUTHORIZATION REQUIRED - FOLLOW Auditory Brainstem Implants - |going to be archived. The procedure codes 69930, L8614-1.8624,
L8624 osseointegrated device speech REQUIRED - INTERQUAL MEDICARE COVERAGE Archived 06/01/2024. Maintain |L8627-L8629 and L8625 require a prior authorization, and will maintain
processor, ear level, replacement, CRITERIA Prior Authorization per  |requiring a prior authorization. The coverage criteria will follow the
each InterQual Coverage Criteria_||nterQual criteria, as is indicated on the prior authorization excel
External recharging system for PRIOR AUTHORIZATION- PRIOR AUTHORIZATION PG281 Cochlear and  |Medical Policy PGO281 Cochlear and Auditory Brainstem Implants is
battery use with cochlear implant | REQUIRED Effective 08/12/2024 REQUIRED - FOLLOW Auditory Brainstem Implants - |going to be archived. The procedure codes 69930, L8614-L8624,
L8625 or auditory osseointegrated rocedure L8625 does not require MEDICARE COVERAGE Archived 06/01/2024. Maintain |L8627-L8629 and L8625 require a prior authorization, and will maintain
device. re Iécement on? each p a brior authorizaton a CRITREI Prior Authorization per  |requiring a prior authorization. The coverage criteria will follow the
- fep v P : InterQual Coverage Criteria mtedr.()ulalljcrjterislt;%szésligdicralted on éhg odr.ior atéthorizatior} extl:el i
PG0281 Cochlear and edical Policy ochlear and Auditory Brainstem Implants is
Cochlear implant, external speech PRIOR AUTHORIZATION PSIIE%TJ%UET;OI?CI)T_ALB\?VN Auditory Brainstem Implants - |going to be archived. The procedure codes 69930, L8614-1.8624,
L8627 processor, component, REQUIRED - INTERQUAL MEDICARE COVERAGE Archived 06/01/2024. Maintain |L8627-L8629 and L8625 require a prior authorization, and will maintain
replacement CRITREI Prior Authorization per  |requiring a prior authorization. The coverage criteria will follow the
InterQual Coverage Criteria_||nterQual criteria, as is indicated on the orior authorization excel
PRIOR AUTHORIZATION PG0281 Cochlear and Medical Policy PG0281 Cochlear and Auditory Brainstem Implants is
: _ Auditory Brainstem Implants - |going to be archived. The procedure codes 69930, L8614-.8624,
L8628 Comﬁ)ﬂg?fg;'l’:g::’ ?th:;:rlnem RPE(I)%'TRAI‘ELIJ)THIﬁﬂEZ:g&'\II_ NIT ggngEED c g\c/)é;iévE Archived 06/01/2024. Maintain [L8627-L8629 and L8625 require a prior authorization, and will maintain
P +rep CEITTRRIA Prior Authorization per  |requiring a prior authorization. The coverage criteria will follow the
InterQual Coverage Criteria Inte‘rOulaI criteriac%szés igdicralted on éhe odrior autharization e>«|:e|
PRICR-AUTHORIZATHON- PG0281 Cochlear and Medical Policy P 1 Cochlear and Auditory Brainstem Implants is
Transmitting coil and cable, REQUIRED—INTERQUAL- PEI;%TJ]??UET;OECI)?QB\?VN Auditory Brainstem Implants - |going to be archived. The procedure codes 69930, L8614-.8624,
L8629 integrated, for use with cochlear | Effective 08/12/2024 procedure MEDICARE COVERAGE Archived 06/01/2024. Maintain |L8627-L8629 and L8625 require a prior authorization, and will maintain
implant device, replacement L8625 does not require a prior CRITERIA Prior Authorization per  Irequiring a prior authorization. The coverage criteria will follow the
authorizaton. InterQual Coverage Criteria_||nterQual criteria. as is indicated on the orior authorization excel
. . . PRIOR AUTHORIZATION
Auditory osseointegrated device, PG0218 Implantable Bone
L8690 includes all internal and external RPE(IQ%'TRAI‘ELIJ)TH%?:EZ:;—&'\II_ h/?l?gngEEDCg\?é;(A)évE Conduction and Bone-

components

CRITERIA

Anchored Hearing Aids




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Medical Policy Special Instructions - Notes
Insurance Plans Plans
. . . PRIOR AUTHORIZATION
ooy |t devee | prio suthoRzaTn | REQURED- Fowtow | “30718 o fore
re Iacemint ! REQUIRED - INTERQUAL MEDICARE COVERAGE Anchored Hearing Aids
P CRITERIA 9
exernal sound procesaor, used PRIOR AUTHORIZATION. | 515 1 mpjantable Bone
L8692 without osseoinpte ration Ybod HAOLIA Lol 7210l HEG I HSRRIRO Conductiopn and Bone-
. 9 ! Y REQUIRED - INTERQUAL MEDICARE COVERAGE . .
worn — includes headband or other Anchored Hearing Aids
CRITERIA
means of external attachment
ow0r|apary et e | emiom aumomzarion | _emos sutwomzanon [ IO R
» any length, rep REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL POLICY : )
onlv Anchored Hearing Aids
ST | e o | _PRIOR AuTHORZATION | PRoR AUTHORzATION [ PO Vet bt
. X ! i ' | REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL POLICY Y .
hand with sinale or.double Devices
iz |y oSt o sutromzanon | pior auromzation | FYTE Vit b
) o : ' | REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL POLICY vy h
hand. finaer with sinale or double Devices
PGO0170 Prolotherapy;
M0076 Prolotherapy NON-COVERED NON-COVERED PG0043 Experimental [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
. Investiaational Procedures
NEW New}echnology (medical & PRIOR AUTHORIZATION PRIOR AUTHORIZATION
TECHNOLOGY behavioral health procedures, REQUIRED REQUIRED - FOLLOW
diaanostics. durable medical MEDICARE COVERAGE
sgosggglﬂg Intradialytic Parenteral Nutrition PRIOR AUTHORIZATION PRIOR AUTHORIZATION PGO0501 Intradialytic No specific procedure codes
CODES (IDPN) REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL POLICY [ Parenteral Nutrition (IDPN) P P
NURSING Nursing facility intermediate level
FACILITY of care (ILOC) Revenue Code 0191
OUT OF .
NETWORK All Out of Network Services PRIOR AUTHORIZATION PRIOR AUTHORIZATION
SERVICES (Except for ER) REQUIRED REQUIRED
PG0069 Drug Testing;
P2031 Hair analysis (excluding arsenic) NON-COVERED NON-COVERED

PG0043 Experimental
Investiaational Procedures

PROSTHETICS

All orthotics/prosthetics that
exceeds benefit limits initial
purchase only

SEE NOTES

PRIOR AUTHORIZATION
REQUIRED

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

Prior Authorization is required for services in a Medicare certified
Religious Nonmedical Health Care Institutions (RNHCIs).

Q1004

New technology intraocular lens
category 4 as defined in Federal
Reaister notice

NON-COVERED

NON-COVERED

PG0063 Intraocular Lens
Implant

Q1005

New technology intraocular lens
category 5 as defined in Federal
Reaister notice

NON-COVERED

NON-COVERED

PG0063 Intraocular Lens
Implant

Q2041

Axicabtagene ciloleucel, up to 200
million autologous anti-CD19 CAR
positive T cells. includina

Q2041

SEE NOTES

SEE NOTES

PG0460 Chimeric Antigen
Receptor (CAR)-T Cell
Therapy

Medical Policy PG0431 Yescarta™ (axicabtagene ciloleucel) has been
Retired from the Medical Policy Benefit coverage and relocated to the
Pharmacy Benefits coveraae. Please refer to Prescription Drua

Axicabtagene ciloleucel, up to 200
million autologous anti-CD19 CAR
positive T cells. including

PRIOR AUTHORIZATION
REQUIRED - MEDICAL POLICY

PRIOR AUTHORIZATION
REQUIRED - MEDICAL POLICY

PG0460 Chimeric Antigen
Receptor (CAR)-T Cell
Therapy

Procedures Q2041, Q2042, Q2053, Q2054, Q2055, Q2056, S2107
may not be an all-inclusive listing, and C9399 when utilized for a CAR-T
cell therapy. Prior Authorization review and approval is required for

Q2042

Tisagenlecleucel, up to 600 million
CAR-positive viable T cells,
includina leukapheresis and dose

Q2053

PRIOR AUTHORIZATION
REQUIRED - MEDICAL POLICY

PRIOR AUTHORIZATION
REQUIRED - MEDICAL POLICY

PG0460 Chimeric Antigen
Receptor (CAR)-T Cell
Therapy

Procedures Q2041, Q2042, Q2053, Q2054, Q2055, Q2056, S2107
may not be an all-inclusive listing, and C9399 when utilized for a CAR-T
cell therapv. Prior Authorization review and approval is reauired for

Brexucabtagene autoleucel, up to
200 million autologous anti-cd19

car positive viable t cells. includina

PRIOR AUTHORIZATION
REQUIRED - MEDICAL POLICY

PRIOR AUTHORIZATION
REQUIRED - MEDICAL POLICY

PG0460 Chimeric Antigen
Receptor (CAR)-T Cell
Therapy

Procedures Q2041, Q2042, Q2053, Q2054, Q2055, Q2056, S2107
may not be an all-inclusive listing, and C9399 when utilized for a CAR-T

cell therapy. Prior Authorization review and approval is required for




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Medical Policy Special Instructions - Notes
Insurance Plans Plans
Lisocabtagene maraleucel, up to PG0460 Chimeric Antigen [Procedures Q2041, Q2042, Q2053, Q2054, Q2055, Q2056, S2107
Q2054 110 million autologous anti-CD19 IFRIOIR AT AN ORIZATIONS Receptor (CAR)-T Cell  [may not be an all-inclusive listing, and C9399 when utilized for a CAR-T
" : REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL POLICY ) A ) ] ;
CAR-positive viable T cells. Therapy _ cell therapy. Prior Authorization review and approval is required for
o | e O 0 0T pmvom aurhomzaTon | _prioR auTHomzATION | P00 e ATTIRT ot et @ @i @i Qe e s
) g REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL POLICY P Y é /€ Isting, & ! !
_maturation antiaen (bcma) Thgraoy _ cell therapv. Prior Authorization review and approval is reauired for
C|ItacabF§gene autoleucel, up to PRIOR AUTHORIZATION PRIOR AUTHORIZATION PG0460 Chimeric Antigen |Procedures Q204§L, Q2942’.Q.2053’ Q2054, Q2055, Q?OSG, S2107
Q2056 100 million autologous B-cell Receptor (CAR)-T Cell  [may not be an all-inclusive listing, and C9399 when utilized for a CAR-T
. . REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL POLICY ) A ) - ;
maturation antiaen (BCMA) Therapy cell therapy. Prior Authorization review and approval is required for
PRIOR AUTHORIZATION . .
Q4100 Skin substitute, nos HAOLIA Lol 7210l HEG I HSRRIRO PG(i‘,zk?r? aBr;(()je‘Pigs:j: red
! REQUIRED - INTERQUAL MEDICARE COVERAGE Substitutes
CRITERIA
REHAB Rehabilitation admissions PRIOR AUTHORIZATION PRIOR AUTHORIZATION
ADMISSIONS REQUIRED REQUIRED
Effective 04/01/2024, Paramount | Effective 04/01/2024, Paramount
S-Codes HCPCS S-Codes will no longer accept S-codes, for | will no longer accept S-codes, for
all product lines. all product lines.
SKILLED PRIOR AUTHORIZATION PRIOR AUTHORIZATION
NURSING Skilled nursing facility
FACILITY . - . REQUIRED REQUIRED
71000 p”"a::g”ty/'l?denpe”ddem :‘“'155"‘9 PRIOR AUTHORIZATION PRIOR AUTHORIZATION
service(s) licensed, up to REQUIRED REQUIRED
minutes
T1001 Nursing assessment. evaluation PRIOR AUTHORIZATION PRIOR AUTHORIZATION
¢ ’ REQUIRED REQUIRED
TRANSPLANT | Transplant prior authorization and PRIOR AUTHORIZATION PRIOR AUTHORIZATION PGO:% Trirj”;pr!a”;g”or Iiz"n”s’)'t?”; prfcrid“resrr:”dlut‘:er:] hﬁa:t"alnf]p'ar:ti "‘gf' :rinsgla:ts’l ot
notification REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL POLICY uthorization a Idneéy transplants, corneal transpiants, lung or double lung transpiants,
Not|f|c§t|on smultaneous pancreas and k|dr}ev transplants, intestine transplants
PROCEDURE |  Unisted procedure codes PRIOR AUTHORIZATION || PRIORAUTHORIZATION | 020ee e o | ot he senice o fom being il
P REQUIRED - MEDICAL POLICY | REQUIRED - MEDICAL POLICY P P ; "~ A . g bifed.
CODES Codes Paramount reauires that additional information accompany claims for
PRIOR AUTHORIZATION
V2520 Contact lens, hydrophilic, PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0403 Therapeutic
spherical, per lens REQUIRED - MEDICAL POLICY MEDICARE COVERAGE Contact Lenses
CRITERIA
PRIOR AUTHORIZATION
V2521 Contact lens, hydrophilic, toric, or PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0403 Therapeutic
prism ballast, per lens REQUIRED - MEDICAL POLICY MEDICARE COVERAGE Contact Lenses
CRITERIA
PRIOR AUTHORIZATION
V2522 Contact lens, hydrophilic, bifocal, PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0403 Therapeutic
per lens REQUIRED - MEDICAL POLICY MEDICARE COVERAGE Contact Lenses
CRITERIA
PRIOR AUTHORIZATION
V2523 Contact lens, hydrophilic, extended PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0403 Therapeutic
wear, per lens REQUIRED - MEDICAL POLICY MEDICARE COVERAGE Contact Lenses
CRITERIA
PRIOR AUTHORIZATION
V2530 Contact lens, scleral, gas PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0403 Therapeutic

impermeable, per lens

REQUIRED - MEDICAL POLICY

MEDICARE COVERAGE
CRITERIA

Contact Lenses




Paramount Commercial

Elite (Medicare Advantage)

Codes Code Description Medical Policy Special Instructions - Notes
Insurance Plans Plans
PRIOR AUTHORIZATION
V2531 Contact lens, scleral, gas PRIOR AUTHORIZATION REQUIRED - FOLLOW PG0403 Therapeutic
permeable, per lens REQUIRED - MEDICAL POLICY MEDICARE COVERAGE Contact Lenses
CRITERIA
V2787 Ast|gmat|§m correcting function of NON-COVERED NON-COVERED PGO0063 Intraocular Lens
intraocular lens Implant
V2788 Presbyop|a correcting function of NON-COVERED NON-COVERED PGO0063 Intraocular Lens
intraocular lens Implant
The hearing aid products, dispensing fees, and repairs are covered
V5130 In ear binaural hearing aid SEE NOTES SEE NOTES PGO0141 Hearing Aids  |under the hearing aid rider benefit. These are covered based on the
member’s benefit coveraae for a specific product line or provider aroup.
The hearing aid products, dispensing fees, and repairs are covered
V5140 Behind ear binaur hearing aid SEE NOTES SEE NOTES PG0141 Hearing Aids  |under the hearing aid rider benefit. These are covered based on the
member’s benefit coveraae for a specific product line or provider aroup.
The hearing aid products, dispensing fees, and repairs are covered
V5150 Binaural, glasses SEE NOTES SEE NOTES PG0141 Hearing Aids  |under the hearing aid rider benefit. These are covered based on the
member’s benefit coveraae for a specific product line or provider aroup.
The hearing aid products, dispensing fees, and repairs are covered
V5160 Dispensing fee, binaural SEE NOTES SEE NOTES PGO0141 Hearing Aids  |under the hearing aid rider benefit. These are covered based on the
member’s benefit coveraae for a specific product line or provider aroup.
Hearing aid, contralateral routing ) ] The hearing a|q produgts, dlspen§|ng fees, and repairs are covered
V5211 " SEE NOTES SEE NOTES PG0141 Hearing Aids  |under the hearing aid rider benefit. These are covered based on the
system binaural, ITE/ITE , . e A .
member’s benefit coveraae for a specific product line or provider aroup.
Hearing aid, contralateral routing ) ) The hearing a|q produgts, d|spen§|ng fees, and repairs are covered
V5212 . SEE NOTES SEE NOTES PG0141 Hearing Aids  |under the hearing aid rider benefit. These are covered based on the
system binaural, ITE/ITC N A o " .
member’s benefit coveraae for a specific product line or provider aroup.
Hearing aid, contralateral routing ] ) The hearing a|q produgts, dlspen§|ng fees, and repairs are covered
V5213 . SEE NOTES SEE NOTES PG0141 Hearing Aids  |under the hearing aid rider benefit. These are covered based on the
system binaural, ITE/BTE , A e ’ .
member’s benefit coveraae for a specific product line or provider aroup.
Hearing aid, contralateral routing ) ) The hearing au_j pro_duc_ts, dlspen_smg fees, and repairs are covered
V5214 - SEE NOTES SEE NOTES PGO0141 Hearing Aids  |under the hearing aid rider benefit. These are covered based on the
system binaural, ITC/ITC , A i A -
member’s benefit coverage for a specific product line or provider aroup.
Hearing aid, contralateral routing ] ) The hearing a|q produgts, dlspen§|ng fees, and repairs are covered
V5215 " SEE NOTES SEE NOTES PG0141 Hearing Aids  |under the hearing aid rider benefit. These are covered based on the
system binaural, ITC/BTE , A e ’ .
member’s benefit coveraae for a specific product line or provider aroup.
Hearing aid, contralateral routing ) ) The hearing au_j pro_duc_ts, dlspen_smg fees, and repairs are covered
V5221 y SEE NOTES SEE NOTES PG0141 Hearing Aids  |under the hearing aid rider benefit. These are covered based on the
system binaural, BTE/BTE § A i " .
member’s benefit coverage for a specific product line or provider group.
The hearing aid products, dispensing fees, and repairs are covered
V5230 Hearing aid, BICROS, glasses SEE NOTES SEE NOTES PG0141 Hearing Aids  |under the hearing aid rider benefit. These are covered based on the
member’s benefit coveraae for a specific product line or provider aroup.
The hearing aid products, dispensing fees, and repairs are covered
V5240 Dispensing fee, BICROS SEE NOTES SEE NOTES PG0141 Hearing Aids  |under the hearing aid rider benefit. These are covered based on the
member’s benefit coverage for a specific product line or provider aroup.
The hearing aid products, dispensing fees, and repairs are covered
V5252 Hearing aid, prog, binaural, ITE SEE NOTES SEE NOTES PG0141 Hearing Aids  |under the hearing aid rider benefit. These are covered based on the
member’s benefit coveraae for a specific product line or provider aroup.
The hearing aid products, dispensing fees, and repairs are covered
V5253 Hearing aid, prog, binaural, BTE SEE NOTES SEE NOTES PG0141 Hearing Aids  |under the hearing aid rider benefit. These are covered based on the
member’s benefit coverage for a specific product line or provider aroup.
The hearing aid products, dispensing fees, and repairs are covered
V5260 Hearing aid, digital, binaural, ITE SEE NOTES SEE NOTES PG0141 Hearing Aids  |under the hearing aid rider benefit. These are covered based on the
member’s benefit coveraae for a specific product line or provider aroup.
The hearing aid products, dispensing fees, and repairs are covered
V5261 Hearing aid, digital, binaural, BTE SEE NOTES SEE NOTES PG0141 Hearing Aids  |under the hearing aid rider benefit. These are covered based on the

member’s benefit coverage for a specific product line or provider aroup.




Paramount Commercial Elite (Medicare Advantage)

Codes Code Description Medical Policy Special Instructions - Notes
Insurance Plans Plans
Assistive listening device, for use PG0043 Experimental
V5273 . 9 . ’ NON-COVERED NON-COVERED Investigational Procedures [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
with cochlear implant Services
Hearing aid. not otherwise The hearing aid products, dispensing fees, and repairs are covered
V5298 g aid, SEE NOTES SEE NOTES PG0141 Hearing Aids  |under the hearing aid rider benefit. These are covered based on the

classified y ) o . .
member’s benefit coveraae for a specific product line or provider aroup.

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

Abbott Vascular Absorb GT1 PG0043 Experimental

. . NON-COVERED NON-COVERED Investigational Procedures [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
cardiac bio absorbable stent .
Services
PG0362 Biomarker and
Avise PG and Avise MTX NON-COVERED NON-COVERED Disease Activity Testing for[NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
Rheumatoid Arthritis:
Amniotic Fluid and/or Placental PG0043 Experimental
Tissue Biological Injections NON-COVERED NON-COVERED Investigational Procedures [INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
Manipulated amniotic and/or Services
Annulus fibrosus repair following PGQO4$ Experimental
spinal surgery NON-COVERED NON-COVERED Invest|gat|ona_l Procedures [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
Services
PG0043 Experimental
Arup IBD NON-COVERED NON-COVERED Investigational Procedures [INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
Services
Left Atrial Appendage (LAA) PG0043 Experimental
Closure devices: to Reduce the NON-COVERED NON-COVERED Investigational Procedures [INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
Risk of Stroke Services
Autologous fat grafting for any foot PG0043 Experimental
E NON-COVERED NON-COVERED Investigational Procedures [INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
or thyroid procedures )
Services
Autologous fat transplant with the PG0043 Experimental
) . NON-COVERED NON-COVERED Investigational Procedures |[NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
use of adipose-derived stems cell Services
PG0203 Bio-Engineered

Bio-Engineered Skin and Soft
Tissues Substitutes

Bio-Engineered Skin and Soft Tissues Substitutes, refer to PG0203 for

SEEONES SEENCIES Skin and Soft Tissue list of those products that are covered or non-covered

Substitutes (Excludina Skin

PG0043 Experimental

Bioimpedance spectroscopy (BIS) NON-COVERED NON-COVERED Investigational Procedures [INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
Services
Bone Marrow Aspiration and PG0043 Experimental
Platelet Rich Plasma with ankle NON-COVERED NON-COVERED Investigational Procedures [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
ioint procedures Services
Bone Marrow Aspiration then PG0043 Experimental
P NON-COVERED NON-COVERED Investigational Procedures [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
injection of concentrate (BMAC) Services
PG0043 Experimental
Bronchial thermoplasty NON-COVERED NON-COVERED Investigational Procedures [INON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
Services
PG0043 Experimental
C-11 Choline PET scan NON-COVERED NON-COVERED Investigational Procedures [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
Services
PG0377 Pulmonary Artery
CardioMEMS HF System NON-COVERED NON-COVERED Pressure Monitoring NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

(CardioMEMS): PG0043

PG0043 Experimental
Cartiform NON-COVERED NON-COVERED Investigational Procedures [NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL
Services




Codes

Code Description

Paramount Commercial
Insurance Plans

Elite (Medicare Advantage)
Plans

Medical Policy

Special Instructions - Notes

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

NON-COVERED

NON-COVERED

PG0384 Drug Eluting
Devices for Use Following
Endoscopic Sinus Surgery:

Ceribell EEG System (Ceribell Inc.)

NON-COVERED

NON-COVERED

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

PG0043 Experimental
Investigational Procedures
Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

Chiropractic or diagnostic
procedures
oActive release technique

NON-COVERED

NON-COVERED

PG0150 Chiropractic
Services & Spinal
Manipulation: PG0043

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

CyPass Micro-Stent (FDA
removed from the market)

NON-COVERED

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

Dry Needling
olrigger Point Injections with the
drv needlina techniaque

NON-COVERED - see above
20560 & 20561

See above 20560 &20561

PG0465 Dry Needling-
Archived (refer to PG0382);
PG0382 Acupuncture:

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

Edison System for Histotripsy of
Renal Tumors

NON-COVERED

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

Electrical Nerve Stimulators —
experimental/investigational, not
an all-inclusive listina:

NON-COVERED

NON-COVERED

PG0244 Electrical Nerve
Stimulators; PG0043
Experimental

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

dNerva Lung Denervation System

NON-COVERED

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

D-POEM

NON-COVERED

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services

The Company has determined that the following peroral endoscopic
myotomy (POEM) procedures are considered investigational and not
eligible for reimbursement: « Diverticular peroral endoscopic mvotomy

Dual x-ray for preventive screen of
vertebral fracture

NON-COVERED

NON-COVERED

PG0043 Experimental
Investigational Procedures

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

Services
Extracorporeal Magnetic PG0094 Biofeedback and
Stimulation for Treatment of NON-COVERED NON-COVERED Neurofeedback; NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

Urinarv Incontinence

PG0497 Urinary

Eustachian tube dilation procedure
o8iinus stents or drug-eluting
implants

NON-COVERED

NON-COVERED

PG0423 Eustachian Tube
Dysfunction Treatment;
PG0043 Experimental

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

Fecal Analysis in the diagnosis of
Intestinal Dysbiosis
oBecal analvsis of the following

NON-COVERED

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL




Codes

Code Description

Paramount Commercial
Insurance Plans

Elite (Medicare Advantage)
Plans

Medical Policy

Special Instructions - Notes

GENETPTOTEl EXpressIon profimg

for Breast Cancer: the following
are noncovered, not an all-
inclusive listing: - BBDRisk Dx,
BluePrint™ Molecular Subtyping
Profile, Breast Cancer Gene
Expression Ratio (also known as
Theros H/I, BreastOncPX,
BreastPRS, Combimatrix™ Breast
Cancer Profile, DCISionRT,
eXagen, Invasiveness Signature,
Insight® DX Breast Cancer Profile,
Mammostrat, MapQuant Dx,
NexCourse® Breast IHC4,
NuvoSelect™ eRx 200-Gene
Assa, PAM50 Breast Cancer
Intrinsic Classifier, PreludeDx™'s
DCISionRT® Test, Randox Assay,
Rotterdam Signature 76-Panel,
SYMPHONY™ Genomic Breast

Cannar Drafila TarnatDrint

NON-COVERED

NON-COVERED

PG0041 Genetic Testing
and Genetic Counseling

Glenoid resurfacing

NON-COVERED

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

Guardant Reveal

NON-COVERED

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services

Circulating tumor DNA (ctDNA) (also referred to as a liquid biopsy) for -
Minimal residual disease (MRD) assessment and monitoring (e.g.,
Guardant Reveal) in breast. colorectal. and luna cancers. Minimal

Hearing In Noise Test — HINT, also
known as Speech in Noise — SIN
(OuickSIN) [92700]

NON-COVERED

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

HERmark Assay

NON-COVERED

PRIOR AUTHORIZATION
REQUIRED - FOLLOW
MEDICARE COVERAGE
CRITERIA

High speed laryngoscopy

NON-COVERED

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

Hummingbird Tympanostomy
Tube System

NON-COVERED

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

Icast stent

NON-COVERED

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

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

See Notes

See Notes

Intraoperative Visual
evoked potentials (VEP)
and SEMG monitoring (eg,
EPAD 2), Intraoperative
monitoring of motor-evoked
potentials, Intraoperative
SEMG monitoring (eg,
EPAD 2.0)

Intraoperative Visual evoked potentials (VEP) and SEMG monitoring
(eg, EPAD 2) is NOT eligible under the Plan for intraoperative VEP
monitoring for any indications. This is considered
experimental/investigational as it is not identified as widely used and
generally accepted for the proposed use as reported in nationally
recognized peer-reviewed medical literature published in the English
language. Intraoperative monitoring of motor-evoked potentials using
transcranial magnetic stimulation is considered
experimental/investigational and therefore, noncovered because the
safety and/ or effectiveness of this service cannot be established by the
available peer-reviewed literature. Intraoperative SEMG monitoring (eg,
EPAD 2.0) is considered experimental/investigational as it is not
identified as widely used and generally accepted.




Codes

Code Description

Paramount Commercial

Insurance Plans

Elite (Medicare Advantage)

Plans

Medical Policy

Special Instructions - Notes

Ketamine for Treatment of
Psychiatric Disorders and Pain
Manaaement

NON-COVERED

NON-COVERED

PG0409 Ketamine for
Treatment of Psychiatric
Disorders and Pain

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

miraDry

NON-COVERED

NON-COVERED

PG0466 Hyperhidrosis
Treatment (excluding
botox): PG0043

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

Ketostrips/Ketogenic diet

NON-COVERED

NON-COVERED

PGO0043 Experimental
Investigational Procedures
Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

Lenire Device (Neuromod Devices
Ltd.) for Tinnitus

NON-COVERED

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

Night Balance Sleep Position
trainer (used with sleep Apnea)

NON-COVERED

NON-COVERED

PG0247 Management of
Obstructive Sleep Apnea;
PG0043 Experimental

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

Non-Medical IV Hydration Therapy
Services outside of Standard
Medical Practice are non-Covered.

NON-COVERED

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

NTX100 Tonic Motor Activation
(TOMAC) System

NON-COVERED

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

Obstructive Sleep Apnea Devices:
not all-inclusive
oOral Pressure Therapv (OPT)

NON-COVERED

NON-COVERED

PG0247 Management of
Obstructive Sleep Apnea;
PG0043 Experimental

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

Percutaneous discectomy and
decompression procedures for
treatina discogenic pain

NON-COVERED

NON-COVERED

PG0026 Discogenic Pain
Treatment; PG0043
Experimental

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

Peripheral nerve stimulation using
the ReActiv8 Implantable
Neurostimulation Svstem and the

NON-COVERED

NON-COVERED

PG0406 Implantable
Peripheral Nerve
Stimulation: PG0043

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

Peristeen Anal Irrigation System
(A4459)

COVERED

NON-COVERED

PGO0413 Peristeen Anal
Irrigation System; PG0043
Experimental

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

Permanently implantable aortic
counter-pulsation ventricular assist
systems

NON-COVERED

NON-COVERED

PGUUTU VENUICUIAl ASSIST
Devices,Archived 07/01/24;
PG0043 Experimental
Investigational Procedures

Cowniina

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

Prescription Digital Therapeutics
(PDTs) Health Products

NON-COVERED

NON-COVERED

PG0506 Prescription Digital
Therapeutics (PDTs)
Health Products

NUN-COVERED - CAPERIVIENTAL, TNVESTTGATIUONAL. TTTE
following use of a digital health product in the treatment or prevention of
any health condition is considered
experimental/investigational/unproven, this is not an all-inclusive listing:

DlinCtar Dy Noavvine Ny A Nove Codanvne Dy O Linin AT

Pro2cool

NON-COVERED

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

Progenitor Cell Therapy for the
Treatment of Damaged
Mvocardium (CardiAMP)

NON-COVERED

NON-COVERED

PG0513 Progenitor Cell
Therapy for the Treatment
of Damaaed Mvocardium:

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

Prometheus nswer ADA — Serum
adalimumab levels and antibodies
(Serum adalimumab (ADA) levels

NON-COVERED

NON-COVERED

PG0341 Measurement of
Serum Antibodies to
Infliximab. Adalimumab, &

Prometheus nswer IFX — Serum
infliximab levels and antibodies
(Serum infliximab (IFX) levels and

NON-COVERED

NON-COVERED

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

PG0341 Measurement of
Serum Antibodies to
Infliximab. Adalimumab. &

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

Prometheus nswer UST — Serum
ustekinumab levels and antibodies
(Serum ustekinumab (UST) and

NON-COVERED

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

Prometheus nswer VDZ — Serum
vedolizumab levels and antibodies
(Serum drua concentration and

NON-COVERED

NON-COVERED

PG0341 Measurement of
Serum Antibodies to
Infliximab. Adalimumab. &

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL




Codes

Code Description

Paramount Commercial
Insurance Plans

Elite (Medicare Advantage)
Plans

Medical Policy

Special Instructions - Notes

Pulse Radiofrequency Ablation
oNoncovered — pulsed
radiofrequency denervation. laser

NON-COVERED

NON-COVERED

PG0361 Alternative
Radiofrequency Methods of
Denervation: PG0043

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

PrismRA
oMolecular signature test to
predict response to TNFi therapies

NON-COVERED

NON-COVERED

PG0362 Biomarker and
Disease Activity Testing
for Rheumatoid Arthritis:

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

Prometheus Celiac PLUS panel
(serology plus genetics)

NON-COVERED

NON-COVERED

PGO0043 Experimental
Investigational Procedures
Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

Prometheus FIBROSpect HCV is
considered E/I for everything
except Hepatitis C

NON-COVERED

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

Prometheus IBD

NON-COVERED

NON-COVERED

PGO0043 Experimental
Investigational Procedures
Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

Prometheus Monitr Crohn’s
Disease

NON-COVERED

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

Quantitative Pupillography

NON-COVERED

NON-COVERED

PG0319 Quantitative
Pupillometry/Pupillography;
PG0043 Experimental

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

Radiofrequency ablation with
genicular nerve block for pain —
Coolief.

NON-COVERED

NON-COVERED

PG0361 Alternative
Radiofrequency Methods of
Denervation: PG0043

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

Radiofrequency ablation of
microcystic lymphatic malformation
in the oral cavity

NON-COVERED

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

Rebuilder Medical

NON-COVERED

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

Scrambler therapy

NON-COVERED

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

Serum antibodies to and
measurement of serum levels
using nswer™ or DoseAssure™

NON-COVERED

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

Somatic therapy

NON-COVERED

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

Spaceoar gel is considered
experimental/investigational for
everything except members

NON-COVERED

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

Sphenopalatine Ganglion Block

NON-COVERED

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

Spinal Lysis of Adhesion

NON-COVERED

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

Subacromial Spacers — saline-filled
balloon for the shoulder to treat
irreparably torn rotator cuff

NON-COVERED

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

Thread trigger finger release
(TTFR)

NON-COVERED

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

Topaz Coblation

NON-COVERED

NON-COVERED

PG0043 Experimental
Investigational Procedures

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

Services
Transanal radiofrequency therapy PG0057 Transanal
for the treatment of fecal NON-COVERED NON-COVERED Radiofrequency Therapy; |NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

incontinence (e.q.. Secca

PG0043 Experimental




Codes

Code Description

Paramount Commercial
Insurance Plans

Elite (Medicare Advantage)
Plans

Medical Policy

Special Instructions - Notes

Transoral Incisionless
Fundoplication (TIF) — EsophyX
TIF 2.0 device

NON-COVERED

NON-COVERED

PG0166 Endoscopic
Therapies for
Gastroesophaaeal Reflux

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

Transrectal Ultrasound is
considered experimental when
usina for a screenina test

NON-COVERED

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

Tula lontophoresis System

NON-COVERED

NON-COVERED

PGO0043 Experimental
Investigational Procedures
Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

TYRX antibacterial envelope for
neurological and cardiac implants

NON-COVERED

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

Vasectomy
*The following vasectomy and post|
vasectomv procedures (not an all-

NON-COVERED

NON-COVERED

PG0288 Vasectomy
Procedures; PG0043
Experimental

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

Vertebral Axial Decompression
Therapy
097039-Unlisted modalitv [when

NON-COVERED

NON-COVERED

PGO0036 Vertebral Axial
Decompression
Therapv.Archived 080124:

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL. Vertebral
axial decompression devices (e.g., VAX-D®, Accu-SPINA System, etc.)
are computer-controlled tables that applv distractive tension alona the

Vestibular Autorotation Test (VAT)

NON-COVERED

NON-COVERED

PG0323 Vestibular
Function Testing

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL - Vestibular
autorotation test (VAT) is considered not medically necessary and
experimental/investiaational for the diaanosis of individuals with

Vibrant Capsule System

NON-COVERED

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

Virtual colonoscopy using MRI
oParamount considers virtual
colonoscopy usina MRI (76498)

NON-COVERED

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

Woven EndoBridge (WEB)
Aneurysm Embolization System

NON-COVERED

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

Z-POEM

NON-COVERED

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services

The Company has determined that the following peroral endoscopic
myotomy (POEM) procedures are considered investigational and not
eliaible for reimbursement: « Diverticular peroral endoscopic mvotomy

Zoll Heart Failure Management
System (HFMS)

NON-COVERED

NON-COVERED

PG0043 Experimental
Investigational Procedures
Services

NON-COVERED - EXPERIMENTAL, INVESTIGATIONAL

Spreadsheet Change History (initiated 10/7/2020)

10/07/2020: Corrected/Updated HPV Vaccine Gardasil, to match the updated (11/25/2019) Medical Policy PG0092 - Coverage ages 9-45 do not require a prior authorization. Prior authorization required for age under

9 and over age 45.

10/19/2020: Add procedure code 64451 to Medical Policy PG0345 Interventional Pain Management Injections: Sacroiliac, Epidural Steroid, Facet and Trigger Point. Procedure 64451 does not require a prior

authorization.

[03/0172021: Updated Nine 85, indicated that the dental treatment for a member OVer the age of 6, for medical anesthesia In the outpatient setting, requires a prior authorization. The CPT code requiring the Prior
Authorization is the unlisted procedure 41899. Added new prior authorization requirement - Effective April 1st, 2021, Prior Authorization is required for the following procedure codes: L5301, L5321, L5647, L5649,
L5651, L5673, L5700, L5950, L5980, L5981, L5986, and L5987. All product lines-PG0489 Lower Limb Prostheses

04/11/2021: Corrected/Updated procedure on line 153, from 51552 to 81552. Procedure 81210 does not require a prior authorization for all product lines=removed procedure 81210 from line 58 PG0298, line 129
PG0302 and line 138 PG0041.

5/25/2021 Added procedure A9513-PG0495 Lutathera (Lutetium Lu 177 Dotatate). Added procedures Ozurdex J7312, Retisert J7311, Yutiq J7314, Dextenza J1096, and lluvien J7313-PG0495 Intravitreal and
Punctum Corticosteroid Implants. Added procedures 22867, 22868, 22869, 22870, C1821 for PG0213 INTERSPINOUS and INTERLAMINAR STABILIZATION/DISTRACTION DEVICES (SPACERS) requiring prior
lauthorization far all nroduct lines




Paramount Commercial Elite (Medicare Advantage)

Caes CaEe PEsEIen Insurance Plans Plans

Medical Policy Special Instructions - Notes

6/3/2021 Added the active CPT procedure codes (removed the deleted CPT codes) for medical policy PG0333 Ambulatory Electroencephalography Monitoring (EEG).

7/1/2021 Per Behavior Health review and determination, Effective 7/1/2021 Intensive Outpatient Admissions do not require a prior authorization. Also added to that procedures 21141, 21142, 21143, 21145, 21146,
21147, 21193, 21194, 21195, 21196, 21198, 21199, 21685 are addressed in MP PG0056 Surgical Treatments for Obstructive Sleep Apnea (OSA) along with MP PG0226 Orthognathic Surgery (line #82). Also PG0026
Chanae title name from Minimallv Invasive Treatment of Back and Neck Pain to Discoaenic Pain Treatment-addressed nrocedure codes on excel snreadsheet And added PG0310 PEFRCUTANFOUS OR MINIMAILY

71612021 Clarified that Medical Policy PG0235 Gastric Electrical Stimulation (GES), that procedures 43647, 43648, 43881, 43882 require a prior authorization. The additional procedure codes that were listed (43647,
43648, 43881, 43882, 64590, 64595, 95980, 95981, 95982, C1767, C1778, E0765, L8680, L8688) were for reference only to the medical policy.

7/20/2021 Medical Policy PG0191 Transurethral & Transvaginal Radiofrequency for Urinary Incontinence has been Archived. Documentation/criteria incorporated into a new medical policy PG0497 Urinary
Incontinence/Voiding Dysfunction Treatments and Devices

871772021 Added Medical Policy PGUZI5 Phneumatic Compression DevIces and Supplies, Effective 107172021 procedure EU652 required PA for HMO, PPO, Individual Marketplace, Elite/ProMedica Medicare Plan.
Additionally, changed MP PG0218 title from Bone-Anchored Hearing Aid (BAHA) to Implantable Bone Conduction and Bone-Anchored Hearing Aids. Also, added Medical Policy PG0428 Myoelectric Upper
Extremity Prosthetic Devices, Effective 10/1/2021 procedures L6026, L6611, L6646, L6648, L6715, L6880, L6881, L6882, L6920, L6925, L6930, L6935, L6940, L6945, L6950, L6955, L6960, L6965, L6970, L6975, L7007,

9/23/2021: Added Medical Policy PG0460 Chimeric Antigen Receptor (CAR)-T Cell Therapy, procedures Q2041, Q2053, Q2053, S2107, C9073, C9076, to the PA excel spreadsheet.

9/27/2021: Corrected the code listing under Medical Policy PG0463, procedure 22630 listed twice and procedure 22633 missing.

9/27/2021: Updated PG0482 and PG0487 with effective date 11/1/2021 prior authorizations changes

10/05/2021: « Per the ODM mandate; “ODM fee-for-service does not have prior authorization requirements for oxygen DME items except for E0439 (liquid oxygen). Please be advised that, for ODM FFS, in
emergency situations, providers can submit or retain the requisite medical necessity documentation to support post payment reviews after the fact. For members in ambulatory settings, prior authorization
requirements for oxvaen should he waived in accordance with the directive given in the attached mema Remaovina administrative barriers is essential in the current state due ta canacitv constraints and COVID

11/01/2021: Updated PA codes on Medical Policy PG0104-Cosmetic and Reconstructive Surgery for Prior Authorization coverage details. Advantage - Procedures 15773, 15774, 15876, 15878, & 15879, require a
prior authorization. And Added BLOOD-BASED BIOMARKER TEST-COLORECTAL CANCER SCREENING, procedure G0327

11/04/2021: Per request from Utilization only the CT (PG0482) and MRI (PG0487) codes that require a prior authorization as of 11/01/2021 are to be listed on the prior authorization excel spreadsheet

11/09/2021: Corrected the updated prior authorization coverage for HPV screening, PG0369. 87623, 87624, 87625, G0476 for ages under 21. AND 87623, 87624, 87625, G0476 for ages 21-29 and over age 65 only
when the cervical cytology screening test results do not report as ASC-US or LSIL.

11/09/2021: Updated PG0395 Leadless Pacemaker medical policy procedure codes by removing the deleted codes and only allowing the codes that need prior authorized to remain. Additionally, added medical
policy PG0460 Platelet Rich Plasma with the Elite prior authorization for procedure G0460.

12/09/2021: Added newly created medical policy PG0500 Liquid Biopsy and the related codes that require a prior authorization 86152, 86153, 0091U, 0179U, 0229U, 0239U, 0242U

TUpdated PA Spreadsheet for medical policy PGOI4T Hearing Alds with the codes that require a prior authorization for the Advantage product line, covered binaural hearing aids & related supplies
require a prior authorization, updates Effective 7/1/2021. codes v5014, v5030, v5040, v5060, v5070, v5080, v5170, v5180, v5190, v5200, v5210, v5220, v5264, v5266, v5267 do not require a prior authorization.
procedures v5130, v5140, v5150, v5160, v5211, v5212, v5213, v5214, v5215, v5221, v5230, v5240, v5252, v5253, v5260, v5261, v5298 require a prior authorization

12/13/2021: Updated PA Spreadsheet to indicated medical policy PG0501 Intradialytic Parenteral Nutrition (IDPN) requires a pre-approval/prior authorization

01/06/2022: Removed the unlisted procedure code E1399 for the procedure code listing under Airway Clearance Devices, per Utilization Brandon Urso direction. Added verbiage regarding the unlisted procedure
code Medical Policy. Also, updated the Genetic codes under MP PG0041, listing only the codes that require a prior authorization (not the noncovered codes or the codes that do not require a prior authorization),
and added anv needed 2022 new codes

01/11/2022: Updated the PA spreadsheet to indicate the change in coverage of procedure 0037U from noncoverage for the HMO, PPO and Advantage products to now allowing coverage with a prior authorization.
Medical Policies PG0438 Molecular Profiling (Somatic Testing) Panels for Solid Cancer Tumors and Hematologic Malignancies and PG0041 Genetic Testing. And clarified the coverage for procedures 0022U and
81455

01/19/2022: Added HIGH-INTENSITY FOCUSED ULTRASOUND (HIFU) requires a prior authorization for the Elite/ProMedica Medicare Plan. Added Assertive Community Therapy, HO039 & H0040 require a prior
authorization for all product lines.

02/04/2022: Added procedure S9432 as require a prior authorization effective 4/1/2022, for all product lines.
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02/11/2022:Effective 1/1/2022 ODM FFS Appendix DD supports coverage for the Advantage Product line, procedures 90867, 90868, 90869.

03/14/2022: Added missing procedure E2373, PG0284.

3722712022 Added genetic codes U0I6M and 0244U to the prior authorization code listing. Added procedure 43497, Peroral endoscopic myotomy (POEM), To the PA requirement, effective 5/172022. Added PA
requirement changes to the CAR-T Cell Therapy, updated to present active codes. Procedures Q2041, Q2042, Q2053, Q2054, Q2054, Q2055, S2107 may not be an all-inclusive listing, and C9399 when utilized for a

CAR-T cell therapy
TDocumented the removal 0 ntravitreal and Punctum Corticosterord Implants m the medical process. NOw the review process will be through Magellan-with pharmacy follow-through,

effective 5/11/2022. Added end-date 12/31/2021 PA and coverage for procedure G0460 for the Elite/ProMedica Medicare Plan and added PA requirement for the new 2022 procedure G0465 effective 1/1/2022 for the
Elite/ProMedica Medicare Plan. Added the Home Health codes requiring a prior authroization-G0151, G0152, G0153, G0155, G0156, G0299, G0300, T1000, T1001, and 0023 Rev Code. Effective 6/1/2022 No Prior

05/23/2022: Added that Prior Authorization is required for services in a Medicare certified Religious Nonmedical Health Care Institutions (RNHCIs), PG0490

6/14/2022: Effective 8/1/2022 procedure 28890 went from requiring a prior authorization for all product lines to only being covered for the Advantage product with a prior authorization. Effective 7/1/2021 ODM
indicated that procedure 0275T is covered, per PG0026 prior authorization is required.

6/21/2022: Effective 8/1/2022 procedures 0424T, 0425T, 0426T, 0427T, 0431T require a prior authorization

7/14/2022: Added the Prior Authorization required for more than two Home Sleep Study tests, PG0207

7/19/2022: Effective 7/1/2022 no prior authorization/notification required for Clinical Trials, PG0446

08/08/2022: Added procedures 0326U, 0334U, 0340U -All product lines and 0345U-Elite/ProMedica Medicare Plan, to the Genetic Testing prior authorization required.

09/15/2022. Added to the Acupuncture medical policy documentation, indicating to reference the medical policy for the diagnosis codes that support coverage.

9/20/2022. Effective 10/1/2022 procedure 43210 will now not require a PA for the Elite/ProMedica Medicare Plan product lines and procedure 43210 will now be covered for the Commercial product lines without a
PA.

9/23/2022: Added Effective 12/01/2022 procedures A4238 and E2102 require a prior authorization, for the Commercial product lines.

10/06/2022: Added Effective 11/01/2022 procedures 64628 & 64629 require a prior authorization. Coverage went from non-coverage to covered with a prior authorization, for all product lines.

10/18/2022: Added that procedure 81539 is now covered with a prior authorization for the Commercial product line. Also added the documentation, 2/1/2022, when procedure 81539 was covered for the
Elite/ProMedica Medicare Plan product lines

01/01/2023: Removed deleted procedure 0099T, PG0174 Intrastromal Corneal Ring segments (INTACS) updated

01/24/2023: Clarified Medicare Advantage Plans coverage for blood glucose monitors and testing supplies effective 01/01/2023, referring to Medical Policy PG0155

01/25/2023: Added Effective 04/01/2023 procedures A4239 and E2103 require a prior authorization, for the Paramount Commercial product lines, PG0177. Removed the prior authorization indication for Partial
Hospitalization for the HMO/Individual Marketplace, PPO/CDHP and Elite/ProMedica Medicare Plan product lines, per Behavioral Health dept.

01/27/2023: Added procedure codes 69716, 69719, 69729 and 69730 to the prior authorization coverage for PG0218 Implantable Bone Conduction and Bone-Anchored Hearing Aids, and Effective 01/01/2023 CMS
has indicated procedure 69710 as reimbursement Status N-noncovered

01/31/2023: Added procedure codes 81418, 81441, 81449, 81451, 81456 to the Genetic Testing, PG0041 prior authorization list
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03/20/2023: Medical Policy PG0394 archived and combined with Medical Policy PG0028. New Medical Policy title - Wireless Capsule Endoscopy & Gastrointestinal Motility Monitoring System. Effective 5/1/2023
procedure 91112 is noncovered and procedure 91113 requires a prior authorization

03/30/2023: Added documentation to the Prior Authorization indicated for medical policy PG0375 Molecular Cytogenetic Testing ="...except when used for Hematology/Oncology indications, see medical policy for
diagnosis details."

04/14/2023: Added the Gene Therapy Medial Policies PG00518, PG0519, PG0520, PG0521, PG0522, PG0523. Added Q2056 to PG0460 prior auth listing.

4/19/2023: Medical Policy PG0481 has been archived.

04/25/2023: Updated the PA request assistant information at the beginning/top for the excel spreadsheet

04/28/2023: Updated the PA spreadsheet with the missing procedure codes from MP PG0284, E1161, E1232, E1233, E1234, E1235, E1236, E1238, KO005. Additionally, removed the DME line indicating that 'ALL DME
THAT EXCEEDS BENEFIT LIMITS""PRIOR AUTHORIZATION REQUIRED", as directed by Utililzation

05/02/2023: Added procedure code 0388U requiring a PA for all product lines and procedure code 0391U requiring a PA for Mediare Advantage Plans

5/23/2023: Added codes L8615, L8616, L8617, L8618, L8619, L8621, L8622, L8623, L8624, L8627, L8628, L8629 require PA for all product line.

06/06/2023: Removed code 0091U from the code listing for PG0041. It is listed under PG0500 Liquid Biopsy, requiring the PA.

06725720237 Updated that Intrastromal Corneal Ring segments (INTACS), Medical Policy PGOL/4 was added to Medical Policy PGU28Y. AND clarified the PA and Coverage for Medical Policy PG0Z99
Abdominoplasty, Panniculectomy and Liposuction. AND added procedure E2300 requires a prior authorization for the Medicare Advantage Plans-effective 08/01/2023. AND Added the prior authorization
requirement for Katemine and Esketamine. PG0409 Katamine and Esketamine for Treatment of Psychiatric Disorders and Pain Management.

7/31/2023: Effective 10/01/2023 procedure 0326U is noncovered for the Paramount Commercial Insurance plans.

08/16/2023: Removed procedure 19301, 19302. 19305, 19306 and 19307 from the PA listing, the codes were removed from medical policies PG0251 and PG0104.

08/24/2023: PG0204 Viscosupplementation for Osteoarthritis.Removed procedure C9465, not needed for this policy. Removed deleted procedure J7319. Updated PA Magellan coverage for procedure J7318, J7320,
J7321, 37322, 37323, J7324, J7325, J7326, J7327, J7328, 17329, and added procedure ecodes J7331, J7332, J7333, for the Paramount Commercial Insurance Plans, effective 10/01/2023. And added procedure codes
J7331, J7332, J7333 for the Medicare Advantage Plans for PA Magellan coverage.

09/01/2023: Added Partial Hospitalization Program (PHP) 567-661-0841 fax number effective 10/1/2023.

9/20/2023 Added the prior authorization requirement for Synagis, 90378, RSV Monoclonal Antibody Palivizumab (Synagis), medical benefit, is covered with a prior authorization through Magellan MRx @
https://www1.magellanrx.com/medical-rx-prior-authorization/

10/06/2023 Add/Clarified for Genetic Testing to refer to medical policy PG0041 Genetic Testing for details.

10/16/2023 Added procedured 90791, 90792 per PG0530, effective 12/01/2023

11/07/2023 Added procedure code 81554 refer to medical policy PG0041 Genetic Testing for details

11/13/2023 Effective 5/17/2023, code 33289 non-covered for Medicare Advantage Plans
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12/12/2023 Added codes HO035 and S0201 requires prior authorization, PG0531. Added that as of 01/01/2024 procedures 70460, 70470, 70487, 70496, 72125, 72128, 72192, 72193, 73701, 74150 and 74176 will no
longer require a prior authorization. Added that as of 01/01/2024 procedures 78451, 78452, 78453 and 78454 will no longer require a prior authorization.

12/20/2023 Effective 01/01/2024 procedure 93668 is covered for Paramount Commercial Insurance Plans - PROR AUTHORIZATION IS REQUIRED

01/22/2024. Effective 02/01/2024 changed procedure 0047U, 81541, 81551, 0005U Commercial coverage from NonCovered to Covered with a PA. Effective 02/01/2024 changed procedure 0339U covered from
NonCovered to Covered for all product lines.

02/13/2024 Added: Effective 04/01/2024: Court Ordered/Legally Mandated Treatment requires prior authorization for all product lines. Modifier H9. Also added: Effective 02/01/2024 the prior authorization
requirement has been removed from procedures 22633, 29870, 29871, 29873, 29874, 29875, 29876, 29877, 29879, 29880, 29881, 29882, 29883, 29884, 29885, 29886, 29887, C1821, effective 02/01/2024, for all Product
Line. Added covered procedure codes 81271, 81274, 0233U, with a PA, medical policy PG0533 Genetic Testing for Neurodegenerative Disorders. Added procedure 0421T to require a prior authorization for all

03/18/2024 updated documentation related to medical policy PG0456 Recombiant Human Bone Morphogenetic Protein. PG0456 has been archived and added to medical policy PG0365 Bone Graft Substitutes.

03/27/2024 Corrected procedure codes 97151, 97152, 97153, 97154, 97155, 97156, 97157, 97158, 0362T and 0373T to indicated prior authorization required (was incorrectly indicating NonCovered) for the Elite
(Medicare Advantage) Plan. Medical Policy PG0335 Adaptive Behavior Services for Autism Spectrum Disorders

3/28/2024 updated coverage for procedure 0080U. Procedure 0080U was listed twice on the spreadsheet, with the commercial coverage indicating covered with a prior authorization on one line and noncovered on
another line. Per medical policy PG0476 procedure 0080U is noncovered for the Paramoutn Commercial Insurance Plans.

04/08/2024-Added Effective 04/01/2024 PRIOR AUTHORIZATION REQUIRED for the following procedure codes 81415, 81416, 81417 for the Medicare Advantage Plans, and 81425, 81426, 81427, 0094U, 0209V, 0212U,
0213U, 0214U, 0215U, 0287U, 0298U, 0299U, 0300U, 0410U, 0413U, 0417U, 0425U, 0426U for all product lines.

06/01/2024 - Added Interqual Criteria for Medicare and Commercial plans. Added experimental/investigational code listing, from PG0043 and Genetic Services code listing, to the spreadsheet. Changed the
spreadsheet title name from Prior Authorization to PRIOR AUTHORIZATION-EXPERIMENTAL/INVESTIGATIONAL-NONCOVERED SERVICES

6/11/2024 Add procedure 75571 to allow coverage with a prior authorization, InterQual criteria, for all product lines. This procedure went from noncovered to coverered with a PA. Added noncovered procedure
codes 80145, 80230, 80280. Added procedure codes 81457, 81458, 81459 all to allow coverage with a prior authorization, InterQual criteria, for all product lines. Added procedures 81462, 81463, 81464 all to allow
coverage with a prior authorization, InterQual critria, for the Medicare product lines and to deny as noncovered for the Commercial product lines, per InterQual.

06/17/2024 - Updated PG0335 codes 97151-97158 and 0373T Require a prior auth through Interqual. Updated PG0206 Laser Interstitial Theramal Therapy (LITT) codes 61736 and 61737 to require a prior auth. Add
procedures A4560, A4593, A4594 as noncovered effective 08/01/2024, for all product lines.

07/08/2024 Added Effective 08/01/2024 in-plan providers no longer require prior authorizations for home health services. Added non-covered codes Q1004, Q1005, V2787, V2788, PG0063 Intraocular Lens Implant,
for all product lines. Added non-covered code E1902, for all product lines. End-dated the prior authorization requirement for procedures L5301, L5321, L5647, L5649, L5651, L5673, L5700, L5950, L5980, L5981,
L5986, and L5987. Removed deleted codes 0312T, 0313T, 0314T, 0315T, 0316T, 0317T . Added Effective 07/01/2024 procedures 61736 and 61737, and unlisted procedures used to report laser interstitial thermal
therapy, to require a prior authorization. Added non-covered codes 0717T and 0718T.

07/11/2024 - added documentaion to procedures 97810-97814 to (Refer to the members Benefits of Coverage for applicable terms, conditions, and limitations) for an Commercial exceptions to coverage.

7/18/2024 -Added documentation that procedure 43497 requires a prior authorizaiton per InterQual coverage criteria (instead of per medical policy PG0379 which is being archived). Added the noncovered
Intraoperative monitoring, not an all-inclusive listing. Added documenttation that procedure E0652 requires a prior authorization per InterQual coverage criteria (insead of per medical policy PG0215).Added
noncovered procedures E0677-E0682. Added procedures 20560 & 20561 and addressed Dry Needling to refer to procedures 20560 & 20561. Added documentation that procedures 22867-22870 require a prior
authorizaiton per InterQual coverage criteria (instead of per medical policy PG0213 which is being archived). Added documentation for Medicare plans coverage for procedures 33274 and 33275 r/t to medical
policy PG0395 Leadless Cardiac Pacemakers being Archived. Added noncovered procedures 0793T, 0795T, 0796T, 0797T, 0798T, 0799T, 0800T, 0801T, 0802T, 0803T, 0804T, 0823T, 0824T, 0825T, and 0826T and

8/1/2024 Corrected procedure 81402 coverage determination, changed from InterQual coverage to Medical Policy.

8/2/2024- Changed coverage of procedure 81418 from non-covered to covered with a prior authorization, following InterQual criteria, for the Commercial Plans effective 11/01/2024. Changed 0175U from
noncovered to covered with a prior authorization, InterQual, for Elite, effective 11/01/2024. Changed 0029U, 0032U, 0033U, 0345U, 0347U, 0349U, 0350U, from noncovered to covered with a prior authorization,
InterQual, for Commercial, effective 11/01/2024. Added procedure 0434U, 0460U, 0461U, 0411U, 0423U, 0438U, 0456V, 0461U effective 11/01/2024. 81283, 81346, 0380U, changed Commercial plans from covered

08/12/2024 Removed deleted codes 0501T-0504T, effective 12/31/2023. Added code 0864T as non-covered. Added noncovered code C1782. Added noncovered codes 0461T 0862T 0863T K1030. Removed codes
22505 23700 24300 25259 26340 27570 and 27860. Add noncovered codes 21073 27275. Added noncovered codes 0393U 0412U and 0459U. Effective 08/12/2024 procedure L8625 and L8629 does not require a prior
authorizaton. Added noncovered D-POEM, Z-POEM.
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08/15/2024 Changed Column D Elite (Medicare Advantage)Plans when Prior Authorization Required - Interqual to Prior Authorization Required - Follow Medicare Coverage Criteria




