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Individual Plans Only
View Non-Individual Plan code list
Code List

(CODES REVIEWED ARE SUBJECT TO CHANGE)

We're currently working with local government regarding the COVID-19 virus and its impact on our area.
View COVID-19 FAQ

How do | ensure accurate coverage information?
Use the Code List, consult the member benefit booklet, or contact a customer service representative to determine coverage for a
specific medical service or supply. Specific codes can be found within the Code List on the following pages. View list of codes.

What is the code list?

This is a listing the codes found in the Company’s medical policies. The code list provides the following information:

e The code and type of code (CPT or HCPCS) with a description

e The type of review required (e.g., prior authorization or retrospective review) or if the service potentially may be denied

e |f the code must meet medical necessity criteria to be approved, or if it is considered investigative, cosmetic, specialized durable
medical equipment, or is an unlisted (non-specific) code

e |f specific medical records are required with the request

What are the types of reviews done for a service?

There are two types of reviews conducted to a service provided: prior authorization and retrospective review. Each type of review

determines if the service is medically necessary for the member’'s admission, stay, other service, or course of treatment, including

outpatient procedures and services. Services that are not medically necessary are not covered, whether the review is done as a prior
authorization or post service.

e Medical necessity review: This refers to required review of services, including outpatient procedures and services.

e Prior authorization: Prior authorization/certification is required by the member’s contract. If a provider performs a service or
procedure without prior authorization, depending on the member’s benefit plan, the charges/claim will either be denied, or a penalty
will be applied.

e Post service or retrospective review: This refers to any review conducted after services have been provided, including outpatient
procedures and services.

Services requiring prior authorization are listed below.
This list is subject to change. Please refer to the members’ contract for specific coverage details.
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Behavioral Health

e Applied behavioral analysis (ABA)

e Inpatient admission (mental health and substance abuse
disorder)

e Intensive outpatient hospitalization (mental health and
substance abuse disorder)

e Partial hospitalization programs (mental health and
substance abuse disorder)

e Residential treatment programs (mental health and
substance abuse disorder)

Dental Services

e Anesthesia for dental services and related facility charges

e Medically necessary orthodontia (medically necessary
braces for the teeth)

e Orthognathic surgery (jaw enlargement or reduction)

e Pediatric orthodontia, non-routine (non-routine braces for
children)

e Sleep apnea intraoral appliances (devices worn in the
mouth to treat sleep apnea)

e Temporomandibular (TMJ) treatments (MRIs, oral splints,
mouth guards, TMJ surgery)

Durable Medical Equipment (DME) and Prosthetic Devices
DME rental for home use does not require prior authorization.
However, rental beyond 3 months may be reviewed for ongoing
medical necessity.

Prior authorization may be required for purchase of DME items
including but not limited to:

e Bone growth stimulators — electronic and ultrasonic

e Chest compression vests and devices

e Cochlear devices
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Compression units

Continuous glucose monitors

Custom-made knee braces

DME corrective appliances

Electrical stimulation devices — includes bone growth

stimulators

Electronic, mechanical or microprocessor-controlled

artificial limb or joint

Equipment and supplies to treat obstructive sleep apnea:

CPAP, BiPAP and APAP machines and related supplies

External insulin pumps

Hearing aids

Hospital beds and accessories

o No prior authorization needed for rental of standard
beds for hospital to home transitions for less than 3
months

Infusion pumps

Lymphedema pumps (pumps to reduce swelling)

Medical foods

Myoelectric upper limb prosthetic (externally powered

artificial arm or hand)

Negative pressure wound therapy

Oral devices, appliances, surgical splints and impressions —

includes preparation

Power-operated lifting devices

Spinal orthosis

Standing frames

Traction and orthopedic devices

Vagal nerve stimulators other than TENS (implanted

devices to stimulate a specific nerve)

Wheelchairs, power-operated vehicles, and scooters
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Home Health Care

Home Health

Home infusion

Pain management/palliative care (some procedures)
Parental nutrition

Skilled home health care services

Skilled hourly nursing care

Inpatient Facility Admissions

All planned (elective) inpatient hospital care (surgical, non-

surgical, behavioral health and/or substance abuse)

o Elective admissions must have prior authorization
before admission

o For facilities only, if the service for which the member is
admitted is not included in the list below, notification
from the facility is required within 24 hours of the
admission

Admission to a skilled nursing facility, a long-term acute

care hospital (LTACH) or a rehabilitation facility

Admission to all residential treatment programs

Neonatal admissions

Surgical, Medical, Therapeutic, Diagnostic and Reconstructive
Procedures (inpatient or outpatient)

Ablation therapy (destruction of abnormal tissue)

Artificial intervertebral disc, any level (artificial disc between
vertebrae in the spine)

Bioengineered skin substitutes

Blepharoplasty (eyelid surgery)

Bone-anchored and implantable hearing aids

Breast surgeries — selected: implant removal, mastectomy
for gynecomastia (removal of breast tissue in males),
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prophylactic mastectomy (removal of breasts to prevent
breast cancer), reduction mammoplasty (breast reduction)
Cardiac devices, including related services for implantation
if applicable: ventricular assist devices for outpatient (a
certain kind of device to help the heart pump), implanted
and wearable defibrillators (a device to shock the heart into
a normal rhythm); closure devices for septal defects (a hole
in a specific part of the heart); defibrillators, subcutaneous
implantable; transcatheter aortic valve replacement known
as TAVR/TAVI (a specific procedure that replaces the
heart’s aortic valve)

Chelation therapy

Chemotherapy administration and radiation oncology
Cochlear implantation (stimulates the nerve in the inner ear)
Corneal cross-linking

Corneal remodeling/keratoprosthesis (reshaping the clear
front layer of the eyeball/implanting an artificial cornea)
Cosmetic or reconstructive procedures usually done to
change the appearance (such as face lifts, brow lifts,
cervicoplasty, collagen implants, chemical peels/abrasions,
abdominoplasty [tummy tuck], liposuction, body contouring
surgery [skin fold or fat removal from torso or extremity],
nose or ear remodeling, scar revision, bioengineered skin,
and others)

Cryosurgical ablation/ablation of tumors (using extreme
cold to destroy tumors)

Deep brain stimulation (electrical stimulation of the brain
through implanted wires)

Esophageal sphincter procedures (anti-reflux surgery)
Extracorporeal photopheresis (collecting cells, treating
them with special light, and then returning specific cells the
body)
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e Facet arthroplasty (replacing a specific part of a joint in the
spine with an artificial support)

e Facility-based polysomnography (sleep studies done in a
lab)

e Foot surgery (some specified surgeries)

e Fundus photography

Gastric restrictive procedures (weight loss surgery that

makes the stomach smaller)

Genetic testing and analysis

Hernia repair

Hyaluronan or derivative for intra-articular injection

Hyperbaric oxygen therapy (pressurized oxygen to treat

certain kinds of wounds and illnesses)

e Implantation or application of electric stimulator devices —
selected: gastric (stomach), spinal cord, sacral nerve (a
specific nerve that affects bladder and bowel function),
pelvic floor (muscles at the bottom of the pelvis), implanted
bone stimulators, posterior tibial nerve (a nerve running
down the back of the lower leg)

e Interspinous distraction devices (spacers between the
bones of the spine)

e Intraoperative neurophysiology monitoring, continuous

e Intravitreal implants

e Joint surgeries, arthroscopy: ankle, elbow, foot, and wrist

e Major joint surgeries, arthroplasty/arthroscopy: knee, hip,
and shoulder

e Mitral valve repair (repair of a specific heart valve)

e Myringotomy

e Nasal/sinus surgery

e Negative pressure wound therapy

e Nerve block, paravertebral, facet joint, and Sl injections

e Nerve conduction and monitoring
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Panniculectomy (removing an apron of fat and tissue that
hangs far below the waist)

Radiation therapy — selected: stereotactic radiosurgery,
gamma knife, proton beam, intensity modulated radiation
therapy (IMRT), high-dose rate electronic brachytherapy,
brachytherapy

Radiofrequency: ablation of tumors and treatment of facet
joints (using heat to destroy tumors and treat nerves at
specific joints of the spine)

Radiosurgery

Septoplasty

Spine surgeries and treatments

Surgeries related to gender reassignment

Surgery to treat sleep apnea

Surgical treatments for the temporomandibular joint (joint
that connects the jaw to the rest of the skull)

Therapeutic apheresis (removing certain components of the
blood)

Transcatheter occlusion or embolization for tumor
destruction (closing off the blood supply to tumors)
Transcranial magnetic stimulation, TMS (magnetic pulses
to the brain)

Trigger Point Injections

Tympanoplasty without mastoidectomy (including
canalplasty, atticotomy and/or middle ear surgery)

Upper gastrointestinal endoscopy (a viewing scope inserted
through the mouth to examine the esophagus, stomach,
and first part of the small intestine)

Vascular embolization or occlusion for tumors, organ
ischemia or infarction (closing off a blood vessel to treat a
tumor or other tissue)
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e Vertebroplasty, kyphoplasty, or sacroplasty (specific
treatments for stabilizing compression fractures in the
spine)

e Vagus nerve blocking therapy (obesity treatment that blocks
signals going to the nerve that goes to the stomach)

e Varicose veins and perforator veins — all procedures

e Wireless capsule endoscopy

Obstetric (OB) Services

e Induction of Labor <39 weeks

e Scheduled C-section <39 weeks

Other Services

e Air transportation, non-emergent

e Ambulance, non-emergent

e Experimental and investigational services

e Services and drugs reported with unlisted/non-specific CPT
or HCPCS codes

e Therapy (physical/occupational/speech) after 11 6 visits

Outpatient Imaging Tests

e Computed tomography (CT) scans

e Contrast enhanced computed tomography (CT)
angiography of the heart

e Echocardiograms (ultrasound test of the heart)

e Magnetic resonance imaging (MRI) and magnetic
resonance angiography (MRA)

e Magnetic resonance spectroscopy (special imaging to look
at the brain)

e Nuclear cardiology (using special dyes to look at heart
function)

e Positron emission tomography (PET and PET/CT)

Out-of-Network Services

An Independent Licensee of the Blue Cross Blue Shield Association.
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If a provider is out-of-network and want an in-network rate, the
service will always require a prior authorization.

Medications

The following list of drugs requires prior authorization and
review for medical necessity if covered through the member’s
medical benefit. Drugs requiring prior authorization paid
through a member’s medical benefit may be added at any time
to medical policies.
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Abecma (idecabtagene vicleucel)

Abraxane (paclitaxel protein-bound particles)
Actemra (tocilizumab)

Actimmune (interferon gamma-1b)

Adakveo (crizanlizumab-tmca)

Adcetris (brentuximab vedotin)

Adstiladrin (nadofaragene firadenovec-vncg)
Aduhelm (aducanumab)

Aimovig (erenumab-aooe)

Ajovy (fremanezumab-vfrm)

Aldurazyme (laronidase)

Alimta (pemetrexed)

Aligopa (copanlisib)

Amevive (alefacept)

Amondys 45 (casimersen)

Amvuttra (vutrisiran)

Anorexiants

Antimetabolites

Apretude (cabotegravir extended-release injectable
suspension)

Aralast NP (alpha1-PI [human])

Aranesp (darbepoetin alfa)

Arcalyst (rilonacept)

Arranon (nelarabine)
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Arzerra (ofatumumab)

Asparlas (calaspargase pegol - mknl)
Avastin (bevacizumab)

Aveed (testosterone undecanoate)
Avsola (infliximab-axxq)

Azedra (iobenguane | 131)

Bavencio (avelumab)

Beleodaq (belinostat)

Benlysta (belimumab)

Beovu (brolucizumab-dbll)

Berinert (C1 esterase inhibitor [human])
Besponsa (inotuzumab ozogamicin)
Besremi (ropeginterferon alfa-2b-njft)
Bevacizumab intravitreal

Blincyto (blinatumomab)

Blood derivatives

Bortezomib

Botox (onabotulinumtoxinA)

Breyanzi (lisocabtagene maraleucel)
Brineura (cerliponase alfa)

Briumvi (ublituximab-xiiy)

Byooviz (ranibizumab-nuna)

Cablivi (caplacizumab-yhdp)
Camcevi (leuprolide mesylate)
Carvykti (ciltacabtagene autoleucel)
Cerezyme (imiglucerase)

Cimerli (ranibizumab-eqgrn)

Cimzia (certolizumab)

Cingair (reslizumab)

Cinryze (C1 esterase inhibitor [human])
Columvi (glofitamab-gxbm)
Copaxone (glatiramer acetate)
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Cosela (trilaciclib)
Cosentyx (secukinumab)
Crysvita (burosumab)
Cyramza (ramucirumab)
Danyelza (naxitamab-gqgk)

Darzalex Faspro (daratumumab and hyaluronidase-fihj)

Darzalex (daratumumab)

Dysport (abobotulinumtoxinA)

Elahere (mirvetuximab soravtansine-gynx)
Elaprase (idursulfase)

Elahere (mirvetuximab soravtansine-gynx)
Elelyso (taliglucerase alfa)

Elevidys (delandistrogene moxeparvovec-rokl)
Elfabrio (pegunigalsidase alfa-iwxj)

Eligard (leuprolide acetate)

Elrexfio (elranatamab-bcmm)

Emgality (galcanezumab-gnim)

Empaveli (pegcetacoplan)

Empliciti (elotuzumab)

Enbrel (etanercept)

Enhertu (fam-trastuzumab deruxtecan-nxki)
Enspryng (satralizumab-mwge)

Entyvio (vedolizumab)

Epkinly (epcoritamab-bysp)

Epogen (epoetin alfa)

Erbitux (cetuximab)

Erwinaze (asparaginase Erwinia chrysanthemi)
Erythroid stimulants

Evenity (romosozumab-aqqg)

Evkeeza (evinacumab-dgnb)

Exondys 51 (eteplirsen)

Eylea (aflibercept)
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Eylea HD (aflibercept)

Fabrazyme (agalsidase beta)

Factor IX

Fasenra (benralizumab)

Fensolvi (leuprolide acetate)

Firazyr (icatibant)

Firmagon (degarelix)

Flolan (epoprostenol sodium)

Folotyn (pralatrexate)

Fulphila (pegfilgrastim-jmdb)

Fyarro (sirolimus protein-bound particles)
Fylnetra (pegfilgrastim-pbbk)

Gamifant (emapalumab-Izsg)

Gazyva (obinutuzumab)

Givlaari (givosiran)

Glassia (alpha1-PI [human])

Glatopa (glatiramer)

Gout therapy

Growth hormone therapy

H.P. Acthar gel (repository corticotropin)
Haegarda (C1 esterase inhibitor [human])
Halaven (eribulin mesylate)

Hemgenix (etranacogene dezaparvovec-drib)
Hemlibra (emicizumab-kxwh)

Herceptin Hylecta (trastuzumab and hyaluronidase-oysk)
Herceptin (trastuzumab)

Herzuma (trastuzumab-pkrb)

Humira (adalimumab)

llaris (canakinumab)

llumya (tildrakizumab)

lluvien (fluocinolone acetonide intravitreal implant)
Imcivree (setmelanotide)
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Imfinzi (durvalumab)

Imjudo (tremelimumab-actl)
Imlygic (talimogene laherparepvec)
Immunosuppressant drugs
Immune globulin, IV or subcutaneous
Increlex (mecasermin)

Inflectra (infliximab-dyyb)
Intron A (interferon alfa-2b)
Istodax (romidepsin)

Izervay (avacincaptad pegol)
Jelmyto (mitomycin)

Jemperli (dostarlimab-gxly)
Jevtana (cabazitaxel)

Kadcyla (ado-trastuzumab emtansine)
Kalbitor (ecallantide)

Kanjinti (trastuzumab-anns)
Kanuma (sebelipase alfa)
Keytruda (pembrolizumab)
Kimmtrak (tebentafusp-tebn)
Kineret (anakinra)

Korsuva (difelikefalin)
Krystexxa (pegloticase)
Kymriah (tisagenlecleucel)
Kyprolis (carfilzomib)

Lamzede (velmanase alfa-tycv)
Lartruvo (olaratumab)

Legembi (lecanemab-irmb)
Lemtrada (alemtuzumab)
Leukine (sargramostim)
Leuprolide Depot

Libtayo (cemiplimab)

Lucentis (ranibizumab)
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Lumizyme (alglucosidase alfa)
Lunsumio (mosunetuzumab-axgb)
Lupron Depot (leuprolide acetate)
Lutathera (lutetium 177 [Lu 177] dotatate)
Luxturna (voretigene neparvovec)
Macugen (pegaptanib)

Mircera (epoetin beta)

Monjuvi (tafasitamab-cxix)

Mozobil (plerixafor)

Mvasi (bevacizumab-awwb)
Myasthenia gravis

Mylotarg (gemtuzumab ozogamicin)
Myobloc (rimabotulinumtoxinB)
Naglazyme (galsulfase)

Neulasta Onpro (pegfilgrastim)
Neulasta (pegfilgrastim)

Neupogen (filgrastim)

Nexviazyme (avalglucosidase alfa-ngpt)
Nplate (romiplostim)

Nucala (mepolizumab)

Nulibry (fosdenopterin)

Nulojix (belatacept)

Nyvepria (pegfilgrastim-apgf)
Ocrevus (ocrelizumab)

Ogivri (trastuzumab-dkst)

Omisirge (omidubicel-onlv)

Onpattro (patisiran)

Ontruzant (trastuzumab-dttb)
Opdivo (nivolumab)

Opdualag (nivolumab and relatlimab-rmbw)

Orencia (abatacept)
Osteoporosis therapy

© 2013-2024 PREMERA. All Rights Reserved.
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Oxlumo (lumasiran)

Ozurdex (dexamethasone intravitreal implant)
Padcev (enfortumab vedotin-gjfv)

Paclitaxel protein-bound particles

Pemfexy (pemetrexed)

Perjeta (pertuzumab)

Phesgo (pertuzumab, trastuzumab, and hyaluronidase-zzxf)
Pluvicto (lutetium Lu 177 vipivotide tetraxetan)
Polivy (polatuzumab vedotin-piiq)

Pombiliti (cipaglucosidase alfa-atga)
Poteligeo (mogamulizumab)

Procrit (epoetin alfa)

Prolastin-C (alpha1-PI [human])

Prolia (denosumab)

Provenge (sipuleucel-T)

Qalsody (tofersen)

Radicava (edaravone)

Radiopharmaceuticals

Reblozyl (luspatercept-aamt)

Rebyota (fecal microbiota, live- jsim)

Reflexis (infliximab-abda)

Regranex (becaplermin)

Releuko (filgrastim-ayow)

Remicade (infliximab)

Remodulin (treprostinil sodium)

Renflexis (infliximab-abda)

Retacrit (epoetin alfa-epbx)

Retisert (fluocinolone acetonide intravitreal implant)
Revcovi (elapegademase-Ivir)

Riabni (rituximab-arrx)

Rituxan Hycela (rituximab and hyaluronidase)
Rituxan (rituximab)
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Rivfloza (nedosiran)

Roctavian (valoctocogene roxaparvovec-rvox)
Rolvedon (eflapegrastim-xnst)
Ruconest (C1 esterase inhibitor [recombinant])
Rybrevant (amivantamab-vmjw)
Rylaze (asparaginase erwinia chrysanthemi (recombinant)-
rywn)

Ryplazim (plasminogen, human-tvmh)
Rystiggo (rozanolixizumab-noli)
Sandostatin (octreotide)

Sandostatin LAR Depot (octreotide)
Saphnelo (anifrolumab-fnia)

Sarclisa (isatuximab-irfc)
Scenesse(afamelanotide)

Signifor LAR (pasireotide long acting)
Silig (brodalumab)

Simponi Aria (golimumab)

Skyrizi (risankizumab-rzaa)

Soliris (eculizumab)

Somatuline Depot (lanreotide)
Somavert (pegvisomant)

Spevigo (spesolimab-sbzo)

Spinraza (nusinersen)

Spravato (esketamine)

Stelara (ustekinumab)

Stimufend (pegfilgrastim-fpgk)
Sunlenca (lenacapavir)

Supprelin LA (histrelin implant)
Susvimo (ranibizumab)

Sylatron (peginterferon alfa-2b)
Syfovre (pegcetacoplan)

Sylvant (siltuximab)
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Synagis (palivizumab)
Takhzyro (lanadelumab-flyo)
Taltz (ixekizumab)

Talvey (talquetamab-tgvs)
Tecartus (brexucabtagene autoleucel)
Tecentriq (atezolizumab)
Tecvayli (teclistamab-cqyv)
Tegsedi (inotersen)

Tepezza (teprotumumab-trbw)
Testopel (testosterone pellet)
Tezspire (tezepelumab)
Tivdak (tisotumab vedotin-tftv)
Tofidence (tocilizumab-bavi)
Torisel (temsirolimus)
Trazimera (trastuzumab-qyyp)
Trelstar (triptorelin pamoate)
Tremfya (guselkumab)
Triptodur (triptorelin)

Trodelvy (sacituzumab govitecan-hziy)
Trogarzo (ibalizumab)
Truxima (rituximab-abbs)
Tysabri (natalizumab)

Tyvaso (treprostinil inhalation solution)
Tzield (teplizumab-mzwv)
Udenyca (pegfilgrastim-cbqv)
Ultomiris (ravulizumab-cwvz)
Unituxin (dinutuximab)

Uplizna (inebilizumab-cdon)
Uptravi (selexipag)

Xgeva (denosumab)

Vabysmo (faricimab-svoa)
Vantas (histrelin implant)
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Vasodilators

Vectibix (panitumumab)

Veopoz (pozelimab-bbfg)

Velcade (bortezomib)

Ventavis (iloprost inhalation solution)
Viltepso (vitolarsen)

Vimizim (elosulfase alfa)

Voxzogo (vosoritide)

Vpriv (velaglucerase alfa)

Vyepti (eptinezumab-jjmr)

Vyjuvek (beremagene geperpavec-svdt)
Vyondys 53 (golodirsen)

Vyvgart (efgartigimod alfa-fcab)
Xeomin (incobotulinumtoxinA)

Xiaflex (collagenase clostridium histolyticum)
Xipere (triamcinolone acetonide injectable suspension)
Xofigo (radium Ra 223 dichloride)
Xolair (omalizumab)

Yervoy (ipilimumab)

Yescarta (axicabtagene ciloleucel)
Yondelis (trabectedin

An Independent Licensee of the Blue Cross Blue Shield Association.
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Yutig (fluocinolone acetonide intravitreal implant)
Zaltrap (ziv-aflibercept)

Zarxio (filgrastim-sndz)

Zilretta (triamcinolone acetonide)

Zinplava (bezlotoxumab)

Zometa (zoledronic acid)

Zynyz (retifanlimab-diwr)

Transplants (inpatient or outpatient)
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Autologous progenitor cell therapy (stem cell transplants)
Complex organ transplants (small bowel, lung, heart, kidney,
liver, multi-organ, face, limb)

o We recommend notifying the plan of scheduled kidney,
liver, heart, or multi-organ transplant to ensure the
highest level of coverage

Transplant donor procedures and services (for all types of

transplants)

Transplant evaluations
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Please note that any planned inpatient stay always requires prior authorization (PA) except maternity-related services.

Items with PA require review and approval before the service is performed.

Code List

To check the status of a code against a member's plan, use the Prior Authorization Tool, then submit the review and check the status of the review online. This list is not exhaustive. The presence of codes on this list does
not necessarily indicate coverage under the member benefits contract. Member contracts differ in their benefits. Always use the Prior Authorization Tool, consult the member benefit booklet, or contact a customer service
representative to determine coverage for a specific medical service or supply.

Description Plan Review Requirement Reviewed For Medical Records Request

0902 Behavioral Health Treatments/Services-Milieu Therapy |RevCode |[Non-covered Service Benefit Exception Submit records only when member's contract

indicates coverage.

0905 Behavioral Health Treatments/Services (also see 091X, |RevCode [Prior Authorization Required Medical Necessity Submit History and Physical, documentation of
an extension of 090X)-Intensive Outpatient Services- medical necessity, operative report as it relates to the
Psychiatric requested service.

0906 Behavioral Health Treatments/Services-Intensive RevCode |Prior Authorization Required Medical Necessity Submit History and Physical, documentation of
Outpatient Services-Chemical Dependency medical necessity, operative report as it relates to the

requested service.

0907 Behavioral Health Treatments - Community Behavioral |RevCode [Non-covered Service Benefit Exception Submit records only when member's contract
Health Program (Day Treatment) indicates coverage.

0912 Behavioral Health Treatments/Services-Extension of RevCode |Prior Authorization Required Medical Necessity Submit History and Physical, documentation of
090X-Partial Hospitalization-Less Intensive medical necessity, operative report as it relates to the

requested service.

0913 Behavioral Health Treatments/Services-Partial RevCode |Prior Authorization Required Medical Necessity Submit History and Physical, documentation of
Hospitalization-Intensive medical necessity, operative report as it relates to the

requested service.

0941 Other Therapeutic Services - Recreational Therapy RevCode |Non-covered Service Benefit Exception Submit records only when member's contract

indicates coverage.

0951 Other Therapeutic Services - Athletic Training RevCode |Non-covered Service Benefit Exception Submit records only when member's contract

indicates coverage.

0952 Other Therapeutic Services - Kinesiotherapy Training RevCode |Non-covered Service Benefit Exception Submit records only when member's contract

indicates coverage.

0990 Patient Convenience ltems - General Classification RevCode |Non-covered Service Benefit Exception Submit records only when member's contract

indicates coverage.

0991 Patient Convenience Items - Charges for Cafeteria/Guest|RevCode |Non-covered Service Benefit Exception Submit records only when member's contract
Trays indicates coverage.

0992 Patient Convenience Items - Charges for Private Linen |RevCode |Non-covered Service Benefit Exception Submit records only when member's contract
Service indicates coverage.

0993 Patient Convenience Items - Charges for RevCode |Non-covered Service Benefit Exception Submit records only when member's contract
Telephone/Telegraph indicates coverage.

0994 Patient Convenience ltems - TV/Radio RevCode |Non-covered Service Benefit Exception Submit records only when member's contract

indicates coverage.

0995 Patient Convenience Items - Nonpatient Room Rentals |RevCode |[Non-covered Service Benefit Exception Submit records only when member's contract

indicates coverage.

0996 Patient Convenience Items - Late Discharge Charge RevCode |Non-covered Service Benefit Exception Submit records only when member's contract

indicates coverage.

0998 Patient Convenience Items - Beauty Shop/Barber RevCode |Non-covered Service Benefit Exception Submit records only when member's contract

indicates coverage.

0999 Patient Convenience Items - Other Patient Convenience |RevCode [Non-covered Service Benefit Exception Submit records only when member's contract
Iltem indicates coverage.

1001 Behavioral Health Accommodations-Residential - RevCode |Prior Authorization Required Medical Necessity Submit History and Physical, documentation of

Psychiatric

medical necessity, operative report as it relates to the
requested service.
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1002 Behavioral Health Accommodations-Residential- RevCode |Prior Authorization Required Medical Necessity Submit History and Physical, documentation of
Chemical Dependency medical necessity, operative report as it relates to the

requested service.

1006 Outdoor/Wilderness Behavioral Health RevCode |Prior Authorization Required Medical Necessity Submit History and Physical, documentation of
medical necessity, operative report as it relates to the
requested service.

01999 Unlisted anesthesia procedure(s) CPT-4 Medical necessity review will be Medical necessity Review required at claims submission; submit

performed upon claims submission description of procedure with supporting
with supporting documentation documentation (including operative report if surgical)
only for the date of service performed.

3101 Adult Care - Adult Day Care, Medical and Social - Hourly [RevCode |Non-covered Service Benefit Exception Submit records only when member's contract
indicates coverage.

3102 Adult Care - Adult Day Care, Social - Hourly RevCode |Non-covered Service Benefit Exception Submit records only when member's contract
indicates coverage.

3103 Adult Care - Medical and Social - Daily RevCode |Non-covered Service Benefit Exception Submit records only when member's contract
indicates coverage.

3104 Adult Care - Social - Daily RevCode |Non-covered Service Benefit Exception Submit records only when member's contract
indicates coverage.

3105 Adult Foster Care - Daily RevCode |Non-covered Service Benefit Exception Submit records only when member's contract
indicates coverage.

3109 Other Adult Care RevCode |Non-covered Service Benefit Exception Submit records only when member's contract
indicates coverage.

11008 Removal of prosthetic material or mesh, abdominal wall |CPT-4 Prior Authorization Required Medical necessity Submit History and Physical, documentation of

for infection (eg, for chronic or recurrent mesh infection medical necessity, operative report as it relates to the
or necrotizing soft tissue infection) (List separately in requested service.
addition to code for primary procedure)

11450 Excision of skin and subcutaneous tissue for hidradenitis, |CPT-4 Prior Authorization Required Medical necessity Submit History and Physical, documentation of
axillary; with simple or intermediate repair medical necessity, operative report as it relates to the

requested service.

11451 Excision of skin and subcutaneous tissue for hidradenitis, |CPT-4 Prior Authorization Required Medical necessity Submit History and Physical, documentation of
axillary; with complex repair medical necessity, operative report as it relates to the

requested service.

11920 Tattooing, intradermal introduction of insoluble opaque [CPT-4 Prior Authorization Required Cosmetic Pre Operative Evaluation, History and Physical
pigments to correct color defects of skin, including including functional impairment, and Operative report.
micropigmentation; 6.0 sq cm or less

11921 Tattooing, intradermal introduction of insoluble opaque [CPT-4 Prior Authorization Required Cosmetic Pre Operative Evaluation, History and Physical
pigments to correct color defects of skin, including including functional impairment, and Operative report.
micropigmentation; 6.1 to 20.0 sq cm

11922 Tattooing, intradermal introduction of insoluble opaque [CPT-4 Prior Authorization Required Cosmetic Pre Operative Evaluation, History and Physical

pigments to correct color defects of skin, including
micropigmentation; each additional 20.0 sq cm, or part
thereof (List separately in addition to code for primary
procedure)

including functional impairment, and Operative report.
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11950 Subcutaneous injection of filling material (eg, collagen); 1|CPT-4 Prior Authorization Required Cosmetic Pre Operative Evaluation, History and Physical

ccorless including functional impairment, and Operative report

11951 Subcutaneous injection of filling material (eg, collagen); |[CPT-4 Prior Authorization Required Cosmetic Pre Operative Evaluation, History and Physical

1.1t05.0 cc including functional impairment, and Operative report

11952 Subcutaneous injection of filling material (eg, collagen); |CPT-4 Prior Authorization Required Cosmetic Pre Operative Evaluation, History and Physical

5.1t0 10.0 cc including functional impairment, and Operative report

11954 Subcutaneous injection of filling material (eg, collagen); |CPT-4 Prior Authorization Required Cosmetic Pre Operative Evaluation, History and Physical

over 10.0 cc including functional impairment, and Operative report

11970 Replacement of tissue expander with permanent implant |CPT-4 Prior Authorization Required Cosmetic - Reconstructive |Pre Operative Evaluation, History and Physical
including functional impairment and Operative report.

11971 Removal of tissue expander without insertion of implant |CPT-4 Prior Authorization Required Cosmetic - Reconstructive |Pre Operative Evaluation, History and Physical
including functional impairment and Operative report.

15771 Grafting of autologous fat harvested by liposuction CPT-4 Prior Authorization Required Cosmetic Submit history and physical, documentation of

technique to trunk, breasts, scalp, arms, and/or legs; 50 medical necessity and procedure report.
cc or less injectate
15772 Grafting of autologous fat harvested by liposuction CPT-4 Prior Authorization Required Cosmetic Submit history and physical, documentation of
technique to trunk, breasts, scalp, arms, and/or legs; medical necessity and procedure report.
each additional 50 cc injectate, or part thereof (list
separately in addition to code for primary procedure)

15773 Grafting of autologous fat harvested by liposuction CPT-4 Prior Authorization Required Cosmetic Submit history and physical, documentation of
technique to face, eyelids, mouth, neck, ears, orbits, medical necessity and procedure report.
genitalia, hands, and/or feet; 25 cc or less injectate

15774 Grafting of autologous fat harvested by liposuction CPT-4 Prior Authorization Required Cosmetic Submit history and physical, documentation of

technique to face, eyelids, mouth, neck, ears, orbits, medical necessity and procedure report.
genitalia, hands, and/or feet; each additional 25 cc

injectate, or part thereof (list separately in addition to

code for primary procedure)

15775 Punch graft for hair transplant; 1 to 15 punch grafts CPT-4 Non-covered Service Benefit Exception Submit records only when member's contract
indicates coverage. Beginning 1/1/22 code will
require review for WA members when submitted for
gender transition/affirmation surgery unless otherwise
specified by contract.

15776 Punch graft for hair transplant; more than 15 punch grafts|CPT-4 Non-covered Service Benefit Exception Submit records only when member's contract
indicates coverage. Beginning 1/1/22 code will
require review for WA members when submitted for
gender transition/affirmation surgery unless otherwise
specified by contract.

15780 Dermabrasion; total face (eg, for acne scarring, fine CPT-4 Prior Authorization Required Cosmetic Recent History and Physical, plan of care, and

wrinkling, rhytids, general keratosis)

documentation of medical necessity
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15781 Dermabrasion; segmental, face CPT-4 Prior Authorization Required Cosmetic Recent History and Physical, plan of care, and
documentation of medical necessity

15782 Dermabrasion; regional, other than face CPT-4 Prior Authorization Required Cosmetic Recent History and Physical, plan of care, and
documentation of medical necessity

15783 Dermabrasion; superficial, any site (eg, tattoo removal) |CPT-4 Prior Authorization Required Cosmetic Recent History and Physical, plan of care, and
documentation of medical necessity

15786 Abrasion; single lesion (eg, keratosis, scar) CPT-4 Prior Authorization Required Cosmetic Pre Operative Evaluation, History and Physical

including functional impairment, and operative report

15787 Abrasion; each additional 4 lesions or less (List CPT-4 Prior Authorization Required Cosmetic Pre Operative Evaluation, History and Physical
separately in addition to code for primary procedure) including functional impairment, and Operative report
15788 Chemical peel, facial; epidermal CPT-4 Prior Authorization Required Medical Necessity Beginning 1/1/22 will only require review for WA

members when submitted for gender
transition/affirmation surgery. Submit history and
physical, documentation of medical necessity and
procedure report.

15789 Chemical peel, facial; dermal CPT-4 Prior Authorization Required Medical Necessity Beginning 1/1/22 will only require review for WA
members when submitted for gender
transition/affirmation surgery. Submit history and
physical, documentation of medical necessity and
procedure report.

15792 Chemical peel, nonfacial; epidermal CPT-4 Prior Authorization Required Medical Necessity Beginning 1/1/22 will only require review for WA
members when submitted for gender
transition/affirmation surgery. Submit history and
physical, documentation of medical necessity and
procedure report.

15793 Chemical peel, nonfacial; dermal CPT-4 Prior Authorization Required Medical Necessity Beginning 1/1/22 will only require review for WA
members when submitted for gender
transition/affirmation surgery. Submit history and
physical, documentation of medical necessity and
procedure report.

15819 Cervicoplasty CPT-4 Prior Authorization Required Cosmetic Pre Operative Evaluation, History and Physical
including functional impairment, and Operative report

15820 Blepharoplasty, lower eyelid CPT-4 Prior Authorization Required Medical Necessity Pre Operative Evaluation, History and Physical
including functional impairment, operative report and
photographs of the affected eyes.

15821 Blepharoplasty, lower eyelid; with extensive herniated fat |CPT-4 Prior Authorization Required Medical Necessity Pre Operative Evaluation, History and Physical
pad including functional impairment, operative report and
photographs of the affected eyes.
15822 Blepharoplasty, upper eyelid CPT-4 Prior Authorization Required Medical Necessity Pre Operative Evaluation, History and Physical

including functional impairment, operative report and
photographs of the affected eyes.
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15823 Blepharoplasty, upper eyelid; with excessive skin CPT-4 Prior Authorization Required Medical Necessity Pre Operative Evaluation, History and Physical
weighting down lid including functional impairment, operative report and
photographs of the affected eyes.
15824 Rhytidectomy; forehead CPT-4 Prior Authorization Required Cosmetic Pre Operative Evaluation, History and Physical
including functional impairment, and Operative report
15825 Rhytidectomy; neck with platysmal tightening (platysmal |CPT-4 Prior Authorization Required Cosmetic Pre Operative Evaluation, History and Physical
flap, P-flap) including functional impairment, and Operative report
15826 Rhytidectomy; glabellar frown lines CPT-4 Prior Authorization Required Cosmetic Pre Operative Evaluation, History and Physical
including functional impairment, and Operative report
15828 Rhytidectomy; cheek, chin, and neck CPT-4 Prior Authorization Required Cosmetic Pre Operative Evaluation, History and Physical
including functional impairment, and Operative report
15829 Rhytidectomy; superficial musculoaponeurotic system CPT-4 Prior Authorization Required Cosmetic Pre Operative Evaluation, History and Physical
(SMAS) flap including functional impairment, and Operative report
15830 Excision, excessive skin and subcutaneous tissue CPT-4 Prior Authorization Required Medical Necessity Pre Operative Evaluation, History and Physical
(includes lipectomy); abdomen, infraumbilical including functional impairment, photos and
panniculectomy Operative report
15832 Excision, excessive skin and subcutaneous tissue CPT-4 Prior Authorization Required Cosmetic Pre Operative Evaluation, History and Physical
(includes lipectomy); thigh including functional impairment, and Operative report
15833 Excision, excessive skin and subcutaneous tissue CPT-4 Prior Authorization Required Cosmetic Pre Operative Evaluation, History and Physical
(includes lipectomy); leg including functional impairment, and Operative report
15834 Excision, excessive skin and subcutaneous tissue CPT-4 Prior Authorization Required Cosmetic Pre Operative Evaluation, History and Physical
(includes lipectomy); hip including functional impairment, and Operative report
15835 Excision, excessive skin and subcutaneous tissue CPT-4 Prior Authorization Required Cosmetic Pre Operative Evaluation, History and Physical
(includes lipectomy); buttock including functional impairment, and Operative report
15836 Excision, excessive skin and subcutaneous tissue CPT-4 Prior Authorization Required Cosmetic Pre Operative Evaluation, History and Physical
(includes lipectomy); arm including functional impairment, and Operative report
15837 Excision, excessive skin and subcutaneous tissue CPT-4 Prior Authorization Required Cosmetic Pre Operative Evaluation, History and Physical
(includes lipectomy); forearm or hand including functional impairment, and Operative report
15838 Excision, excessive skin and subcutaneous tissue CPT-4 Prior Authorization Required Cosmetic Pre Operative Evaluation, History and Physical
(includes lipectomy); submental fat pad including functional impairment, and Operative report
15839 Excision, excessive skin and subcutaneous tissue CPT-4 Prior Authorization Required Cosmetic Pre Operative Evaluation, History and Physical

(includes lipectomy); other area

including functional impairment, and Operative report
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15847 Excision, excessive skin and subcutaneous tissue CPT-4 Prior Authorization Required Cosmetic Pre Operative Evaluation, History and Physical

(includes lipectomy), abdomen (eg, abdominoplasty) including functional impairment, photos and
(includes umbilical transposition and fascial plication) Operative report
(List separately in addition to code for primary procedure)

15876 Suction assisted lipectomy; head and neck CPT-4 Prior Authorization Required Cosmetic Pre Operative Evaluation, History and Physical
including functional impairment, and Operative report

15877 Suction assisted lipectomy; trunk CPT-4 Prior Authorization Required Cosmetic Pre Operative Evaluation, History and Physical
including functional impairment, and Operative report

15878 Suction assisted lipectomy; upper extremity CPT-4 Prior Authorization Required Cosmetic Pre Operative Evaluation, History and Physical
including functional impairment, and Operative report

15879 Suction assisted lipectomy; lower extremity CPT-4 Prior Authorization Required Cosmetic Pre Operative Evaluation, History and Physical
including functional impairment, and Operative report

15999 Unlisted procedure, excision pressure ulcer CPT-4 Medical necessity review will be Medical necessity Review required at claims submission; submit

performed upon claims submission description of procedure with supporting
with supporting documentation documentation (including operative report if surgical)
only for the date of service performed.

17106 Destruction of cutaneous vascular proliferative lesions CPT-4 Prior Authorization Required Cosmetic Submit History and Physical, documentation of

(eg, laser technique); less than 10 sq cm medical necessity, operative report as it relates to the
requested service.

17107 Destruction of cutaneous vascular proliferative lesions CPT-4 Prior Authorization Required Cosmetic Submit History and Physical, documentation of

(eg, laser technique); 10.0 to 50.0 sq cm medical necessity, operative report as it relates to the
requested service.

17108 Destruction of cutaneous vascular proliferative lesions CPT-4 Prior Authorization Required Cosmetic Submit History and Physical, documentation of

(eg, laser technique); over 50.0 sq cm medical necessity, operative report as it relates to the
requested service.

17380 Electrolysis epilation, each 30 minutes CPT-4 Non-covered Service Benefit Exception Submit records only when member's contract
indicates coverage. Beginning 1/1/22 code will
require review for WA members when submitted for
gender transition/affirmation surgery unless otherwise
specified by contract.

17999 Unlisted procedure, skin, mucous membrane and CPT-4 Medical necessity review will be Medical necessity Review required at claims submission; submit

subcutaneous tissue performed upon claims submission description of procedure with supporting
with supporting documentation documentation (including operative report if surgical)
only for the date of service performed.

19296 Placement of radiotherapy after loading balloon catheter |CPT-4 Prior Authorization Required Radiation Oncology No review for non-cancer diagnoses. FOR CANCER

into the breast for interstitial radioelement application
following partial mastectomy, includes imaging guidance;
on date separate from partial mastectomy
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19297 Placement of radiotherapy after loading balloon catheter |CPT-4 Prior Authorization Required Radiation Oncology No review for non-cancer diagnoses. FOR CANCER
into the breast for interstitial radioelement application DIAGNOSES ONLY: Submit online review with
following partial mastectomy, includes imaging guidance; Carelon at www.providerportal.com. For prior
concurrent with partial mastectomy authorization include history and physical, results of
previous diagnostics procedure report.

19298 Placement of radiotherapy after loading brachytherapy |CPT-4 Prior Authorization Required Radiation Oncology No review for non-cancer diagnoses. FOR CANCER

catheters (multiple tube and balloon type) into the breast DIAGNOSES ONLY: Submit online review with

for interstitial radioelement application following (at time Carelon at www.providerportal.com. For prior

of or subsequent to) partial mastectomy, includes authorization include history and physical, results of
imaging guidance. previous diagnostics procedure report.

19300 Mastectomy for gynecomastia CPT-4 Prior Authorization Required Medical Necessity Pre Operative Office Evaluation, Pathology report,
Operative report, Age, Medication Records, Length of
time condition present

19303 Mastectomy, simple, complete CPT-4 Prior Authorization Required Medical Necessity Submit pre-operative evaluation, pathology report,
operative report including age, medication records,
length of time condition present.

19316 Mastopexy CPT-4 Prior Authorization Required Cosmetic - Reconstructive |Pre Operative Evaluation, History and Physical
including functional impairment and Operative report.

19318 Breast reduction CPT-4 Prior Authorization Required Medical necessity including |Site of service, pre-operative evaluation, height/

site of service weight, previous conservative treatment tried,
pathology report, operative report, number of grams

19325 Breast augmentation with implant CPT-4 Prior Authorization Required Cosmetic - Reconstructive [Pre Operative Evaluation, History and Physical
including functional impairment, and Operative report.

19328 Removal of intact breast implant CPT-4 Prior Authorization Required Cosmetic - Reconstructive |Pre Operative Evaluation, History and Physical
including functional impairment, and Operative report.

19330 Removal of ruptured breast implant, including implant CPT-4 Prior Authorization Required Cosmetic - Reconstructive |Pre Operative Evaluation, History and Physical

contents (eg, saline, silicone gel)Removal of ruptured including functional impairment, and Operative report.
breast implant, including implant contents (eg, saline,

19340 Insertion of breast implant on same day of mastectomy |CPT-4 Prior Authorization Required Cosmetic - Reconstructive |Pre Operative evaluation, History and Physical

(ie, immediate) including functional impairment, and operative report.

19342 Insertion or replacement of breast implant on separate CPT-4 Prior Authorization Required Cosmetic - Reconstructive |Pre Operative evaluation, History and Physical

day from mastectomy including functional impairment, and operative report.

19350 Nipple/areola reconstruction CPT-4 Prior Authorization Required Cosmetic - Reconstructive |Pre Operative evaluation, History and Physical
including functional impairment, and operative report.

19355 Correction of inverted nipples CPT-4 Prior Authorization Required Cosmetic Pre Operative Evaluation, History and Physical

including functional impairment, and Operative report
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19357 Tissue expander placement in breast reconstruction, CPT-4 Prior Authorization Required Cosmetic - Reconstructive |Pre Operative evaluation, History and Physical
including subsequent expansion(s) including functional impairment, and operative report.
19370 Revision of peri-implant capsule, breast, including CPT-4 Prior Authorization Required Cosmetic - Reconstructive |Pre Operative Evaluation, History and Physical
capsulotomy, capsulorrhaphy, and/or partial including functional impairment and operative report.
capsulectomy
19371 Peri-implant capsulectomy, breast, complete, including |CPT-4 Prior Authorization Required Cosmetic - Reconstructive |Pre Operative Evaluation, History and Physical
removal of all intracapsular contents including functional impairment and operative report.
19380 Revision of reconstructed breast (eg, significant removal |CPT-4 Prior Authorization Required Cosmetic - Reconstructive |Pre Operative evaluation, History and Physical
of tissue, re-advancement and/or re-inset of flaps in including functional impairment, and operative report.
autologous reconstruction or significant capsular revision
combined with soft tissue excision in implant-based
reconstruction)
19499 Unlisted procedure breast CPT-4 Medical necessity review will be Medical necessity Review required at claims submission; submit
performed upon claims submission description of procedure with supporting
with supporting documentation documentation (including operative report if surgical)
20526 Injection, therapeutic (eg, local anesthetic, CPT4 Prior Authorization Required Medical Necessity Submit History and Physical, documentation of
corticosteroid), carpal tunnel medical necessity, operative report as it relates to the
requested service.
20552 Injection(s); single or multiple trigger point(s), 1 or 2 CPT4 Prior Authorization Required Medical Necessity Submit History and Physical, documentation of
muscle(s) medical necessity, operative report as it relates to the
requested service.
20553 Injection(s); single or multiple trigger point(s), 3 or more |CPT-4 Prior Authorization Required Medical Necessity Submit History and Physical, documentation of
muscles medical necessity, operative report as it relates to the
requested service.
20560 Needle insertion(s) without injection(s); 1 or 2 muscle(s) |CPT-4 Possible Denial; Medical Records  |Investigative Documentation optional
Optional
20561 Needle insertion(s) without injection(s); 3 or more CPT-4 Possible Denial; Medical Records |Investigative Documentation optional
muscles Optional
20974 Electrical stimulation to aid bone healing; noninvasive CPT-4 Prior Authorization Required Medical Necessity History and Physical indicating location of fracture,
(nonoperative) any member comorbidities. If request is for non union
fracture, include date of fracture, serial radiographs
20975 Electrical stimulation to aid bone healing; invasive CPT-4 Prior Authorization Required Medical Necessity History and Physical indicating location of fracture,
(operative) any member comorbidities. If request is for non union
fracture, include date of fracture, serial radiographs
20979 Low intensity ultrasound stimulation to aid bone healing, |CPT-4 Prior Authorization Required Medical Necessity Date of original fracture, History and Physical
noninvasive (nonoperative) including comorbidities, fracture location, serial
radiographs showing nonhealing and fracture gap
20982 Ablation, bone tumor(s) (eg, osteoid osteoma, CPT-4 Prior Authorization Required Medical Necessity History and physical, documentation of medical
metastasis) radiofrequency, percutaneous, including necessity, operative report.
computed tomographic guidance
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20983 Ablation therapy for reduction or eradication of 1 or more [CPT-4 Prior Authorization Required Investigative Submit History and Physical, documentation of
bone tumors (eg, metastasis) including adjacent soft medical necessity, operative report as it relates to the
tissue when involved by tumor extension, percutaneous, requested service.

including imaging guidance when performed; cryoablation

20999 Unlisted procedure, musculoskeletal system, general CPT-4 Medical necessity review will be Medical necessity Review required at claims submission; submit
performed upon claims submission description of procedure with supporting
with supporting documentation documentation (including operative report if surgical)
21010 Arthrotomy, temporomandibular joint CPT-4 Prior Authorization Required Medical Necessity Submit diagnosis, prognosis and chart notes

including history of non-invasive or non-surgical
attempts to treat the TMJ. Fax to Dental Review @
21050 Condylectomy, temporomandibular joint (separate CPT-4 Prior Authorization Required Medical Necessity Submit diagnosis, prognosis and chart notes
procedure) including history of non-invasive or non-surgical
attempts to treat the TMJ. Fax to Dental Review @
425-918-5956

21060 Meniscectomy, partial or complete, temporomandibular |CPT-4 Prior Authorization Required Medical Necessity Submit diagnosis, prognosis and chart notes
joint (separate procedure) including history of non-invasive or non-surgical
attempts to treat the TMJ. Fax to Dental Review @
21073 Manipulation of temporomandibular joint(s) (TMJ), CPT-4 Medical Necessity Review Required |Medical Necessity Submit diagnosis, prognosis and chart notes
therapeutic, requiring an anesthesia service (ie, general including history of non-invasive or non-surgical
or monitored anesthesia care) attempts to treat the TMJ. Fax to Dental Review @
21085 Impression and custom preparation; oral surgical splint |CPT-4 Prior Authorization Required Medical Necessity Submit chart notes including type of appliance. If

submitting for Sleep Apnea appliance please submit
to Carelon with an appropriate code. For other
21087 Impression and custom preparation; nasal prosthesis CPT-4 Prior Authorization Required Medical Necessity Beginning 1/1/22 will only require review for WA
members when submitted for gender
transition/affirmation surgery. Submit history and
21088 Impression and custom preparation; facial prosthesis CPT-4 Medical Necessity Review Required |Cosmetic - Reconstructive |Submit chart notes including type of appliance,
history of re-occurring TMJ and copy of diagnostic
sleep studies. Fax to Dental Review @ 425-918-

21089 Unlisted maxillofacial prosthetic procedure CPT4 Medical necessity review will be Medical Necessity Review required at claims submission; submit
performed upon claims submission description of procedure with supporting
with supporting documentation documentation (including operative report if surgical)
21116 Injection procedure for temporomandibular joint CPT-4 Medical Necessity Review Required |Medical Necessity History and Physical, documentation of medical
arthrography necessity.
21120 Genioplasty; augmentation (autograft, allograft, CPT-4 Prior Authorization Required Cosmetic Submit cephalometric, panoramic films and photos,
prosthetic material) age and history of orthodontic treatment. Fax to
Dental Review @ 425-918-5956
21121 Genioplasty; sliding osteotomy, single piece CPT-4 Prior Authorization Required Cosmetic Submit cephalometric, panoramic films and photos,

age and history of orthodontic treatment. Fax to
Dental Review @ 425-918-5956

21122 Genioplasty; sliding osteotomies, 2 or more osteotomies |CPT-4 Prior Authorization Required Cosmetic Submit cephalometric, panoramic films and photos,
(eg, wedge excision or bone wedge reversal for age and history of orthodontic treatment. Fax to
asymmetrical chin) Dental Review @ 425-918-5956
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21123 Genioplasty; sliding, augmentation with interpositional CPT-4 Prior Authorization Required Cosmetic Submit cephalometric, panoramic films and photos,
bone grafts (includes obtaining autografts) age and history of orthodontic treatment. Fax to
Dental Review @ 425-918-5956
21125 Augmentation, mandibular body or angle; prosthetic CPT-4 Medical Necessity Review Required |Medical Necessity Submit cephalometric, panoramic films and photos,
material age and history of orthodontic treatment. Fax to
Dental Review @ 425-918-5956
21127 Augmentation, mandibular body or angle; with bone graft, |CPT-4 Medical Necessity Review Required [Medical Necessity Submit cephalometric, panoramic films and photos,
onlay or interpositional (includes obtaining autograft) age and history of orthodontic treatment. Fax to
Dental Review @ 425-918-5956
21137 Reduction forehead; contouring only CPT-4 Prior Authorization Required Medical Necessity History and Physical, documentation of medical
necessity and previous stages of reconstruction if
done
21138 Reduction forehead; contouring and application of CPT-4 Prior Authorization Required Medical Necessity History and Physical, documentation of medical
prosthetic material or bone graft (includes obtaining necessity and previous stages of reconstruction if
autograft) done
21139 Reduction forehead; contouring and setback of anterior |CPT-4 Prior Authorization Required Medical Necessity History and Physical, documentation of medical
frontal sinus wall necessity and previous stages of reconstruction if
done
21141 Reconstruction midface, LeFort I; single piece, segment |CPT-4 Prior Authorization Required Medical Necessity Submit cephalometric, panoramic films and photos,
movement in any direction (eg, for Long Face age and history of orthodontic treatment. Fax to
Syndrome), without bone graft Dental Review @ 425-918-5956
21142 Reconstruction midface, LeFort I; 2 pieces, segment CPT-4 Medical Necessity Review Required |Medical Necessity Submit cephalometric, panoramic films and photos,
movement in any direction, without bone graft age and history of orthodontic treatment. Fax to
Dental Review @ 425-918-5956
21143 Reconstruction midface, LeFort I; 3 or more pieces, CPT4 Medical Necessity Review Required |Medical Necessity Submit cephalometric, panoramic films and photos,
segment movement in any direction, without bone graft age and history of orthodontic treatment. Fax to
Dental Review @ 425-918-5956
21145 Reconstruction midface, LeFort I; single piece, segment |CPT-4 Medical Necessity Review Required |Medical Necessity Submit cephalometric, panoramic films and photos,
movement in any direction, requiring bone grafts age and history of orthodontic treatment. Fax to
(includes obtaining autografts) Dental Review @ 425-918-5956
21146 Reconstruction midface, LeFort I; 2 pieces, segment CPT-4 Medical Necessity Review Required |Medical Necessity Submit cephalometric, panoramic films and photos,
movement in any direction, requiring bone grafts age and history of orthodontic treatment. Fax to
(includes obtaining autografts) (eg, ungrafted unilateral Dental Review @ 425-918-5956
alveolar cleft)
21147 Reconstruction midface, LeFort I; 3 or more pieces, CPT-4 Medical Necessity Review Required |Medical Necessity Submit cephalometric, panoramic films and photos,
segment movement in any direction, requiring bone age and history of orthodontic treatment. Fax to
grafts (includes obtaining autografts) (eg, ungrafted Dental Review @ 425-918-5956
bilateral alveolar cleft or multiple osteotomies)
21150 Reconstruction midface, LeFort II; anterior intrusion (eg, |CPT-4 Medical Necessity Review Required [Medical Necessity Submit cephalometric, panoramic films and photos,
Treacher-Collins Syndrome) age and history of orthodontic treatment. Fax to
Dental Review @ 425-918-5956
21151 Reconstruction midface, LeFort II; any direction, requiring|CPT-4 Medical Necessity Review Required |Medical Necessity Submit cephalometric, panoramic films and photos,
bone grafts (includes obtaining autografts) age and history of orthodontic treatment. Fax to
Dental Review @ 425-918-5956
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21154 Reconstruction midface, LeFort Il (extracranial), any CPT-4 Medical Necessity Review Required |Medical Necessity Submit cephalometric, panoramic films and photos,
type, requiring bone grafts (includes obtaining age and history of orthodontic treatment. Fax to
autografts); without LeFort | Dental Review @ 425-918-5956
21155 Reconstruction midface, LeFort Il (extracranial), any CPT-4 Medical Necessity Review Required |Medical Necessity Submit cephalometric, panoramic films and photos,
type, requiring bone grafts (includes obtaining age and history of orthodontic treatment. Fax to
autografts); with LeFort | Dental Review @ 425-918-5956
21159 Reconstruction midface, LeFort Il (extra and intracranial) |CPT-4 Medical Necessity Review Required |Medical Necessity Submit cephalometric, panoramic films and photos,
with forehead advancement (eg, mono bloc), requiring age and history of orthodontic treatment. Fax to
bone grafts (includes obtaining autografts); without Dental Review @ 425-918-5956
21160 Reconstruction midface, LeFort Il (extra and intracranial) |CPT-4 Medical Necessity Review Required |Medical Necessity Submit cephalometric, panoramic films and photos,
with forehead advancement (eg, mono bloc), requiring age and history of orthodontic treatment. Fax to
bone grafts (includes obtaining autografts); with LeFort | Dental Review @ 425-918-5956
21188 Reconstruction midface, osteotomies (other than LeFort |CPT-4 Prior Authorization Required Cosmetic - Reconstructive |Pre Operative Evaluation, History and Physical
type) and bone grafts (includes obtaining autografts) including functional impairment, and Operative report
21193 Reconstruction of mandibular rami, horizontal, vertical, C,|CPT-4 Medical Necessity Review Required |Medical Necessity Submit cephalometric, panoramic films and photos,
or L osteotomy; without bone graft age and history of orthodontic treatment. Fax to
Dental Review @ 425-918-5956
21194 Reconstruction of mandibular rami, horizontal, vertical, C,|CPT-4 Medical Necessity Review Required |Medical Necessity Submit cephalometric, panoramic films and photos,
or L osteotomy; with bone graft (includes obtaining graft) age and history of orthodontic treatment. Fax to
Dental Review @ 425-918-5956
21195 Reconstruction of mandibular rami and/or body, sagittal |CPT-4 Medical Necessity Review Required [Medical Necessity Submit cephalometric, panoramic films and photos,
split; without internal rigid fixation age and history of orthodontic treatment. Fax to
Dental Review @ 425-918-5956
21196 Reconstruction of mandibular rami and/or body, sagittal |CPT-4 Medical Necessity Review Required |Medical Necessity Submit cephalometric, panoramic films and photos,
split; with internal rigid fixation age and history of orthodontic treatment. Fax to
Dental Review @ 425-918-5956
21198 Osteotomy, mandible, segmental; CPT-4 Medical Necessity Review Required [Medical Necessity Submit cephalometric, panoramic films and photos,
age and history of orthodontic treatment. Fax to
Dental Review @ 425-918-5956
21199 Osteotomy, mandible, segmental; with genioglossus CPT-4 Medical Necessity Review Required |Medical Necessity Submit cephalometric, panoramic films and photos,
advancement age and history of orthodontic treatment. Fax to
Dental Review @ 425-918-5956
21206 Osteotomy, maxilla, segmental (eg, Wassmund or CPT-4 Medical Necessity Review Required |Medical Necessity Submit cephalometric, panoramic films and photos,
Schuchard) age and history of orthodontic treatment. Fax to
Dental Review @ 425-918-5956
21208 Osteoplasty, facial bones; augmentation (autograft, CPT-4 Medical Necessity Review Required |Medical Necessity Submit cephalometric, panoramic films and photos,
allograft, or prosthetic implant) age and history of orthodontic treatment. Fax to
Dental Review @ 425-918-5956
21209 Osteoplasty, facial bones; reduction CPT4 Medical Necessity Review Required |Medical Necessity Submit cephalometric, panoramic films and photos,
age and history of orthodontic treatment. Fax to
Dental Review @ 425-918-5956
21210 Graft, bone; nasal, maxillary or malar areas (includes CPT-4 Prior Authorization Required Medical Necessity Beginning 1/1/22 will only require review for WA

obtaining graft)

members when submitted for gender
transition/affirmation surgery. Submit history and
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21240 Arthroplasty, temporomandibular joint, with or without CPT-4 Medical Necessity Review Required |Medical Necessity Submit diagnosis, prognosis and chart notes
autograft (includes obtaining graft) including history of non-invasive or non-surgical
attempts to treat the TMJ. Fax to Dental Review @
21242 Arthroplasty, temporomandibular joint, with allograft CPT-4 Medical Necessity Review Required [Medical Necessity Submit diagnosis, prognosis and chart notes
including history of non-invasive or non-surgical
attempts to treat the TMJ. Fax to Dental Review @
21243 Arthroplasty, temporomandibular joint, with prosthetic CPT-4 Medical Necessity Review Required |Medical Necessity Submit diagnosis, prognosis and chart notes
joint replacement including history of non-invasive or non-surgical
attempts to treat the TMJ. Fax to Dental Review @
21247 Reconstruction of mandibular condyle with bone and CPT-4 Medical Necessity Review Required |Medical Necessity Submit diagnosis, prognosis and chart notes
cartilage autografts (includes obtaining grafts) (eg, for including history of non-invasive or non-surgical
hemifacial microsomia) attempts to treat the TMJ. Fax to Dental Review @
21270 Malar augmentation, prosthetic material CPT-4 Medical Necessity Review Required [Medical Necessity Submit cephalometric, panoramic films and photos,
age and history of orthodontic treatment. Fax to
Dental Review @ 425-918-5956
21280 Medial canthopexy (separate procedure) CPT-4 Prior Authorization Required Cosmetic - Reconstructive |History and Physical, documentation of medical
necessity and visual field
21282 Lateral canthopexy CPT-4 Prior Authorization Required Cosmetic - Reconstructive |History and Physical, documentation of medical
necessity and visual field
21295 Reduction of masseter muscle and bone (eg, for CPT-4 Prior Authorization Required Medical Necessity History and physical, documentation of medical
treatment of benign masseteric hypertrophy); extraoral necessity, procedure report.
approach
21296 Reduction of masseter muscle and bone (eg, for CPT-4 Prior Authorization Required Medical Necessity History and physical, documentation of medical
treatment of benign masseteric hypertrophy); intraoral necessity, procedure report.
approach
21299 Unlisted craniofacial and maxillofacial procedure CPT-4 Medical necessity review will be Medical Necessity Review required at claims submission; submit
performed upon claims submission description of procedure with supporting
with supporting documentation documentation (including operative report if surgical)
21480 Closed treatment of temporomandibular dislocation; initial| CPT-4 Medical Necessity Review Required |Medical Necessity Submit diagnosis, prognosis and chart notes
or subsequent including history of non-invasive or non-surgical
attempts to treat the TMJ. Fax to Dental Review @
21485 Closed treatment of temporomandibular dislocation; CPT-4 Medical Necessity Review Required |Medical Necessity Submit diagnosis, prognosis and chart notes
complicated (eg, recurrent requiring intermaxillary fixation including history of non-invasive or non-surgical
or splinting), initial or subsequent attempts to treat the TMJ. Fax to Dental Review @
21490 Open treatment of temporomandibular dislocation CPT-4 Medical Necessity Review Required |Medical Necessity Submit diagnosis, prognosis and chart notes
including history of non-invasive or non-surgical
attempts to treat the TMJ. Fax to Dental Review @
425-918-5956
21499 Unlisted musculoskeletal procedure, head CPT-4 Medical necessity review will be Medical necessity Review required at claims submission; submit

performed upon claims submission
with supporting documentation

description of procedure with supporting
documentation (including operative report if surgical)
only for the date of service performed.
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21685 Hyoid myotomy and suspension CPT-4 Prior Authorization Required Medical necessity Submit History and Physical, documentation of
medical necessity, operative report as it relates to the
requested service.

21899 Unlisted procedure, neck or thorax CPT-4 Medical necessity review will be Medical necessity Review required at claims submission; submit
performed upon claims submission description of procedure with supporting
with supporting documentation documentation (including operative report if surgical)
22510 Percutaneous vertebroplasty (bone biopsy included when |CPT-4 Prior Authorization Required Medical Necessity Submit History and Physical, documentation of
performed), 1 vertebral body, unilateral or bilateral medical necessity, operative report

injection, inclusive of all imaging guidance;
cervicothoracic

22511 Percutaneous vertebroplasty (bone biopsy included when |CPT-4 Prior Authorization Required Medical Necessity Submit History and Physical, documentation of
performed), 1 vertebral body, unilateral or bilateral medical necessity, operative report
injection, inclusive of all imaging guidance; lumbosacral

22512 Percutaneous vertebroplasty (bone biopsy included when |CPT-4 Prior Authorization Required Medical Necessity Submit History and Physical, documentation of
performed), 1 vertebral body, unilateral or bilateral medical necessity, operative report

injection, inclusive of all imaging guidance; each
additional cervicothoracic or lumbosacral vertebral body
(List separately in addition to code for primary procedure

22513 Percutaneous vertebral augmentation, including cavity |CPT-4 Prior Authorization Required Medical Necessity Submit History and Physical, documentation of
creation (fracture reduction and bone biopsy included medical necessity, operative report

when performed) using mechanical device (eg,
kyphoplasty), 1 vertebral body, unilateral or bilateral
cannulation, inclusive of all imaging guidance; thoracic

22514 Percutaneous vertebral augmentation, including cavity |CPT-4 Prior Authorization Required Medical Necessity Submit History and Physical, documentation of
creation (fracture reduction and bone biopsy included medical necessity, operative report

when performed) using mechanical device (eg,
kyphoplasty), 1 vertebral body, unilateral or bilateral
cannulation, inclusive of all imaging guidance; lumbar

22515 Percutaneous vertebral augmentation, including cavity |CPT-4 Prior Authorization Required Medical Necessity Submit History and Physical, documentation of
creation (fracture reduction and bone biopsy included medical necessity, operative report

when performed) using mechanical device (eg,
kyphoplasty), 1 vertebral body, unilateral or bilateral
cannulation, inclusive of all imaging guidance; each
additional thoracic or lumbar vertebral body (List
separately in addition to code for primary procedure

22526 Percutaneous intradiscal electrothermal annuloplasty, CPT-4 Possible Denial; Medical Records |Investigative Documentation optional
unilateral or bilateral including fluoroscopic guidance; Optional
single level
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22527 Percutaneous intradiscal electrothermal annuloplasty, CPT-4 Possible Denial; Medical Records |Investigative Documentation optional
unilateral or bilateral, including fluoroscopic guidance; 1 Optional
or more additional levels (List separately in addition to
code for primary procedure)

22533 Arthrodesis, lateral extracavitary technique, including CPT-4 Prior Authorization Required Medical necessity including |Submit recent history and physical, plan of care, and
minimal discectomy to prepare interspace (other than for site of service documentation of medical necessity including for site
decompression); lumbar of service. No review needed for members under age

22534 Arthrodesis, lateral extracavitary technique, including CPT-4 Prior Authorization Required Medical Necessity Submit History and Physical, documentation of
minimal discectomy to prepare interspace (other than for medical necessity including operative report.
decompression); thoracic or lumbar, each additional
vertebral segment (List separately in addition to code for
primary procedure)

22551 Arthrodesis, anterior interbody, including disc space CPT-4 Prior Authorization Required Medical necessity including |Submit recent history and physical, plan of care, and
preparation, discectomy, osteophytectomy and site of service documentation of medical necessity including for site
decompression of spinal cord and/or nerve roots; cervical of service. No review needed for members under age
below C2 18.

22552 Arthrodesis, anterior interbody, including disc space CPT-4 Prior Authorization Required Medical Necessity Submit History and Physical, documentation of
preparation, discectomy, osteophytectomy and medical necessity, operative report. No review
decompression of spinal cord and/or nerve roots; cervical needed for members under age 18.
below C2, each additional interspace (List separately in
addition to code for separate procedure)

22554 Arthrodesis, anterior interbody technique, including CPT-4 Prior Authorization Required Medical necessity including |Submit recent history and physical, plan of care, and
minimal discectomy to prepare interspace (other than for site of service documentation of medical necessity including for site
decompression); cervical below C2 of service. No review needed for members under age

18.

22558 Arthrodesis, anterior interbody technique, including CPT-4 Prior Authorization Required Medical necessity including |Submit recent history and physical, plan of care, and
minimal discectomy to prepare interspace (other than for site of service documentation of medical necessity including for site
decompression); lumbar of service. No review needed for members under age

18.

22585 Arthrodesis, anterior interbody technique, including CPT-4 Prior Authorization Required Medical Necessity Submit History and Physical, documentation of
minimal discectomy to prepare interspace (other than for medical necessity, operative report.
decompression); each additional interspace (List
separately in addition to code for primary procedure)

22586 Arthrodesis, pre-sacral interbody technique, including CPT-4 Prior Authorization Required Investigative Submit History and Physical, documentation of

disc space preparation, discectomy, with posterior
instrumentation, with image guidance, includes bone
graft when performed, L5-S1 interspace

medical necessity, operative report as it relates to the
requested service.
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22600 Arthrodesis, posterior or posterolateral technique, single [CPT-4 Prior Authorization Required Medical necessity including |Submit recent history and physical, plan of care, and
level; cervical below C2 segment site of service documentation of medical necessity including for site
of service. No review needed for members under age

18.

22612 Arthrodesis, posterior or posterolateral technique, single [CPT-4 Prior Authorization Required Medical necessity including |Submit recent history and physical, plan of care, and
level; lumbar (with or without lateral transverse site of service documentation of medical necessity including for site
technique) of service. No review needed for members under age

18.

22614 Arthrodesis, posterior or posterolateral technique, single [CPT-4 Prior Authorization Required Medical Necessity Submit History and Physical, documentation of
level; each additional vertebral segment (List separately medical necessity, operative report.
in addition to code for primary procedure)

22630 Arthrodesis, posterior interbody technique, including CPT-4 Prior Authorization Required Medical necessity including |Submit recent history and physical, plan of care, and
laminectomy and/or discectomy to prepare interspace site of service documentation of medical necessity including for site
(other than for decompression), single interspace; lumbar of service. No review needed for members under age

18.

22632 Arthrodesis, posterior interbody technique, including CPT-4 Prior Authorization Required Medical Necessity Submit History and Physical, operative report,
laminectomy and/or discectomy to prepare interspace medical necessity documentation
(other than for decompression), single interspace; each
additional interspace

22633 Arthrodesis, combined posterior or posterolateral CPT-4 Prior Authorization Required Medical necessity including |Submit recent history and physical, plan of care, and
technique with posterior interbody technique including site of service documentation of medical necessity including for site
laminectomy and/or discectomy sufficient to prepare of service. No review needed for members under age
interspace (other than for decompression), single 18.
interspace and segment; lumbar

22634 Arthrodesis, combined posterior or posterolateral CPT-4 Prior Authorization Required Medical Necessity History and Physical, operative report, documentation
technique with posterior interbody technique including of conservative measures.
laminectomy and/or discectomy sufficient to prepare
interspace (other than for decompression), single
interspace and segment; each additional

22800 Arthrodesis, posterior, for spinal deformity, with or without|CPT-4 Prior Authorization Required Medical Necessity Submit History and Physical, documentation of
cast; up to 6 vertebral segments medical necessity including operative report.

22802 Arthrodesis, posterior, for spinal deformity, with or without|CPT-4 Prior Authorization Required Medical Necessity Submit History and Physical, documentation of
cast; 7 to 12 vertebral segments medical necessity including operative report.

22804 Arthrodesis, posterior, for spinal deformity, with or without|CPT-4 Prior Authorization Required Medical Necessity Submit History and Physical, documentation of
cast; 13 or more vertebral segments medical necessity including operative report.

22808 Arthrodesis, anterior, for spinal deformity, with or without |CPT-4 Prior Authorization Required Medical Necessity Submit History and Physical, documentation of
cast; 2 to 3 vertebral segments medical necessity including operative report.

22810 Arthrodesis, anterior, for spinal deformity, with or without [CPT-4 Prior Authorization Required Medical Necessity Submit History and Physical, documentation of
cast; 4 to 7 vertebral segments medical necessity including operative report.

22812 Arthrodesis, anterior, for spinal deformity, with or without [CPT-4 Prior Authorization Required Medical Necessity Submit History and Physical, documentation of

cast; 8 or more vertebral segments

medical necessity including operative report.
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22856 Total disc arthroplasty (artificial disc), anterior approach, [CPT-4 Prior Authorization Required Medical necessity including |Submit recent history and physical, plan of care, and
including discectomy with end plate preparation (includes site of service documentation of medical necessity including for site
osteophytectomy for nerve root or spinal cord of service.
decompression and microdissection), single interspace,
cervical

22857 Total disc arthroplasty (artificial disc), anterior approach, [CPT-4 Prior Authorization Required Investigative Submit History and Physical, documentation of
including discectomy to prepare interspace (other than medical necessity, operative report as it relates to the
for decompression); single interspace, lumbar requested service.

22858 Total disc arthroplasty (artificial disc), anterior approach, [CPT-4 Prior Authorization Required Medical necessity including |Submit recent history and physical, plan of care, and
including discectomy with end plate preparation (includes site of service documentation of medical necessity including for site
osteophytectomy for nerve root or spinal cord of service.
decompression and microdissection); second level,
cervical (List separately in addition to code for primary
procedure)

22860 Total disc arthroplasty (artificial disc), anterior approach, |CPT-4 Prior Authorization Required Investigative Submit history and physical, documentation of
including discectomy to prepare interspace (other than medical necessity and procedure report.
for decompression); second interspace, lumbar (List
separately in addition to code for primary procedure)

22861 Revision including replacement of total disc arthroplasty |CPT-4 Prior Authorization Required Medical necessity including |Submit recent history and physical, plan of care, and
(artificial disc), anterior approach, single interspace; site of service documentation of medical necessity including for site
cervical of service.

22862 Revision including replacement of total disc arthroplasty |CPT-4 Prior Authorization Required Investigative Submit History and Physical, documentation of
(artificial disc), anterior approach, single interspace; medical necessity, operative report as it relates to the
lumbar requested service.

22865 Removal of total disc arthroplasty (artificial disc), anterior |CPT-4 Prior Authorization Required Investigative Submit History and Physical, documentation of
approach, single interspace; lumbar medical necessity, operative report as it relates to the

requested service.

22867 Insertion of interlaminar/interspinous process CPT-4 Prior Authorization Required Investigative Submit History and Physical, documentation of
stabilization/distraction device, without fusion, including medical necessity, operative report as it relates to the
image guidance when performed, with open requested service.
decompression, lumbar; single level

22868 Insertion of interlaminar/interspinous process CPT-4 Prior Authorization Required Investigative Submit History and Physical, documentation of
stabilization/distraction device, without fusion, including medical necessity, operative report as it relates to the
image guidance when performed, with open requested service.
decompression, lumbar; second level

22869 Insertion of interlaminar/interspinous process CPT-4 Prior Authorization Required Investigative Submit History and Physical, documentation of
stabilization/distraction device, without open medical necessity, operative report as it relates to the
decompression or fusion, including image guidance when requested service.
performed, lumbar; single level

22870 Insertion of interlaminar/interspinous process CPT-4 Prior Authorization Required Investigative Submit History and Physical, documentation of

stabilization/distraction device, without open
decompression or fusion, including image guidance when
performed, lumbar; second level

medical necessity, operative report as it relates to the
requested service.
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22899 Unlisted procedure, spine CPT-4 Medical necessity review will be Medical necessity Review required at claims submission; submit
performed upon claims submission description of procedure with supporting
with supporting documentation documentation (including operative report if surgical)
only for the date of service performed.
22999 Unlisted procedure, abdomen, musculoskeletal system |CPT-4 Medical necessity review will be Medical necessity Review required at claims submission; submit
performed upon claims submission description of procedure with supporting
with supporting documentation documentation (including operative report if surgical)
only for the date of service performed.
23929 Unlisted procedure, shoulder CPT-4 Medical necessity review will be Medical necessity Review required at claims submission; submit
performed upon claims submission description of procedure with supporting
with supporting documentation documentation (including operative report if surgical)
only for the date of service performed.
24999 Unlisted procedure, humerus or elbow CPT-4 Medical necessity review will be Medical necessity Review required at claims submission; submit
performed upon claims submission description of procedure with supporting
with supporting documentation documentation (including operative report if surgical)
only for the date of service performed.
25999 Unlisted procedure, forearm or wrist CPT-4 Medical necessity review will be Medical necessity Review required at claims submission; submit
performed upon claims submission description of procedure with supporting
with supporting documentation documentation (including operative report if surgical)
only for the date of service performed.
26989 Unlisted procedure, hands or fingers CPT-4 Medical necessity review will be Medical necessity Review required at claims submission; submit
performed upon claims submission description of procedure with supporting
with supporting documentation documentation (including operative report if surgical)
only for the date of service performed.
27096 Injection procedure for sacroiliac joint, anesthetic/steroid, |CPT-4 Prior Authorization Required Medical Necessity Submit History and Physical, documentation of
with image guidance (fluoroscopy or CT) including medical necessity, operative report as it relates to the
arthrography when performed requested service.
27130 Arthroplasty, acetabular and proximal femoral prosthetic [CPT-4 Prior Authorization Required Medical Necessity Submit history and physical, procedure report and
replacement (total hip arthroplasty), with or without documentation of medical necessity. No review
autograft or allograft needed for members under age 18.
27132 Conversion of previous hip surgery to total hip CPT-4 Prior Authorization Required Medical Necessity Submit history and physical, documentation of
arthroplasty, with or without autograft or allograft medical necessity.
27134 Revision of total hip arthroplasty; both components, with |CPT-4 Prior Authorization Required Medical Necessity Submit history and physical, documentation of
or without autograft or allograft medical necessity.
27137 Revision of total hip arthroplasty; acetabular component |CPT-4 Prior Authorization Required Medical Necessity Submit history and physical, documentation of
only, with or without autograft or allograft medical necessity.
27138 Revision of total hip arthroplasty; femoral component CPT-4 Prior Authorization Required Medical Necessity Submit history and physical, documentation of
only, with or without allograft medical necessity.
27269 Open treatment of femoral fracture, proximal end, head, |CPT-4 Prior Authorization Required Medical Necessity Submit history and physical, documentation of
includes internal fixation, when performed medical necessity.
27278 Arthrodesis, sacroiliac joint, percutaneous, with image CPT-4 Possible Denial; Medical Records  |Investigative Documentation optional

guidance, including placement of intra-articular implant(s)
without placement of transfixation device

Optional

Page 17 of 357

03/01/2024

These criteria do not imply or guarantee approval. Please check with your plan to ensure coverage. Preauthorization requirements are only valid for the month published.
They may have changed from previous months and may change in future months.




Please note that any planned inpatient stay always requires prior authorization (PA) except maternity-related services.
Items with PA require review and approval before the service is performed.

Code List

To check the status of a code against a member's plan, use the Prior Authorization Tool, then submit the review and check the status of the review online. This list is not exhaustive. The presence of codes on this list does
not necessarily indicate coverage under the member benefits contract. Member contracts differ in their benefits. Always use the Prior Authorization Tool, consult the member benefit booklet, or contact a customer service
representative to determine coverage for a specific medical service or supply.

Reviewed For

Description

Plan Review Requirement Medical Records Request

27279 Arthrodesis, sacroiliac joint, percutaneous or minimally [CPT-4 Prior Authorization Required Medical Necessity History and Physical, documentation of medical
invasive (indirect visualization), with image guidance, necessity, operative report.
includes obtaining bone graft when performed, and
placement of transfixing device
27280 Arthrodesis, sacroiliac joint, open, includes obtaining CPT-4 Prior Authorization Required Investigative Submit history and physical, documentation of
bone graft, including instrumentation, when performed medical necessity and procedure report.
27299 Unlisted procedure, pelvis or hip joint CPT-4 Medical necessity review will be Medical necessity Review required at claims submission; submit
performed upon claims submission description of procedure with supporting
with supporting documentation documentation (including operative report if surgical)
only for the date of service performed.
27412 Autologous chondrocyte implantation, knee CPT-4 Prior Authorization Required Medical necessity including |Submit recent history and physical, plan of care, and
site of service documentation of medical necessity including for site
of service.
27415 Osteochrondral allograft, knee, open CPT-4 Prior Authorization Required Medical necessity including |Submit recent history and physical, plan of care, and
site of service documentation of medical necessity including for site
of service.
27416 Osteochondral autograft(s), knee, open (eg, CPT-4 Prior Authorization Required Medical necessity including |Submit recent history and physical, plan of care, and
mosaicplasty) (includes harvesting of autograft[s]) site of service documentation of medical necessity including for site
of service.
27446 Arthroplasty, knee, condyle and plateau; medial OR CPT-4 Prior Authorization Required Medical Necessity Submit History and Physical, pre-operative notes,
lateral compartment operative report and all radiology reports. No review
needed for member age 18 and under.
27447 Arthroplasty, knee, condyle and plateau; medial AND CPT-4 Prior Authorization Required Medical Necessity Submit History and Physical, pre-operation notes,
lateral compartments with or without patella resurfacing operative report and all radiology reports. No review
(total knee arthroplasty) needed for members under age 18.
27486 Revision of total knee arthroplasty, with or without CPT-4 Prior Authorization Required Medical Necessity Submit History and Physical, pre-operation notes,
allograft; 1 component operative report and all radiology reports. No review
needed for member age 18 and under.
27487 Revision of total knee arthroplasty, with or without CPT-4 Prior Authorization Required Medical Necessity Submit History and Physical, pre-operation notes,
allograft; femoral and entire tibial component operative report and all radiology reports. No review
needed for member age 18 and under.
27599 Unlisted procedure femur or knee CPT-4 Medical necessity review will be Medical necessity Review required at claims submission; submit
performed upon claims submission description of procedure with supporting
Submit History and Physical, documentation of
27702 Arthroplasty, ankle; with implant (total ankle) CPT-4 Prior Authorization Required Medical Necessity medical necessity, operative report as it relates to the
requested service.
27899 Unlisted procedure, leg or ankle CPT-4 Medical necessity review will be Medical necessity Review required at claims submission; submit
performed upon claims submission description of procedure with supporting
with supporting documentation documentation (including operative report if surgical)
only for the date of service performed.
28291 Hallux rigidus correction with cheilectomy, debridement |CPT-4 Prior Authorization Required Investigative Submit History and Physical, documentation of
and capsular release of the first metatarsophalangeal medical necessity, operative report as it relates to the
joint; with implant requested service.
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28446 Open osteochondral autograft, talus (includes obtaining |CPT-4 Prior Authorization Required Medical necessity including |Submit recent history and physical, plan of care, and
graft[s]) site of service documentation of medical necessity including for site
of service.
28890 Extracorporeal shock wave, high energy, performed by a |CPT-4 Possible Denial; Medical Records  |Investigative Documentation optional
physician, requiring anesthesia other than local, including Optional
ultrasound guidance, involving the plantar fascia
28899 Unlisted procedure, foot or toes CPT-4 Medical necessity review will be Medical necessity Review required at claims submission; submit
performed upon claims submission description of procedure with supporting
with supporting documentation documentation (including operative report if surgical)
only for the date of service performed.
29799 Unlisted procedure, casting or strapping CPT-4 Medical necessity review will be Medical necessity Review required at claims submission; submit
performed upon claims submission description of procedure with supporting
with supporting documentation documentation (including operative report if surgical)
only for the date of service performed.
29800 Arthroscopy, temporomandibular joint, diagnostic, with or [CPT-4 Medical Necessity Review Required |Medical Necessity Submit diagnosis, prognosis and chart notes
without synovial biopsy (separate procedure) including history of non-invasive or non-surgical
attempts to treat the TMJ. Fax to Dental Review @
425-918-5956
29804 Arthroscopy, temporomandibular joint, surgical CPT-4 Medical Necessity Review Required [Medical Necessity Submit diagnosis, prognosis and chart notes
including history of non-invasive or non-surgical
attempts to treat the TMJ. Fax to Dental Review @
425-918-5956
29866 Arthroscopy, knee, surgical; osteochondral autograft(s) [CPT-4 Prior Authorization Required Medical necessity including |Submit recent history and physical, plan of care, and
(eg, mosaicplasty) (includes harvesting of the site of service documentation of medical necessity including for site
autograft[s]) of service.
29867 Arthroscopy, knee, surgical; osteochrondral allograft(s) [CPT-4 Prior Authorization Required Medical necessity including |Submit site of service, history and physical, medical
site of service necessity documentation, operative report.
29868 Arthroscopy, knee, surgical; meniscal transplantation, CPT-4 Medical Necessity Review Required |Medical Necessity Pre Operative Evaluation, History and Physical, and
medial or lateral Operative report.
29870 Arthroscopy, knee, diagnostic, with or without synovial CPT-4 Prior Authorization Required Medical Necessity Submit History and Physical, documentation of
biopsy (separate procedure) medical necessity including procedure report. No
review needed for member age 18 and under.
29871 Arthroscopy, knee, surgical; for infection, lavage and CPT-4 Prior Authorization Required Medical necessity including |Submit Site of Service, history and Physical, medical
drainage site of service necessity documentation including operative report.
No review needed for member age 18 and under.
29873 Arthroscopy, knee, surgical; with lateral release CPT-4 Prior Authorization Required Medical necessity including |Submit site of service, history and physical,

site of service

documentation of medical necessity including
procedure report. No review needed for member age
18 and under.
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29874 Arthroscopy, knee, surgical; for removal of loose body or [CPT-4 Prior Authorization Required Medical necessity including |Submit site of service, history and physical,
foreign body (eg, osteochondritis dissecans site of service documentation of medical necessity including
fragmentation, chondral fragmentation) procedure report. No review needed for member age
18 and under.
29875 Arthroscopy, knee, surgical; synovectomy, limited (eg, CPT-4 Prior Authorization Required Medical necessity including |Submit site of service, history and physical,
plica or shelf resection) (separate procedure) site of service documentation of medical necessity including
procedure report. No review needed for member age
18 and under.
29876 Arthroscopy, knee, surgical; synovectomy, major, 2 or CPT-4 Prior Authorization Required Medical necessity including |Submit site of service, history and physical,
more compartments (eg, medial or lateral) site of service documentation of medical necessity including
procedure report. No review needed for member age
18 and under.
29877 Arthroscopy, knee, surgical; debridement/shaving of CPT-4 Prior Authorization Required Medical necessity including |Submit site of service, history and physical,
articular cartilage (chondroplasty) site of service documentation of medical necessity including
procedure report. No review needed for member age
18 and under.
29879 Arthroscopy, knee, surgical; abrasion arthroplasty CPT-4 Prior Authorization Required Medical necessity including |Submit site of service, history and physical,
(includes chondroplasty where necessary) or multiple site of service documentation of medical necessity including
drilling or microfracture procedure report. No review needed for member age
18 and under.
29880 Arthroscopy, knee, surgical; with meniscectomy (medial |[CPT-4 Prior Authorization Required Medical necessity including |Submit site of service, history and physical,
AND lateral, including any meniscal shaving) site of service documentation of medical necessity including
procedure report. No review needed for member age
18 and under.
29881 Arthroscopy, knee, surgical; with meniscectomy (medial |CPT-4 Prior Authorization Required Medical necessity including |Submit site of service, history and physical,
OR lateral, including any meniscal shaving) site of service documentation of medical necessity including
procedure report. No review needed for member age
18 and under.
29882 Arthroscopy, knee, surgical; with meniscus repair (medial [CPT-4 Prior Authorization Required Medical necessity including |Submit site of service, history and physical,
OR lateral) site of service documentation of medical necessity including
procedure report. No review needed for member age
18 and under.
29883 Arthroscopy, knee, surgical; with meniscus repair (medial [CPT-4 Prior Authorization Required Medical necessity including |Submit site of service, history and physical,
AND lateral) site of service documentation of medical necessity including
procedure report. No review needed for member age
18 and under.
29884 Arthroscopy, knee, surgical; with lysis of adhesions, with [CPT-4 Prior Authorization Required Medical necessity including |Submit site of service, history and physical,
or without manipulation (separate procedure) site of service documentation of medical necessity including
procedure report. No review needed for member age
18 and under.
29888 Arthroscopically aided anterior cruciate ligament CPT-4 Prior Authorization Required Medical necessity including |Submit site of service, history and physical,

repair/augmentation or reconstruction

site of service

documentation of medical necessity including
procedure report. No review needed for member age
18 and under.
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29889 Arthroscopically aided posterior cruciate ligament CPT-4 Prior Authorization Required Medical necessity including |Submit site of service, history and physical,
repair/augmentation or reconstruction site of service documentation of medical necessity including
procedure report. No review needed for member age
18 and under.
29999 Unlisted procedure Arthroscopy CPT-4 Medical necessity review will be Medical necessity Review required at claims submission; submit
performed upon claims submission description of procedure with supporting
with supporting documentation documentation (including operative report if surgical)
only for the date of service performed.

30117 Excision or destruction (eg, laser), intranasal lesion; CPT-4 Possible Denial; Medical Records  |Investigative Documentation optional
internal approach Optional

30400 Rhinoplasty, primary; lateral and alar cartilages and/or CPT-4 Prior Authorization Required Medical necessity including |Submit site of service, pre operative evaluation,
elevation of nasal tip site of service history and physical including functional impairment,

and operative report.

30410 Rhinoplasty, primary; complete, external parts including |CPT-4 Prior Authorization Required Medical necessity including |Submit site of service, pre operative evaluation,
bony pyramid, lateral and alar cartilages, and/or elevation site of service history and physical including functional impairment,
of nasal tip and operative report.

30420 Rhinoplasty, primary; including major septal repair CPT-4 Prior Authorization Required Medical necessity including |Submit site of service, pre operative evaluation,

site of service history and physical including functional impairment,
and operative report.

30430 Rhinoplasty, secondary; minor revision (small amount of |CPT-4 Prior Authorization Required Medical necessity including |Submit site of service, pre operative evaluation,
nasal tip work) site of service history and physical including functional impairment,

and operative report.

30435 Rhinoplasty, secondary; intermediate revision (bony work |CPT-4 Prior Authorization Required Medical necessity including |Submit site of service, pre operative evaluation,
with osteotomies) site of service history and physical including functional impairment,

and operative report.

30450 Rhinoplasty, secondary; major revision (nasal tip work CPT-4 Prior Authorization Required Medical necessity including |Submit site of service, pre operative evaluation,
and osteotomies) site of service history and physical including functional impairment,

and operative report.

30468 Repair of nasal valve collapse with CPT-4 Possible Denial; Medical Records  |Investigative Documentation optional
subcutaneous/submucosal lateral wall implant(s) Optional

30469 Repair of nasal valve collapse with low energy, CPT-4 Possible Denial; Medical Records |Investigative Documentation optional
temperature-controlled (ie, radiofrequency) Optional
subcutaneous/submucosal remodeling

30999 Unlisted procedure, nose CPT-4 Medical necessity review will be Medical necessity Review required at claims submission; submit

performed upon claims submission description of procedure with supporting
with supporting documentation documentation (including operative report if surgical)
only for the date of service performed.

31242 Nasal/sinus endoscopy, surgical; with destruction by CPT-4 Prior Authorization Required Investigative Submit History and Physical, documentation of
radiofrequency ablation, posterior nasal nerve medical necessity, operative report as it relates to the

requested service.

31243 Nasal/sinus endoscopy, surgical; with destruction by CPT-4 Prior Authorization Required Investigative Submit History and Physical, documentation of

cryoablation, posterior nasal nerve

medical necessity, operative report as it relates to the
requested service.
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31253 Nasal/sinus endoscopy, surgical with ethmoidectomy; CPT-4 Prior Authorization Required Medical necessity including |Submit Site of Service, Pre-Operative Evaluation,
total (anterior and posterior), including frontal sinus site of service History and Physical and Operative report. No review
exploration, with removal of tissue from frontal sinus, needed for member age 18 and under.
when performed

31254 Nasal/sinus endoscopy, surgical; with ethmoidectomy, CPT-4 Prior Authorization Required Medical necessity including |Submit Site of Service, History and Physical including
partial (anterior) site of service functional impairment, pre- operative evaluation,

imaging and operative reports. No review needed for
member age 18 and under.

31255 Nasal/sinus endoscopy, surgical; with ethmoidectomy, CPT-4 Prior Authorization Required Medical necessity including |Submit Site of Service, History and Physical including
total (anterior and posterior) site of service functional impairment, pre- operative evaluation,

imaging and operative reports. No review needed for
member age 18 and under.

31256 Nasal/sinus endoscopy, surgical, with maxillary CPT-4 Prior Authorization Required Medical necessity including |Submit Site of Service, History and Physical including
antrostomy; site of service functional impairment, pre- operative evaluation,

imaging and operative reports. No review needed for
member age 18 and under.

31257 Nasal/sinus endoscopy, surgical with ethmoidectomy; CPT-4 Prior Authorization Required Medical necessity including |Submit Site of Service, Pre-Operative Evaluation,
total (anterior and posterior), including sphenoidotomy site of service History and Physical and Operative report. No review

needed for member age 18 and under.

31259 Nasal/sinus endoscopy, surgical with ethmoidectomy; CPT-4 Prior Authorization Required Medical necessity including |Submit Site of Service, Pre-Operative Evaluation,
total (anterior and posterior), including sphenoidotomy, site of service History and Physical and Operative report. No review
with removal of tissue from the sphenoid sinus needed for member age 18 and under.

31267 Nasal/sinus endoscopy, surgical, with maxillary CPT-4 Prior Authorization Required Medical necessity including |Submit Site of Service, History and Physical including
antrostomy; with removal of tissue from maxillary sinus site of service functional impairment, pre- operative evaluation,

imaging and operative reports. No review needed for
member age 18 and under.

31276 Nasal/sinus endoscopy, surgical with frontal sinus CPT-4 Prior Authorization Required Medical necessity including |Submit Site of Service, History and Physical including
exploration, with or without removal of tissue from frontal site of service functional impairment, pre- operative evaluation,
sinus imaging and operative reports. No review needed for

member age 18 and under.

31287 Nasal/sinus endoscopy, surgical, with sphenoidotomy; CPT-4 Prior Authorization Required Medical necessity including |Submit Site of Service, History and Physical including

site of service functional impairment, pre- operative evaluation,
imaging and operative reports. No review needed for
member age 18 and under.

31288 Nasal/sinus endoscopy, surgical, with sphenoidotomy; CPT-4 Prior Authorization Required Medical necessity including |Submit Site of Service, History and Physical including
with removal of tissue from the sphenoid sinus site of service functional impairment, pre- operative evaluation,

imaging and operative reports. No review needed for
member age 18 and under.

31295 Nasal/sinus endoscopy, surgical, with dilation (eg, CPT-4 Prior Authorization Required Medical necessity including |Submit Site of Service, Pre Operative Evaluation,
balloon dilation); maxillary sinus ostium transnasal or via site of service History and Physical and Operative report. No review
canine fossa needed for member age 18 and under.

31296 Nasal/sinus endoscopy, surgical, with dilation (eg, CPT-4 Prior Authorization Required Medical necessity including |Submit Site of Service, Pre Operative Evaluation,

balloon dilation); frontal sinus ostium

site of service

History and Physical, and Operative report. No review
needed for member age 18 and under.

Page 22 of 357

03/01/2024

These criteria do not imply or guarantee approval. Please check with your plan to ensure coverage. Preauthorization requirements are only valid for the month published.
They may have changed from previous months and may change in future months.




Please note that any planned inpatient stay always requires prior authorization (PA) except maternity-related services.
Items with PA require review and approval before the service is performed.

Code List

To check the status of a code against a member's plan, use the Prior Authorization Tool, then submit the review and check the status of the review online. This list is not exhaustive. The presence of codes on this list does
not necessarily indicate coverage under the member benefits contract. Member contracts differ in their benefits. Always use the Prior Authorization Tool, consult the member benefit booklet, or contact a customer service
representative to determine coverage for a specific medical service or supply.

Description Plan Review Requirement Reviewed For Medical Records Request

31297 Nasal/sinus endoscopy, surgical, with dilation (eg, CPT-4 Prior Authorization Required Medical necessity including |Submit Site of Service, Pre Operative Evaluation,
balloon dilation) sphenoid sinus ostium site of service History and Physical, and Operative report. No review

needed for member age 18 and under.

31298 Nasal/sinus endoscopy, surgical, with dilation (eg, CPT-4 Prior Authorization Required Medical necessity including |Submit Site of Service, Pre-Operative Evaluation,
balloon dilation) frontal and sphenoid sinus ostia site of service History and Physical and Operative report. No review

needed for member age 18 and under.

31299 Unlisted procedure, accessory sinuses CPT-4 Medical necessity review will be Medical necessity Review required at claims submission; submit

performed upon claims submission description of procedure with supporting
with supporting documentation documentation (including operative report if surgical)
only for the date of service performed.

31513 Laryngoscopy, indirect; with vocal cord injection CPT-4 Retrospective Review Medical Necessity Submit History and Physical, documentation of
medical necessity, operative report as it relates to the
requested service.

31570 Laryngoscopy, direct, with injection into vocal cord(s), CPT-4 Retrospective Review Medical Necessity Submit History and Physical, documentation of

therapeutic; medical necessity, operative report as it relates to the
requested service.

31571 Laryngoscopy, direct, with injection into vocal cord(s), CPT-4 Retrospective Review Medical Necessity Submit History and Physical, documentation of
therapeutic; with operating microscope or telescope medical necessity, operative report as it relates to the

requested service.

31573 Laryngoscopy, flexible; with therapeutic injection(s) (eg, |CPT-4 Retrospective Review Medical Necessity Submit History and Physical, documentation of
chemodenervation agent or corticosteroid, injected medical necessity, operative report as it relates to the
percutaneous, transoral, or via endoscope channel), requested service.
unilateral

31574 Laryngoscopy, flexible; with injection(s) for augmentation |CPT-4 Retrospective Review Medical Necessity Submit History and Physical, documentation of
(eg, percutaneous, transoral), unilateral medical necessity, operative report as it relates to the

requested service.

31599 Unlisted procedure, larynx CPT-4 Medical necessity review will be Medical necessity Review required at claims submission; submit

performed upon claims submission description of procedure with supporting
with supporting documentation documentation (including operative report if surgical)
only for the date of service performed.

31643 Bronchoscopy, rigid or flexible, including fluoroscopic CPT-4 Prior Authorization Required Radiation Oncology No review for non-cancer diagnoses. FOR CANCER
guidance, when performed; with placement of catheter(s) DIAGNOSES ONLY: Submit online review with
for intracavitary radioelement application Carelon at www.providerportal.com. For prior

authorization include history and physical, results of
previous diagnostics procedure report.

31647 Bronchoscopy, rigid or flexible, including fluoroscopic CPT-4 Possible Denial; Medical Records |Investigative Documentation optional
guidance, when performed; with balloon occlusion, when Optional
performed, assessment of air leak, airway sizing, and
insertion of bronchial valve(s), initial lobe

31648 Bronchoscopy, rigid or flexible, including fluoroscopic CPT-4 Possible Denial; Medical Records |Investigative Documentation optional

guidance, when performed; with removal of bronchial
valve(s), initial lobe

Optional
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31649 Bronchoscopy, rigid or flexible, including fluoroscopic CPT-4 Possible Denial; Medical Records [Investigative Documentation optional
guidance, when performed; with removal of bronchial Optional
valve(s), each additional lobe (List separately in addition
to code for primary procedure)

31651 Bronchoscopy, rigid or flexible, including fluoroscopic CPT-4 Possible Denial; Medical Records |Investigative Documentation optional
guidance, when performed; with balloon occlusion, when Optional
performed, assessment of air leak, airway sizing, and
insertion of bronchial valve(s), each additional lobe (List
separately in addition to code for primary procedure[s])

31899 Unlisted procedure, trachea, bronchi CPT-4 Medical necessity review will be Medical necessity Review required at claims submission; submit

performed upon claims submission description of procedure with supporting
with supporting documentation documentation (including operative report if surgical)
only for the date of service performed.

32664 Thoracoscopy, surgical; with thoracic sympathectomy CPT-4 Prior Authorization Required Medical Necessity History and Physical, documentation of medical

necessity, operative report.

32701 Thoracic target(s) delineation for stereotactic body CPT-4 Prior Authorization Required Radiation Oncology No review for non-cancer diagnoses. FOR CANCER
radiation therapy (SRS/SBRT), (photon or particle beam), DIAGNOSES ONLY: Submit online review with
entire course of treatment Carelon at www.providerportal.com. For prior

authorization include history and physical, results of
previous diagnostics procedure report.

32851 Lung transplant, single; without cardiopulmonary bypass |CPT-4 Prior Authorization Required Medical Necessity Submit Transplant evaluation and facility acceptance

letter

32852 Lung transplant, single; with cardiopulmonary bypass CPT-4 Prior Authorization Required Medical Necessity Submit Transplant evaluation and facility acceptance

letter

32853 Lung transplant, double (bilateral sequential or en bloc); |CPT-4 Prior Authorization Required Medical Necessity Submit Transplant evaluation and facility acceptance
without cardiopulmonary bypass letter

32854 Lung transplant, double (bilateral sequential or en bloc); |CPT-4 Prior Authorization Required Medical Necessity Submit Transplant evaluation and facility acceptance
with cardiopulmonary bypass letter

32994 Ablation therapy for reduction or eradication of 1 or more |CPT-4 Prior Authorization Required Medical Necessity Submit history and physical, documentation of
pulmonary tumor(s) including pleura or chest wall when medical necessity and procedure report.
involved by tumor extension, percutaneous, including
imaging guidance when performed, unilateral;
cryoablation

32998 Ablation therapy for reduction or eradication of 1 or more [CPT-4 Prior Authorization Required Medical Necessity Submit history and physical, documentation of
pulmonary tumor(s) including pleura or chest wall when medical necessity and procedure report.
involved by tumor extension, percutaneous,
radiofrequency, unilateral

32999 Unlisted procedure, lungs and pleura CPT-4 Medical necessity review will be Medical necessity Review required at claims submission; submit

performed upon claims submission
with supporting documentation

description of procedure with supporting
documentation (including operative report if surgical)
only for the date of service performed.
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33254 Operative tissue ablation and reconstruction of atria, CPT-4 Prior Authorization Required Investigative Submit History and Physical, documentation of
limited (eg, modified maze procedure) medical necessity, operative report as it relates to the

requested service.

33255 Operative tissue ablation and reconstruction of atria, CPT-4 Prior Authorization Required Investigative Submit History and Physical, documentation of
extensive (eg, maze procedure); without cardiopulmonary medical necessity, operative report as it relates to the
bypass requested service.

33256 Operative tissue ablation and reconstruction of atria, CPT-4 Prior Authorization Required Investigative Submit History and Physical, documentation of
extensive (eg, maze procedure); with cardiopulmonary medical necessity, operative report as it relates to the
bypass requested service.

33258 Operative tissue ablation and reconstruction of atria, CPT-4 Prior Authorization Required Investigative Submit History and Physical, documentation of
performed at the time of other cardiac procedure(s), medical necessity, operative report as it relates to the
extensive (eg, maze procedure), without cardiopulmonary requested service.
bypass (List separately in addition to code for primary
procedure)

33265 Endoscopy, surgical; operative tissue ablation and CPT-4 Prior Authorization Required Investigative Submit History and Physical, documentation of
reconstruction of atria, limited (eg, modified maze medical necessity, operative report as it relates to the
procedure), without cardiopulmonary bypass requested service.

33266 Endoscopy, surgical; operative tissue ablation and CPT-4 Prior Authorization Required Investigative Submit History and Physical, documentation of
reconstruction of atria, extensive (eg, maze procedure), medical necessity, operative report as it relates to the
without cardiopulmonary bypass requested service.

33267 Exclusion of left atrial appendage, open, any method (eg, |CPT-4 Possible Denial; Medical Records |Investigative Documentation optional
excision, isolation via stapling, oversewing, ligation, Optional
plication, clip)

33268 Exclusion of left atrial appendage, open, performed at the|CPT-4 Possible Denial; Medical Records |Investigative Documentation optional
time of other sternotomy or thoracotomy procedure(s), Optional
any method (eg, excision, isolation via stapling,
oversewing, ligation, plication, clip) (List separately in
addition to code for primary procedure)

33269 Exclusion of left atrial appendage, thoracoscopic, any CPT-4 Prior Authorization Required Investigative Submit History and Physical, documentation of
method (eg, excision, isolation via stapling, oversewing, medical necessity, operative report as it relates to the
ligation, plication, clip) requested service.

33270 Insertion or replacement of permanent subcutaneous CPT-4 Prior Authorization Required Medical Necessity Submit History and Physical, documentation of
implantable defibrillator system, with subcutaneous medical necessity, operative report as it relates to the
electrode, including defibrillation threshold evaluation, requested service.
induction of arrhythmia, evaluation of sensing for
arrhythmia termination, and programming or
reprogramming of sensing or therapeutic parameters,
when performed

33274 Transcatheter insertion or replacement of permanent CPT-4 Medical Necessity Review Required |Medical Necessity Submit history and physical, documentation of

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

medical necessity.
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33289 Transcatheter implantation of wireless pulmonary artery [CPT-4 Possible Denial; Medical Records [Investigative Documentation optional
pressure sensor for long-term hemodynamic monitoring, Optional
including deployment and calibration of the sensor, right
heart

33340 Percutaneous transcatheter closure of the left atrial CPT-4 Prior Authorization Required Medical Necessity Submit History and Physical, documentation of
appendage with endocardial implant, including medical necessity, operative report
fluoroscopy, transseptal puncture, catheter placement(s),
left atrial angiography, left atrial appendage angiography,
when performed, and radiological supervision and
interpretation

33361 Transcatheter aortic valve replacement (TAVR/TAVI) with|CPT-4 Prior Authorization Required Medical Necessity History and Physical, procedure report
prosthetic valve; percutaneous femoral artery approach

33362 Transcatheter aortic valve replacement (TAVR/TAVI) with|CPT-4 Prior Authorization Required Medical Necessity History and Physical, procedure report
prosthetic valve; open femoral artery approach

33363 Transcatheter aortic valve replacement (TAVR/TAVI) with|CPT-4 Prior Authorization Required Medical Necessity History and Physical, procedure report
prosthetic valve; open axillary artery approach

33364 Transcatheter aortic valve replacement (TAVR/TAVI) with|CPT-4 Prior Authorization Required Medical Necessity History and Physical, procedure report
prosthetic valve; open iliac artery approach

33365 Transcatheter aortic valve replacement (TAVR/TAVI) with|CPT-4 Prior Authorization Required Medical Necessity History and Physical, procedure report
prosthetic valve; transaortic approach (eg, median
sternotomy, mediastinotomy)

33366 Transcatheter aortic valve replacement (TAVR/TAVI) with|CPT-4 Prior Authorization Required Medical Necessity History and Physical, documentation of medical
prosthetic valve; transapical exposure (eg, left necessity, operative report.
thoracotomy)

33370 Transcatheter placement and subsequent removal of CPT4 Possible Denial; Medical Records |Investigative Documentation optional
cerebral embolic protection device(s), including arterial Optional
access, catheterization, imaging, and radiological
supervision and interpretation, percutaneous (List
separately in addition to code for primary procedure)

33418 Transcatheter mitral valve repair, percutaneous CPT-4 Prior Authorization Required Medical Necessity Submit History and Physical, documentation of
approach, including transseptal puncture when medical necessity, operative report
performed; initial prosthesis

33419 Transcatheter mitral valve repair, percutaneous CPT-4 Prior Authorization Required Medical Necessity Submit History and Physical, documentation of
approach, including transseptal puncture when medical necessity, operative report
performed; additional prosthesis(es) during same session
(List separately in addition to code for primary procedure)

33477 Transcatheter pulmonary valve implantation, CPT-4 Prior Authorization Required Medical Necessity Submit history and physical, documentation of
percutaneous approach, including pre-stenting of the medical necessity and procedure report.
valve delivery site, when performed

33927 Implantation of a total replacement heart system (artificial|CPT-4 Prior Authorization Required Medical Necessity Submit history and physical, documentation of

heart) with recipient cardiectomy

medical necessity and procedure report.
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33928 Removal and replacement of total replacement heart CPT-4 Prior Authorization Required Medical Necessity Submit history and physical, documentation of
system (artificial heart) medical necessity and procedure report.

33929 Removal of a total replacement heart system (artificial CPT-4 Prior Authorization Required Medical Necessity Submit history and physical, documentation of
heart) for heart transplantation (List separately in addition medical necessity and procedure report.
to code for primary procedure)

33935 Heart-lung transplant with recipient cardiectomy- CPT-4 Prior Authorization Required Medical Necessity Submit Transplant evaluation and facility acceptance
pneumonectomy letter

33945 Heart transplant, with or without recipient cardiectomy CPT4 Prior Authorization Required Medical Necessity Submit Transplant evaluation and facility acceptance

letter

33975 Insertion of ventricular assist device; extracorporeal, CPT-4 Prior Authorization Required Medical Necessity Submit History and Physical, documentation of
single ventricle medical necessity, operative report

33976 Insertion of ventricular assist device; extracorporeal, CPT-4 Prior Authorization Required Medical Necessity Submit History and Physical, documentation of
biventricular medical necessity, operative report

33979 Insertion of ventricular assist device implantable CPT-4 Prior Authorization Required Medical Necessity Submit History and Physical, documentation of
intracorporeal single ventricle medical necessity, operative report

33981 Replacement of extracorporeal ventricular assist device, |CPT-4 Prior Authorization Required Medical Necessity Submit history and physical, documentation of
single or biventricular, pump(s), single or each pump medical necessity and procedure report.

33982 Replacement of ventricular assist device pump(s); CPT-4 Prior Authorization Required Medical Necessity Submit history and physical, documentation of
implantable intracorporeal, single ventricle, without medical necessity and procedure report.
cardiopulmonary bypass

33983 Replacement of ventricular assist device pump(s); CPT-4 Prior Authorization Required Medical Necessity Submit history and physical, documentation of
implantable intracorporeal, single ventricle, with medical necessity and procedure report.
cardiopulmonary bypass

33990 Insertion of ventricular assist device, percutaneous, CPT-4 Prior Authorization Required Investigative Submit History and Physical, documentation of
including radiological supervision and interpretation; left medical necessity, operative report as it relates to the
heart, arterial access only requested service.

33991 Insertion of ventricular assist device, percutaneous, CPT-4 Prior Authorization Required Investigative Submit History and Physical, documentation of
including radiological supervision and interpretation; left medical necessity, operative report as it relates to the
heart, both arterial and venous access, with transseptal requested service.
puncture

33992 Removal of percutaneous left heart ventricular assist CPT-4 Prior Authorization Required Investigative Submit History and Physical, documentation of
device, arterial or arterial and venous cannula(s), at medical necessity, operative report as it relates to the
separate and distinct session from insertion requested service.

33993 Repositioning of percutaneous right or left heart CPT-4 Prior Authorization Required Investigative Submit History and Physical, documentation of
ventricular assist device with imaging guidance at medical necessity, operative report as it relates to the
separate and distinct session from insertion requested service.

33995 Insertion of ventricular assist device, percutaneous, CPT-4 Prior Authorization Required Investigative Submit History and Physical, documentation of
including radiological supervision and interpretation; right medical necessity, operative report as it relates to the
heart, venous access only requested service.

33997 Removal of percutaneous right heart ventricular assist CPT-4 Prior Authorization Required Investigative Submit History and Physical, documentation of

device, venous cannula, at separate and distinct session
from insertion

medical necessity, operative report as it relates to the
requested service.
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33999 Unlisted procedure, cardiac surgery CPT-4 Medical necessity review will be Medical necessity Review required at claims submission; submit
performed upon claims submission description of procedure with supporting
with supporting documentation documentation (including operative report if surgical)
only for the date of service performed.

34808 Endovascular placement of iliac artery occlusion device |CPT-4 Retrospective Review Medical Necessity Submit History and Physical, documentation of
(List separately in addition to code for primary procedure) medical necessity, operative report as it relates to the

requested service.

34812 Open femoral artery exposure for delivery of CPT-4 Retrospective Review Medical Necessity Submit History and Physical, documentation of
endovascular prosthesis, by groin incision, unilateral (List medical necessity, operative report as it relates to the
separately in addition to code for primary procedure) requested service.

34813 Placement of femoral-femoral prosthetic graft during CPT-4 Retrospective Review Medical Necessity Submit History and Physical, documentation of
endovascular aortic aneurysm repair (List separately in medical necessity, operative report as it relates to the
addition to code for primary procedure) requested service.

34820 Open iliac artery exposure for delivery of endovascular |CPT-4 Retrospective Review Medical Necessity Submit History and Physical, documentation of
prosthesis or iliac occlusion during endovascular therapy, medical necessity, operative report as it relates to the
by abdominal or retroperitoneal incision, unilateral (List requested service.
separately in addition to code for primary procedure)

34833 Open iliac artery exposure with creation of conduit for CPT-4 Retrospective Review Medical Necessity Submit History and Physical, documentation of
delivery of endovascular prosthesis or for establishment medical necessity, operative report as it relates to the
of cardiopulmonary bypass, by abdominal or requested service.
retroperitoneal incision, unilateral (List separately in
addition to code for primary procedure)

34834 Open brachial artery exposure for delivery of CPT-4 Retrospective Review Medical Necessity Submit History and Physical, documentation of
endovascular prosthesis, unilateral (List separately in medical necessity, operative report as it relates to the
addition to code for primary procedure) requested service.

34841 Endovascular repair of visceral aorta (eg, aneurysm, CPT-4 Retrospective Review Medical Necessity Submit History and Physical, documentation of
pseudoaneurysm, dissection, penetrating ulcer, medical necessity, operative report as it relates to the
intramural hematoma, or traumatic disruption) by requested service.
deployment of a fenestrated visceral aortic endograft and
all associated radiological supervision and interpretation,
including target zone angioplasty, when performed;
including one visceral artery endoprosthesis (superior
mesenteric, celiac or renal artery)

34842 Endovascular repair of visceral aorta (eg, aneurysm, CPT-4 Retrospective Review Medical Necessity Submit History and Physical, documentation of

pseudoaneurysm, dissection, penetrating ulcer,
intramural hematoma, or traumatic disruption) by
deployment of a fenestrated visceral aortic endograft and
all associated radiological supervision and interpretation,
including target zone angioplasty, when performed;
including two visceral artery endoprostheses (superior
mesenteric, celiac and/or renal artery[s])

medical necessity, operative report as it relates to the
requested service.
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34843 Endovascular repair of visceral aorta (eg, aneurysm, CPT-4 Retrospective Review Medical Necessity Submit History and Physical, documentation of
pseudoaneurysm, dissection, penetrating ulcer, medical necessity, operative report as it relates to the
intramural hematoma, or traumatic disruption) by requested service.

deployment of a fenestrated visceral aortic endograft and
all associated radiological supervision and interpretation,
including target zone angioplasty, when performed;
including three visceral artery endoprostheses (superior
mesenteric, celiac and/or renal artery[s])

34844 Endovascular repair of visceral aorta (eg, aneurysm, CPT-4 Retrospective Review Medical Necessity Submit History and Physical, documentation of
pseudoaneurysm, dissection, penetrating ulcer, medical necessity, operative report as it relates to the
intramural hematoma, or traumatic disruption) by requested service.

deployment of a fenestrated visceral aortic endograft and
all associated radiological supervision and interpretation,
including target zone angioplasty, when performed;
including four or more visceral artery endoprostheses
(superior mesenteric, celiac and/or renal artery[s])

34845 Endovascular repair of visceral aorta and infrarenal CPT-4 Retrospective Review Medical Necessity Submit History and Physical, documentation of
abdominal aorta (eg, aneurysm, pseudoaneurysm, medical necessity, operative report as it relates to the
dissection, penetrating ulcer, intramural hematoma, or requested service.

traumatic disruption) with a fenestrated visceral aortic
endograft and concomitant unibody or modular infrarenal
aortic endograft and all associated radiological
supervision and interpretation, including target zone
angioplasty, when performed; including one visceral
artery endoprosthesis (superior mesenteric, celiac or
renal artery)

34846 Endovascular repair of visceral aorta and infrarenal CPT-4 Retrospective Review Medical Necessity Submit History and Physical, documentation of
abdominal aorta (eg, aneurysm, pseudoaneurysm, medical necessity, operative report as it relates to the
dissection, penetrating ulcer, intramural hematoma, or requested service.

traumatic disruption) with a fenestrated visceral aortic
endograft and concomitant unibody or modular infrarenal
aortic endograft and all associated radiological
supervision and interpretation, including target zone
angioplasty, when performed; including two visceral
artery endoprostheses (superior mesenteric, celiac
and/or renal artery[s])
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34847 Endovascular repair of visceral aorta and infrarenal CPT-4 Retrospective Review Medical Necessity Submit History and Physical, documentation of
abdominal aorta (eg, aneurysm, pseudoaneurysm, medical necessity, operative report as it relates to the
dissection, penetrating ulcer, intramural hematoma, or requested service.

traumatic disruption) with a fenestrated visceral aortic
endograft and concomitant unibody or modular infrarenal
aortic endograft and all associated radiological
supervision and interpretation, including target zone
angioplasty, when performed; including three visceral
artery endoprostheses (superior mesenteric, celiac
and/or renal artery([s])

34848 Endovascular repair of visceral aorta and infrarenal CPT-4 Retrospective Review Medical Necessity Submit History and Physical, documentation of
abdominal aorta (eg, aneurysm, pseudoaneurysm, medical necessity, operative report as it relates to the
dissection, penetrating ulcer, intramural hematoma, or requested service.

traumatic disruption) with a fenestrated visceral aortic
endograft and concomitant unibody or modular infrarenal
aortic endograft and all associated radiological
supervision and interpretation, including target zone
angioplasty, when performed; including four or more
visceral artery endoprostheses (superior mesenteric,
celiac and/or renal artery[s])

36299 Unlisted procedure, vascular injection CPT-4 Medical necessity review will be Medical necessity Review required at claims submission; submit
performed upon claims submission description of procedure with supporting
with supporting documentation documentation (including operative report if surgical)
only for the date of service performed.
36465 Injection of non-compounded foam sclerosant with CPT-4 Prior Authorization Required Medical Necessity Submit pre-Operative Evaluation, History and
ultrasound compression maneuvers to guide dispersion Physical including results of Doppler studies, and
of the injectate, inclusive of all imaging guidance and Operative report.

monitoring; single incompetent extremity truncal vein (eg,
great saphenous vein, accessory saphenous vein)

36466 Injection of non-compounded foam sclerosant with CPT-4 Prior Authorization Required Medical Necessity Submit pre-Operative Evaluation, History and
ultrasound compression maneuvers to guide dispersion Physical including results of Doppler studies, and
of the injectate, inclusive of all imaging guidance and Operative report.

monitoring; multiple incompetent truncal veins (eg, great
saphenous vein, accessory saphenous vein), same leg

36468 Single or multiple injections of sclerosing solutions, CPT-4 Prior Authorization Required Cosmetic Pre-Operative Evaluation, History and Physical
spider veins (telangiectasia); limb or trunk including functional impairment, and Operative report.
36470 Injection of sclerosing solution; single vein CPT-4 Prior Authorization Required Medical Necessity Submit pre-Operative Evaluation, History and

Physical including results of Doppler studies, and
Operative report.

36471 Injection of sclerosing solution; multiple veins, same leg |CPT-4 Prior Authorization Required Medical Necessity Submit pre-Operative Evaluation, History and
Physical including results of Doppler studies, and
Operative report.
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36473 Endovenous ablation therapy of incompetent vein, CPT-4 Possible Denial; Medical Records [Investigative Documentation optional

extremity, inclusive of all imaging guidance and Optional

monitoring, percutaneous, mechanochemical; first vein

treated
36474 Endovenous ablation therapy of incompetent vein, CPT-4 Possible Denial; Medical Records |Investigative Documentation optional

extremity, inclusive of all imaging guidance and Optional

monitoring, percutaneous, mechanochemical;
subsequent vein(s) treated in a single extremity, each
through separate access sites

36475 Endovenous ablation therapy of incompetent vein, CPT4 Prior Authorization Required Medical Necessity Submit pre-Operative Evaluation, History and
extremity, inclusive of all imaging guidance and Physical including results of Doppler studies, and
monitoring, percutaneous, radiofrequency,; first vein Operative report.
treated

36476 Endovenous ablation therapy of incompetent vein, CPT-4 Prior Authorization Required Medical Necessity Submit pre-Operative Evaluation, History and
extremity, inclusive of all imaging guidance and Physical including results of Doppler studies, and
monitoring, percutaneous, radiofrequency; second and Operative report.

subsequent veins treated in a single extremity, each
through separate access sites

36478 Endovenous ablation therapy of incompetent vein, CPT-4 Prior Authorization Required Medical Necessity Submit pre-Operative Evaluation, History and
extremity, inclusive of all imaging guidance and Physical including results of Doppler studies, and
monitoring, percutaneous, laser; first vein treated Operative report.

36479 Endovenous ablation therapy of incompetent vein, CPT-4 Prior Authorization Required Medical Necessity Submit pre-Operative Evaluation, History and
extremity, inclusive of all imaging guidance and Physical including results of Doppler studies, and
monitoring, percutaneous, laser; second and subsequent Operative report.

veins treated in a single extremity, each through separate
access sites

36482 Endovenous ablation therapy of incompetent vein, CPT-4 Prior Authorization Required Medical Necessity Submit history and physical, documentation of
extremity, by transcatheter delivery of a chemical medical necessity and procedure report.
adhesive (eg, cyanoacrylate) remote from the access
site, inclusive of all imaging guidance and monitoring,
percutaneous; first vein treated

36483 Endovenous ablation therapy of incompetent vein, CPT-4 Prior Authorization Required Medical Necessity Submit history and physical, documentation of
extremity, by transcatheter delivery of a chemical medical necessity and procedure report.
adhesive (eg, cyanoacrylate) remote from the access
site, inclusive of all imaging guidance and monitoring,
percutaneous; subsequent vein(s) treated in a single
extremity, each through separate access sites (List
separately in addition to code for primary procedure

36511 Therapeutic apheresis; for white blood cells CPT-4 Prior Authorization Required Medical Necessity Submit Transplant evaluation and facility acceptance
letter
36522 Photopheresis, extracorporeal CPT-4 Prior Authorization Required Medical Necessity History and Physical including condition being

treated, related diagnostics, and procedure report
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37243 Vascular embolization or occlusion, inclusive of all CPT-4 Prior Authorization Required Medical Necessity Submit history and physical, documentation of
radiological supervision and interpretation, medical necessity and procedure report.
intraprocedural roadmapping, and imaging guidance
necessary to complete the intervention; for tumors, organ
ischemia, or infarction

37501 Unlisted vascular endoscopy procedure CPT-4 Medical necessity review will be Medical necessity Review required at claims submission; submit

performed upon claims submission description of procedure with supporting
with supporting documentation documentation (including operative report if surgical)
only for the date of service performed.

37799 Unlisted procedure, vascular surgery CPT-4 Medical necessity review will be Medical necessity Review required at claims submission; submit

performed upon claims submission description of procedure with supporting
with supporting documentation documentation (including operative report if surgical)
only for the date of service performed.

38129 Unlisted laparoscopy procedure, spleen CPT4 Medical necessity review will be Medical necessity Review required at claims submission; submit

performed upon claims submission description of procedure with supporting
with supporting documentation documentation (including operative report if surgical)
only for the date of service performed.

38230 Bone marrow harvesting for transplantation CPT-4 Prior Authorization Required Medical Necessity Submit Transplant evaluation and facility acceptance

letter

38232 Bone marrow harvesting for transplantation; autologous |CPT-4 Prior Authorization Required Medical Necessity Submit Transplant evaluation and facility acceptance

letter

38240 Hematopoietic progenitor cell (HPC); allogeneic CPT-4 Prior Authorization Required Medical Necessity Submit Transplant evaluation and facility acceptance
transplantation per donor letter

38241 Hematopoietic progenitor cell (HPC); autologous CPT-4 Prior Authorization Required Medical Necessity Submit Transplant evaluation and facility acceptance
transplantation letter

38589 Unlisted laparoscopy procedure, lymphatic system CPT-4 Medical necessity review will be Medical necessity Review required at claims submission; submit

performed upon claims submission description of procedure with supporting
with supporting documentation documentation (including operative report if surgical)
only for the date of service performed.

38999 Unlisted procedure, hemic or lymphatic system CPT-4 Medical necessity review will be Medical necessity Review required at claims submission; submit

performed upon claims submission description of procedure with supporting
with supporting documentation documentation (including operative report if surgical)
only for the date of service performed.

39499 Unlisted procedure, mediastinum CPT-4 Medical necessity review will be Medical necessity Review required at claims submission; submit

performed upon claims submission description of procedure with supporting
with supporting documentation documentation (including operative report if surgical)
only for the date of service performed.

39599 Unlisted procedure, diaphragm CPT-4 Medical necessity review will be Medical necessity Review required at claims submission; submit

performed upon claims submission
with supporting documentation

description of procedure with supporting
documentation (including operative report if surgical)
only for the date of service performed.
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40500 Vermilionectomy (lip shave), with mucosal advancement |CPT-4 Prior Authorization Required Medical Necessity Beginning 1/1/22 will only require review for WA
members when submitted for gender
transition/affirmation surgery. Submit history and
physical, documentation of medical necessity and
procedure report.

40510 Excision of lip; transverse wedge excision with primary |CPT-4 Prior Authorization Required Medical Necessity Beginning 1/1/22 will only require review for WA

closure members when submitted for gender
transition/affirmation surgery. Submit history and
physical, documentation of medical necessity and
procedure report.

40520 Excision of lip; V-excision with primary direct linear CPT-4 Prior Authorization Required Medical Necessity Beginning 1/1/22 will only require review for WA
closure members when submitted for gender

transition/affirmation surgery. Submit history and
physical, documentation of medical necessity and
procedure report.

40525 Excision of lip; full thickness, reconstruction with local CPT-4 Prior Authorization Required Medical Necessity Beginning 1/1/22 will only require review for WA
flap (eg, Estlander or fan) members when submitted for gender

transition/affirmation surgery. Submit history and
physical, documentation of medical necessity and
procedure report.

40527 Excision of lip; full thickness, reconstruction with cross lip [CPT-4 Prior Authorization Required Medical Necessity Beginning 1/1/22 will only require review for WA
flap (Abbe-Estlander) members when submitted for gender

transition/affirmation surgery. Submit history and
physical, documentation of medical necessity and
procedure report.

40702 Plastic repair of cleft lip/nasal deformity; primary bilateral, |CPT-4 Medical Necessity Review Required |Medical Necessity Submit cephalometric, panoramic films and photos,
1 of 2 stages age and history of orthodontic treatment. Fax to

Dental Review @ 425-918-5956
40799 Unlisted procedure, lips CPT-4 Medical necessity review will be Medical necessity Review required at claims submission; submit
performed upon claims submission description of procedure with supporting
with supporting documentation documentation (including operative report if surgical)
only for the date of service performed.
40899 Unlisted procedure, vestibule of mouth CPT-4 Medical necessity review will be Medical necessity Review required at claims submission; submit
performed upon claims submission description of procedure with supporting
with supporting documentation documentation (including operative report if surgical)
only for the date of service performed.

41019 Placement of needles, catheters, or other device(s) into |CPT-4 Prior Authorization Required Radiation Oncology No review for non-cancer diagnoses. FOR CANCER
the head and/or neck region (percutaneous, transoral, or DIAGNOSES ONLY: Submit online review with
transnasal) for subsequent interstitial radioelement Carelon at www.providerportal.com. For prior

41512 Tongue base suspension, permanent suture technique [CPT-4 Prior Authorization Required Investigative Submit history and physical, documentation of

medical necessity and procedure report.

41530 Submucosal ablation of the tongue base, radiofrequency, [CPT-4 Prior Authorization Required Investigative History and physical, including sleep study results,

1 or more sites, per session

results of CPAP trial.
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41599 Unlisted procedure, tongue, floor of mouth CPT-4 Medical necessity review will be Medical necessity Review required at claims submission; submit
performed upon claims submission description of procedure with supporting
with supporting documentation documentation (including operative report if surgical)
only for the date of service performed.
41899 Unlisted procedure, dentoalveolar structures CPT-4 Medical necessity review will be Medical necessity Review required at claims submission; submit
performed upon claims submission description of procedure with supporting
with supporting documentation documentation (including operative report if surgical)
only for the date of service performed.

42145 Palatopharyngoplasty (eg, uvulopalatopharyngoplasty, CPT-4 Prior Authorization Required Medical necessity including |Submit Site of Service, history and physical, including
uvulopharyngoplasty) site of service sleep study results, results of CPAP trial.

42299 Unlisted procedure, palate, uvula CPT4 Medical necessity review will be Medical necessity Review required at claims submission; submit

performed upon claims submission description of procedure with supporting
with supporting documentation documentation (including operative report if surgical)
only for the date of service performed.

42699 Unlisted procedure, salivary glands or ducts CPT-4 Medical necessity review will be Medical necessity Review required at claims submission; submit

performed upon claims submission description of procedure with supporting
with supporting documentation documentation (including operative report if surgical)
only for the date of service performed.

42950 Pharyngoplasty (plastic or reconstructive operation on CPT-4 Prior Authorization Required Medical necessity Submit History and Physical, documentation of
pharynx) medical necessity, operative report as it relates to the

requested service.

42999 Unlisted procedure, pharynx, adenoids, or tonsils CPT-4 Medical necessity review will be Medical necessity Review required at claims submission; submit

performed upon claims submission description of procedure with supporting
with supporting documentation documentation (including operative report if surgical)
only for the date of service performed.

43201 Esophagoscopy, rigid or flexible; with directed CPT-4 Prior Authorization Required Investigative Submit History and Physical, documentation of
submucosal injection(s), any substance medical necessity, operative report as it relates to the

requested service.

43210 Esophagogastroduodenoscopy, flexible, transoral; with |CPT-4 Prior Authorization Required Investigative Submit History and Physical, documentation of
esophagogastric fundoplasty, partial or complete, medical necessity, operative report as it relates to the
includes duodenoscopy when performed requested service.

43235 Esophagogastroduodenoscopy, flexible, transoral; CPT-4 Prior Authorization Required Medical Necessity Submit History and Physical, procedure report. No
diagnostic, including collection of specimen(s) by review needed for member age 18 and under.
brushing or washing, when performed (separate
procedure)

43236 Esophagogastroduodenoscopy, flexible, transoral; with  |CPT-4 Prior Authorization Required Investigative Submit history and physical, documentation of
directed submucosal injection(s), any substance medical necessity and procedure report.

43238 Esophagogastroduodenoscopy, flexible, transoral; with |CPT-4 Prior Authorization Required Medical Necessity Submit History and Physical, procedure report. No
transendoscopic ultrasound-guided intramural or review needed for member age 18 and under.
transmural fine needle aspiration/biopsy(s),

43239 Esophagogastroduodenoscopy, flexible, transoral; with  |CPT-4 Prior Authorization Required Medical Necessity Submit History and Physical, procedure report. No

biopsy, single or multiple

review needed for member age 18 and under.
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43242 Esophagogastroduodenoscopy, flexible, transoral; with  |CPT-4 Prior Authorization Required Medical Necessity Submit History and Physical, procedure report. No
transendoscopic ultrasound-guided intramural or review needed for member age 18 and under.
transmural fine needle aspiration/biopsy(s)

43257 Esophagogastroduodenoscopy, flexible, transoral; with  |CPT-4 Prior Authorization Required Investigative Submit History and Physical, documentation of
delivery of thermal energy to the muscle of lower medical necessity, operative report as it relates to the
esophageal sphincter and/or gastric cardia, for treatment requested service.
of gastroesophageal reflux disease

43284 Laparoscopy, surgical, esophageal sphincter CPT-4 Possible Denial; Medical Records |Investigative Documentation optional
augmentation procedure, placement of sphincter Optional
augmentation device (ie, magnetic band), including
cruroplasty when performed

43285 Removal of esophageal sphincter augmentation device |CPT-4 Possible Denial; Medical Records |Investigative Documentation optional

Optional
43289 Unlisted laparoscopy procedure, esophagus CPT-4 Medical necessity review will be Medical necessity Review required at claims submission; submit
performed upon claims submission description of procedure with supporting
with supporting documentation documentation (including operative report if surgical)
only for the date of service performed.

43290 Esophagogastroduodenoscopy, flexible, transoral; with  |CPT-4 Possible Denial; Medical Records  |Investigative Documentation optional
deployment of intragastric bariatric balloon Optional

43291 Esophagogastroduodenoscopy, flexible, transoral; with |CPT-4 Possible Denial; Medical Records |Investigative Documentation optional
removal of intragastric bariatric balloon(s) Optional

43497 Lower esophageal myotomy, transoral (ie, peroral CPT-4 Possible Denial; Medical Records  |Investigative Documentation optional
endoscopic myotomy [POEM]) Optional

43499 Unlisted procedure, esophagus CPT-4 Medical necessity review will be Medical necessity Review required at claims submission; submit

performed upon claims submission description of procedure with supporting
with supporting documentation documentation (including operative report if surgical)
only for the date of service performed.

43644 Laparoscopy, surgical, gastric restrictive procedure; with |CPT-4 Non-covered Service Benefit Exception Submit records only when member's contract
gastric bypass and Roux-en-Y gastroenterostomy indicates coverage.

43645 Laparoscopy, surgical, gastric restrictive procedure; with |CPT-4 Non-covered Service Benefit Exception Submit records only when member's contract
gastric bypass small intestine reconstruction to limit indicates coverage.
absorption

43647 Laparoscopy, surgical; implantation or replacement of CPT4 Prior Authorization Required Medical Necessity Submit history and physical, documentation of
gastric neurostimulator electrodes, antrum medical necessity and procedure report.

43648 Laparoscopy, surgical; revision or removal of gastric CPT-4 Prior Authorization Required Medical Necessity Submit history and physical, documentation of
neurostimulator electrodes, antrum medical necessity and procedure report.

43659 Unlisted laparoscopy procedure, stomach CPT-4 Medical necessity review will be Medical necessity Review required at claims submission; submit

performed upon claims submission description of procedure with supporting
with supporting documentation documentation (including operative report if surgical)
only for the date of service performed.

43770 Laparoscopy, surgical, gastric restrictive procedure; CPT-4 Non-covered Service Benefit Exception Submit records only when member's contract

placement of adjustable gastric band (gastric band and
subcutaneous port components

indicates coverage.
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43771 Laparoscopy, surgical, gastric restrictive procedure; CPT-4 Non-covered Service Benefit Exception Submit records only when member's contract
revision of adjustable gastric band component only indicates coverage.

43772 Laparoscopy, surgical, gastric restrictive procedure; CPT-4 Non-covered Service Benefit Exception Submit records only when member's contract
removal of adjustable gastric band component only indicates coverage.

43773 Laparoscopy, surgical, gastric restrictive procedure; CPT-4 Non-covered Service Benefit Exception Submit records only when member's contract
removal and replacement of adjustable gastric band indicates coverage.
component only

43774 Laparoscopy, surgical, gastric restrictive procedure; CPT-4 Non-covered Service Benefit Exception Submit records only when member's contract
removal of adjustable gastric band and subcutaneous indicates coverage.
port components

43775 Laparoscopy, surgical, gastric restrictive procedure; CPT-4 Non-covered Service Benefit Exception Submit records only when member's contract
longitudinal gastrectomy (ie, sleeve gastrectomy) indicates coverage.

43842 Gastric restrictive procedure, without gastric bypass, for |CPT-4 Non-covered Service Benefit Exception Submit records only when member's contract
morbid obesity; vertical-banded gastroplasty indicates coverage.

43843 Gastric restrictive procedure, without gastric bypass, for |CPT-4 Non-covered Service Benefit Exception Submit records only when member's contract
morbid obesity; other than vertical-banded gastroplasty indicates coverage.

43845 Gastric restrictive procedure with partial gastrectomy, CPT-4 Non-covered Service Benefit Exception Submit records only when member's contract
pylorus-preserving duodenoileostomy and ileoileostomy indicates coverage.

43846 Gastric restrictive procedure, with gastric bypass for CPT-4 Non-covered Service Benefit Exception Submit records only when member's contract
morbid obesity; with short limb (150 cm or less) Roux-en- indicates coverage.
Y gastroenterostomy

43847 Gastric restrictive procedure, with gastric bypass for CPT-4 Non-covered Service Benefit Exception Submit records only when member's contract
morbid obesity; with small intestine reconstruction to limit indicates coverage.
absorption

43848 Revision, open, of gastric restrictive procedure for morbid |CPT-4 Non-covered Service Benefit Exception Submit records only when member's contract
obesity, other than adjustable gastric restrictive device indicates coverage.
(separate procedure)

43881 Implantation or replacement of gastric neurostimulator CPT-4 Prior Authorization Required Medical Necessity Submit history and physical, documentation of
electrodes, antrum, open medical necessity and procedure report.

43882 Revision or removal of gastric neurostimulator CPT-4 Prior Authorization Required Medical Necessity Submit history and physical, documentation of
electrodes, antrum, open medical necessity and procedure report.

43886 Gastric restrictive procedure, open; revision of CPT4 Non-covered Service Benefit Exception Submit records only when member's contract
subcutaneous port component only indicates coverage.

43887 Gastric restrictive procedure, open; removal of CPT-4 Non-covered Service Benefit Exception Submit records only when member's contract
subcutaneous port component only indicates coverage.

43888 Gastric restrictive procedure, open; removal and CPT4 Non-covered Service Benefit Exception Submit records only when member's contract
replacement of subcutaneous port component only indicates coverage.

43999 Unlisted procedure, stomach CPT-4 Medical necessity review will be Medical necessity Review required at claims submission; submit

performed upon claims submission description of procedure with supporting
with supporting documentation documentation (including operative report if surgical)
only for the date of service performed.
44135 Intestinal allotransplantation; from cadaver donor CPT-4 Prior Authorization Required Medical Necessity Submit Transplant evaluation and facility acceptance

letter
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44136 Intestinal allotransplantation; from living donor CPT-4 Prior Authorization Required Medical Necessity Submit Transplant evaluation and facility acceptance

letter

44238 Unlisted laparoscopy procedure, intestine (except CPT4 Medical necessity review will be Medical necessity Review required at claims submission; submit
rectum) performed upon claims submission description of procedure with supporting

with supporting documentation documentation (including operative report if surgical)
only for the date of service performed.

44799 Unlisted procedure, intestine CPT-4 Medical necessity review will be Medical necessity Review required at claims submission; submit

performed upon claims submission description of procedure with supporting
with supporting documentation documentation (including operative report if surgical)
only for the date of service performed.

44899 Unlisted procedure, Meckel's diverticulum and the CPT-4 Medical necessity review will be Medical necessity Review required at claims submission; submit
mesentery performed upon claims submission description of procedure with supporting

with supporting documentation documentation (including operative report if surgical)
only for the date of service performed.

44979 Unlisted laparoscopy procedure, appendix CPT-4 Medical necessity review will be Medical necessity Review required at claims submission; submit

performed upon claims submission description of procedure with supporting
with supporting documentation documentation (including operative report if surgical)
only for the date of service performed.

45399 Unlisted procedure, colon CPT-4 Medical necessity review will be Medical necessity Review required at claims submission; submit

performed upon claims submission description of procedure with supporting
with supporting documentation documentation (including operative report if surgical)
only for the date of service performed.

45499 Unlisted laparoscopy procedure, rectum CPT-4 Medical necessity review will be Medical necessity Review required at claims submission; submit

performed upon claims submission description of procedure with supporting
with supporting documentation documentation (including operative report if surgical)
only for the date of service performed.

45999 Unlisted procedure, rectum CPT-4 Medical necessity review will be Medical necessity Review required at claims submission; submit

performed upon claims submission description of procedure with supporting
with supporting documentation documentation (including operative report if surgical)
only for the date of service performed.

46505 Chemodenervation of internal anal sphincter CPT-4 Prior Authorization Required Medical Necessity Submit history and physical, documentation of

medical necessity.

46601 Anoscopy; diagnostic, with high-resolution magnification [CPT-4 Retrospective Review Medical Necessity Submit History and Physical, documentation of
(HRA) (eg, colposcope, operating microscope) and medical necessity, operative report as it relates to the
chemical agent enhancement, including collection of requested service.
specimen(s) by brushing or washing, when performed

46607 Anoscopy; with high-resolution magnification (HRA) (eg, |CPT-4 Retrospective Review Medical Necessity Submit History and Physical, documentation of
colposcope, operating microscope) and chemical agent medical necessity, operative report as it relates to the
enhancement, with biopsy, single or multiple requested service.

46999 Unlisted procedure, anus CPT-4 Medical necessity review will be Medical necessity Review required at claims submission; submit

performed upon claims submission
with supporting documentation

description of procedure with supporting
documentation (including operative report if surgical)
only for the date of service performed.
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47135 Liver allotransplantation; orthoptic; partial or whole, from |CPT-4 Prior Authorization Required Medical Necessity Submit Transplant evaluation and facility acceptance
cadaver or letter
47379 Unlisted laparoscopic procedure, liver CPT4 Medical necessity review will be Medical necessity Review required at claims submission; submit
performed upon claims submission description of procedure with supporting
with supporting documentation documentation (including operative report if surgical)
only for the date of service performed.
47382 Ablation, 1 or more liver tumor(s), percutaneous, CPT-4 Prior Authorization Required Medical Necessity Submit history and physical, documentation of
radiofrequency medical necessity and procedure report.
47399 Unlisted procedure, liver CPT-4 Medical necessity review will be Medical necessity Review required at claims submission; submit
performed upon claims submission description of procedure with supporting
with supporting documentation documentation (including operative report if surgical)
only for the date of service performed.
47579 Unlisted laparoscopy procedure, biliary tract CPT-4 Medical necessity review will be Medical necessity Review required at claims submission; submit
performed upon claims submission description of procedure with supporting
with supporting documentation documentation (including operative report if surgical)
only for the date of service performed.
47999 Unlisted procedure, biliary tract CPT-4 Medical necessity review will be Medical necessity Review required at claims submission; submit
performed upon claims submission description of procedure with supporting
with supporting documentation documentation (including operative report if surgical)
only for the date of service performed.
48160 Pancreatectomy, total or subtotal, with autologous CPT-4 Prior Authorization Required Medical Necessity Submit Transplant evaluation and facility acceptance
transplantation of pancreas or pancreatic islet cells letter
48554 Transplantation of pancreatic allograft CPT-4 Prior Authorization Required Medical Necessity Submit Transplant evaluation and facility acceptance
letter
48999 Unlisted procedure, pancreas CPT-4 Medical necessity review will be Medical necessity Review required at claims submission; submit
performed upon claims submission description of procedure with supporting
with supporting documentation documentation (including operative report if surgical)
only for the date of service performed.
49329 Unlisted laparoscopy procedure, abdomen, peritoneum |CPT-4 Medical necessity review will be Medical necessity Review required at claims submission; submit
and omentum performed upon claims submission description of procedure with supporting
with supporting documentation documentation (including operative report if surgical)
only for the date of service performed.
49659 Unlisted laparoscopy procedure, hernioplasty, CPT-4 Medical necessity review will be Medical necessity Review required at claims submission; submit
herniorrhaphy, herniotomy performed upon claims submission description of procedure with supporting
with supporting documentation documentation (including operative report if surgical)
only for the date of service performed.
49999 Unlisted procedure, abdomen, peritoneum and omentum |CPT-4 Medical necessity review will be Medical necessity Review required at claims submission; submit
performed upon claims submission description of procedure with supporting
with supporting documentation documentation (including operative report if surgical)
only for the date of service performed.
50250 Ablation, open, 1 or more renal mass lesion(s), CPT-4 Prior Authorization Required Medical Necessity History and physical, documentation of medical
cryosurgical, including intraoperative ultrasound guidance necessity, operative report.
and monitoring, if performed
50360 Renal allotransplantation; implantation of graft; without CPT-4 Prior Authorization Required Medical Necessity Submit Transplant evaluation and facility acceptance

recipient

letter
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50365 Renal allotransplantation, implantation of graft; with CPT-4 Prior Authorization Required Medical Necessity Submit Transplant evaluation and facility acceptance

recipient nephrectomy letter

50542 Laparoscopy, surgical; ablation of renal mass lesion(s), |CPT-4 Prior Authorization Required Medical Necessity History and physical, documentation of medical

including intraoperative ultrasound guidance and necessity, operative report.
monitoring, when performed

50549 Unlisted laparoscopy procedure, renal CPT-4 Medical necessity review will be Medical necessity Review required at claims submission; submit

performed upon claims submission description of procedure with supporting
with supporting documentation documentation (including operative report if surgical)
only for the date of service performed.

50592 Ablation, one or more renal tumor(s), percutaneous, CPT-4 Prior Authorization Required Medical Necessity Recent History and Physical, plan of care, and

unilateral, radiofrequency documentation of medical necessity

50593 Ablation, renal tumor(s), unilateral, percutaneous, CPT-4 Prior Authorization Required Medical Necessity History and physical, documentation of medical

cryotherapy necessity, operative report.

50949 Unlisted laparoscopy procedure, ureter CPT-4 Medical necessity review will be Medical necessity Review required at claims submission; submit

performed upon claims submission description of procedure with supporting
with supporting documentation documentation (including operative report if surgical)
only for the date of service performed.

51999 Unlisted laparoscopy procedure bladder CPT-4 Medical necessity review will be Medical necessity Review required at claims submission; submit

performed upon claims submission description of procedure with supporting
with supporting documentation documentation (including operative report if surgical)
only for the date of service performed.

52287 Cystourethroscopy, with injection(s) for CPT-4 Prior Authorization Required Medical Necessity Submit history and physical, documentation of

chemodenervation of the bladder medical necessity.

53430 Urethroplasty, reconstruction of female urethra CPT-4 Prior Authorization Required Medical necessity Beginning 1/1/22 will only require review for WA
members when submitted for gender
transition/affirmation surgery. Submit history and
physical, documentation of medical necessity and
procedure report.

53854 Transurethral destruction of prostate tissue; by CPT-4 Prior Authorization Required Investigative Submit History and Physical, documentation of

radiofrequency generated water vapor thermotherapy medical necessity, operative report as it relates to the
requested service.

53899 Unlisted urinary procedure CPT-4 Medical necessity review will be Medical necessity Review required at claims submission; submit

performed upon claims submission description of procedure with supporting
with supporting documentation documentation (including operative report if surgical)
only for the date of service performed.

54125 Amputation of penis; complete CPT-4 Prior Authorization Required Medical Necessity Submit History and Physical, documentation of
medical necessity, operative report

54231 Dynamic cavernosometry, including intracavernosal CPT-4 Non-covered Service Benefit Exception Submit records only when member's contract

injection of vasoactive drugs (eg, papaverine, indicates coverage.
phentolamine)

54240 Penile plethysmography CPT-4 Non-covered Service Benefit Exception Submit records only when member's contract
indicates coverage.

54250 Nocturnal penile tumescence and/or rigidity test CPT-4 Non-covered Service Benefit Exception Submit records only when member's contract

indicates coverage.
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54400 Insertion of penile prosthesis; non-inflatable (semi-rigid) |CPT-4 Non-covered Service Benefit Exception Submit records only when member's contract
indicates coverage. Beginning 1/1/22 code will
require review for WA members when submitted for
gender transition/affirmation surgery unless otherwise
specified by contract.

54401 Insertion of penile prosthesis; inflatable (self-contained) |CPT-4 Non-covered Service Benefit Exception Submit records only when member's contract
indicates coverage. Beginning 1/1/22 code will
require review for WA members when submitted for
gender transition/affirmation surgery unless otherwise
specified by contract.

54405 Insertion of multi-component, inflatable penile prosthesis, |CPT-4 Non-covered Service Benefit Exception Submit records only when member's contract

including placement of pump, cylinders, and reservoir indicates coverage. Beginning 1/1/22 code will
require review for WA members when submitted for
gender transition/affirmation surgery unless otherwise
specified by contract.

54406 Removal of all components of a multi-component, CPT4 Non-covered Service Benefit Exception Submit records only when member's contract

inflatable penile prosthesis without replacement of indicates coverage.
prosthesis

54408 Repair of component(s) of a multi-component, inflatable |CPT-4 Non-covered Service Benefit Exception Submit records only when member's contract

penile prosthesis indicates coverage.

54410 Removal and replacement of all component(s) of a multi- |CPT-4 Non-covered Service Benefit Exception Submit records only when member's contract

component, inflatable penile prosthesis at the same indicates coverage.
operative session

54411 Removal and replacement of all components of a multi- |CPT-4 Non-covered Service Benefit Exception Submit records only when member's contract

component inflatable penile prosthesis through an indicates coverage.
infected field at the same operative session, including
irrigation and debridement of infected tissue
54415 Removal of non-inflatable (semi-rigid) or inflatable (self- |CPT-4 Non-covered Service Benefit Exception Submit records only when member's contract
contained) penile prosthesis, without replacement of indicates coverage.
prosthesis

54416 Removal and replacement of non-inflatable (semi-rigid) |CPT-4 Non-covered Service Benefit Exception Submit records only when member's contract

or inflatable (self-contained) penile prosthesis at the indicates coverage.
same operative session

54417 Removal and replacement of non-inflatable (semi-rigid) |CPT-4 Non-covered Service Benefit Exception Submit records only when member's contract

or inflatable (self-contained) penile prosthesis through an indicates coverage.

infected field at the same operative session, including

irrigation and debridement of infected tissue

54520 Orchiectomy, simple (including subcapsular), with or CPT-4 Prior Authorization Required Medical Necessity Beginning 1/1/22 will only require review for WA

without testicular prosthesis, scrotal or inguinal approach members when submitted for gender
transition/affirmation surgery. Submit history and
physical, documentation of medical necessity and
procedure report.

54660 Insertion of testicular prosthesis (separate procedure) CPT-4 Prior Authorization Required Medical Necessity Submit History and Physical, documentation of
medical necessity, operative report
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54699 Unlisted laparoscopy procedure, testis CPT-4 Medical necessity review will be Medical necessity Review required at claims submission; submit
performed upon claims submission description of procedure with supporting
with supporting documentation documentation (including operative report if surgical)
only for the date of service performed.

55180 Scrotoplasty; complicated CPT-4 Prior Authorization Required Medical Necessity Submit History and Physical, documentation of

medical necessity, operative report

55400 Vasovasostomy, vasovasorrhaphy CPT-4 Prior Authorization Required Medical Necessity Submit History and Physical, documentation of

medical necessity, operative report

55559 Unlisted laparoscopy procedure, spermatic cord CPT4 Medical necessity review will be Medical necessity Review required at claims submission; submit

performed upon claims submission description of procedure with supporting
with supporting documentation documentation (including operative report if surgical)
only for the date of service performed.

55860 Exposure of prostate, any approach, for insertion of CPT4 Prior Authorization Required Radiation Oncology No review for non-cancer diagnoses. FOR CANCER
radioactive substance DIAGNOSES ONLY: Submit online review with

Carelon at www.providerportal.com. For prior
authorization include history and physical, results of
previous diagnostics procedure report.

55862 Exposure of prostate, any approach, for insertion of CPT-4 Prior Authorization Required Radiation Oncology No review for non-cancer diagnoses. FOR CANCER
radioactive substance; with lymph node biopsy(s) (limited DIAGNOSES ONLY: Submit online review with
pelvic lymphadenectomy) Carelon at www.providerportal.com. For prior

authorization include history and physical, results of
previous diagnostics procedure report.

55865 Exposure of prostate, any approach, for insertion of CPT-4 Prior Authorization Required Radiation Oncology No review for non-cancer diagnoses. FOR CANCER
radioactive substance; with bilateral pelvic DIAGNOSES ONLY: Submit online review with
lymphadenectomy, including external iliac, hypogastric Carelon at www.providerportal.com. For prior
and obturator nodes authorization include history and physical, results of

previous diagnostics procedure report.

55874 Transperineal placement of biodegradable material, peri- [CPT-4 Prior Authorization Required Radiation Oncology No review for non-cancer diagnoses. FOR CANCER
prostatic, single or multiple injection(s), including image DIAGNOSES ONLY: Submit online review with
guidance, when performed Carelon at www.providerportal.com. For prior

authorization include history and physical, results of
previous diagnostics procedure report.

55875 Transperineal placement of needles or catheters into CPT-4 Prior Authorization Required Radiation Oncology No review for non-cancer diagnoses. FOR CANCER
prostate for interstitial radioelement application, with or DIAGNOSES ONLY: Submit online review with
without cystoscopy Carelon at www.providerportal.com. For prior

authorization include history and physical, results of
previous diagnostics procedure report.

55880 Ablation of malignant prostate tissue, transrectal, with CPT-4 Possible Denial; Medical Records Investigative Documentation optional

high intensity-focused ultrasound (HIFU), including
ultrasound guidance

Optional
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55899 Unlisted procedure, male genital system CPT-4 Medical necessity review will be Medical necessity Review required at claims submission; submit
performed upon claims submission description of procedure with supporting
with supporting documentation documentation (including operative report if surgical)
only for the date of service performed.
55920 Placement of needles or catheters into pelvic organs CPT-4 Prior Authorization Required Radiation Oncology No review for non-cancer diagnoses. FOR CANCER
and/or genitalia (except prostate) for subsequent DIAGNOSES ONLY: Submit online review with
interstitial radioelement application Carelon at www.providerportal.com. For prior

authorization include history and physical, results of
previous diagnostics procedure report.

55970 Intersex surgery; male to female CPT-4 Prior Authorization Required Medical Necessity Submit History and Physical, documentation of
medical necessity, operative report
55980 Intersex surgery; female to male CPT-4 Prior Authorization Required Medical Necessity Submit History and Physical, documentation of
medical necessity, operative report
56620 Vulvectomy simple; partial CPT-4 Prior Authorization Required Cosmetic Submit History and Physical, documentation of
medical necessity, operative report
56625 Vulvectomy simple; complete CPT-4 Prior Authorization Required Medical Necessity Submit History and Physical, documentation of
medical necessity, operative report
56800 Plastic repair of introitus CPT-4 Medical Necessity Review Required [Medical Necessity Submit History and Physical, documentation of
medical necessity, operative report
56805 Clitoroplasty for intersex state CPT-4 Prior Authorization Required Medical Necessity Submit History and Physical, documentation of
medical necessity, operative report
57110 Vaginectomy, complete removal of vaginal wall; CPT-4 Prior Authorization Required Medical Necessity Submit History and Physical, documentation of
medical necessity, operative report
57155 Insertion of uterine tandems and/or vaginal ovoid for CPT-4 Prior Authorization Required Radiation Oncology No review for non-cancer diagnoses. FOR CANCER
clinical brachytherapy DIAGNOSES ONLY: Submit online review with

Carelon at www.providerportal.com. For prior
authorization include history and physical, results of
previous diagnostics procedure report.

57156 Insertion of a vaginal radiation afterloading apparatus for |CPT-4 Prior Authorization Required Radiation Oncology No review for non-cancer diagnoses. FOR CANCER
clinical brachytherapy DIAGNOSES ONLY: Submit online review with
Carelon at www.providerportal.com. For prior
authorization include history and physical, results of
previous diagnostics procedure report.

57291 Construction of artificial vagina; without graft CPT-4 Prior Authorization Required Medical Necessity Submit History and Physical, documentation of
medical necessity, operative report
57292 Construction of artificial vagina; with graft CPT-4 Prior Authorization Required Medical Necessity Submit History and Physical, documentation of
medical necessity, operative report
57295 Revision (including removal) of prosthetic vaginal graft; |CPT-4 Medical Necessity Review Required |Medical Necessity Submit History and Physical, documentation of
vaginal approach medical necessity, operative report
57296 Revision (including removal) of prosthetic vaginal graft; |CPT-4 Medical Necessity Review Required |Medical Necessity Submit History and Physical, documentation of
open abdominal approach medical necessity, operative report
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57335 Vaginoplasty for intersex state CPT-4 Medical Necessity Review Required [Medical Necessity Submit history and physical, documentation of

medical necessity and procedure report.

57426 Revision (including removal) of prosthetic vaginal graft, |CPT-4 Medical Necessity Review Required |Medical Necessity Submit History and Physical, documentation of
laparoscopic approach medical necessity, operative report

58150 Total abdominal hysterectomy (corpus and cervix), with [CPT-4 Prior Authorization Required Medical Necessity Submit History and Physical, documentation of
or without removal of tube(s), with or without removal of medical necessity, operative report. No review
ovary(s); required for gynecologic malignant conditions.

58152 Total abdominal hysterectomy (corpus and cervix), with [CPT-4 Prior Authorization Required Medical Necessity Submit History and Physical, documentation of
or without removal of tube(s), with or without removal of medical necessity, operative report. No review
ovary(s); with colpo-urethrocystopexy (eg, Marshall- required for gynecologic malignant conditions.
Marchetti-Krantz, Burch)

58180 Supracervical abdominal hysterectomy (subtotal CPT-4 Prior Authorization Required Medical Necessity Submit History and Physical, documentation of
hysterectomy), with or without removal of tube(s), with or medical necessity, operative report. No review
without removal of ovary(s) required for gynecologic malignant conditions.

58260 Vaginal hysterectomy, for uterus 250 g or less; CPT-4 Prior Authorization Required Medical necessity including |Submit History and Physical, documentation of

site of service medical necessity, operative report. No review
required for gynecologic malignant conditions.

58262 Vaginal hysterectomy, for uterus 250 g or less; with CPT-4 Prior Authorization Required Medical necessity including |Submit History and Physical, documentation of
removal of tube(s), and/or ovary(s) site of service medical necessity, operative report. No review

required for gynecologic malignant conditions.

58263 Vaginal hysterectomy, for uterus 250 g or less; with CPT-4 Prior Authorization Required Medical necessity including |Submit History and Physical, documentation of
removal of tube(s), and/or ovary(s), with repair of site of service medical necessity, operative report. No review
enterocele required for gynecologic malignant conditions.

58267 Vaginal hysterectomy, for uterus 250 g or less; with colpo{CPT-4 Prior Authorization Required Medical necessity including |Submit History and Physical, documentation of
urethrocystopexy (Marshall-Marchetti-Krantz type, site of service medical necessity, operative report. No review
Pereyra type) with or without endoscopic control required for gynecologic malignant conditions.

58270 Vaginal hysterectomy, for uterus 250 g or less; with CPT-4 Prior Authorization Required Medical necessity including |Submit History and Physical, documentation of
repair of enterocele site of service medical necessity, operative report. No review

required for gynecologic malignant conditions.

58275 Vaginal hysterectomy, with total or partial vaginectomy; [CPT-4 Prior Authorization Required Medical necessity including |Submit History and Physical, documentation of

site of service medical necessity, operative report. No review
required for gynecologic malignant conditions.

58280 Vaginal hysterectomy, with total or partial vaginectomy; [CPT-4 Prior Authorization Required Medical necessity including |Submit History and Physical, documentation of
with repair of enterocele site of service medical necessity, operative report. No review

required for gynecologic malignant conditions.

58290 Vaginal hysterectomy, for uterus greater than 250 grams; [CPT-4 Prior Authorization Required Medical necessity including |Submit History and Physical, documentation of

site of service

medical necessity, operative report. No review
required for gynecologic malignant conditions.
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58291 Vaginal hysterectomy, for uterus greater than 250 g; with [CPT-4 Prior Authorization Required Medical necessity including |Submit History and Physical, documentation of
removal of tube(s) and/or ovary(s) site of service medical necessity, operative report. No review
required for gynecologic malignant conditions.
58292 Vaginal hysterectomy, for uterus greater than 250 g; with [CPT-4 Prior Authorization Required Medical necessity including |Submit History and Physical, documentation of
removal of tube(s) and/or ovary(s), with repair of site of service medical necessity, operative report. No review
enterocele required for gynecologic malignant conditions.
58294 Vaginal hysterectomy, for uterus greater than 250 g; with [CPT-4 Prior Authorization Required Medical necessity including |Submit History and Physical, documentation of
repair of enterocele site of service medical necessity, operative report. No review
required for gynecologic malignant conditions.
58346 Insertion of Heyman capsules for clinical brachytherapy |CPT-4 Prior Authorization Required Radiation Oncology No review for non-cancer diagnoses. FOR CANCER
DIAGNOSES ONLY: Submit online review with
Carelon at www.providerportal.com. For prior
authorization include history and physical, results of
previous diagnostics procedure report.
58353 Endometrial ablation, thermal, without hysteroscopic CPT-4 Retrospective Review Medical Necessity Submit History and Physical, documentation of
guidance medical necessity, operative report as it relates to the
requested service.
58356 Endometrial cryoablation with ultrasonic guidance, CPT-4 Retrospective Review Medical Necessity Submit History and Physical, documentation of
including endometrial curettage, when performed medical necessity, operative report as it relates to the
requested service.
58541 Laparoscopy, surgical, supracervical hysterectomy, for |CPT-4 Prior Authorization Required Medical Necessity Submit History and Physical, documentation of
uterus 250 g or less; medical necessity, operative report. No review
required for gynecologic malignant conditions.
58542 Laparoscopy, surgical, supracervical hysterectomy, for |CPT-4 Prior Authorization Required Medical Necessity Submit History and Physical, documentation of
uterus 250 g or less; with removal of tube(s) and/or medical necessity, operative report. No review
ovary(s) required for gynecologic malignant conditions.
58543 Laparoscopy, surgical, supracervical hysterectomy, for |CPT-4 Prior Authorization Required Medical Necessity Submit History and Physical, documentation of
uterus greater than 250 g; medical necessity, operative report. No review
required for gynecologic malignant conditions.
58544 Laparoscopy, surgical, supracervical hysterectomy, for |CPT-4 Prior Authorization Required Medical Necessity Submit History and Physical, documentation of
uterus greater than 250 g; with removal of tube(s) and/or medical necessity, operative report. No review
ovary(s) required for gynecologic malignant conditions.
58550 Laparoscopy, surgical, with vaginal hysterectomy, for CPT-4 Prior Authorization Required Medical necessity including |Submit History and Physical, documentation of
uterus 250 g or less; site of service medical necessity, operative report. No review
required for gynecologic malignant conditions.
58552 Laparoscopy, surgical, with vaginal hysterectomy, for CPT-4 Prior Authorization Required Medical necessity including |Submit History and Physical, documentation of
uterus 250 g or less; with removal of tube(s) and/or site of service medical necessity, operative report. No review
ovary(s) required for gynecologic malignant conditions.
58553 Laparoscopy, surgical, with vaginal hysterectomy, for CPT-4 Prior Authorization Required Medical necessity including |Submit History and Physical, documentation of
uterus greater than 250 grams site of service medical necessity, operative report. No review
required for gynecologic malignant conditions.
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58554 Laparoscopy, surgical, with vaginal hysterectomy, for CPT-4 Prior Authorization Required Medical necessity including |Submit History and Physical, documentation of
uterus greater than 250 g; with removal of tube(s) and/or site of service medical necessity, operative report. No review
ovary(s) required for gynecologic malignant conditions.
58563 Hysteroscopy, surgical; with endometrial ablation (eg, CPT-4 Retrospective Review Medical Necessity Submit History and Physical, documentation of
endometrial resection, electrosurgical ablation, medical necessity, operative report as it relates to the
thermoablation) requested service.
58570 Laparoscopy, surgical, with total hysterectomy, for uterus |CPT-4 Prior Authorization Required Medical Necessity Submit History and Physical, documentation of
250 g or less; medical necessity, operative report. No review
required for gynecologic malignant conditions.
58571 Laparoscopy, surgical, with total hysterectomy, for uterus |CPT-4 Prior Authorization Required Medical Necessity Submit History and Physical, documentation of
250 g or less; with removal of tube(s) and/or ovary(s) medical necessity, operative report. No review
required for gynecologic malignant conditions.
58572 Laparoscopy, surgical, with total hysterectomy, for uterus |CPT-4 Prior Authorization Required Medical Necessity Submit History and Physical, documentation of
greater than 250 g; medical necessity, operative report. No review
required for gynecologic malignant conditions.
58573 Laparoscopy, surgical, with total hysterectomy, for uterus |CPT-4 Prior Authorization Required Medical Necessity Submit History and Physical, documentation of
greater than 250 g; with removal of tube(s) and/or medical necessity, operative report. No review
ovary(s) required for gynecologic malignant conditions.
58578 Unlisted laparoscopy procedure, uterus CPT-4 Medical necessity review will be Medical necessity Review required at claims submission; submit
performed upon claims submission description of procedure with supporting
with supporting documentation documentation (including operative report if surgical)
only for the date of service performed.
58579 Unlisted hysteroscopy procedure, uterus CPT-4 Medical necessity review will be Medical necessity Review required at claims submission; submit
performed upon claims submission description of procedure with supporting
with supporting documentation documentation (including operative report if surgical)
only for the date of service performed.
58672 Laparoscopy, surgical; with fimbrioplasty CPT-4 Prior Authorization Required Medical Necessity Submit History and Physical, documentation of
medical necessity, operative report
58673 Laparoscopy, surgical; with salpingostomy CPT-4 Prior Authorization Required Medical Necessity Submit History and Physical, documentation of
(salpingoneostomy) medical necessity, operative report
58679 Unlisted laparoscopy procedure, oviduct, ovary CPT-4 Medical necessity review will be Medical necessity Review required at claims submission; submit
performed upon claims submission description of procedure with supporting
with supporting documentation documentation (including operative report if surgical)
only for the date of service performed.
58720 Salpingo-oophorectomy, complete or partial, unilateral or [CPT-4 Retrospective Review Medical Necessity Submit History and Physical, documentation of
bilateral (separate procedure) medical necessity, operative report as it relates to the
requested service.
58750 Tubotubal anastomosis CPT-4 Prior Authorization Required Medical Necessity Submit History and Physical, documentation of
medical necessity, operative report
58760 Fimbrioplasty CPT-4 Prior Authorization Required Medical Necessity Submit History and Physical, documentation of

medical necessity, operative report
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58940 Oophorectomy, partial or total, unilateral or bilateral; CPT-4 Retrospective Review Medical Necessity Submit History and Physical, documentation of
medical necessity, operative report as it relates to the
requested service.

58999 Unlisted procedure, female genital system CPT-4 Medical necessity review will be Medical necessity Review required at claims submission; submit

(nonobstetrical) performed upon claims submission description of procedure with supporting
with supporting documentation documentation (including operative report if surgical)
only for the date of service performed.

59897 Unlisted fetal invasive procedure, including ultrasound CPT-4 Medical necessity review will be Medical necessity Review required at claims submission; submit

guidance, when performed performed upon claims submission description of procedure with supporting
with supporting documentation documentation (including operative report if surgical)
only for the date of service performed.

59898 Unlisted laparoscopy procedure, maternity care and CPT-4 Medical necessity review will be Medical necessity Review required at claims submission; submit

delivery performed upon claims submission description of procedure with supporting
with supporting documentation documentation (including operative report if surgical)
only for the date of service performed.

60659 Unlisted laparoscopy procedure, endocrine system CPT-4 Medical necessity review will be Medical necessity Review required at claims submission; submit

performed upon claims submission description of procedure with supporting
with supporting documentation documentation (including operative report if surgical)
only for the date of service performed.

60699 Unlisted procedure, endocrine system CPT-4 Medical necessity review will be Medical necessity Review required at claims submission; submit

performed upon claims submission description of procedure with supporting
with supporting documentation documentation (including operative report if surgical)
only for the date of service performed.

61736 Laser interstitial thermal therapy (LITT) of lesion, CPT-4 Possible Denial; Medical Records |Investigative Documentation optional

intracranial, including burr hole(s), with magnetic Optional
resonance imaging guidance, when performed; single
trajectory for 1 simple lesion
61737 Laser interstitial thermal therapy (LITT) of lesion, CPT-4 Possible Denial; Medical Records |Investigative Documentation optional
intracranial, including burr hole(s), with magnetic Optional
resonance imaging guidance, when performed; multiple
trajectories for multiple or complex lesion(s)
61796 Stereotactic radiosurgery (particle beam, gamma ray, or |CPT-4 Prior Authorization Required Radiation Oncology No review for non-cancer diagnoses. FOR CANCER
linear accelerator); 1 simple cranial lesion DIAGNOSES ONLY: Submit online review with
Carelon at www.providerportal.com. For prior
authorization include history and physical, results of

61797 Stereotactic radiosurgery (particle beam, gamma ray, or |CPT-4 Prior Authorization Required Radiation Oncology No review for non-cancer diagnoses. FOR CANCER

linear accelerator); each additional cranial lesion, simple DIAGNOSES ONLY: Submit online review with

(List separately in addition to code for primary procedure) Carelon at www.providerportal.com. For prior
authorization include history and physical, results of
previous diagnostics procedure report.
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61798 Stereotactic radiosurgery (particle beam, gamma ray, or |CPT-4 Prior Authorization Required Radiation Oncology No review for non-cancer diagnoses. FOR CANCER

linear accelerator); 1 complex cranial lesion DIAGNOSES ONLY: Submit online review with
Carelon at www.providerportal.com. For prior
authorization include history and physical, results of
previous diagnostics procedure report.

61799 Stereotactic radiosurgery (particle beam, gamma ray, or |CPT-4 Prior Authorization Required Radiation Oncology No review for non-cancer diagnoses. FOR CANCER
linear accelerator); each additional cranial lesion, DIAGNOSES ONLY: Submit online review with
complex (List separately in addition to code for primary Carelon at www.providerportal.com. For prior
procedure) authorization include history and physical, results of

previous diagnostics procedure report.

61800 Application of stereotactic headframe for stereotactic CPT-4 Prior Authorization Required Radiation Oncology No review for non-cancer diagnoses. FOR CANCER
radiosurgery (List separately in addition to code for DIAGNOSES ONLY: Submit online review with
primary procedure) Carelon at www.providerportal.com. For prior

authorization include history and physical, results of
previous diagnostics procedure report.

61850 Twist drill or burr hole(s) for implantation of CPT-4 Prior Authorization Required Medical Necessity Submit history and physical, documentation of
neurostimulator electrodes, cortical medical necessity and procedure report.

61860 Craniectomy or craniotomy for implantation of CPT-4 Prior Authorization Required Medical Necessity Submit history and physical, documentation of
neurostimulator electrodes, cerebral, cortical medical necessity and procedure report.

61863 Twist drill, burr hole, craniotomy, or craniectomy with CPT-4 Prior Authorization Required Medical Necessity Submit history and physical, documentation of
stereotactic implantation of neurostimulator electrode medical necessity and procedure report.
array in subcortical site without use of intraoperative
microelectrode recording; first array

61864 Twist drill, burr hole, craniotomy, or craniectomy with CPT-4 Prior Authorization Required Medical Necessity Submit history and physical, documentation of
stereotactic implantation of neurostimulator electrode medical necessity and procedure report.
array in subcortical site without use of intraoperative
microelectrode recording; each additional array

61867 Twist drill, burr hole, craniotomy, or craniectomy with CPT-4 Prior Authorization Required Medical Necessity Submit history and physical, documentation of
stereotactic implantation of neurostimulator electrode medical necessity and procedure report.
array in subcortical site with use of intraoperative
microelectrode recording; first array

61868 Twist drill, burr hole, craniotomy, or craniectomy with CPT-4 Prior Authorization Required Medical Necessity Submit history and physical, documentation of
stereotactic implantation of neurostimulator electrode medical necessity and procedure report.
array in subcortical site with use of intraoperative
microelectrode recording; each additional array

61885 Insertion or replacement of cranial neurostimulator pulse |CPT-4 Prior Authorization Required Medical Necessity Submit history and physical, documentation of
generator or receiver, direct or inductive coupling; with medical necessity and procedure report.
connection to a single electrode array

61886 Insertion or replacement of cranial neurostimulator pulse |CPT-4 Prior Authorization Required Medical Necessity Submit history and physical, documentation of
generator or receiver, direct or inductive coupling; with medical necessity and procedure report.
connection to 2 or more electrode arrays
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61889 Insertion of skull-mounted cranial neurostimulator pulse |CPT-4 Prior Authorization Required Medical Necessity Submit history and physical, documentation of
generator or receiver, including craniectomy or medical necessity and procedure report.
craniotomy, when performed, with direct or inductive
coupling with connection

61891 Revision or replacement of skull-mounted cranial CPT-4 Prior Authorization Required Medical Necessity Submit history and physical, documentation of
neurostimulator pulse generator or receiver with medical necessity and procedure report.
connection to depth and/or cortical strip electrode
array(s)

62281 Injection/infusion of neurolytic substance (eg, alcohol, CPT-4 Prior Authorization Required Investigative Submit History and Physical, documentation of
phenol, iced saline solutions), with or without other medical necessity, operative report as it relates to the
therapeutic substance; epidural, cervical or thoracic requested service.

62287 Decompression procedure, percutaneous, of nucleus CPT4 Prior Authorization Required Investigative Submit History and Physical, documentation of
pulposus of intervertebral disc, any method, single or medical necessity, operative report as it relates to the
multiple levels, lumbar requested service.

62380 Endoscopic decompression of spinal cord, nerve root(s), |CPT-4 Possible Denial; Medical Records  |Investigative Documentation optional
including laminotomy, partial facetectomy, foraminotomy, Optional
discectomy and/or excision of herniated intervertebral
disc, 1 interspace, lumbar

63005 Laminectomy with exploration and/or decompression of |CPT-4 Prior Authorization Required Medical necessity including |Submit Site of Service, History and Physical, prior
spinal cord and/or cauda equina, without facetectomy, site of service back surgeries, including minimally invasive,
foraminotomy or discectomy, 1 or 2 vertebral segments; conservative management, MRI/CT, operative report.
lumbar, except for spondylolisthesis No review needed for members under age 18.

63012 Laminectomy with removal of abnormal facets and/or CPT-4 Prior Authorization Required Medical necessity including |Submit Site of Service, History and Physical, prior
pars inter-articularis with decompression of cauda equina site of service back surgeries, including minimally invasive,
and nerve roots for spondylolisthesis, lumbar (Gill type conservative management, MRI/CT, operative report.
procedure) No review needed for members under age 18.

63017 Laminectomy with exploration and/or decompression of |CPT-4 Prior Authorization Required Medical necessity including |Submit Site of Service, History and Physical, prior
spinal cord and/or cauda equina, without facetectomy, site of service back surgeries, including minimally invasive,
foraminotomy or discectomy (eg, spinal stenosis), more conservative management, MRI/CT, operative report.
than 2 vertebral segments; lumbar No review needed for members under age 18.

63020 Laminotomy (hemilaminectomy), with decompression of |CPT-4 Prior Authorization Required Medical necessity including |Submit recent history and physical, plan of care, and
nerve root(s), including partial facetectomy, site of service documentation of medical necessity including for site
foraminotomy and/or excision of herniated intervertebral of service. No review needed for members under age
disc; 1 interspace, cervical 18.

63030 Laminotomy (hemilaminectomy), with decompression of |CPT-4 Prior Authorization Required Medical necessity including |Submit Site of Service, History and Physical, prior
nerve root(s), including partial facetectomy, site of service back surgeries, including minimally invasive,
foraminotomy and/or excision of herniated intervertebral conservative management, MRI/CT, operative report.
disc; 1 interspace, lumbar
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63035 Laminotomy (hemilaminectomy), with decompression of |CPT-4 Prior Authorization Required Medical necessity including |Submit Site of Service, History and Physical, prior
nerve root(s), including partial facetectomy, site of service back surgeries, including minimally invasive,
foraminotomy and/or excision of herniated intervertebral conservative management, MRI/CT, operative report.
disc; each additional interspace, cervical or lumbar No review needed for members under age 18.

63042 Laminotomy (hemilaminectomy), with decompression of |CPT-4 Prior Authorization Required Medical necessity including |Submit Site of Service, History and Physical, prior
nerve root(s), including partial facetectomy, site of service back surgeries, including minimally invasive,
foraminotomy and/or excision of herniated intervertebral conservative management, MRI/CT, operative report.
disc, reexploration, single interspace; lumbar No review needed for members under age 18.

63044 Laminotomy (hemilaminectomy), with decompression of |CPT-4 Prior Authorization Required Medical necessity including |Submit Site of Service, History and Physical, prior
nerve root(s), including partial facetectomy, site of service back surgeries, including minimally invasive,
foraminotomy and/or excision of herniated intervertebral conservative management, MRI/CT, operative report.
disc, reexploration, single interspace; each additional No review needed for members under age 18.
lumbar interspace

63045 Laminectomy, facetectomy and foraminotomy (unilateral |CPT-4 Prior Authorization Required Medical necessity including |Submit recent history and physical, plan of care, and
or bilateral with decompression of spinal cord, cauda site of service documentation of medical necessity including for site
equina and/or nerve root[s], [eg, spinal or lateral recess of service. No review needed for members under age
stenosis]), single vertebral segment; cervical 18.

63047 Laminectomy, facetectomy and foraminotomy (unilateral |CPT-4 Prior Authorization Required Medical necessity including |Submit Site of Service, History and Physical, prior
or bilateral with decompression of spinal cord, cauda site of service back surgeries, including minimally invasive,
equina and/or nerve root[s], [eg, spinal or lateral recess conservative management, MRI/CT, operative report.
stenosis]), single vertebral segment; lumbar No review needed for members under age 18.

63048 Laminectomy, facetectomy and foraminotomy (unilateral |CPT-4 Prior Authorization Required Medical necessity including |Submit Site of Service, History and Physical, prior
or bilateral with decompression of spinal cord, cauda site of service back surgeries, including minimally invasive,
equina and/or nerve root[s], [eg, spinal or lateral recess conservative management, MRI/CT, operative report.
stenosis]), single vertebral segment; each additional No review needed for members under age 18.
segment, cervical, thoracic, or lumbar

63052 Laminectomy, facetectomy, or foraminotomy (unilateral |CPT-4 Prior Authorization Required Medical Necessity Submit History and Physical, documentation of
or bilateral with decompression of spinal cord, cauda medical necessity, operative report as it relates to the
equina and/or nerve root[s] [eg, spinal or lateral recess requested service.
stenosis]), during posterior interbody arthrodesis, lumbar;
single vertebral segment (List separately in addition to
code for primary procedure)

63053 Laminectomy, facetectomy, or foraminotomy (unilateral |CPT-4 Prior Authorization Required Medical Necessity Submit History and Physical, documentation of
or bilateral with decompression of spinal cord, cauda medical necessity, operative report as it relates to the
equina and/or nerve root[s] [eg, spinal or lateral recess requested service.
stenosis]), during posterior interbody arthrodesis, lumbar;
each additional segment (List separately in addition to
code for primary procedure)T
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63056 Transpedicular approach with decompression of spinal [CPT-4 Prior Authorization Required Medical necessity including |Submit Site of Service, History and Physical, prior
cord, equina and/or nerve root(s) (eg, herniated site of service back surgeries, including minimally invasive,
intervertebral disc), single segment; lumbar (including conservative management, MRI/CT, operative report.
transfacet, or lateral extraforaminal approach) (eg, far No review needed for members under age 18.
lateral herniated intervertebral disc)

63057 Transpedicular approach with decompression of spinal [CPT-4 Prior Authorization Required Medical necessity including |Submit Site of Service, History and Physical, prior
cord, equina and/or nerve root(s) (eg, herniated site of service back surgeries, including minimally invasive,
intervertebral disc), single segment; each additional conservative management, MRI/CT, operative report.
segment, thoracic or lumbar (List separately in addition to No review needed for members under age 18.
code for primary procedure)

63185 Laminectomy with rhizotomy; 1 or 2 segments CPT-4 Prior Authorization Required Medical necessity including |Submit Site of Service, History and Physical, prior

site of service back surgeries, including minimally invasive,
conservative management, MRI/CT, operative report.
No review needed for members under age 18.
63190 Laminectomy with rhizotomy; more than 2 segments CPT-4 Prior Authorization Required Medical necessity including |Submit Site of Service, History and Physical, prior
site of service back surgeries, including minimally invasive,
conservative management, MRI/CT, operative report.
No review needed for members under age 18.
63191 Laminectomy with section of spinal accessory nerve CPT-4 Prior Authorization Required Medical necessity including |Submit Site of Service, History and Physical, prior
site of service back surgeries, including minimally invasive,
conservative management, MRI/CT, operative report.
No review needed for members under age 18.

63267 Laminectomy for excision or evacuation of intraspinal CPT-4 Prior Authorization Required Medical necessity including |Submit Site of Service, History and Physical, prior

lesion other than neoplasm, extradural; lumbar site of service back surgeries, including minimally invasive,
conservative management, MRI/CT, operative report.
No review needed for members under age 18.
63272 Laminectomy for excision of intraspinal lesion other than |CPT-4 Prior Authorization Required Medical necessity including |Submit Site of Service, History and Physical, prior
neoplasm, intradural; lumbar site of service back surgeries, including minimally invasive,
conservative management, MRI/CT, operative report.
No review needed for members under age 18.
63620 Stereotactic radiosurgery (particle beam, gamma ray, or |CPT-4 Prior Authorization Required Radiation Oncology No review for non-cancer diagnoses. FOR CANCER

linear accelerator); 1 spinal lesion
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63621 Stereotactic radiosurgery (particle beam, gamma ray, or |CPT-4 Prior Authorization Required Radiation Oncology No review for non-cancer diagnoses. FOR CANCER
linear accelerator); each additional spinal lesion (List DIAGNOSES ONLY: Submit online review with
separately in addition to code for primary procedure) Carelon at www.providerportal.com. For prior

authorization include history and physical, results of
previous diagnostics procedure report.

63650 Percutaneous implantation of neurostimulator electrode |CPT-4 Prior Authorization Required Medical necessity including |Submit recent history and physical, plan of care, and
array, epidural site of service documentation of medical necessity including for site

of service.

63655 Laminectomy for implantation of neurostimulator CPT-4 Prior Authorization Required Medical necessity including |Submit recent history and physical, plan of care, and
electrodes, plate/paddle, epidural site of service documentation of medical necessity including for site

of service.

63661 Removal of spinal neurostimulator electrode CPT-4 Prior Authorization Required Medical necessity including |Submit recent history and physical, plan of care, and
percutaneous array(s), including fluoroscopy, when site of service documentation of medical necessity including for site
performed of service.

63662 Removal of spinal neurostimulator electrode CPT-4 Prior Authorization Required Medical necessity including |Submit recent history and physical, plan of care, and
plate/paddle(s) placed via laminotomy or laminectomy, site of service documentation of medical necessity including for site
including fluoroscopy, when performed of service.

63663 Revision including replacement, when performed, of CPT-4 Prior Authorization Required Medical necessity including |Submit recent history and physical, plan of care, and
spinal neurostimulator electrode percutaneous array(s), site of service documentation of medical necessity including for site
including fluoroscopy, when performed of service.

63664 Revision including replacement, when performed, of CPT-4 Prior Authorization Required Medical necessity including |Submit recent history and physical, plan of care, and
spinal neurostimulator electrode plate/paddle(s) placed site of service documentation of medical necessity including for site
via laminotomy or laminectomy, including fluoroscopy, of service.
when performed

63685 Insertion or replacement of spinal neurostimulator pulse |CPT-4 Prior Authorization Required Medical necessity including |Submit recent history and physical, plan of care, and
generator or receiver, direct or inductive coupling site of service documentation of medical necessity including for site

of service.

63688 Revision or removal of implanted spinal neurostimulator |CPT-4 Prior Authorization Required Medical necessity including |Submit recent history and physical, plan of care, and
pulse generator or receiver site of service documentation of medical necessity including for site

of service.

64450 Injection(s), anesthetic agent(s) and/or steroid; other CPT-4 Prior Authorization Required Medical Necessity Submit History and Physical, documentation of
peripheral nerve or branch medical necessity, operative report as it relates to the

requested service.

64451 Injection(s), anesthetic agent(s) and/or steroid; nerves CPT-4 Prior Authorization Required Medical Necessity Submit History and Physical, documentation of
innervating the sacroiliac joint, with image guidance (ie, medical necessity, operative report as it relates to the
fluoroscopy or computed tomography requested service.

64455 Injection(s), anesthetic agent and/or steroid, plantar CPT-4 Prior Authorization Required Medical Necessity Submit History and Physical, documentation of
common digital nerve(s) (eg, Morton's neuroma) medical necessity, operative report as it relates to the

requested service.

64461 Paravertebral block (PVB) (paraspinous block), thoracic; |CPT-4 Prior Authorization Required Medical Necessity Submit History and Physical, documentation of

single injection site (includes imaging guidance, when
performed)

medical necessity, operative report as it relates to the
requested service.

Page 51 of 357

03/01/2024

These criteria do not imply or guarantee approval. Please check with your plan to ensure coverage. Preauthorization requirements are only valid for the month published.
They may have changed from previous months and may change in future months.



Please note that any planned inpatient stay always requires prior authorization (PA) except maternity-related services.

Items with PA require review and approval before the service is performed.

Code List

To check the status of a code against a member's plan, use the Prior Authorization Tool, then submit the review and check the status of the review online. This list is not exhaustive. The presence of codes on this list does
not necessarily indicate coverage under the member benefits contract. Member contracts differ in their benefits. Always use the Prior Authorization Tool, consult the member benefit booklet, or contact a customer service
representative to determine coverage for a specific medical service or supply.

Description Plan Review Requirement Reviewed For Medical Records Request

64462 Paravertebral block (PVB) (paraspinous block), thoracic; |CPT-4 Prior Authorization Required Medical Necessity Submit History and Physical, documentation of
second and any additional injection site(s) (includes medical necessity, operative report as it relates to the
imaging guidance, when performed) (List separately in requested service.
addition to code for primary procedure)

64463 Paravertebral block (PVB) (paraspinous block), thoracic; |CPT-4 Prior Authorization Required Medical Necessity Submit History and Physical, documentation of
continuous infusion by catheter (includes imaging medical necessity, operative report as it relates to the
guidance, when performed) requested service.

64479 Injection(s), anesthetic agent and/or steroid, CPT-4 Prior Authorization Required Medical Necessity Submit History and Physical, documentation of
transforaminal epidural, with imaging guidance medical necessity, operative report as it relates to the
(fluoroscopy or CT); cervical or thoracic, single level requested service.

64480 Injection(s), anesthetic agent and/or steroid, CPT-4 Prior Authorization Required Medical Necessity Submit History and Physical, documentation of
transforaminal epidural, with imaging guidance medical necessity, operative report as it relates to the
(fluoroscopy or CT); cervical or thoracic, each additional requested service.
level (List separately in addition to code for primary
procedure)

64483 Injection(s), anesthetic agent and/or steroid, CPT-4 Prior Authorization Required Medical Necessity Submit History and Physical, documentation of
transforaminal epidural, with imaging guidance medical necessity, operative report as it relates to the
(fluoroscopy or CT); lumbar or sacral, single level requested service.

64484 [mjection(s), anesthetic agent and/or steroid, CPT-4 Prior Authorization Required Medical Necessity Submit History and Physical, documentation of
transforaminal epidural, with imaging guidance medical necessity, operative report as it relates to the
(fluoroscopy or CT); lumbar or sacral, each additional requested service.
level (List separately in addition to code for primary
procedure)

64490 Injection(s), diagnostic or therapeutic agent, CPT-4 Prior Authorization Required Medical Necessity Submit History and Physical, documentation of
paravertebral facet (zygapophyseal) joint (or nerves medical necessity, operative report as it relates to the
innervating that joint) with image guidance (fluoroscopy requested service.
or CT), cervical or thoracic; single level

64491 Injection(s), diagnostic or therapeutic agent, CPT-4 Prior Authorization Required Medical Necessity Submit History and Physical, documentation of
paravertebral facet (zygapophyseal) joint (or nerves medical necessity, operative report as it relates to the
innervating that joint) with image guidance (fluoroscopy requested service.
or CT), cervical or thoracic; second level (List separately
in addition to code for primary procedure)

64492 Injection(s), diagnostic or therapeutic agent, CPT-4 Prior Authorization Required Medical Necessity Submit History and Physical, documentation of
paravertebral facet (zygapophyseal) joint (or nerves medical necessity, operative report as it relates to the
innervating that joint) with image guidance (fluoroscopy requested service.
or CT), cervical or thoracic; third and any additional
level(s) (List separately in addition to code for primary
procedure)

64493 Injection(s), diagnostic or therapeutic agent, CPT-4 Prior Authorization Required Medical Necessity Submit History and Physical, documentation of

paravertebral facet (zygapophyseal) joint (or nerves
innervating that joint) with image guidance (fluoroscopy
or CT), lumbar or sacral; single level

medical necessity, operative report as it relates to the
requested service.
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64494 Injection(s), diagnostic or therapeutic agent, CPT-4 Prior Authorization Required Medical Necessity Submit History and Physical, documentation of
paravertebral facet (zygapophyseal) joint (or nerves medical necessity, operative report as it relates to the
innervating that joint) with image guidance (fluoroscopy requested service.
or CT), lumbar or sacral; second level (List separately in
addition to code for primary procedure)

64495 Injection(s), diagnostic or therapeutic agent, CPT-4 Prior Authorization Required Medical Necessity Submit History and Physical, documentation of
paravertebral facet (zygapophyseal) joint (or nerves medical necessity, operative report as it relates to the
innervating that joint) with image guidance (fluoroscopy requested service.
or CT), lumbar or sacral; third and any additional level(s)

(List separately in addition to code for primary procedure)

64553 Percutaneous implantation of neurostimulator electrodes; |CPT-4 Prior Authorization Required Medical Necessity Submit history and physical, documentation of
cranial nerve medical necessity and procedure report.

64555 Percutaneous implantation of neurostimulator electrodes; |CPT-4 Possible Denial; Medical Records  |Investigative Documentation optional
peripheral nerve (excludes sacral nerve) Optional

64561 Percutaneous implantation of neurostimulator electrodes |CPT-4 Prior Authorization Required Medical Necessity Submit history and physical, documentation of
sacral nerve (transforaminal placement) medical necessity and procedure report.

64566 Posterior tibial neurostimulation, percutaneous needle CPT-4 Retrospective Review Medical Necessity Submit History and Physical, documentation of
electrode, single treatment, includes programming medical necessity, operative report as it relates to the

requested service.

64568 Incision for implantation of cranial nerve (eg, vagus CPT-4 Prior Authorization Required Medical Necessity History and physical, documentation of medical
nerve) neurostimulator electrode array and pulse necessity, operative report.
generator

64569 Revision or replacement of cranial nerve (eg, vagus CPT-4 Prior Authorization Required Medical Necessity History and physical, documentation of medical
nerve) neurostimulator electrode array, including necessity, operative report.
connection to existing pulse generator

64575 Incision for implantation of neurostimulator electrode CPT-4 Possible Denial; Medical Records  |Investigative Documentation optional
array; peripheral nerve (excludes sacral nerve) Optional

64581 Incision of implantation of neurostimulator electrodes CPT-4 Prior Authorization Required Medical Necessity Submit history and physical, documentation of
sacral nerve (transforaminal placement) medical necessity and procedure report.

64582 Open implantation of hypoglossal nerve neurostimulator |CPT-4 Prior Authorization Required Medical Necessity Submit history and physical, documentation of
array, pulse generator, and distal respiratory sensor medical necessity and procedure report.
electrode or electrode array

64583 Revision or replacement of hypoglossal nerve CPT-4 Prior Authorization Required Medical Necessity Submit history and physical, documentation of
neurostimulator array and distal respiratory sensor medical necessity and procedure report.
electrode or electrode array, including connection to
existing pulse generator

64584 Removal of hypoglossal nerve neurostimulator array, CPT-4 Prior Authorization Required Medical Necessity Submit history and physical, documentation of
pulse generator, and distal respiratory sensor electrode medical necessity and procedure report.
or electrode array

64585 Revision or removal of peripheral neurostimulator CPT-4 Medical Necessity Review Required |Medical Necessity Submit history and physical, documentation of

electrode array

medical necessity and procedure report.
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64590 Insertion or replacement of peripheral or gastric CPT-4 Medical Necessity Review Required |Medical Necessity Submit history and physical, documentation of
neurostimulator pulse generator or receiver, direct or medical necessity and procedure report.
inductive coupling

64595 Revision or removal of peripheral or gastric CPT-4 Medical Necessity Review Required |Medical Necessity Submit history and physical, documentation of
neurostimulator pulse generator or receiver medical necessity and procedure report.

64600 Destruction by neurolytic agent, trigeminal nerve; CPT-4 Prior Authorization Required Investigative Submit History and Physical, documentation of
supraorbital, infraorbital, mental, or inferior alveolar medical necessity, operative report as it relates to the
branch requested service.

64611 Chemodenervation of parotid and submandibular salivary [CPT-4 Prior Authorization Required Medical Necessity Submit history and physical, documentation of
glands, bilateral medical necessity.

64612 Chemodenervation of muscle(s); muscle(s) innervated by |[CPT-4 Prior Authorization Required Medical Necessity Submit history and physical, documentation of
facial nerve, unilateral (eg, for blepharospasm, hemifacial medical necessity.
spasm)

64615 Chemodenervation of muscle(s); muscle(s) innervated by |[CPT-4 Prior Authorization Required Medical Necessity Submit history and physical, documentation of
facial, trigeminal, cervical spinal and accessory nerves, medical necessity.
bilateral (eg, for chronic migraine)

64616 Chemodenervation of muscle(s); neck muscle(s), CPT-4 Prior Authorization Required Medical Necessity Submit history and physical, documentation of
excluding muscles of the larynx, unilateral (eg, for medical necessity.
cervical dystonia, spasmodic torticollis)

64617 Chemodenervation of muscle(s); larynx, unilateral, CPT-4 Prior Authorization Required Medical Necessity Submit history and physical, documentation of
percutaneous (eg, for spasmodic dysphonia), includes medical necessity.

guidance by needle electromyography, when performed

64620 Destruction by neurolytic agent, intercostal nerve CPT-4 Possible Denial; Medical Records |Investigative Documentation optional
Optional

64624 Destruction by neurolytic agent, genicular nerve CPT-4 Possible Denial; Medical Records |Investigative Documentation optional
branches including imaging guidance, when performed Optional

64625 Radiofrequency ablation, nerves innervating the CPT-4 Possible Denial; Medical Records  |Investigative Documentation optional
sacroiliac joint, with image guidance (ie, fluoroscopy or Optional
computed tomography)

64628 Thermal destruction of intraosseous basivertebral nerve, |CPT-4 Possible Denial; Medical Records  |Investigative Documentation optional
including all imaging guidance; first 2 vertebral bodies, Optional
lumbar or sacral

64629 Thermal destruction of intraosseous basivertebral nerve, |CPT-4 Possible Denial; Medical Records  |Investigative Documentation optional
including all imaging guidance; each additional vertebral Optional

body, lumbar or sacral (List separately in addition to code
for primary procedure)

64632 Destruction by neurolytic agent; plantar common digital |CPT-4 Prior Authorization Required Investigative Submit History and Physical, documentation of
nerve medical necessity, operative report as it relates to the
requested service.
64633 Destruction by neurolytic agent, paravertebral facet joint |CPT-4 Prior Authorization Required Medical Necessity History and Physical, operative report, documentation
nerve(s), with imaging guidance (fluoroscopy or CT); of conservative measures

cervical or thoracic, single facet joint
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64634 Destruction by neurolytic agent, paravertebral facet joint |CPT-4 Prior Authorization Required Medical Necessity History and Physical, operative report, documentation
nerve(s), with imaging guidance (fluoroscopy or CT); of conservative measures
cervical or thoracic, each additional facet joint (List
separately in addition to code for primary procedure)
64635 Destruction by neurolytic agent, paravertebral facet joint |CPT-4 Prior Authorization Required Medical Necessity History and Physical, operative report, documentation
nerve(s), with imaging guidance (fluoroscopy or CT); of conservative measures
lumbar or sacral, single facet joint
64636 Destruction by neurolytic agent, paravertebral facet joint |CPT-4 Prior Authorization Required Medical Necessity History and Physical, operative report, documentation
nerve(s), with imaging guidance (fluoroscopy or CT); of conservative measures
lumbar or sacral, each additional facet joint (List
separately in addition to code for primary procedure)
64640 Destruction by neurolytic agent; other peripheral nerve or |CPT-4 Prior Authorization Required Medical Necessity History and Physical, operative report, documentation
branch of conservative measures
64642 Chemodenervation of one extremity; 1-4 muscle(s) CPT-4 Prior Authorization Required Medical Necessity Submit history and physical, documentation of
medical necessity.
64643 Chemodenervation of one extremity; each additional CPT-4 Prior Authorization Required Medical Necessity Submit history and physical, documentation of
extremity, 1-4 muscle(s) (List separately in addition to medical necessity.
code for primary procedure)
64644 Chemodenervation of one extremity; 5 or more muscles [CPT-4 Prior Authorization Required Medical Necessity Submit history and physical, documentation of
medical necessity.
64645 Chemodenervation of one extremity; each additional CPT-4 Prior Authorization Required Medical Necessity Submit history and physical, documentation of
extremity, 5 or more muscles (List separately in addition medical necessity.
to code for primary procedure)
64646 Chemodenervation of trunk muscle(s); 1-5 muscle(s) CPT-4 Prior Authorization Required Medical Necessity Submit history and physical, documentation of
medical necessity.
64647 Chemodenervation of trunk muscle(s); 6 or more CPT-4 Prior Authorization Required Medical Necessity Submit history and physical, documentation of
muscles medical necessity.
64650 Chemodenervation of eccrine glands; both axillae CPT-4 Prior Authorization Required Medical Necessity Submit history and physical, documentation of
medical necessity.
64653 Chemodenervation of eccrine glands; other area(s) (eg, |CPT-4 Prior Authorization Required Medical Necessity Submit history and physical, documentation of
scalp, face, neck), per day medical necessity.
64818 Sympathectomy, lumbar CPT-4 Prior Authorization Required Medical Necessity Submit history and physical, documentation of
medical necessity.
64910 Nerve repair; with synthetic conduit or vein allograft (eg, |CPT-4 Prior Authorization Required Investigative Submit history and physical, documentation of
nerve tube), each nerve medical necessity and procedure report.
64912 Nerve repair; with nerve allograft, each nerve, first strand |CPT-4 Prior Authorization Required Investigative Submit history and physical, documentation of
(cable) medical necessity and procedure report.
64913 Nerve repair; with nerve allograft, each additional strand |CPT-4 Prior Authorization Required Investigative Submit history and physical, documentation of
(List separately in addition to code for primary procedure) medical necessity and procedure report.
64999 Unlisted procedure, nervous system CPT-4 Medical necessity review will be Medical necessity Review required at claims submission; submit

performed upon claims submission
with supporting documentation

description of procedure with supporting
documentation (including operative report if surgical)
only for the date of service performed.
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Reviewed For
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Medical Records Request

66174 Transluminal dilation of aqueous outflow canal (eg, CPT-4 Retrospective Review Medical Necessity Submit History and Physical, documentation of
canaloplasty); without retention of device or stent medical necessity, operative report as it relates to the

requested service.

66175 Transluminal dilation of aqueous outflow canal (eg, CPT-4 Retrospective Review Medical Necessity Submit History and Physical, documentation of
canaloplasty); with retention of device or stent(’ medical necessity, operative report as it relates to the

requested service.

66183 [nsertion of anterior segment aqueous drainage device, |CPT-4 Retrospective Review Medical Necessity Submit History and Physical, documentation of
without extraocular reservoir, external approach medical necessity, operative report as it relates to the

requested service.

66982 Extracapsular cataract removal with insertion of CPT-4 Retrospective Review Medical Necessity Submit History and Physical, documentation of
intraocular lens prosthesis (1-stage procedure), manual medical necessity, operative report as it relates to the
or mechanical technique (eg, irrigation and aspiration or requested service.
phacoemulsification), complex, requiring devices or
techniques not generally used in routine cataract surgery
(eg, iris expansion device, suture support for intraocular
lens, or primary posterior capsulorrhexis) or performed
on patients in the amblyogenic developmental stage;
without endoscopic cyclophotocoagulation

66983 Intracapsular cataract extraction with insertion of CPT-4 Retrospective Review Medical Necessity Submit History and Physical, documentation of
intraocular lens prosthesis (1 stage procedure) medical necessity, operative report as it relates to the

requested service.

66984 Extracapsular cataract removal with insertion of CPT-4 Retrospective Review Medical Necessity Submit History and Physical, documentation of
intraocular lens prosthesis (1 stage procedure), manual medical necessity, operative report as it relates to the
or mechanical technique (eg, irrigation and aspiration or requested service.
phacoemulsification); without endoscopic
cyclophotocoagulation

66999 Unlisted procedure of the eye CPT-4 Medical necessity review will be Medical necessity Review required at claims submission; submit

performed upon claims submission description of procedure with supporting
with supporting documentation documentation (including operative report if surgical)
only for the date of service performed.

67218 Destruction of localized lesion of retina (eg, macular CPT-4 Prior Authorization Required Radiation Oncology Submit online review with Carelon at
edema, tumors), 1 or more sessions; radiation by www.providerportal.com. For Prior Authorization:
implantation of source (includes removal of source) History and Physical, results of previous diagnostics

procedure report.

67299 Unlisted procedure, posterior segment CPT-4 Medical necessity review will be Medical necessity Review required at claims submission; submit

performed upon claims submission description of procedure with supporting
with supporting documentation documentation (including operative report if surgical)
only for the date of service performed.

67345 Chemodenervation of extraocular muscle CPT-4 Prior Authorization Required Medical Necessity Submit history and physical, documentation of

medical necessity.

67399 Unlisted procedure, ocular muscle CPT-4 Medical necessity review will be Medical necessity Review required at claims submission; submit

performed upon claims submission
with supporting documentation

description of procedure with supporting
documentation (including operative report if surgical)
only for the date of service performed.
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67599 Unlisted procedure, orbit CPT-4 Medical necessity review will be Medical necessity Review required at claims submission; submit
performed upon claims submission description of procedure with supporting
with supporting documentation documentation (including operative report if surgical)
only for the date of service performed.
67900 Repair of brow ptosis (supraciliary, mid-forehead or CPT-4 Prior Authorization Required Medical Necessity Pre Operative Evaluation, History and Physical
coronal approach) including functional impairment, and operative report
including photos
67901 Repair of blepharoptosis; frontalis muscle technique with |CPT-4 Prior Authorization Required Medical Necessity Pre Operative Evaluation, History and Physical
suture or other material (eg, banked fascia) including functional impairment, and operative report
including photos
67902 Repair of blepharoptosis; frontalis muscle technique with |CPT-4 Prior Authorization Required Medical Necessity Pre Operative Evaluation, History and Physical
autologous fascial sling (includes obtaining fascia) including functional impairment, and operative report
including photos
67903 Repair of blepharoptosis; (tarso) levator resection or CPT-4 Prior Authorization Required Medical Necessity Pre Operative Evaluation, History and Physical
advancement, internal approach including functional impairment, and operative report
including photos
67904 Repair of blepharoptosis; (tarso) levator resection or CPT-4 Prior Authorization Required Medical Necessity Pre Operative Evaluation, History and Physical
advancement, external approach including functional impairment, and operative report
including photos
67906 Repair of blepharoptosis; superior rectus technique with |CPT-4 Prior Authorization Required Medical Necessity Pre Operative Evaluation, History and Physical
fascial sling (includes obtaining fascia) including functional impairment, and operative report
including photos
67908 Repair of blepharoptosis; conjunctivo-tarso-Muller's CPT-4 Prior Authorization Required Medical Necessity Pre Operative Evaluation, History and Physical
muscle-levator resection (eg, Fasanella-Servat type) including functional impairment, and operative report
including photos
67950 Canthoplasty (reconstruction of canthus) CPT-4 Prior Authorization Required Cosmetic - Reconstructive |Submit history and physical, documentation of
medical necessity.
67999 Unlisted procedure, eyelids CPT-4 Medical necessity review will be Medical necessity Review required at claims submission; submit
performed upon claims submission description of procedure with supporting
with supporting documentation documentation (including operative report if surgical)
only for the date of service performed.
68399 Unlisted procedure, conjunctiva CPT-4 Medical necessity review will be Medical necessity Review required at claims submission; submit
performed upon claims submission description of procedure with supporting
with supporting documentation documentation (including operative report if surgical)
only for the date of service performed.
68899 Unlisted procedure, lacrimal system CPT-4 Medical necessity review will be Medical necessity Review required at claims submission; submit
performed upon claims submission description of procedure with supporting
with supporting documentation documentation (including operative report if surgical)
only for the date of service performed.
69090 Ear piercing CPT-4 Non-covered Service Benefit Exception Submit records only when member's contract
indicates coverage.
69300 Otoplasty, protruding ear, with or without size reduction |CPT-4 Prior Authorization Required Cosmetic Pre Operative Evaluation, History and Physical

including functional impairment, and Operative report
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69399 Unlisted procedure, external ear CPT-4 Medical necessity review will be Medical necessity Review required at claims submission; submit
performed upon claims submission description of procedure with supporting
with supporting documentation documentation (including operative report if surgical)
only for the date of service performed.

69676 Tympanic neurectomy CPT-4 Prior Authorization Required Medical Necessity Submit History and Physical, documentation of
medical necessity, operative report as it relates to the
requested service.

69705 Nasopharyngoscopy, surgical, with dilation of eustachian |CPT-4 Prior Authorization Required Medical Necessity Submit history and physical, documentation of

tube (ie, balloon dilation); unilateral medical necessity and procedure report.

69706 Nasopharyngoscopy, surgical, with dilation of eustachian |CPT-4 Prior Authorization Required Medical Necessity Submit history and physical, documentation of
tube (ie, balloon dilation); bilateral medical necessity and procedure report.

69710 Implantation or replacement of electromagnetic bone CPT4 Prior Authorization Required Medical Necessity Pre Operative Evaluation, Operative Report, Previous
conduction hearing device in temporal bone use of hearing aids, Level of hearing Impairment

69711 Removal or repair of electromagnetic bone conduction CPT-4 Prior Authorization Required Medical Necessity Pre Operative Evaluation, Operative Report, Previous
hearing device in temporal bone use of hearing aids, Level of hearing Impairment.

69714 Implantation, osseointegrated implant, temporal bone, CPT-4 Prior Authorization Required Medical Necessity Pre Operative Evaluation, Operative Report, Previous
with percutaneous attachment to external speech use of hearing aids, Level of hearing Impairment
processor/cochlear stimulator; without mastoidectomy

69716 Implantation, osseointegrated implant, skull; with CPT4 Prior Authorization Required Medical Necessity Pre Operative Evaluation, Operative Report, Previous
magnetic transcutaneous attachment to external speech use of hearing aids, Level of hearing Impairment
processor, within the mastoid and/or resulting in removal
of less than 100 sq mm surface area of bone deep to the
outer cranial cortex

69717 Replacement (including removal of existing device), CPT-4 Prior Authorization Required Medical Necessity Pre Operative Evaluation, Operative Report, Previous
osseointegrated implant, skull; with percutaneous use of hearing aids, Level of hearing Impairment
attachment to external speech processor!]

69719 Replacement (including removal of existing device), CPT-4 Prior Authorization Required Medical Necessity Pre Operative Evaluation, Operative Report, Previous
osseointegrated implant, skull; with magnetic use of hearing aids, Level of hearing Impairment
transcutaneous attachment to external speech
processor, within the mastoid and/or involving a bony
defect less than 100 sq mm surface area of bone deep to
the outer cranial cortex

69729 Implantation, osseointegrated implant, skull; with CPT-4 Prior Authorization Required Medical Necessity Submit history and physical, documentation of

magnetic transcutaneous attachment to external speech
processor, outside of the mastoid and resulting in
removal of greater than or equal to 100 sq mm surface
area of bone deep to the outer cranial cortex

medical necessity.
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69730 Replacement (including removal of existing device), CPT-4 Prior Authorization Required Medical Necessity Submit history and physical, documentation of
osseointegrated implant, skull; with magnetic medical necessity.

transcutaneous attachment to external speech
processor, outside the mastoid and involving a bony
defect greater than or equal to 100 sq mm surface area
of bone deep to the outer cranial cortex

69799 Unlisted procedure, middle ear CPT-4 Medical necessity review will be Medical necessity Review required at claims submission; submit
performed upon claims submission description of procedure with supporting
with supporting documentation documentation (including operative report if surgical)
only for the date of service performed.
69930 Cochlear device implantation, with or without CPT4 Prior Authorization Required Medical Necessity Pre Operative Evaluation, Operative Report, Previous
mastoidectomy use of hearing aids, Level of hearing Impairment
69949 Unlisted procedure, inner ear CPT-4 Medical necessity review will be Medical necessity Review required at claims submission; submit
performed upon claims submission description of procedure with supporting
with supporting documentation documentation (including operative report if surgical)
only for the date of service performed.
69979 Unlisted procedure, temporal bone, middle fossa CPT-4 Medical necessity review will be Medical necessity Review required at claims submission; submit
approach performed upon claims submission description of procedure with supporting
with supporting documentation documentation (including operative report if surgical)
only for the date of service performed.
70332 Temporomandibular joint arthrography, radiological CPT-4 Medical Necessity Review Required |Medical Necessity History and physical, documentation of medical
supervision and interpretation necessity, procedure report.
70336 Magnetic resonance (eg, proton) imaging, CPT-4 Prior Authorization Required Advanced Imaging Submit online review with Carelon at
temporomandibular joint(s) www.providerportal.com. For Prior Authorization:

History and Physical, results of previous diagnostics
procedure report.

70450 Computed tomography, head or brain; without contrast |CPT-4 Prior Authorization Required Advanced Imaging Submit online review with Carelon at

material www.providerportal.com. For Prior Authorization:
History and Physical, results of previous diagnostics
procedure report.

70460 Computed tomography, head or brain; with contrast CPT-4 Prior Authorization Required Advanced Imaging Submit online review with Carelon at

material(s) www.providerportal.com. For Prior Authorization:
History and Physical, results of previous diagnostics
procedure report.

70470 Computed tomography, head or brain; without contrast |CPT-4 Prior Authorization Required Advanced Imaging Submit online review with Carelon at
material, followed by contrast material(s) and further www.providerportal.com. For Prior Authorization:
sections History and Physical, results of previous diagnostics
procedure report.
70480 Computed tomography, orbit, sella, or posterior fossa or [CPT-4 Prior Authorization Required Advanced Imaging Submit online review with Carelon at
outer, middle, or inner ear; without contrast material www.providerportal.com. For Prior Authorization:

History and Physical, results of previous diagnostics
procedure report.
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70481 Computed tomography, orbit, sella, or posterior fossa or [CPT-4 Prior Authorization Required Advanced Imaging Submit online review with Carelon at
outer, middle, or inner ear; with contrast material(s) www.providerportal.com. For Prior Authorization:
History and Physical, results of previous diagnostics
procedure report.
70482 Computed tomography, orbit, sella, or posterior fossa or |CPT-4 Prior Authorization Required Advanced Imaging Submit online review with Carelon at
outer, middle, or inner ear; without contrast material, www.providerportal.com. For Prior Authorization:
followed by contrast material(s) and further sections History and Physical, results of previous diagnostics
procedure report.
70486 Computed tomography, maxillofacial area; without CPT-4 Prior Authorization Required Advanced Imaging Submit online review with Carelon at
contrast material www.providerportal.com. For Prior Authorization:
History and Physical, results of previous diagnostics
procedure report.
70487 Computed tomography, maxillofacial area; with contrast |CPT-4 Prior Authorization Required Advanced Imaging Submit online review with Carelon at
material(s) www.providerportal.com. For Prior Authorization:
History and Physical, results of previous diagnostics
procedure report.
70488 Computed tomography, maxillofacial area; without CPT-4 Prior Authorization Required Advanced Imaging Submit online review with Carelon at
contrast material, followed by contrast material(s) and www.providerportal.com. For Prior Authorization:
further sections History and Physical, results of previous diagnostics
procedure report.
70490 Computed tomography, soft tissue neck; without contrast [CPT-4 Prior Authorization Required Advanced Imaging Submit online review with Carelon at
material www.providerportal.com. For Prior Authorization:
History and Physical, results of previous diagnostics
procedure report.
70491 Computed tomography, soft tissue neck; with contrast CPT-4 Prior Authorization Required Advanced Imaging Submit online review with Carelon at
material(s) www.providerportal.com. For Prior Authorization:
History and Physical, results of previous diagnostics
procedure report.
70492 Computed tomography, soft tissue neck; without contrast [CPT-4 Prior Authorization Required Advanced Imaging Submit online review with Carelon at
material followed by contrast material(s) and further www.providerportal.com. For Prior Authorization:
sections History and Physical, results of previous diagnostics
procedure report.
70496 Computed tomographic angiography, head, with contrast |[CPT-4 Prior Authorization Required Advanced Imaging Submit online review with Carelon at
material(s), including noncontrast images, if performed, www.providerportal.com. For Prior Authorization:
and image postprocessing History and Physical, results of previous diagnostics
procedure report.
70498 Computed tomographic angiography, neck, with contrast |CPT-4 Prior Authorization Required Advanced Imaging Submit online review with Carelon at
material(s), including noncontrast images, if performed, www.providerportal.com. For Prior Authorization:
and image postprocessing History and Physical, results of previous diagnostics
procedure report.
70540 Magnetic resonance (eg, proton) imaging, orbit, face, CPT-4 Prior Authorization Required Advanced Imaging Submit online review with Carelon at

and/or neck; without contrast material(s)

www.providerportal.com. For Prior Authorization:
History and Physical, results of previous diagnostics
procedure report.
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70542 Magnetic resonance (eg, proton) imaging, orbit, face, CPT-4 Prior Authorization Required Advanced Imaging Submit online review with Carelon at
and/or neck; with contrast material(s) www.providerportal.com. For Prior Authorization:
History and Physical, results of previous diagnostics
procedure report.
70543 Magnetic resonance (eg, proton) imaging, orbit, face, CPT-4 Prior Authorization Required Advanced Imaging Submit online review with Carelon at
and/or neck; without contrast material(s), followed by www.providerportal.com. For Prior Authorization:
contrast material(s) and further sequences History and Physical, results of previous diagnostics
procedure report.
70544 Magnetic resonance angiography, head; without contrast |CPT-4 Prior Authorization Required Advanced Imaging Submit online review with Carelon at
material(s) www.providerportal.com. For Prior Authorization:
History and Physical, results of previous diagnostics
procedure report.
70545 MRA head; with contrast CPT-4 Prior Authorization Required Advanced Imaging Submit online review with Carelon at
www.providerportal.com. For Prior Authorization:
History and Physical, results of previous diagnostics
procedure report.
70546 Magnetic resonance angiography, head; without contrast |CPT-4 Prior Authorization Required Advanced Imaging Submit online review with Carelon at
material(s), followed by contrast material(s) and further www.providerportal.com. For Prior Authorization:
sequences History and Physical, results of previous diagnostics
procedure report.
70547 Magnetic resonance angiography, neck; without contrast |CPT-4 Prior Authorization Required Advanced Imaging Submit online review with Carelon at
material(s) www.providerportal.com. For Prior Authorization:
History and Physical, results of previous diagnostics
procedure report.
70548 Magnetic resonance angiography, neck; with contrast CPT-4 Prior Authorization Required Advanced Imaging Submit online review with Carelon at
material(s) www.providerportal.com. For Prior Authorization:
History and Physical, results of previous diagnostics
procedure report.
70549 Magnetic resonance angiography, neck; without contrast |CPT-4 Prior Authorization Required Advanced Imaging Submit online review with Carelon at
material(s), followed by contrast material(s) and further www.providerportal.com. For Prior Authorization:
sequences History and Physical, results of previous diagnostics
procedure report.
70551 Magnetic resonance (eg, proton) imaging, brain CPT-4 Prior Authorization Required Advanced Imaging Submit online review with Carelon at
(including brain stem); without contrast material www.providerportal.com. For Prior Authorization:
History and Physical, results of previous diagnostics
procedure report.
70552 Magnetic resonance (eg, proton) imaging, brain CPT-4 Prior Authorization Required Advanced Imaging Submit online review with Carelon at
(including brain stem); with contrast material(s) www.providerportal.com. For Prior Authorization:
History and Physical, results of previous diagnostics
procedure report.
70553 Magnetic resonance (eg, proton) imaging, brain CPT-4 Prior Authorization Required Advanced Imaging Submit online review with Carelon at

(including brain stem); without contrast material, followed
by contrast material(s) and further sequences

www.providerportal.com. For Prior Authorization:
History and Physical, results of previous diagnostics
procedure report.
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70554 Magnetic resonance imaging, brain, functional MRI; CPT-4 Prior Authorization Required Advanced Imaging Submit online review with Carelon at
including test selection and administration of repetitive www.providerportal.com. For Prior Authorization:
body part movement and/or visual stimulation, not History and Physical, results of previous diagnostics
requiring physician or psychologist administration procedure report.
70555 Magnetic resonance imaging, brain, functional MRI; CPT-4 Prior Authorization Required Advanced Imaging Submit online review with Carelon at
requiring physician or psychologist administration of www.providerportal.com. For Prior Authorization:
entire neurofunctional testing History and Physical, results of previous diagnostics
procedure report.
71250 Computed tomography, thorax, diagnostic; without CPT-4 Prior Authorization Required Advanced Imaging Submit online review with Carelon at
contrast material www.providerportal.com. For Prior Authorization:
History and Physical, results of previous diagnostics
procedure report.
71260 Computed tomography, thorax, diagnostic; with contrast |CPT-4 Prior Authorization Required Advanced Imaging Submit online review with Carelon at
material(s) www.providerportal.com. For Prior Authorization:
History and Physical, results of previous diagnostics
procedure report.
71270 Computed tomography, thorax, diagnostic; without CPT-4 Prior Authorization Required Advanced Imaging Submit online review with Carelon at
contrast material, followed by contrast material(s) and www.providerportal.com. For Prior Authorization:
further sections History and Physical, results of previous diagnostics
procedure report.
71271 Computed tomography, thorax, low dose for lung cancer |CPT-4 Prior Authorization Required Advanced Imaging Submit online review with Carelon at
screening, without contrast material(s) www.providerportal.com. For Prior Authorization:
History and Physical, results of previous diagnostics
procedure report.
71275 Computed tomographic angiography, chest CPT-4 Prior Authorization Required Advanced Imaging Submit online review with Carelon at
(noncoronary), with contrast material(s), including www.providerportal.com. For Prior Authorization:
noncontrast images, if performed, and image History and Physical, results of previous diagnostics
postprocessing procedure report.
71550 Magnetic resonance (eg, proton) imaging, chest (eg, for |CPT-4 Prior Authorization Required Advanced Imaging Submit online review with Carelon at
evaluation of hilar and mediastinal lymphadenopathy); www.providerportal.com. For Prior Authorization:
without contrast material(s) History and Physical, results of previous diagnostics
procedure report.
71551 Magnetic resonance (eg, proton) imaging, chest (eg, for |CPT-4 Prior Authorization Required Advanced Imaging Submit online review with Carelon at
evaluation of hilar and mediastinal lymphadenopathy); www.providerportal.com. For Prior Authorization:
with contrast material(s) History and Physical, results of previous diagnostics
procedure report.
71552 Magnetic resonance (eg, proton) imaging, chest (eg, for |CPT-4 Prior Authorization Required Advanced Imaging Submit online review with Carelon at

evaluation of hilar and mediastinal lymphadenopathy);
without contrast material(s), followed by contrast
material(s) and further sequences

www.providerportal.com. For Prior Authorization:
History and Physical, results of previous diagnostics
procedure report.
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71555 MRA chest; with or w/o contrast CPT-4 Prior Authorization Required Advanced Imaging Submit online review with Carelon at
www.providerportal.com. For Prior Authorization:
History and Physical, results of previous diagnostics
procedure report.
72125 Computed tomography, cervical spine; without contrast |CPT-4 Prior Authorization Required Advanced Imaging Submit online review with Carelon at
material www.providerportal.com. For Prior Authorization:
History and Physical, results of previous diagnostics
procedure report.
72126 Computed tomography, cervical spine; with contrast CPT-4 Prior Authorization Required Advanced Imaging Submit online review with Carelon at
material www.providerportal.com. For Prior Authorization:
History and Physical, results of previous diagnostics
procedure report.
72127 Computed tomography, cervical spine; without contrast |CPT-4 Prior Authorization Required Advanced Imaging Submit online review with Carelon at
material, followed by contrast material(s) and further www.providerportal.com. For Prior Authorization:
sections History and Physical, results of previous diagnostics
procedure report.
72128 Computed tomography, thoracic spine; without contrast [CPT-4 Prior Authorization Required Advanced Imaging Submit online review with Carelon at
material www.providerportal.com. For Prior Authorization:
History and Physical, results of previous diagnostics
procedure report.
72129 Computed tomography, thoracic spine; with contrast CPT-4 Prior Authorization Required Advanced Imaging Submit online review with Carelon at
material www.providerportal.com. For Prior Authorization:
History and Physical, results of previous diagnostics
procedure report.
72130 Computed tomography, thoracic spine; without contrast [CPT-4 Prior Authorization Required Advanced Imaging Submit online review with Carelon at
material, followed by contrast material(s) and further www.providerportal.com. For Prior Authorization:
sections History and Physical, results of previous diagnostics
procedure report.
72131 Computed tomography, lumbar spine; without contrast  [CPT-4 Prior Authorization Required Advanced Imaging Submit online review with Carelon at
material www.providerportal.com. For Prior Authorization:
History and Physical, results of previous diagnostics
procedure report.
72132 Computed tomography, lumbar spine; with contrast CPT-4 Prior Authorization Required Advanced Imaging Submit online review with Carelon at
material www.providerportal.com. For Prior Authorization:
History and Physical, results of previous diagnostics
procedure report.
72133 Computed tomography, lumbar spine; without contrast CPT-4 Prior Authorization Required Advanced Imaging Submit online review with Carelon at
material, followed by contrast material(s) and further www.providerportal.com. For Prior Authorization:
sections History and Physical, results of previous diagnostics
procedure report.
72141 Magnetic resonance (eg, proton) imaging, spinal canal |CPT-4 Prior Authorization Required Advanced Imaging Submit online review with Carelon at

and contents, cervical; without contrast material

www.providerportal.com. For Prior Authorization:
History and Physical, results of previous diagnostics
procedure report.
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Description Plan Review Requirement Reviewed For Medical Records Request
72142 Magnetic resonance (eg, proton) imaging, spinal canal CPT-4 Prior Authorization Required Advanced Imaging Submit online review with Carelon at
and contents, cervical; with contrast material(s) www.providerportal.com. For Prior Authorization:
History and Physical, results of previous diagnostics
procedure report.
72146 Magnetic resonance (eg, proton) imaging, spinal canal CPT-4 Prior Authorization Required Advanced Imaging Submit online review with Carelon at
and contents, thoracic; without contrast material www.providerportal.com. For Prior Authorization:
History and Physical, results of previous diagnostics
procedure report.
72147 Magnetic resonance (eg, proton) imaging, spinal canal |CPT-4 Prior Authorization Required Advanced Imaging Submit online review with Carelon at
and contents, thoracic; with contrast material(s) www.providerportal.com. For Prior Authorization:
History and Physical, results of previous diagnostics
procedure report.
72148 Magnetic resonance (eg, proton) imaging, spinal canal |CPT-4 Prior Authorization Required Advanced Imaging Submit online review with Carelon at
and contents, lumbar; without contrast material www.providerportal.com. For Prior Authorization:
History and Physical, results of previous diagnostics
procedure report.
72149 Magnetic resonance (eg, proton) imaging, spinal canal CPT-4 Prior Authorization Required Advanced Imaging Submit online review with Carelon at
and contents, lumbar; with contrast material(s) www.providerportal.com. For Prior Authorization:
History and Physical, results of previous diagnostics
procedure report.
72156 Magnetic resonance (eg, proton) imaging, spinal canal CPT-4 Prior Authorization Required Advanced Imaging Submit online review with Carelon at
and contents, without contrast material, followed by www.providerportal.com. For Prior Authorization:
contrast material(s) and further sequences; cervical History and Physical, results of previous diagnostics
procedure report.
72157 Magnetic resonance (eg, proton) imaging, spinal canal |CPT-4 Prior Authorization Required Advanced Imaging Submit online review with Carelon at
and contents, without contrast material, followed by www.providerportal.com. For Prior Authorization:
contrast material(s) and further sequences; thoracic History and Physical, results of previous diagnostics
procedure report.
72158 Magnetic resonance (eg, proton) imaging, spinal canal |CPT-4 Prior Authorization Required Advanced Imaging Submit online review with Carelon at
and contents, without contrast material, followed by www.providerportal.com. For Prior Authorization:
contrast material(s) and further sequences; lumbar History and Physical, results of previous diagnostics
procedure report.
72159 Magnetic resonance angiography, spinal canal and CPT-4 Prior Authorization Required Advanced Imaging Submit online review with Carelon at
contents, with or without contrast material(s) www.providerportal.com. For Prior Authorization:
History and Physical, results of previous diagnostics
procedure report.
72191 Computed tomographic angiography, pelvis, with contrast|CPT-4 Prior Authorization Required Advanced Imaging Submit online review with Carelon at
material(s), including noncontrast images, if performed, www.providerportal.com. For Prior Authorization:
and image postprocessing History and Physical, results of previous diagnostics
procedure report.
72192 Computed tomography, pelvis; without contrast material |CPT-4 Prior Authorization Required Advanced Imaging Submit online review with Carelon at

www.providerportal.com. For Prior Authorization:
History and Physical, results of previous diagnostics
procedure report.
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Description Plan Review Requirement Reviewed For Medical Records Request
72193 Computed tomography, pelvis; with contrast material(s) [CPT-4 Prior Authorization Required Advanced Imaging Submit online review with Carelon at
www.providerportal.com. For Prior Authorization:
History and Physical, results of previous diagnostics
procedure report.
72194 Computed tomography, pelvis; without contrast material, |CPT-4 Prior Authorization Required Advanced Imaging Submit online review with Carelon at
followed by contrast material(s) and further sections www.providerportal.com. For Prior Authorization:
History and Physical, results of previous diagnostics
procedure report.
72195 Magnetic resonance (eg, proton) imaging, pelvis; without |CPT-4 Prior Authorization Required Advanced Imaging Submit online review with Carelon at
contrast material(s) www.providerportal.com. For Prior Authorization:
History and Physical, results of previous diagnostics
procedure report.
72196 Magnetic resonance (eg, proton) imaging, pelvis; with CPT-4 Prior Authorization Required Advanced Imaging Submit online review with Carelon at
contrast material(s) www.providerportal.com. For Prior Authorization:
History and Physical, results of previous diagnostics
procedure report.
72197 Magnetic resonance (eg, proton) imaging, pelvis; without |CPT-4 Prior Authorization Required Advanced Imaging Submit online review with Carelon at
contrast material(s), followed by contrast material(s) and www.providerportal.com. For Prior Authorization:
further sequences History and Physical, results of previous diagnostics
procedure report.
72198 Magnetic resonance angiography, pelvis, with or without |CPT-4 Prior Authorization Required Advanced Imaging Submit online review with Carelon at
contrast material(s) www.providerportal.com. For Prior Authorization:
History and Physical, results of previous diagnostics
procedure report.
73200 Computed tomography, upper extremity; without contrast [CPT-4 Prior Authorization Required Advanced Imaging Submit online review with Carelon at
material www.providerportal.com. For Prior Authorization:
History and Physical, results of previous diagnostics
procedure report.
73201 Computed tomography, upper extremity; with contrast CPT-4 Prior Authorization Required Advanced Imaging Submit online review with Carelon at
material(s) www.providerportal.com. For Prior Authorization:
History and Physical, results of previous diagnostics
procedure report.
73202 Computed tomography, upper extremity; without contrast [CPT-4 Prior Authorization Required Advanced Imaging Submit online review with Carelon at
material, followed by contrast material(s) and further www.providerportal.com. For Prior Authorization:
sections History and Physical, results of previous diagnostics
procedure report.
73206 Computed tomographic angiography, upper extremity, CPT-4 Prior Authorization Required Advanced Imaging Submit online review with Carelon at
with contrast material(s), including noncontrast images, if www.providerportal.com. For Prior Authorization:
performed, and image postprocessing History and Physical, results of previous diagnostics
procedure report.
73218 Magnetic resonance (eg, proton) imaging, upper CPT-4 Prior Authorization Required Advanced Imaging Submit online review with Carelon at

extremity, other than joint; without contrast material(s)

www.providerportal.com. For Prior Authorization:
History and Physical, results of previous diagnostics
procedure report.
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73219 Magnetic resonance (eg, proton) imaging, upper CPT-4 Prior Authorization Required Advanced Imaging Submit online review with Carelon at
extremity, other than joint; with contrast material(s) www.providerportal.com. For Prior Authorization:
History and Physical, results of previous diagnostics
procedure report.
73220 Magnetic resonance (eg, proton) imaging, upper CPT-4 Prior Authorization Required Advanced Imaging Submit online review with Carelon at
extremity, other than joint; without contrast material(s), www.providerportal.com. For Prior Authorization:
followed by contrast material(s) and further sequences History and Physical, results of previous diagnostics
procedure report.
73221 Magnetic resonance (eg, proton) imaging, any joint of CPT-4 Prior Authorization Required Advanced Imaging Submit online review with Carelon at
upper extremity; without contrast material(s) www.providerportal.com. For Prior Authorization:
History and Physical, results of previous diagnostics
procedure report.
73222 Magnetic resonance (eg, proton) imaging, any joint of CPT-4 Prior Authorization Required Advanced Imaging Submit online review with Carelon at
upper extremity; with contrast material(s) www.providerportal.com. For Prior Authorization:
History and Physical, results of previous diagnostics
procedure report.
73223 Magnetic resonance (eg, proton) imaging, any joint of CPT-4 Prior Authorization Required Advanced Imaging Submit online review with Carelon at
upper extremity; without contrast material(s), followed by www.providerportal.com. For Prior Authorization:
contrast material(s) and further sequences History and Physical, results of previous diagnostics
procedure report.
73225 Magnetic resonance angiography, upper extremity, with |CPT-4 Prior Authorization Required Advanced Imaging Submit online review with Carelon at
or without contrast material(s) www.providerportal.com. For Prior Authorization:
History and Physical, results of previous diagnostics
procedure report.
73700 Computed tomography, lower extremity; without contrast [CPT-4 Prior Authorization Required Advanced Imaging Submit online review with Carelon at
material www.providerportal.com. For Prior Authorization:
History and Physical, results of previous diagnostics
procedure report.
73701 Computed tomography, lower extremity; with contrast CPT-4 Prior Authorization Required Advanced Imaging Submit online review with Carelon at
material(s) www.providerportal.com. For Prior Authorization:
History and Physical, results of previous diagnostics
procedure report.
73702 Computed tomography, lower extremity; without contrast |CPT-4 Prior Authorization Required Advanced Imaging Submit online review with Carelon at
material, followed by contrast material(s) and further www.providerportal.com. For Prior Authorization:
sections History and Physical, results of previous diagnostics
procedure report.
73706 Computed tomographic angiography, lower extremity, CPT-4 Prior Authorization Required Advanced Imaging Submit online review with Carelon at
with contrast material(s), including noncontrast images, if www.providerportal.com. For Prior Authorization:
performed, and image postprocessing History and Physical, results of previous diagnostics
procedure report.
73718 Magnetic resonance (eg, proton) imaging, lower extremity|CPT-4 Prior Authorization Required Advanced Imaging Submit online review with Carelon at

other than joint; without contrast material(s)

www.providerportal.com. For Prior Authorization:
History and Physical, results of previous diagnostics
procedure report.
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73719 Magnetic resonance (eg, proton) imaging, lower extremity|CPT-4 Prior Authorization Required Advanced Imaging Submit online review with Carelon at
other than joint; with contrast material(s) www.providerportal.com. For Prior Authorization:
History and Physical, results of previous diagnostics
procedure report.
73720 Magnetic resonance (eg, proton) imaging, lower extremity|CPT-4 Prior Authorization Required Advanced Imaging Submit online review with Carelon at
other than joint; without contrast material(s), followed by www.providerportal.com. For Prior Authorization:
contrast material(s) and further sequences History and Physical, results of previous diagnostics
procedure report.
73721 Magnetic resonance (eg, proton) imaging, any joint of CPT-4 Prior Authorization Required Advanced Imaging Submit online review with Carelon at
lower extremity; without contrast material www.providerportal.com. For Prior Authorization:
History and Physical, results of previous diagnostics
procedure report.
73722 Magnetic resonance (eg, proton) imaging, any joint of CPT-4 Prior Authorization Required Advanced Imaging Submit online review with Carelon at
lower extremity; with contrast material(s) www.providerportal.com. For Prior Authorization:
History and Physical, results of previous diagnostics
procedure report.
73723 Magnetic resonance (eg, proton) imaging, any joint of CPT-4 Prior Authorization Required Advanced Imaging Submit online review with Carelon at
lower extremity; without contrast material(s), followed by www.providerportal.com. For Prior Authorization:
contrast material(s) and further sequences History and Physical, results of previous diagnostics
procedure report.
73725 Magnetic resonance angiography, lower extremity, with or|CPT-4 Prior Authorization Required Advanced Imaging Submit online review with Carelon at
without contrast material(s) www.providerportal.com. For Prior Authorization:
History and Physical, results of previous diagnostics
procedure report.
74150 Computed tomography, abdomen; without contrast CPT-4 Prior Authorization Required Advanced Imaging Submit online review with Carelon at
material www.providerportal.com. For Prior Authorization:
History and Physical, results of previous diagnostics
procedure report.
74160 Computed tomography, abdomen; with contrast CPT-4 Prior Authorization Required Advanced Imaging Submit online review with Carelon at
material(s) www.providerportal.com. For Prior Authorization:
History and Physical, results of previous diagnostics
procedure report.
74170 Computed tomography, abdomen; without contrast CPT-4 Prior Authorization Required Advanced Imaging Submit online review with Carelon at
material, followed by contrast material(s) and further www.providerportal.com. For Prior Authorization:
sections History and Physical, results of previous diagnostics
procedure report.
74174 Computed tomographic angiography, abdomen and CPT-4 Prior Authorization Required Advanced Imaging Submit online review with Carelon at
pelvis, with contrast material(s), including noncontrast www.providerportal.com. For Prior Authorization:
images, if performed, and image postprocessing History and Physical, results of previous diagnostics
procedure report.
74175 Computed tomographic angiography, abdomen, with CPT-4 Prior Authorization Required Advanced Imaging Submit online review with Carelon at

contrast material(s), including noncontrast images, if
performed, and image postprocessing

www.providerportal.com. For Prior Authorization:
History and Physical, results of previous diagnostics
procedure report.
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74176 Computed tomography, abdomen and pelvis; without CPT-4 Prior Authorization Required Advanced Imaging Submit online review with Carelon at
contrast material www.providerportal.com. For Prior Authorization:
History and Physical, results of previous diagnostics
procedure report.
74177 Computed tomography, abdomen and pelvis; with CPT-4 Prior Authorization Required Advanced Imaging Submit online review with Carelon at
contrast material(s) www.providerportal.com. For Prior Authorization:
History and Physical, results of previous diagnostics
procedure report.
74178 Computed tomography, abdomen and pelvis; without CPT-4 Prior Authorization Required Advanced Imaging Submit online review with Carelon at
contrast material in one or both body regions, followed by www.providerportal.com. For Prior Authorization:
contrast material(s) and further sections in one or both History and Physical, results of previous diagnostics
body regions procedure report.
74181 Magnetic resonance (eg, proton) imaging, abdomen; CPT-4 Prior Authorization Required Advanced Imaging Submit online review with Carelon at
without contrast material(s) www.providerportal.com. For Prior Authorization:
History and Physical, results of previous diagnostics
procedure report.
74182 Magnetic resonance (eg, proton) imaging, abdomen; with |CPT-4 Prior Authorization Required Advanced Imaging Submit online review with Carelon at
contrast material(s) www.providerportal.com. For Prior Authorization:
History and Physical, results of previous diagnostics
procedure report.
74183 Magnetic resonance (eg, proton) imaging, abdomen; CPT-4 Prior Authorization Required Advanced Imaging Submit online review with Carelon at
without contrast material(s), followed by with contrast www.providerportal.com. For Prior Authorization:
material(s) and further sequences History and Physical, results of previous diagnostics
procedure report.
74185 Magnetic resonance angiography, abdomen, with or CPT-4 Prior Authorization Required Advanced Imaging Submit online review with Carelon at
without contrast material(s) www.providerportal.com. For Prior Authorization:
History and Physical, results of previous diagnostics
procedure report.
74261 Computed tomographic (CT) colonography, diagnostic, [CPT-4 Prior Authorization Required Advanced Imaging Submit online review with Carelon at
including image postprocessing; without contrast material www.providerportal.com. For Prior Authorization:
History and Physical, results of previous diagnostics
procedure report.
74262 Computed tomographic (CT) colonography, diagnostic, |CPT-4 Prior Authorization Required Advanced Imaging Submit online review with Carelon at
including image postprocessing; with contrast material(s) www.providerportal.com. For Prior Authorization:
including non-contrast images, if performed History and Physical, results of previous diagnostics
procedure report.
74263 Computed tomographic (CT) colonography, screening, CPT-4 Prior Authorization Required Advanced Imaging Submit online review with Carelon at
including image postprocessing www.providerportal.com. For Prior Authorization:
History and Physical, results of previous diagnostics
procedure report.
74712 Magnetic resonance (eg, proton) imaging, fetal, including |CPT-4 Prior Authorization Required Advanced Imaging Submit online review with Carelon at

placental and maternal pelvic imaging when performed;
single or first gestation

www.providerportal.com. For Prior Authorization:
History and Physical, results of previous diagnostics
procedure report.
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75557 Cardiac magnetic resonance imaging for morphology and [CPT-4 Prior Authorization Required Advanced Imaging Submit online review with Carelon at
function without contrast material; www.providerportal.com. For Prior Authorization:
History and Physical, results of previous diagnostics
procedure report.
75559 Cardiac magnetic resonance imaging for morphology and |[CPT-4 Prior Authorization Required Advanced Imaging Submit online review with Carelon at
function without contrast material; with stress imaging www.providerportal.com. For Prior Authorization:
History and Physical, results of previous diagnostics
procedure report.
75561 Cardiac magnetic resonance imaging for morphology and |[CPT-4 Prior Authorization Required Advanced Imaging Submit online review with Carelon at
function without contrast material(s), followed by contrast www.providerportal.com. For Prior Authorization:
material(s) and further sequences; History and Physical, results of previous diagnostics
procedure report.
75563 Cardiac magnetic resonance imaging for morphology and |[CPT-4 Prior Authorization Required Advanced Imaging Submit online review with Carelon at
function without contrast material(s), followed by contrast www.providerportal.com. For Prior Authorization:
material(s) and further sequences; with stress imaging History and Physical, results of previous diagnostics
procedure report.
75571 Computed tomography, heart, without contrast material, [CPT-4 Prior Authorization Required Advanced Imaging Submit online review with Carelon at
with quantitative evaluation of coronary calcium www.providerportal.com. For Prior Authorization:
History and Physical, results of previous diagnostics
procedure report.
75572 Computed tomography, heart, with contrast material, for |CPT-4 Prior Authorization Required Advanced Imaging Submit online review with Carelon at
evaluation of cardiac structure and morphology (including www.providerportal.com. For Prior Authorization:
3D image postprocessing, assessment of cardiac History and Physical, results of previous diagnostics
function, and evaluation of venous structures, if procedure report.
performed)
75573 Computed tomography, heart, with contrast material, for |CPT-4 Prior Authorization Required Advanced Imaging Submit online review with Carelon at
evaluation of cardiac structure and morphology in the www.providerportal.com. For Prior Authorization:
setting of congenital heart disease (including 3D image History and Physical, results of previous diagnostics
postprocessing, assessment of LV cardiac function, RV procedure report.
structure and function)
75574 Computed tomographic angiography, heart, coronary CPT-4 Prior Authorization Required Advanced Imaging Submit online review with Carelon at
arteries and bypass grafts (when present), with contrast www.providerportal.com. For Prior Authorization:
material, including 3D image postprocessing (including History and Physical, results of previous diagnostics
evaluation of cardiac structure and morphology, procedure report.
assessment of cardiac function)
75635 Computed tomographic angiography, abdominal aorta CPT-4 Prior Authorization Required Advanced Imaging Submit online review with Carelon at
and bilateral iliofemoral lower extremity runoff, with www.providerportal.com. For Prior Authorization:
contrast material(s), including noncontrast images, if History and Physical, results of previous diagnostics
performed, and image postprocessing procedure report.
75894 Transcatheter embolization CPT-4 Prior Authorization Required Medical Necessity History and Physical, including prior treatment
regimens.
76120 Cineradiography/videoradiography, except where CPT-4 Possible Denial; Medical Records |Investigative Documentation optional

specifically included

Optional
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76125 Cineradiography/videoradiography to complement routine [CPT-4 Possible Denial; Medical Records |Investigative Documentation optional

examination (List separately in addition to code for Optional
primary procedure)

76390 Magnetic resonance spectroscopy CPT-4 Prior Authorization Required Advanced Imaging Submit online review with Carelon at
www.providerportal.com. For Prior Authorization:
History and Physical, results of previous diagnostics
procedure report.

76391 Magnetic resonance (eg, vibration) elastography CPT-4 Prior Authorization Required Advanced Imaging Submit online review with Carelon at
www.providerportal.com. For Prior Authorization:
History and Physical, results of previous diagnostics
procedure report.

76496 Unlisted fluoroscopic procedure (eg, diagnostic, CPT-4 Medical necessity review will be Medical necessity Review required at claims submission; submit

interventional) performed upon claims submission description of procedure with supporting
with supporting documentation documentation (including operative report if surgical)
only for the date of service performed.

76498 Unlisted magnetic resonance procedure (eg, diagnostic, |CPT-4 Medical necessity review will be Medical necessity Review required at claims submission; submit

interventional) performed upon claims submission description of procedure with supporting
with supporting documentation documentation (including operative report if surgical)
only for the date of service performed.

76499 Unlisted diagnostic radiographic procedure CPT-4 Medical necessity review will be Medical necessity Review required at claims submission; submit

performed upon claims submission description of procedure with supporting
with supporting documentation documentation (including operative report if surgical)
only for the date of service performed.

76873 Ultrasound, transrectal; prostate volume study for CPT-4 Prior Authorization Required Radiation Oncology No review for non-cancer diagnoses. FOR CANCER

brachytherapy treatment planning (separate procedure) DIAGNOSES ONLY: Submit online review with
Carelon at www.providerportal.com. For prior
authorization include history and physical, results of
previous diagnostics procedure report.

76965 Ultrasonic guidance for interstitial radioelement CPT-4 Prior Authorization Required Radiation Oncology Submit online review with Carelon at

application www.providerportal.com. For Prior Authorization:
History and Physical, results of previous diagnostics
procedure report.

76981 Ultrasound, elastography; parenchyma (eg, organ) CPT-4 Retrospective Review Medical Necessity Submit History and Physical, documentation of
medical necessity, operative report as it relates to the
requested service.

76982 Ultrasound, elastography; first target lesion CPT-4 Retrospective Review Medical Necessity Submit History and Physical, documentation of
medical necessity, operative report as it relates to the
requested service.

76983 Ultrasound, elastography; each additional target lesion |CPT-4 Retrospective Review Medical Necessity Submit History and Physical, documentation of

(List separately in addition to code for primary procedure)

medical necessity, operative report as it relates to the
requested service.
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76999 Unlisted ultrasound procedure (eg, diagnostic, CPT-4 Medical necessity review will be Medical necessity Review required at claims submission; submit

interventional) performed upon claims submission description of procedure with supporting
with supporting documentation documentation (including operative report if surgical)
only for the date of service performed.

77003 Fluoroscopic guidance and localization of needle or CPT-4 Prior Authorization Required Medical Necessity Submit History and Physical, documentation of
catheter tip for spine or paraspinous diagnostic or medical necessity, operative report as it relates to the
therapeutic injection procedures (epidural or requested service.
subarachnoid) (List separately in addition to code for
primary procedure)

77014 Computed tomography guidance for placement of CPT-4 Prior Authorization Required Radiation Oncology Submit online review with Carelon at
radiation therapy fields www.providerportal.com. For Prior Authorization:

History and Physical, results of previous diagnostics
procedure report.

77046 Magnetic resonance imaging, breast, without contrast CPT-4 Prior Authorization Required Advanced Imaging Submit online review with Carelon at
material; unilateral www.providerportal.com. For Prior Authorization:

History and Physical, results of previous diagnostics
procedure report.

77047 Magnetic resonance imaging, breast, without contrast CPT-4 Prior Authorization Required Advanced Imaging Submit online review with Carelon at
material; bilateral www.providerportal.com. For Prior Authorization:

History and Physical, results of previous diagnostics
procedure report.

77048 Magnetic resonance imaging, breast, without and with CPT-4 Prior Authorization Required Advanced Imaging Submit online review with Carelon at
contrast material(s), including computer-aided detection www.providerportal.com. For Prior Authorization:

(cad real-time lesion detection, characterization and History and Physical, results of previous diagnostics
pharmacokinetic analysis), when performed; unilateral procedure report.

77049 Magnetic resonance imaging, breast, without and with CPT-4 Prior Authorization Required Advanced Imaging Submit online review with Carelon at
contrast material(s), including computer-aided detection www.providerportal.com. For Prior Authorization:

(cad real-time lesion detection, characterization and History and Physical, results of previous diagnostics
pharmacokinetic analysis), when performed; bilateral procedure report.

77061 Diagnostic digital breast tomosynthesis; unilateral CPT-4 Retrospective Review Medical Necessity Submit History and Physical, documentation of
medical necessity, operative report as it relates to the
requested service.

77062 Diagnostic digital breast tomosynthesis; bilateral CPT-4 Retrospective Review Medical Necessity Submit History and Physical, documentation of
medical necessity, operative report as it relates to the
requested service.

77063 Screening digital breast tomosynthesis, bilateral (List CPT-4 Retrospective Review Medical Necessity Submit History and Physical, documentation of

separately in addition to code for primary procedure) medical necessity, operative report as it relates to the
requested service.

77065 Diagnostic mammography, including computer-aided CPT-4 Retrospective Review Medical Necessity Submit History and Physical, documentation of

detection (CAD) when performed; unilateral

medical necessity, operative report as it relates to the
requested service.
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77066 Diagnostic mammography, including computer-aided CPT-4 Retrospective Review Medical Necessity Submit History and Physical, documentation of
detection (CAD) when performed; bilateral medical necessity, operative report as it relates to the

requested service.

77067 Screening mammography, bilateral (2-view study of each [CPT-4 Retrospective Review Medical Necessity Submit History and Physical, documentation of
breast), including computer-aided detection (CAD) when medical necessity, operative report as it relates to the
performed requested service.

77078 Computed tomography, bone mineral density study, 1 or [CPT-4 Prior Authorization Required Advanced Imaging Submit online review with Carelon at
more sites; axial skeleton (eg, hips, pelvis, spine) www.providerportal.com. For Prior Authorization:

History and Physical, results of previous diagnostics
procedure report.

77084 Magnetic resonance (eg, proton) imaging, bone marrow |CPT-4 Prior Authorization Required Advanced Imaging Submit online review with Carelon at
blood supply www.providerportal.com. For Prior Authorization:

History and Physical, results of previous diagnostics
procedure report.

77295 3-dimensional radiotherapy plan, including dose-volume |CPT-4 Prior Authorization Required Radiation Oncology No review for non-cancer diagnoses. REVIEWED
histograms ONLY for BONE METs, FEMALE BREAST, MALE

BREAST, or NON-SMALL LUNG CELL CANCER
DIAGNOSES: Submit online review with Carelon at
www.providerportal.com. For prior authorization
include history and physical, results of previous
diagnostics procedure report.

77299 Unlisted procedure, therapeutic radiology clinical CPT-4 Medical necessity review will be Medical necessity Review required at claims submission; submit
treatment planning performed upon claims submission description of procedure with supporting

with supporting documentation documentation (including operative report if surgical)
only for the date of service performed.

77301 Intensity modulated radiotherapy plan including dose- CPT-4 Prior Authorization Required Radiation Oncology No review for non-cancer diagnoses. FOR CANCER
volume histograms for target and critical structure partial DIAGNOSES ONLY: Submit online review with
tolerance specifications Carelon at www.providerportal.com. For prior

authorization include history and physical, results of
previous diagnostics procedure report.

77316 Brachytherapy isodose plan; simple (calculation[s] made |CPT-4 Prior Authorization Required Radiation Oncology No review for non-cancer diagnoses. FOR CANCER
from 1 to 4 sources, or remote afterloading DIAGNOSES ONLY: Submit online review with
brachytherapy, 1 channel), includes basic dosimetry Carelon at www.providerportal.com. For prior
calculation(s) authorization include history and physical, results of

previous diagnostics procedure report.

77317 Brachytherapy isodose plan; intermediate (calculation[s] |CPT-4 Prior Authorization Required Radiation Oncology No review for non-cancer diagnoses. FOR CANCER

made from 5 to 10 sources, or remote afterloading
brachytherapy, 2-12 channels), includes basic dosimetry
calculation(s)
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Items with PA require review and approval before the service is performed.

Code List

To check the status of a code against a member's plan, use the Prior Authorization Tool, then submit the review and check the status of the review online. This list is not exhaustive. The presence of codes on this list does
not necessarily indicate coverage under the member benefits contract. Member contracts differ in their benefits. Always use the Prior Authorization Tool, consult the member benefit booklet, or contact a customer service
representative to determine coverage for a specific medical service or supply.

Reviewed For

Medical Records Request

77318

Description

Brachytherapy isodose plan; complex (calculation[s]
made from over 10 sources, or remote afterloading
brachytherapy, over 12 channels), includes basic
dosimetry calculation(s)

CPT-4

Plan Review Requirement
Prior Authorization Required

Radiation Oncology

77338

Multi-leaf collimator (MLC) device(s) for intensity
modulated radiation therapy (IMRT), design and
construction per IMRT plan

CPT-4

Prior Authorization Required

Radiation Oncology

77370

Special medical radiation physics consultation

CPT-4

Prior Authorization Required

Radiation Oncology

77371

Radiation treatment delivery, stereotactic radiosurgery
(SRS), complete course of treatment of cerebral lesion(s)
consisting of 1 session; multisource Cobalt 60 based or
more lesions, including image guidance, entire course
not to exceed 5 fractions

CPT-4

Prior Authorization Required

Radiation Oncology

77372

Radiation treatment delivery, stereotactic radiosurgery
(SRS), complete course of treatment of cranial lesion(s)
consisting of 1 session; linear accelerator based

CPT-4

Prior Authorization Required

Radiation Oncology

77373

Stereotactic body radiation therapy, treatment delivery,
per fraction to 1 or more lesions, including image
guidance, entire course not to exceed 5 fractions

CPT-4

Prior Authorization Required

Radiation Oncology

77385

Intensity modulated radiation treatment delivery (IMRT),
includes guidance and tracking, when performed; simple

CPT-4

Prior Authorization Required

Radiation Oncology
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No review for non-cancer diagnoses. FOR CANCER
DIAGNOSES ONLY: Submit online review with
Carelon at www.providerportal.com. For prior
authorization include history and physical, results of
previous diagnostics procedure report.

No review for non-cancer diagnoses. FOR CANCER
DIAGNOSES ONLY: Submit online review with
Carelon at www.providerportal.com. For prior
authorization include history and physical, results of
previous diagnostics procedure report.

No review for non-cancer diagnoses. FOR CANCER
DIAGNOSES ONLY: Submit online review with
Carelon at www.providerportal.com. For prior
authorization include history and physical, results of
previous diagnostics procedure report.
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Carelon at www.providerportal.com. For prior
authorization include history and physical, results of
previous diagnostics procedure report.
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Carelon at www.providerportal.com. For prior
authorization include history and physical, results of
previous diagnostics procedure report.
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Please note that any planned inpatient stay always requires prior authorization (PA) except maternity-related services.

Items with PA require review and approval before the service is performed.

Code List

To check the status of a code against a member's plan, use the Prior Authorization Tool, then submit the review and check the status of the review online. This list is not exhaustive. The presence of codes on this list does
not necessarily indicate coverage under the member benefits contract. Member contracts differ in their benefits. Always use the Prior Authorization Tool, consult the member benefit booklet, or contact a customer service
representative to determine coverage for a specific medical service or supply.

Medical Records Request

77386

Description

Intensity modulated radiation treatment delivery (IMRT),
includes guidance and tracking, when performed;
complex

CPT-4

Plan Review Requirement
Prior Authorization Required

Reviewed For
Radiation Oncology

77387

Guidance for localization of target volume for delivery of
radiation treatment, includes intrafraction tracking, when
performed

CPT-4

Prior Authorization Required

Radiation Oncology

No review for non-cancer diagnoses. FOR CANCER
DIAGNOSES ONLY: Submit online review with
Carelon at www.providerportal.com. For prior
authorization include history and physical, results of
previous diagnostics procedure report.

No review for non-cancer diagnoses. FOR CANCER
DIAGNOSES ONLY: Submit online review with
Carelon at www.providerportal.com. For prior
authorization include history and physical, results of
previous diagnostics procedure report.

77399

Unlisted procedure, medical radiation physics, dosimetry
and treatment devices, and special services

CPT-4

Medical necessity review will be
performed upon claims submission
with supporting documentation

Medical necessity

Review required at claims submission; submit
description of procedure with supporting
documentation (including operative report if surgical)
only for the date of service performed.

77402

Radiation treatment delivery,=>1 MeV; simple

CPT-4

Prior Authorization Required

Radiation Oncology

No review for non-cancer diagnoses. REVIEWED
ONLY for BONE METs, FEMALE BREAST, MALE
BREAST, or NON-SMALL LUNG CELL CANCER
DIAGNOSES: Submit online review with Carelon at
www.providerportal.com. For prior authorization
include history and physical, results of previous
diagnostics procedure report.

77407

Radiation treatment delivery, =>1 MeV; intermediate

CPT-4

Prior Authorization Required

Radiation Oncology

No review for non-cancer diagnoses. REVIEWED
ONLY for BONE METs, FEMALE BREAST, MALE
BREAST, or NON-SMALL LUNG CELL CANCER
DIAGNOSES: Submit online review with Carelon at
www.providerportal.com. For prior authorization
include history and physical, results of previous
diagnostics procedure report.

77412

Radiation treatment delivery, =>1 MeV; complex

CPT-4

Prior Authorization Required

Radiation Oncology

No review for non-cancer diagnoses. REVIEWED
ONLY for BONE METs, FEMALE BREAST, MALE
BREAST, or NON-SMALL LUNG CELL CANCER
DIAGNOSES: Submit online review with Carelon at
www.providerportal.com. For prior authorization
include history and physical, results of previous
diagnostics procedure report.

77424

Intraoperative radiation treatment delivery, x-ray, single
treatment session

CPT-4

Prior Authorization Required

Radiation Oncology
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No review for non-cancer diagnoses. FOR CANCER
DIAGNOSES ONLY: Submit online review with
Carelon at www.providerportal.com. For prior
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Please note that any planned inpatient stay always requires prior authorization (PA) except maternity-related services.

Items with PA require review and approval before the service is performed.

Code List

To check the status of a code against a member's plan, use the Prior Authorization Tool, then submit the review and check the status of the review online. This list is not exhaustive. The presence of codes on this list does
not necessarily indicate coverage under the member benefits contract. Member contracts differ in their benefits. Always use the Prior Authorization Tool, consult the member benefit booklet, or contact a customer service
representative to determine coverage for a specific medical service or supply.

Description Plan Review Requirement Reviewed For Medical Records Request

77425 Intraoperative radiation treatment delivery, electrons, CPT-4 Prior Authorization Required Radiation Oncology No review for non-cancer diagnoses. FOR CANCER

single treatment session DIAGNOSES ONLY: Submit online review with
Carelon at www.providerportal.com. For prior
authorization include history and physical, results of
previous diagnostics procedure report.

77432 Stereotactic radiation treatment management of cranial |CPT-4 Prior Authorization Required Radiation Oncology No review for non-cancer diagnoses. FOR CANCER
lesion(s) (complete course of treatment consisting of 1 DIAGNOSES ONLY: Submit online review with
session) Carelon at www.providerportal.com. For prior

authorization include history and physical, results of
previous diagnostics procedure report.

77435 Stereotactic body radiation therapy, treatment CPT-4 Prior Authorization Required Radiation Oncology No review for non-cancer diagnoses. FOR CANCER
management, per treatment course, to 1 or more lesions, DIAGNOSES ONLY: Submit online review with
including image guidance, entire course not to exceed 5 Carelon at www.providerportal.com. For prior
fractions authorization include history and physical, results of

previous diagnostics procedure report.

77469 Intraoperative radiation treatment management CPT-4 Prior Authorization Required Radiation Oncology No review for non-cancer diagnoses. FOR CANCER

DIAGNOSES ONLY: Submit online review with
Carelon at www.providerportal.com. For prior
authorization include history and physical, results of
previous diagnostics procedure report.

77470 Special treatment procedure (eg, total body irradiation, |CPT-4 Prior Authorization Required Radiation Oncology No review for non-cancer diagnoses. FOR CANCER
hemibody radiation, per oral or endocavitary irradiation) DIAGNOSES ONLY: Submit online review with

Carelon at www.providerportal.com. For prior
authorization include history and physical, results of
previous diagnostics procedure report.

77499 Unlisted procedure, therapeutic radiology treatment CPT-4 Medical necessity review will be Medical necessity Review required at claims submission; submit
management performed upon claims submission description of procedure with supporting

with supporting documentation documentation (including operative report if surgical)
only for the date of service performed.

77520 Proton treatment delivery; simple, without compensation |CPT-4 Prior Authorization Required Radiation Oncology No review for non-cancer diagnoses. FOR CANCER
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DIAGNOSES ONLY: Submit online review with
Carelon at www.providerportal.com. For prior
authorization include history and physical, results of
previous diagnostics procedure report.
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Please note that any planned inpatient stay always requires prior authorization (PA) except maternity-related services.
Items with PA require review and approval before the service is performed.

Code List

To check the status of a code against a member's plan, use the Prior Authorization Tool, then submit the review and check the status of the review online. This list is not exhaustive. The presence of codes on this list does
not necessarily indicate coverage under the member benefits contract. Member contracts differ in their benefits. Always use the Prior Authorization Tool, consult the member benefit booklet, or contact a customer service
representative to determine coverage for a specific medical service or supply.

Description Plan Review Requirement Reviewed For Medical Records Request
77522 Proton treatment delivery; simple, with compensation CPT-4 Prior Authorization Required Radiation Oncology No review for non-cancer diagnoses. FOR CANCER

DIAGNOSES ONLY: Submit online review with
Carelon at www.providerportal.com. For prior
authorization include history and physical, results of
previous diagnostics procedure report.

77523 Proton treatment delivery; intermediate CPT-4 Prior Authorization Required Radiation Oncology No review for non-cancer diagnoses. FOR CANCER
DIAGNOSES ONLY: Submit online review with
Carelon at www.providerportal.com. For prior
authorization include history and physical, results of
previous diagnostics procedure report.

77525 Proton treatment delivery; complex CPT-4 Prior Authorization Required Radiation Oncology No review for non-cancer diagnoses. FOR CANCER
DIAGNOSES ONLY: Submit online review with
Carelon at www.providerportal.com. For prior
authorization include history and physical, results of
previous diagnostics procedure report.

77761 Intracavitary radiation source application; simple CPT-4 Prior Authorization Required Radiation Oncology No review for non-cancer diagnoses. FOR CANCER
DIAGNOSES ONLY: Submit online review with
Carelon at www.providerportal.com. For prior
authorization include history and physical, results of
previous diagnostics procedure report.

77762 Intracavitary radiation source application; intermediate CPT-4 Prior Authorization Required Radiation Oncology No review for non-cancer diagnoses. FOR CANCER
DIAGNOSES ONLY: Submit online review with
Carelon at www.providerportal.com. For prior
authorization include history and physical, results of
previous diagnostics procedure report.

77763 Intracavitary radiation source application; complex CPT-4 Prior Authorization Required Radiation Oncology No review for non-cancer diagnoses. FOR CANCER
DIAGNOSES ONLY: Submit online review with
Carelon at www.providerportal.com. For prior
authorization include history and physical, results of
previous diagnostics procedure report.

77767 Remote afterloading high dose rate radionuclide skin CPT-4 Prior Authorization Required Radiation Oncology No review for non-cancer diagnoses. FOR CANCER
surface brachytherapy, includes basic dosimetry, when DIAGNOSES ONLY: Submit online review with
performed; lesion diameter up to 2.0 cm or 1 channel Carelon at www.providerportal.com. For prior

authorization include history and physical, results of
previous diagnostics procedure report.
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Please note that any planned inpatient stay always requires prior authorization (PA) except maternity-related services.
Items with PA require review and approval before the service is performed.

Code List

To check the status of a code against a member's plan, use the Prior Authorization Tool, then submit the review and check the status of the review online. This list is not exhaustive. The presence of codes on this list does
not necessarily indicate coverage under the member benefits contract. Member contracts differ in their benefits. Always use the Prior Authorization Tool, consult the member benefit booklet, or contact a customer service
representative to determine coverage for a specific medical service or supply.

Description Plan Review Requirement Reviewed For Medical Records Request

77768 Remote afterloading high dose rate radionuclide skin CPT-4 Prior Authorization Required Radiation Oncology No review for non-cancer diagnoses. FOR CANCER
surface brachytherapy, includes basic dosimetry, when DIAGNOSES ONLY: Submit online review with
performed; lesion diameter over 2.0 cm and 2 or more Carelon at www.providerportal.com. For prior
channels, or multiple lesions authorization include history and physical, results of

previous diagnostics procedure report.

77770 Remote afterloading high dose rate radionuclide CPT-4 Prior Authorization Required Radiation Oncology No review for non-cancer diagnoses. FOR CANCER
interstitial or intracavitary brachytherapy, includes basic DIAGNOSES ONLY: Submit online review with
dosimetry, when performed; 1 channel Carelon at www.providerportal.com. For prior

authorization include history and physical, results of
previous diagnostics procedure report.

77771 Remote afterloading high dose rate radionuclide CPT-4 Prior Authorization Required Radiation Oncology No review for non-cancer diagnoses. FOR CANCER
interstitial or intracavitary brachytherapy, includes basic DIAGNOSES ONLY: Submit online review with
dosimetry, when performed; 2-12 channels Carelon at www.providerportal.com. For prior

authorization include history and physical, results of
previous diagnostics procedure report.

77772 Remote afterloading high dose rate radionuclide CPT-4 Prior Authorization Required Radiation Oncology No review for non-cancer diagnoses. FOR CANCER
interstitial or intracavitary brachytherapy, includes basic DIAGNOSES ONLY: Submit online review with
dosimetry, when performed; over 12 channels Carelon at www.providerportal.com. For prior

authorization include history and physical, results of
previous diagnostics procedure report.

77778 Interstitial radiation source application, complex, includes |CPT-4 Prior Authorization Required Radiation Oncology No review for non-cancer diagnoses. FOR CANCER
supervision, handling, loading of radiation source, when DIAGNOSES ONLY: Submit online review with
performed Carelon at www.providerportal.com. For prior

authorization include history and physical, results of
previous diagnostics procedure report.

77799 Unlisted procedure, clinical brachytherapy CPT-4 Medical necessity review will be Medical necessity Review required at claims submission; submit
performed upon claims submission description of procedure with supporting
with supporting documentation documentation (including operative report if surgical)
only for the date of service performed.
78099 Unlisted endocrine procedure, diagnostic nuclear CPT-4 Medical necessity review will be Medical necessity Review required at claims submission; submit
medicine performed upon claims submission description of procedure with supporting
with supporting documentation documentation (including operative report if surgical)
only for the date of service performed.
78199 Unlisted hematopoietic, reticuloendothelial and lymphatic |CPT-4 Medical necessity review will be Medical necessity Review required at claims submission; submit
procedure, diagnostic nuclear medicine performed upon claims submission description of procedure with supporting
with supporting documentation documentation (including operative report if surgical)
only for the date of service performed.
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Please note that any planned inpatient stay always requires prior authorization (PA) except maternity-related services.
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Code List
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representative to determine coverage for a specific medical service or supply.

Description Plan Review Requirement Reviewed For Medical Records Request
78299 Unlisted gastrointestinal procedure, diagnostic nuclear CPT-4 Medical necessity review will be Medical necessity Review required at claims submission; submit
medicine performed upon claims submission description of procedure with supporting
with supporting documentation documentation (including operative report if surgical)
only for the date of service performed.
78399 Unlisted musculoskeletal procedure, diagnostic nuclear |CPT-4 Medical necessity review will be Medical necessity Review required at claims submission; submit
medicine performed upon claims submission description of procedure with supporting
with supporting documentation documentation (including operative report if surgical)
only for the date of service performed.
78429 Myocardial imaging, positron emission tomography (pet), |CPT-4 Prior Authorization Required Advanced Imaging Submit online review with Carelon at
metabolic evaluation study (including ventricular wall www.providerportal.com. For Prior Authorization:
motion[s] and/or ejection fraction[s], when performed), History and Physical, results of previous diagnostics
single study; with concurrently acquired computed procedure report.
tomography transmission scan
78430 Myocardial imaging, positron emission tomography (pet), |CPT-4 Prior Authorization Required Advanced Imaging Submit online review with Carelon at
perfusion study (including ventricular wall motion[s] www.providerportal.com. For Prior Authorization:
and/or ejection fraction[s], when performed); single study, History and Physical, results of previous diagnostics
at rest or stress (exercise or pharmacologic), with procedure report.

concurrently acquired computed tomography
transmission scan

78431 Myocardial imaging, positron emission tomography (pet), |CPT-4 Prior Authorization Required Advanced Imaging Submit online review with Carelon at
perfusion study (including ventricular wall motion[s] www.providerportal.com. For Prior Authorization:
and/or ejection fraction[s], when performed); multiple History and Physical, results of previous diagnostics
studies at rest and stress (exercise or pharmacologic), procedure report.

with concurrently acquired computed tomography
transmission scan

78432 Myocardial imaging, positron emission tomography (pet), |CPT-4 Prior Authorization Required Advanced Imaging Submit online review with Carelon at
combined perfusion with metabolic evaluation study www.providerportal.com. For Prior Authorization:
(including ventricular wall motion[s] and/or ejection History and Physical, results of previous diagnostics
fraction[s], when performed), dual radiotracer (eg, procedure report.
myocardial viability)

78433 Myocardial imaging, positron emission tomography (pet), |CPT-4 Prior Authorization Required Advanced Imaging Submit online review with Carelon at
combined perfusion with metabolic evaluation study www.providerportal.com. For Prior Authorization:
(including ventricular wall motion[s] and/or ejection History and Physical, results of previous diagnostics
fraction[s], when performed), dual radiotracer (eg, procedure report.

myocardial viability); with concurrently acquired
computed tomography transmission scan

78451 Myocardial perfusion imaging, tomographic (SPECT) CPT-4 Prior Authorization Required Advanced Imaging Submit online review with Carelon at
(including attenuation correction, qualitative or www.providerportal.com. For Prior Authorization:
quantitative wall motion, ejection fraction by first pass or History and Physical, results of previous diagnostics
gated technique, additional quantification, when procedure report.

performed); single study, at rest or stress
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Description Plan Review Requirement Reviewed For Medical Records Request
78452 Myocardial perfusion imaging, tomographic (SPECT) CPT-4 Prior Authorization Required Advanced Imaging Submit online review with Carelon at
(including attenuation correction, qualitative or www.providerportal.com. For Prior Authorization:
quantitative wall motion, ejection fraction by first pass or History and Physical, results of previous diagnostics
gated technique, additional quantification, when procedure report.
performed); multiple studies, at rest and/or stress
78453 Myocardial perfusion imaging, planar (including CPT-4 Prior Authorization Required Advanced Imaging Submit online review with Carelon at
qualitative or quantitative wall motion, ejection fraction by www.providerportal.com. For Prior Authorization:
first pass or gated technique, additional quantification, History and Physical, results of previous diagnostics
when performed); single study, at rest or stress (exercise procedure report.
or pharmacologic)
78454 Myocardial perfusion imaging, planar (including CPT-4 Prior Authorization Required Advanced Imaging Submit online review with Carelon at
qualitative or quantitative wall motion, ejection fraction by www.providerportal.com. For Prior Authorization:
first pass or gated technique, additional quantification, History and Physical, results of previous diagnostics
when performed); multiple studies, at rest and/or stress procedure report.
78459 Myocardial imaging, positron emission tomography CPT-4 Prior Authorization Required Advanced Imaging Submit online review with Carelon at
(PET), metabolic evaluation study (including ventricular www.providerportal.com. For Prior Authorization:
wall motion[s] and/or ejection fraction[s], when History and Physical, results of previous diagnostics
performed), single study; procedure report.
78466 Myocardial imaging, infarct avid, planar; qualitative or CPT-4 Prior Authorization Required Advanced Imaging Submit online review with Carelon at
quantitative www.providerportal.com. For Prior Authorization:
History and Physical, results of previous diagnostics
procedure report.
78468 Myocardial imaging, infarct avid, planar; with ejection CPT-4 Prior Authorization Required Advanced Imaging Submit online review with Carelon at
fraction by first pass technique www.providerportal.com. For Prior Authorization:
History and Physical, results of previous diagnostics
procedure report.
78469 Myocardial imaging, infarct avid, planar; tomographic CPT-4 Prior Authorization Required Advanced Imaging Submit online review with Carelon at
SPECT with or without quantification www.providerportal.com. For Prior Authorization:
History and Physical, results of previous diagnostics
procedure report.
78472 Cardiac blood pool imaging, gated equilibrium; planar, CPT-4 Prior Authorization Required Advanced Imaging Submit online review with Carelon at
single study at rest or stress (exercise and/or www.providerportal.com. For Prior Authorization:
pharmacologic), wall motion study plus ejection fraction, History and Physical, results of previous diagnostics
with or without additional quantitative processing procedure report.
78473 Cardiac blood pool imaging, gated equilibrium; multiple [CPT-4 Prior Authorization Required Advanced Imaging Submit online review with Carelon at
studies, wall motion study plus ejection fraction, at rest www.providerportal.com. For Prior Authorization:
and stress (exercise and/or pharmacologic), with or History and Physical, results of previous diagnostics
without additional quantification procedure report.
78481 Cardiac blood pool imaging (planar), first pass technique; [CPT-4 Prior Authorization Required Advanced Imaging Submit online review with Carelon at

single study, at rest or with stress (exercise and/or
pharmacologic), wall motion study plus ejection fraction,
with or without quantification

www.providerportal.com. For Prior Authorization:
History and Physical, results of previous diagnostics
procedure report.
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Description Plan Review Requirement Reviewed For Medical Records Request
78483 Cardiac blood pool imaging (planar), first pass technique; [CPT-4 Prior Authorization Required Advanced Imaging Submit online review with Carelon at
multiple studies, at rest and with stress (exercise and/ or www.providerportal.com. For Prior Authorization:
pharmacologic), wall motion study plus ejection fraction, History and Physical, results of previous diagnostics
with or without guantification procedure report.
78491 Myocardial imaging, positron emission tomography CPT-4 Prior Authorization Required Advanced Imaging Submit online review with Carelon at
(PET), perfusion study (including ventricular wall www.providerportal.com. For Prior Authorization:
motion[s] and/or ejection fraction[s], when performed); History and Physical, results of previous diagnostics
single study, at rest or stress (exercise or pharmacologic) procedure report.
78492 Myocardial imaging, positron emission tomography CPT-4 Prior Authorization Required Advanced Imaging Submit online review with Carelon at
(PET), perfusion study (including ventricular wall www.providerportal.com. For Prior Authorization:
motion[s] and/or ejection fraction[s], when performed); History and Physical, results of previous diagnostics
multiple studies at rest and stress (exercise or procedure report.
pharmacologic)
78494 Cardiac blood pool imaging, gated equilibrium, SPECT, |CPT-4 Prior Authorization Required Advanced Imaging Submit online review with Carelon at
at rest, wall motion study plus ejection fraction, with or www.providerportal.com. For Prior Authorization:
without quantitative processing History and Physical, results of previous diagnostics
procedure report.
78499 Unlisted cardiovascular procedure, diagnostic nuclear CPT-4 Medical necessity review will be Medical necessity Review required at claims submission; submit
medicine performed upon claims submission description of procedure with supporting
with supporting documentation documentation (including operative report if surgical)
only for the date of service performed.
78599 Unlisted respiratory procedure, diagnostic nuclear CPT-4 Medical necessity review will be Medical necessity Review required at claims submission; submit
medicine performed upon claims submission description of procedure with supporting
with supporting documentation documentation (including operative report if surgical)
only for the date of service performed.
78608 Brain imaging, positron emission tomography (PET); CPT-4 Prior Authorization Required Advanced Imaging Submit online review with Carelon at
metabolic evaluation www.providerportal.com. For Prior Authorization:
History and Physical, results of previous diagnostics
procedure report.
78609 Brain imaging, positron emission tomography (PET); CPT-4 Prior Authorization Required Advanced Imaging Submit online review with Carelon at
perfusion evaluation www.providerportal.com. For Prior Authorization:
History and Physical, results of previous diagnostics
procedure report.
78699 Unlisted nervous system procedure, diagnostic nuclear |CPT-4 Medical necessity review will be Medical necessity Review required at claims submission; submit
medicine performed upon claims submission description of procedure with supporting
with supporting documentation documentation (including operative report if surgical)
only for the date of service performed.
78799 Unlisted genitourinary procedure, diagnostic nuclear CPT-4 Medical necessity review will be Medical necessity Review required at claims submission; submit
medicine performed upon claims submission description of procedure with supporting
with supporting documentation documentation (including operative report if surgical)
only for the date of service performed.
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78811 Positron emission tomography (PET) imaging; limited CPT-4 Prior Authorization Required Advanced Imaging Submit online review with Carelon at
area (eg, chest, head/neck) www.providerportal.com. For Prior Authorization:
History and Physical, results of previous diagnostics
procedure report.
78812 Positron emission tomography (PET) imaging; skull base |CPT-4 Prior Authorization Required Advanced Imaging Submit online review with Carelon at
to mid-thigh www.providerportal.com. For Prior Authorization:
History and Physical, results of previous diagnostics
procedure report.
78813 Positron emission tomography (PET) imaging; whole CPT-4 Prior Authorization Required Advanced Imaging Submit online review with Carelon at
body www.providerportal.com. For Prior Authorization:
History and Physical, results of previous diagnostics
procedure report.
78814 Positron emission tomography (PET) with concurrently |CPT-4 Prior Authorization Required Advanced Imaging Submit online review with Carelon at
acquired computed tomography (CT) for attenuation www.providerportal.com. For Prior Authorization:
correction and anatomical localization imaging; limited History and Physical, results of previous diagnostics
area (eg, chest, head/neck) procedure report.
78815 Positron emission tomography (PET) with concurrently  |CPT-4 Prior Authorization Required Advanced Imaging Submit online review with Carelon at
acquired computed tomography (CT) for attenuation www.providerportal.com. For Prior Authorization:
correction and anatomical localization imaging; skull base History and Physical, results of previous diagnostics
to mid-thigh procedure report.No review needed when billed with
code A9588.
78816 Positron emission tomography (PET) with concurrently |CPT-4 Prior Authorization Required Advanced Imaging Submit online review with Carelon at
acquired computed tomography (CT) for attenuation www.providerportal.com. For Prior Authorization:
correction and anatomical localization imaging; whole History and Physical, results of previous diagnostics
body procedure report.No review needed when billed with
code A9588.
78999 Unlisted miscellaneous procedure, diagnostic nuclear CPT-4 Medical necessity review will be Medical necessity Review required at claims submission; submit
medicine performed upon claims submission description of procedure with supporting
with supporting documentation documentation (including operative report if surgical)
only for the date of service performed.
79445 Radiopharmaceutical therapy, by intra-arterial particulate |CPT-4 Prior Authorization Required Medical Necessity Submit History and Physical, documentation of
administration medical necessity, treatment plan, procedure report
79999 Radiopharmaceutical therapy, unlisted procedure CPT-4 Medical necessity review will be Medical necessity Review required at claims submission; submit
performed upon claims submission description of procedure with supporting
with supporting documentation documentation (including operative report if surgical)
only for the date of service performed.
80145 Adalimumab CPT-4 Possible Denial; Medical Records |Investigative Documentation optional
Optional
80230 Infliximab CPT-4 Possible Denial; Medical Records  |Investigative Documentation optional
Optional
80280 Vedolizumab CPT-4 Possible Denial; Medical Records |Investigative Documentation optional

Optional
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80299

Description
Quantitation of therapeutic drug, not elsewhere specified

CPT-4

Plan Review Requirement
Prior Authorization Required

Reviewed For
Medical necessity

Medical Records Request
Submit History and Physical, documentation of
medical necessity, operative report as it relates to the
requested service.

81099

Unlisted urinalysis procedure

CPT-4

Medical necessity review will be
performed upon claims submission
with supporting documentation

Medical necessity

Review required at claims submission; submit
description of procedure with supporting
documentation (including operative report if surgical)
only for the date of service performed.

81120

IDH1 (isocitrate dehydrogenase 1 [NADP+], soluble) (eg,
glioma), common variants (eg, R132H, R132C)

CPT-4

Prior Authorization Required

Genetic Testing

Submit online review with Carelon at
www.providerportal.com. For Prior Authorization:
History and Physical, results of previous diagnostics
procedure report. WA PLAN MEMBERS ONLY: No
prior authorization required for requests related to
stage 3 or 4 cancer; or remittent, recurrent, relapsed,
or metastatic cancers. Post-service review may be
required through Carelon.

81121

IDH2 (isocitrate dehydrogenase 2 [NADP+],
mitochondrial) (eg, glioma), common variants (eg,
R140W, R172M)

CPT-4

Prior Authorization Required

Genetic Testing

Submit online review with Carelon at
www.providerportal.com. For Prior Authorization:
History and Physical, results of previous diagnostics
procedure report. WA PLAN MEMBERS ONLY: No
prior authorization required for requests related to
stage 3 or 4 cancer; or remittent, recurrent, relapsed,
or metastatic cancers. Post-service review may be
required through Carelon.

81161

DMD (dystrophin) (eg, Duchenne/Becker muscular
dystrophy) deletion analysis, and duplication analysis, if
performed

CPT-4

Prior Authorization Required

Genetic Testing

Submit online review with Carelon at
www.providerportal.com. For Prior Authorization:
History and Physical, results of previous diagnostics
procedure report. WA PLAN MEMBERS ONLY: No
prior authorization required for requests related to
stage 3 or 4 cancer; or remittent, recurrent, relapsed,
or metastatic cancers. Post-service review may be
required through Carelon.

81162

BRCA1 (BRCA1, DNA repair associated), BRCA2
(BRCAZ2, DNA repair associated) (eg, hereditary breast
and ovarian cancer) gene analysis; full sequence
analysis and full duplication/deletion analysis (ie,
detection of large gene rearrangements)

CPT-4

Prior Authorization Required

Genetic Testing

Submit online review with Carelon at
www.providerportal.com. For Prior Authorization:
History and Physical, results of previous diagnostics
procedure report. WA PLAN MEMBERS ONLY: No
prior authorization required for requests related to
stage 3 or 4 cancer; or remittent, recurrent, relapsed,
or metastatic cancers. Post-service review may be
required through Carelon.
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Description

Plan Review Requirement

Reviewed For

Medical Records Request

81163 BRCA1 (BRCA1, DNA repair associated), BRCA2 CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
(BRCAZ2, DNA repair associated) (eg, hereditary breast www.providerportal.com. For Prior Authorization:
and ovarian cancer) gene analysis; full sequence History and Physical, results of previous diagnostics
analysis procedure report. WA PLAN MEMBERS ONLY: No
prior authorization required for requests related to
stage 3 or 4 cancer; or remittent, recurrent, relapsed,
or metastatic cancers. Post-service review may be
required through Carelon.
81164 BRCA1 (BRCA1, DNA repair associated), BRCA2 CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
(BRCAZ2, DNA repair associated) (eg, hereditary breast www.providerportal.com. For Prior Authorization:
and ovarian cancer) gene analysis; full History and Physical, results of previous diagnostics
duplication/deletion analysis (ie, detection of large gene procedure report. WA PLAN MEMBERS ONLY: No
rearrangements) prior authorization required for requests related to
stage 3 or 4 cancer; or remittent, recurrent, relapsed,
or metastatic cancers. Post-service review may be
required through Carelon.
81165 BRCA1 (BRCA1, DNA repair associated) (eg, hereditary |CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
breast and ovarian cancer) gene analysis; full sequence www.providerportal.com. For Prior Authorization:
analysis History and Physical, results of previous diagnostics
procedure report. WA PLAN MEMBERS ONLY: No
prior authorization required for requests related to
stage 3 or 4 cancer; or remittent, recurrent, relapsed,
or metastatic cancers. Post-service review may be
required through Carelon.
81166 BRCA1 (BRCA1, DNA repair associated) (eg, hereditary |CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
breast and ovarian cancer) gene analysis; full www.providerportal.com. For Prior Authorization:
duplication/deletion analysis (ie, detection of large gene History and Physical, results of previous diagnostics
rearrangements) procedure report. WA PLAN MEMBERS ONLY: No
prior authorization required for requests related to
stage 3 or 4 cancer; or remittent, recurrent, relapsed,
or metastatic cancers. Post-service review may be
required through Carelon.
81167 BRCA2 (BRCA2, DNA repair associated) (eg, hereditary |CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at

breast and ovarian cancer) gene analysis; full
duplication/deletion analysis (ie, detection of large gene
rearrangements)

www.providerportal.com. For Prior Authorization:
History and Physical, results of previous diagnostics
procedure report.
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Description Plan Review Requirement Reviewed For Medical Records Request
81168 CCND1/IGH (t(11;14)) (eg, mantle cell ymphoma) CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
translocation analysis, major breakpoint, qualitative and www.providerportal.com. For Prior Authorization:
quantitative, if performed History and Physical, results of previous diagnostics
procedure report. WA PLAN MEMBERS ONLY: No
prior authorization required for requests related to
stage 3 or 4 cancer; or remittent, recurrent, relapsed,
or metastatic cancers. Post-service review may be
required through Carelon.
81170 ABL1 (ABL proto-oncogene 1, non-receptor tyrosine CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
kinase) (eg, acquired imatinib tyrosine kinase inhibitor www.providerportal.com. For Prior Authorization:
resistance), gene analysis, variants in the kinase domain History and Physical, results of previous diagnostics
procedure report. WA PLAN MEMBERS ONLY: No
prior authorization required for requests related to
stage 3 or 4 cancer; or remittent, recurrent, relapsed,
or metastatic cancers. Post-service review may be
required through Carelon.
81171 AFF2 (AF4/FMR2 family, member 2 [FMR2]) (eg, fragile |CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
X mental retardation 2 [FRAXE]) gene analysis; www.providerportal.com. For Prior Authorization:
evaluation to detect abnormal (eg, expanded) alleles History and Physical, results of previous diagnostics
procedure report.
81172 AFF2 (AF4/FMR2 family, member 2 [FMR2]) (eg, fragile [CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
X mental retardation 2 [FRAXE]) gene analysis; www.providerportal.com. For Prior Authorization:
characterization of alleles (eg, expanded size and History and Physical, results of previous diagnostics
methylation status) procedure report.
81173 AR (androgen receptor) (eg, spinal and bulbar muscular [CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
atrophy, Kennedy disease, X chromosome inactivation) www.providerportal.com. For Prior Authorization:
gene analysis; full gene sequence History and Physical, results of previous diagnostics
procedure report.
81174 AR (androgen receptor) (eg, spinal and bulbar muscular |CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
atrophy, Kennedy disease, X chromosome inactivation) www.providerportal.com. For Prior Authorization:
gene analysis; known familial variant History and Physical, results of previous diagnostics
procedure report.
81175 ASXL1 (additional sex combs like 1, transcriptional CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
regulator) (eg, myelodysplastic syndrome, www.providerportal.com. For Prior Authorization:
myeloproliferative neoplasms, chronic myelomonocytic History and Physical, results of previous diagnostics
leukemia), gene analysis; full gene sequence procedure report. WA PLAN MEMBERS ONLY: No
prior authorization required for requests related to
stage 3 or 4 cancer; or remittent, recurrent, relapsed,
or metastatic cancers. Post-service review may be
required through Carelon.
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Description Plan Review Requirement Reviewed For Medical Records Request

81176 ASXL1 (additional sex combs like 1, transcriptional CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
regulator) (eg, myelodysplastic syndrome, www.providerportal.com. For Prior Authorization:
myeloproliferative neoplasms, chronic myelomonocytic History and Physical, results of previous diagnostics
leukemia), gene analysis; targeted sequence analysis procedure report. WA PLAN MEMBERS ONLY: No
(eg, exon 12) prior authorization required for requests related to

stage 3 or 4 cancer; or remittent, recurrent, relapsed,
or metastatic cancers. Post-service review may be
required through Carelon.

81177 ATN1 (atrophin 1) (eg, dentatorubral-pallidoluysian CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
atrophy) gene analysis, evaluation to detect abnormal www.providerportal.com. For Prior Authorization:
(eg, expanded) alleles History and Physical, results of previous diagnostics
procedure report.
81178 ATXN1 (ataxin 1) (eg, spinocerebellar ataxia) gene CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
analysis, evaluation to detect abnormal (eg, expanded) www.providerportal.com. For Prior Authorization:
alleles History and Physical, results of previous diagnostics

procedure report. WA PLAN MEMBERS ONLY: No
prior authorization required for requests related to
stage 3 or 4 cancer; or remittent, recurrent, relapsed,
or metastatic cancers. Post-service review may be
required through Carelon.

81179 ATXN2 (ataxin 2) (eg, spinocerebellar ataxia) gene CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
analysis, evaluation to detect abnormal (eg, expanded) www.providerportal.com. For Prior Authorization:
alleles History and Physical, results of previous diagnostics

procedure report. WA PLAN MEMBERS ONLY: No
prior authorization required for requests related to
stage 3 or 4 cancer; or remittent, recurrent, relapsed,
or metastatic cancers. Post-service review may be
required through Carelon.

81180 ATXNS (ataxin 3) (eg, spinocerebellar ataxia, Machado- |CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
Joseph disease) gene analysis, evaluation to detect www.providerportal.com. For Prior Authorization:
abnormal (eg, expanded) alleles History and Physical, results of previous diagnostics
procedure report.
81181 ATXN7 (ataxin 7) (eg, spinocerebellar ataxia) gene CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
analysis, evaluation to detect abnormal (eg, expanded) www.providerportal.com. For Prior Authorization:
alleles History and Physical, results of previous diagnostics
procedure report.
81182 ATXN8OS (ATXNS8 opposite strand [non-protein coding]) [CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
(eg, spinocerebellar ataxia) gene analysis, evaluation to www.providerportal.com. For Prior Authorization:
detect abnormal (eg, expanded) alleles History and Physical, results of previous diagnostics

procedure report.
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81183 ATXN10 (ataxin 10) (eg, spinocerebellar ataxia) gene CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
analysis, evaluation to detect abnormal (eg, expanded) www.providerportal.com. For Prior Authorization:
alleles History and Physical, results of previous diagnostics
procedure report.
81184 CACNA1A (calcium voltage-gated channel subunit CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
alpha1 A) (eg, spinocerebellar ataxia) gene analysis; www.providerportal.com. For Prior Authorization:
evaluation to detect abnormal (eg, expanded) alleles History and Physical, results of previous diagnostics
procedure report.
81185 CACNA1A (calcium voltage-gated channel subunit CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
alpha1 A) (eg, spinocerebellar ataxia) gene analysis; full www.providerportal.com. For Prior Authorization:
gene sequence History and Physical, results of previous diagnostics
procedure report.
81186 CACNA1A (calcium voltage-gated channel subunit CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
alpha1 A) (eg, spinocerebellar ataxia) gene analysis; www.providerportal.com. For Prior Authorization:
known familial variant History and Physical, results of previous diagnostics
procedure report.
81187 CNBP (CCHC-type zinc finger nucleic acid binding CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
protein) (eg, myotonic dystrophy type 2) gene analysis, www.providerportal.com. For Prior Authorization:
evaluation to detect abnormal (eg, expanded) alleles History and Physical, results of previous diagnostics
procedure report.
81188 CSTB (cystatin B) (eg, Unverricht-Lundborg disease) CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
gene analysis; evaluation to detect abnormal (eg, www.providerportal.com. For Prior Authorization:
expanded) alleles History and Physical, results of previous diagnostics
procedure report.
81189 CSTB (cystatin B) (eg, Unverricht-Lundborg disease) CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
gene analysis; full gene sequence www.providerportal.com. For Prior Authorization:
History and Physical, results of previous diagnostics
procedure report.
81190 CSTB (cystatin B) (eg, Unverricht-Lundborg disease) CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
gene analysis; known familial variant(s) www.providerportal.com. For Prior Authorization:
History and Physical, results of previous diagnostics
procedure report.
81191 NTRK1 (neurotrophic receptor tyrosine kinase 1) (eg, CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
solid tumors) translocation analysis www.providerportal.com. For Prior Authorization:
History and Physical, results of previous diagnostics
procedure report. WA PLAN MEMBERS ONLY: No
prior authorization required for requests related to
stage 3 or 4 cancer; or remittent, recurrent, relapsed,
or metastatic cancers. Post-service review may be
required through Carelon.
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81192 NTRK2 (neurotrophic receptor tyrosine kinase 2) (eg, CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
solid tumors) translocation analysis www.providerportal.com. For Prior Authorization:

History and Physical, results of previous diagnostics
procedure report. WA PLAN MEMBERS ONLY: No
prior authorization required for requests related to
stage 3 or 4 cancer; or remittent, recurrent, relapsed,
or metastatic cancers. Post-service review may be
required through Carelon.

81193 NTRK3 (neurotrophic receptor tyrosine kinase 3) (eg, CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at

solid tumors) translocation analysis www.providerportal.com. For Prior Authorization:
History and Physical, results of previous diagnostics
procedure report. WA PLAN MEMBERS ONLY: No
prior authorization required for requests related to
stage 3 or 4 cancer; or remittent, recurrent, relapsed,
or metastatic cancers. Post-service review may be
required through Carelon.

81194 NTRK (neurotrophic-tropomyosin receptor tyrosine CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
kinase 1, 2, and 3) (eg, solid tumors) translocation www.providerportal.com. For Prior Authorization:
analysis History and Physical, results of previous diagnostics

procedure report. WA PLAN MEMBERS ONLY: No
prior authorization required for requests related to
stage 3 or 4 cancer; or remittent, recurrent, relapsed,
or metastatic cancers. Post-service review may be
required through Carelon.

81200 ASPA (aspartoacylase) (eg, Canavan disease) gene CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at

analysis, common variants (eg, E285A, Y231X) www.providerportal.com. For Prior Authorization:
History and Physical, results of previous diagnostics
procedure report.

81201 APC (adenomatous polyposis coli) (eg, familial CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
adenomatosis polyposis [FAP], attenuated FAP) gene www.providerportal.com. For Prior Authorization:
analysis; full gene sequence History and Physical, results of previous diagnostics
procedure report.
81202 APC (adenomatous polyposis coli) (eg, familial CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
adenomatosis polyposis [FAP], attenuated FAP) gene www.providerportal.com. For Prior Authorization:
analysis; known familial variants History and Physical, results of previous diagnostics
procedure report.
81203 APC (adenomatous polyposis coli) (eg, familial CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
adenomatosis polyposis [FAP], attenuated FAP) gene www.providerportal.com. For Prior Authorization:
analysis; duplication/deletion variants History and Physical, results of previous diagnostics

procedure report.

Page 87 of 357 03/01/2024

These criteria do not imply or guarantee approval. Please check with your plan to ensure coverage. Preauthorization requirements are only valid for the month published.
They may have changed from previous months and may change in future months.



Please note that any planned inpatient stay always requires prior authorization (PA) except maternity-related services.

Items with PA require review and approval before the service is performed.

Code List

To check the status of a code against a member's plan, use the Prior Authorization Tool, then submit the review and check the status of the review online. This list is not exhaustive. The presence of codes on this list does
not necessarily indicate coverage under the member benefits contract. Member contracts differ in their benefits. Always use the Prior Authorization Tool, consult the member benefit booklet, or contact a customer service
representative to determine coverage for a specific medical service or supply.

Description

Plan Review Requirement

Reviewed For

Medical Records Request

81204 AR (androgen receptor) (eg, spinal and bulbar muscular |CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
atrophy, Kennedy disease, X chromosome inactivation) www.providerportal.com. For Prior Authorization:
gene analysis; characterization of alleles (eg, expanded History and Physical, results of previous diagnostics
size or methylation status) procedure report.
81205 BCKDHB (branched-chain keto acid dehydrogenase E1, |CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
beta polypeptide) (eg, maple syrup urine disease) gene www.providerportal.com. For Prior Authorization:
analysis, common variants (eg, R183P, G278S, E422X) History and Physical, results of previous diagnostics
procedure report.
81206 BCR/ABL1 (1(9;22)) (eg, chronic myelogenous leukemia) |CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
translocation analysis; major breakpoint, qualitative or www.providerportal.com. For Prior Authorization:
quantitative History and Physical, results of previous diagnostics
procedure report. WA PLAN MEMBERS ONLY: No
prior authorization required for requests related to
stage 3 or 4 cancer; or remittent, recurrent, relapsed,
or metastatic cancers. Post-service review may be
required through Carelon.
81207 BCR/ABL1 (1(9;22)) (eg, chronic myelogenous leukemia) |CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
translocation analysis; minor breakpoint, qualitative or www.providerportal.com. For Prior Authorization:
quantitative History and Physical, results of previous diagnostics
procedure report. WA PLAN MEMBERS ONLY: No
prior authorization required for requests related to
stage 3 or 4 cancer; or remittent, recurrent, relapsed,
or metastatic cancers. Post-service review may be
required through Carelon.
81208 BCR/ABL1 (1(9;22)) (eg, chronic myelogenous leukemia) |CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
translocation analysis; other breakpoint, qualitative or www.providerportal.com. For Prior Authorization:
quantitative History and Physical, results of previous diagnostics
procedure report. WA PLAN MEMBERS ONLY: No
prior authorization required for requests related to
stage 3 or 4 cancer; or remittent, recurrent, relapsed,
or metastatic cancers. Post-service review may be
required through Carelon.
81209 BLM (Bloom syndrome, RecQ helicase-like) (eg, Bloom |CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
syndrome) gene analysis, 2281del6ins7 variant www.providerportal.com. For Prior Authorization:
History and Physical, results of previous diagnostics
procedure report.
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81210 BRAF (v-raf murine sarcoma viral oncogene homolog B1)|CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
(eg, colon cancer), gene analysis, V600E variant www.providerportal.com. For Prior Authorization:
History and Physical, results of previous diagnostics
procedure report. WA PLAN MEMBERS ONLY: No
prior authorization required for requests related to
stage 3 or 4 cancer; or remittent, recurrent, relapsed,
or metastatic cancers. Post-service review may be
required through Carelon.
81212 BRCA1 (BRCA1, DNA repair associated), BRCA2 CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
(BRCAZ2, DNA repair associated) (eg, hereditary breast www.providerportal.com. For Prior Authorization:
and ovarian cancer) gene analysis; 185delag, 5385insc, History and Physical, results of previous diagnostics
6174delt variants procedure report.
81215 BRCA1 (BRCA1, DNA repair associated) (eg, hereditary |CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
breast and ovarian cancer) gene analysis; known familial www.providerportal.com. For Prior Authorization:
variant History and Physical, results of previous diagnostics
procedure report.
81216 BRCA2 (BRCA2, DNA repair associated) (eg, hereditary |CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
breast and ovarian cancer) gene analysis; full sequence www.providerportal.com. For Prior Authorization:
analysis History and Physical, results of previous diagnostics
procedure report.
81217 BRCA2 (BRCA2, DNA repair associated) (eg, hereditary |CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
breast and ovarian cancer) gene analysis; known familial www.providerportal.com. For Prior Authorization:
variant History and Physical, results of previous diagnostics
procedure report.
81218 CEBPA (CCAAT/enhancer binding protein [C/EBP], CPT4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
alpha) (eg, acute myeloid leukemia), gene analysis, full www.providerportal.com. For Prior Authorization:
gene sequence History and Physical, results of previous diagnostics
procedure report. WA PLAN MEMBERS ONLY: No
prior authorization required for requests related to
stage 3 or 4 cancer; or remittent, recurrent, relapsed,
or metastatic cancers. Post-service review may be
required through Carelon.
81219 CALR (calreticulin) (eg, myeloproliferative disorders), CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
gene analysis, common variants in exon 9 www.providerportal.com. For Prior Authorization:
History and Physical, results of previous diagnostics
procedure report. WA PLAN MEMBERS ONLY: No
prior authorization required for requests related to
stage 3 or 4 cancer; or remittent, recurrent, relapsed,
or metastatic cancers. Post-service review may be
required through Carelon.
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81221 CFTR (cystic fibrosis transmembrane conductance CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
regulator) (eg, cystic fibrosis) gene analysis; known www.providerportal.com. For Prior Authorization:
familial variants History and Physical, results of previous diagnostics
procedure report.
81222 CFTR (cystic fibrosis transmembrane conductance CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
regulator) (eg, cystic fibrosis) gene analysis; www.providerportal.com. For Prior Authorization:
duplication/deletion variants History and Physical, results of previous diagnostics
procedure report.
81223 CFTR (cystic fibrosis transmembrane conductance CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
regulator) (eg, cystic fibrosis) gene analysis; full gene www.providerportal.com. For Prior Authorization:
sequence History and Physical, results of previous diagnostics
procedure report.
81224 CFTR (cystic fibrosis transmembrane conductance CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
regulator) (eg, cystic fibrosis) gene analysis; intron 8 poly- www.providerportal.com. For Prior Authorization:
T analysis (eg, male infertility) History and Physical, results of previous diagnostics
procedure report.
81225 CYP2C19 (cytochrome P450, family 2, subfamily C, CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
polypeptide 19) (eg, drug metabolism), gene analysis, www.providerportal.com. For Prior Authorization:
common variants (eg, *2, *3, *4, *8, *17) History and Physical, results of previous diagnostics
procedure report.
81226 CYP2D6 (cytochrome P450, family 2, subfamily D, CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
polypeptide 6) (eg, drug metabolism), gene analysis, www.providerportal.com. For Prior Authorization:
common variants (eg, *2, *3, *4, *5, *6, *9, *10, *17, *19, History and Physical, results of previous diagnostics
*29, *35, *41, *1XN, *2XN, *4XN) procedure report.
81227 CYP2C9 (cytochrome P450, family 2, subfamily C, CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
polypeptide 9) (eg, drug metabolism), gene analysis, www.providerportal.com. For Prior Authorization:
common variants (eg, *2, *3, *5, *6) History and Physical, results of previous diagnostics
procedure report.
81228 Cytogenomic constitutional (genome-wide) microarray CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
analysis; interrogation of genomic regions for copy www.providerportal.com. For Prior Authorization:
number variants History and Physical, results of previous diagnostics
procedure report.
81229 Cytogenomic constitutional (genome-wide) microarray CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
analysis; interrogation of genomic regions for copy www.providerportal.com. For Prior Authorization:
number and single nucleotide polymorphism (SNP) History and Physical, results of previous diagnostics
variants for chromosomal abnormalities procedure report.
81230 CYP3A4 (cytochrome P450 family 3 subfamily A member [CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
4) (eg, drug metabolism), gene analysis, common www.providerportal.com. For Prior Authorization:
variant(s) (eg, *2, *22) History and Physical, results of previous diagnostics
procedure report.
81231 CYP3AS5 (cytochrome P450 family 3 subfamily A member |[CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
5) (eg, drug metabolism), gene analysis, common www.providerportal.com. For Prior Authorization:
variants (eg, *2, *3, *4, *5, *6, *7) History and Physical, results of previous diagnostics
procedure report.
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81232 DPYD (dihydropyrimidine dehydrogenase) (eg, 5- CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
fluorouracil/5-FU and capecitabine drug metabolism), www.providerportal.com. For Prior Authorization:
gene analysis, common variant(s) (eg, *2A, *4, *5, *6) History and Physical, results of previous diagnostics

procedure report.

81233 BTK (Bruton's tyrosine kinase) (eg, chronic lymphocytic |CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
leukemia) gene analysis, common variants (eg, C4818S, www.providerportal.com. For Prior Authorization:
C481R, C481F) History and Physical, results of previous diagnostics

procedure report. WA PLAN MEMBERS ONLY: No
prior authorization required for requests related to
stage 3 or 4 cancer; or remittent, recurrent, relapsed,
or metastatic cancers. Post-service review may be
required through Carelon.

81234 DMPK (DM1 protein kinase) (eg, myotonic dystrophy CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
type 1) gene analysis; evaluation to detect abnormal www.providerportal.com. For Prior Authorization:
(expanded) alleles History and Physical, results of previous diagnostics

procedure report.

81235 EGFR (epidermal growth factor receptor) (eg, non-small |CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
cell lung cancer) gene analysis, common variants (eg, www.providerportal.com. For Prior Authorization:
exon 19 LREA deletion, L858R, T790M, G719A, G719S, History and Physical, results of previous diagnostics
L861Q) procedure report. WA PLAN MEMBERS ONLY: No

prior authorization required for requests related to
stage 3 or 4 cancer; or remittent, recurrent, relapsed,
or metastatic cancers. Post-service review may be
required through Carelon.

81236 EZH2 (enhancer of zeste 2 polycomb repressive complex|CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
2 subunit) (eg, myelodysplastic syndrome, www.providerportal.com. For Prior Authorization:
myeloproliferative neoplasms) gene analysis, full gene History and Physical, results of previous diagnostics
sequence procedure report. WA PLAN MEMBERS ONLY: No

prior authorization required for requests related to
stage 3 or 4 cancer; or remittent, recurrent, relapsed,
or metastatic cancers. Post-service review may be
required through Carelon.

81237 EZH2 (enhancer of zeste 2 polycomb repressive complex|CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
2 subunit) (eg, diffuse large B-cell ymphoma) gene www.providerportal.com. For Prior Authorization:
analysis, common variant(s) (eg, codon 646) History and Physical, results of previous diagnostics

procedure report. WA PLAN MEMBERS ONLY: No
prior authorization required for requests related to
stage 3 or 4 cancer; or remittent, recurrent, relapsed,
or metastatic cancers. Post-service review may be
required through Carelon.
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81238 F9 (coagulation factor 1X) (eg, hemophilia B), full gene CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
sequence www.providerportal.com. For Prior Authorization:
History and Physical, results of previous diagnostics
procedure report.
81239 DMPK (DM1 protein kinase) (eg, myotonic dystrophy CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
type 1) gene analysis; characterization of alleles (eg, www.providerportal.com. For Prior Authorization:
expanded size) History and Physical, results of previous diagnostics
procedure report.
81240 F2 (prothrombin, coagulation factor 1) (eg, hereditary CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
hypercoagulability) gene analysis, 20210G>A variant www.providerportal.com. For Prior Authorization:
History and Physical, results of previous diagnostics
procedure report.
81241 F5 (coagulation factor V) (eg, hereditary CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
hypercoagulability) gene analysis, Leiden variant www.providerportal.com. For Prior Authorization:
History and Physical, results of previous diagnostics
procedure report.
81242 FANCC (Fanconi anemia, complementation group C) (eg,|CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
Fanconi anemia, type C) gene analysis, common variant www.providerportal.com. For Prior Authorization:
(eg, IVS4+4A>T) History and Physical, results of previous diagnostics
procedure report.
81243 FMR1 (fragile X mental retardation 1) (eg, fragile X CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
mental retardation) gene analysis; evaluation to detect www.providerportal.com. For Prior Authorization:
abnormal (eg, expanded) alleles History and Physical, results of previous diagnostics
procedure report.
81244 FMR1 (fragile X mental retardation 1) (eg, fragile X CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
mental retardation) gene analysis; characterization of www.providerportal.com. For Prior Authorization:
alleles (eg, expanded size and promoter methylation History and Physical, results of previous diagnostics
status) procedure report.
81245 FLT3 (fms-related tyrosine kinase 3) (eg, acute myeloid |CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at

leukemia), gene analysis; internal tandem duplication
(ITD) variants (ie, exons 14, 15)

www.providerportal.com. For Prior Authorization:
History and Physical, results of previous diagnostics
procedure report. WA PLAN MEMBERS ONLY: No
prior authorization required for requests related to
stage 3 or 4 cancer; or remittent, recurrent, relapsed,
or metastatic cancers. Post-service review may be
required through Carelon.
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81246 FLT3 (fms-related tyrosine kinase 3) (eg, acute myeloid |CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
leukemia), gene analysis; tyrosine kinase domain (TKD) www.providerportal.com. For Prior Authorization:
variants (eg, D835, 1836) History and Physical, results of previous diagnostics
procedure report. WA PLAN MEMBERS ONLY: No
prior authorization required for requests related to
stage 3 or 4 cancer; or remittent, recurrent, relapsed,
or metastatic cancers. Post-service review may be
required through Carelon.
81247 G6PD (glucose-6-phosphate dehydrogenase) (eg, CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
hemolytic anemia, jaundice), gene analysis; common www.providerportal.com. For Prior Authorization:
variant(s) (eg, A, A-) History and Physical, results of previous diagnostics
procedure report.
81248 G6PD (glucose-6-phosphate dehydrogenase) (eg, CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
hemolytic anemia, jaundice), gene analysis; known www.providerportal.com. For Prior Authorization:
familial variant(s) History and Physical, results of previous diagnostics
procedure report.
81249 G6PD (glucose-6-phosphate dehydrogenase) (eg, CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
hemolytic anemia, jaundice), gene analysis; full gene www.providerportal.com. For Prior Authorization:
sequence History and Physical, results of previous diagnostics
procedure report.
81250 G6PC (glucose-6-phosphatase, catalytic subunit) (eg, CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
Glycogen storage disease, type 1a, von Gierke disease) www.providerportal.com. For Prior Authorization:
gene analysis, common variants (eg, R83C, Q347X) History and Physical, results of previous diagnostics
procedure report.
81251 GBA (glucosidase, beta, acid) (eg, Gaucher disease) CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
gene analysis, common variants (eg, N370S, 84GG, www.providerportal.com. For Prior Authorization:
L444P, IVS2+1G>A) History and Physical, results of previous diagnostics
procedure report.
81252 GJB2 (gap junction protein, beta 2, 26kDa, connexin 26) [CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
(eg, nonsyndromic hearing loss) gene analysis; full gene www.providerportal.com. For Prior Authorization:
sequence History and Physical, results of previous diagnostics
procedure report.
81253 GJB2 (gap junction protein, beta 2, 26kDa, connexin 26) |CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
(eg, nonsyndromic hearing loss) gene analysis; known www.providerportal.com. For Prior Authorization:
familial variants History and Physical, results of previous diagnostics
procedure report.
81254 GJB6 (gap junction protein, beta 6, 30kDa, connexin 30) |CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
(eg, nonsyndromic hearing loss) gene analysis, common www.providerportal.com. For Prior Authorization:
variants (eg, 309kb [del(GJB6-D13S1830)] and 232kb History and Physical, results of previous diagnostics
[del(GJB6-D13S1854)]) procedure report.
81255 HEXA (hexosaminidase A [alpha polypeptide]) (e.g., Tay- |CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at

Sachs disease) gene analysis, common variants (e.g.,
1278insTATC, 1421+1G>C, G269S)

www.providerportal.com. For Prior Authorization:
History and Physical, results of previous diagnostics
procedure report.
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81256 HFE (hemochromatosis) (eg, hereditary CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
hemochromatosis) gene analysis, common variants (eg, www.providerportal.com. For Prior Authorization:
C282Y, H63D) History and Physical, results of previous diagnostics
procedure report.
81257 HBA1/HBA2 (alpha globin 1 and alpha globin 2) (e.g., CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
alpha thalassemia, Hb Bart hydrops fetalis syndrome, www.providerportal.com. For Prior Authorization:
HbH disease), gene analysis, for common deletions or History and Physical, results of previous diagnostics
variant procedure report.
81258 HBA1/HBAZ2 (alpha globin 1 and alpha globin 2) (eg, CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
alpha thalassemia, Hb Bart hydrops fetalis syndrome, www.providerportal.com. For Prior Authorization:
HbH disease), gene analysis; known familial variant History and Physical, results of previous diagnostics
procedure report.
81259 HBA1/HBAZ2 (alpha globin 1 and alpha globin 2) (eg, CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
alpha thalassemia, Hb Bart hydrops fetalis syndrome, www.providerportal.com. For Prior Authorization:
HbH disease), gene analysis; full gene sequence History and Physical, results of previous diagnostics
procedure report.
81260 IKBKAP (inhibitor of kappa light polypeptide gene CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
enhancer in B-cells, kinase complex-associated protein) www.providerportal.com. For Prior Authorization:
(eg, familial dysautonomia) gene analysis, common History and Physical, results of previous diagnostics
variants (eg, 2507+6T>C, R696P) procedure report.
81261 IGH@ (Immunoglobulin heavy chain locus) (eg, CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
leukemias and lymphomas, B-cell), gene rearrangement www.providerportal.com. For Prior Authorization:
analysis to detect abnormal clonal population(s); History and Physical, results of previous diagnostics
amplified methodology (eg, polymerase chain reaction) procedure report. WA PLAN MEMBERS ONLY: No
prior authorization required for requests related to
stage 3 or 4 cancer; or remittent, recurrent, relapsed,
or metastatic cancers. Post-service review may be
required through Carelon.
81262 IGH@ (Immunoglobulin heavy chain locus) (eg, CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
leukemias and lymphomas, B-cell), gene rearrangement www.providerportal.com. For Prior Authorization:
analysis to detect abnormal clonal population(s); direct History and Physical, results of previous diagnostics
probe methodology (eg, Southern blot) procedure report. WA PLAN MEMBERS ONLY: No
prior authorization required for requests related to
stage 3 or 4 cancer; or remittent, recurrent, relapsed,
or metastatic cancers. Post-service review may be
required through Carelon.
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81263 IGH@ (Immunoglobulin heavy chain locus) (eg, leukemia |CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
and lymphoma, B-cell), variable region somatic mutation www.providerportal.com. For Prior Authorization:
analysis History and Physical, results of previous diagnostics
procedure report. WA PLAN MEMBERS ONLY: No
prior authorization required for requests related to
stage 3 or 4 cancer; or remittent, recurrent, relapsed,
or metastatic cancers. Post-service review may be
required through Carelon.
81264 IGK@ (Immunoglobulin kappa light chain locus) (eg, CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
leukemia and lymphoma, B-cell), gene rearrangement www.providerportal.com. For Prior Authorization:
analysis, evaluation to detect abnormal clonal History and Physical, results of previous diagnostics
population(s) procedure report. WA PLAN MEMBERS ONLY: No
prior authorization required for requests related to
stage 3 or 4 cancer; or remittent, recurrent, relapsed,
or metastatic cancers. Post-service review may be
required through Carelon.
81265 Comparative analysis using Short Tandem Repeat (STR) [CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
markers; patient and comparative specimen (eg, pre- www.providerportal.com. For Prior Authorization:
transplant recipient and donor germline testing, post- History and Physical, results of previous diagnostics
transplant non-hematopoietic recipient germlin procedure report.
81266 Comparative analysis using Short Tandem Repeat (STR) [CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
markers; each additional specimen (eg, additional cord www.providerportal.com. For Prior Authorization:
blood donor, additional fetal samples from different History and Physical, results of previous diagnostics
cultures, or additional zygosity in multiple birth procedure report.
pregnancies
81269 HBA1/HBAZ2 (alpha globin 1 and alpha globin 2) (eg, CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
alpha thalassemia, Hb Bart hydrops fetalis syndrome, www.providerportal.com. For Prior Authorization:
HbH disease), gene analysis; duplication/deletion History and Physical, results of previous diagnostics
variants procedure report.
81270 JAK2 (Janus kinase 2) (eg, myeloproliferative disorder) [CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
gene analysis, p.Val617Phe (V617F) variant www.providerportal.com. For Prior Authorization:
History and Physical, results of previous diagnostics
procedure report. WA PLAN MEMBERS ONLY: No
prior authorization required for requests related to
stage 3 or 4 cancer; or remittent, recurrent, relapsed,
or metastatic cancers. Post-service review may be
required through Carelon.
81271 HTT (huntingtin) (eg, Huntington disease) gene analysis; |CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at

evaluation to detect abnormal (eg, expanded) alleles

www.providerportal.com. For Prior Authorization:
History and Physical, results of previous diagnostics
procedure report.
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81272 KIT (v-kit Hardy-Zuckerman 4 feline sarcoma viral CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at

oncogene homolog) (eg, gastrointestinal stromal tumor www.providerportal.com. For Prior Authorization:

[GIST], acute myeloid leukemia, melanoma), gene History and Physical, results of previous diagnostics

analysis, targeted sequence analysis (eg, exons 8, 11, procedure report. WA PLAN MEMBERS ONLY: No

13, 17, 18) prior authorization required for requests related to
stage 3 or 4 cancer; or remittent, recurrent, relapsed,
or metastatic cancers. Post-service review may be
required through Carelon.

81273 KIT (v-kit Hardy-Zuckerman 4 feline sarcoma viral CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at

oncogene homolog) (eg, mastocytosis), gene analysis, www.providerportal.com. For Prior Authorization:

D816 variant(s) History and Physical, results of previous diagnostics
procedure report. WA PLAN MEMBERS ONLY: No
prior authorization required for requests related to
stage 3 or 4 cancer; or remittent, recurrent, relapsed,
or metastatic cancers. Post-service review may be
required through Carelon.

81274 HTT (huntingtin) (eg, Huntington disease) gene analysis; |CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
characterization of alleles (eg, expanded size) www.providerportal.com. For Prior Authorization:
History and Physical, results of previous diagnostics
procedure report.
81275 KRAS (Kirsten rat sarcoma viral oncogene homolog) (eg, |CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at

carcinoma) gene analysis; variants in exon 2 (eg, codons www.providerportal.com. For Prior Authorization:

12 and 13) History and Physical, results of previous diagnostics
procedure report. WA PLAN MEMBERS ONLY: No
prior authorization required for requests related to
stage 3 or 4 cancer; or remittent, recurrent, relapsed,
or metastatic cancers. Post-service review may be
required through Carelon.

81276 KRAS (Kirsten rat sarcoma viral oncogene homolog) (eg, |[CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at

carcinoma) gene analysis; additional variant(s) (eg, www.providerportal.com. For Prior Authorization:

codon 61, codon 146) History and Physical, results of previous diagnostics
procedure report. WA PLAN MEMBERS ONLY: No
prior authorization required for requests related to
stage 3 or 4 cancer; or remittent, recurrent, relapsed,
or metastatic cancers. Post-service review may be
required through Carelon.

81277 Cytogenomic neoplasia (genome-wide) microarray CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at

analysis, interrogation of genomic regions for copy www.providerportal.com. For Prior Authorization:

number and loss-of-heterozygosity variants for History and Physical, results of previous diagnostics

chromosomal abnormalities procedure report.
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Description Plan Review Requirement Reviewed For Medical Records Request

81278 IGH@/BCL2 (t(14;18)) (eg, follicular lymphoma) CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
translocation analysis, major breakpoint region (MBR) www.providerportal.com. For Prior Authorization:
and minor cluster region (mcr) breakpoints, qualitative or History and Physical, results of previous diagnostics
quantitative procedure report.
81279 JAK2 (Janus kinase 2) (eg, myeloproliferative disorder) |CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
targeted sequence analysis (eg, exons 12 and 13) www.providerportal.com. For Prior Authorization:
History and Physical, results of previous diagnostics
procedure report. WA PLAN MEMBERS ONLY: No
prior authorization required for requests related to
stage 3 or 4 cancer; or remittent, recurrent, relapsed,
or metastatic cancers. Post-service review may be
required through Carelon.
81283 IFNL3 (interferon, lambda 3) (eg, drug response), gene |CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
analysis, rs12979860 variant www.providerportal.com. For Prior Authorization:
History and Physical, results of previous diagnostics
procedure report.
81284 FXN (frataxin) (eg, Friedreich ataxia) gene analysis; CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
evaluation to detect abnormal (expanded) alleles www.providerportal.com. For Prior Authorization:
History and Physical, results of previous diagnostics
procedure report.
81285 FXN (frataxin) (eg, Friedreich ataxia) gene analysis; CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
characterization of alleles (eg, expanded size) www.providerportal.com. For Prior Authorization:
History and Physical, results of previous diagnostics
procedure report.
81286 FXN (frataxin) (eg, Friedreich ataxia) gene analysis; full |CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
gene sequence www.providerportal.com. For Prior Authorization:
History and Physical, results of previous diagnostics
procedure report.
81287 MGMT (o-6-methylguanine-dna methyltransferase) (eg, |CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
glioblastoma multiforme) promoter methylation analysis www.providerportal.com. For Prior Authorization:
History and Physical, results of previous diagnostics
procedure report. WA PLAN MEMBERS ONLY: No
prior authorization required for requests related to
stage 3 or 4 cancer; or remittent, recurrent, relapsed,
or metastatic cancers. Post-service review may be
required through Carelon.
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81288 MLH1 (mutL homolog 1, colon cancer, nonpolyposis type |CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
2) (eg, hereditary non-polyposis colorectal cancer, Lynch www.providerportal.com. For Prior Authorization:
syndrome) gene analysis; promoter methylation analysis History and Physical, results of previous diagnostics
procedure report. WA PLAN MEMBERS ONLY: No
prior authorization required for requests related to
stage 3 or 4 cancer; or remittent, recurrent, relapsed,
or metastatic cancers. Post-service review may be
required through Carelon.
81289 FXN (frataxin) (eg, Friedreich ataxia) gene analysis; CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
known familial variant(s) www.providerportal.com. For Prior Authorization:
History and Physical, results of previous diagnostics
procedure report.
81290 MCOLN1 (mucolipin 1) (eg, Mucolipidosis, type 1V) gene |CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
analysis, common variants (eg, IVS3-2A>G, del6.4kb) www.providerportal.com. For Prior Authorization:
History and Physical, results of previous diagnostics
procedure report.
81291 MTHFR (5,10-methylenetetrahydrofolate reductase) (eg, |CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
hereditary hypercoagulability) gene analysis, common www.providerportal.com. For Prior Authorization:
variants (eg, 677T, 1298C) History and Physical, results of previous diagnostics
procedure report.
81292 MLH1 (mutL homolog 1, colon cancer, nonpolyposis type |CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
2) (eg, hereditary non-polyposis colorectal cancer, Lynch www.providerportal.com. For Prior Authorization:
syndrome) gene analysis; full sequence analysis History and Physical, results of previous diagnostics
procedure report.
81293 MLH1 (mutL homolog 1, colon cancer, nonpolyposis type |CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
2) (eg, hereditary non-polyposis colorectal cancer, Lynch www.providerportal.com. For Prior Authorization:
syndrome) gene analysis; known familial variants History and Physical, results of previous diagnostics
procedure report.
81294 MLH1 (mutL homolog 1, colon cancer, nonpolyposis type |CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
2) (eg, hereditary non-polyposis colorectal cancer, Lynch www.providerportal.com. For Prior Authorization:
syndrome) gene analysis; duplication/deletion variants History and Physical, results of previous diagnostics
procedure report.
81295 MSH2 (mutS homolog 2, colon cancer, nonpolyposis type|CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
1) (eg, hereditary non-polyposis colorectal cancer, Lynch www.providerportal.com. For Prior Authorization:
syndrome) gene analysis; full sequence analysis History and Physical, results of previous diagnostics
procedure report.
81296 MSH2 (mutS homolog 2, colon cancer, nonpolyposis type|CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
1) (eg, hereditary non-polyposis colorectal cancer, Lynch www.providerportal.com. For Prior Authorization:
syndrome) gene analysis; known familial variants History and Physical, results of previous diagnostics
procedure report.
81297 MSH2 (mutS homolog 2, colon cancer, nonpolyposis type|CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
1) (eg, hereditary non-polyposis colorectal cancer, Lynch www.providerportal.com. For Prior Authorization:
syndrome) gene analysis; duplication/deletion variants History and Physical, results of previous diagnostics
procedure report.
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81298 MSH6 (mutS homolog 6 [E. coli]) (eg, hereditary non- CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
polyposis colorectal cancer, Lynch syndrome) gene www.providerportal.com. For Prior Authorization:
analysis; full sequence analysis History and Physical, results of previous diagnostics

procedure report.

81299 MSH6 (mutS homolog 6 [E. coli]) (eg, hereditary non- CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
polyposis colorectal cancer, Lynch syndrome) gene www.providerportal.com. For Prior Authorization:
analysis; known familial variants History and Physical, results of previous diagnostics

procedure report.

81300 MSH6 (mutS homolog 6 [E. coli]) (eg, hereditary non- CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
polyposis colorectal cancer, Lynch syndrome) gene www.providerportal.com. For Prior Authorization:
analysis; duplication/deletion variants History and Physical, results of previous diagnostics

procedure report.

81301 Microsatellite instability analysis (eg, hereditary non- CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
polyposis colorectal cancer, Lynch syndrome) of markers www.providerportal.com. For Prior Authorization:
for mismatch repair deficiency (eg, BAT25, BAT26), History and Physical, results of previous diagnostics
includes comparison of neoplastic and normal tissue, if procedure report. WA PLAN MEMBERS ONLY: No
performed prior authorization required for requests related to

stage 3 or 4 cancer; or remittent, recurrent, relapsed,
or metastatic cancers. Post-service review may be
required through Carelon.

81302 MECP2 (methyl CpG binding protein 2) (eg, Rett CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
syndrome) gene analysis; full sequence analysis www.providerportal.com. For Prior Authorization:

History and Physical, results of previous diagnostics
procedure report.

81303 MECP2 (methyl CpG binding protein 2) (eg, Rett CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
syndrome) gene analysis; known familial variant www.providerportal.com. For Prior Authorization:

History and Physical, results of previous diagnostics
procedure report.

81304 MECP2 (methyl CpG binding protein 2) (eg, Rett CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
syndrome) gene analysis; duplication/deletion variants www.providerportal.com. For Prior Authorization:

History and Physical, results of previous diagnostics
procedure report.

81305 MYD88 (myeloid differentiation primary response 88) (eg, |CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
Waldenstrom's macroglobulinemia, lymphoplasmacytic www.providerportal.com. For Prior Authorization:
leukemia) gene analysis, p.Leu265Pro (L265P) variant History and Physical, results of previous diagnostics

procedure report. WA PLAN MEMBERS ONLY: No
prior authorization required for requests related to
stage 3 or 4 cancer; or remittent, recurrent, relapsed,
or metastatic cancers. Post-service review may be
required through Carelon.
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81306

Description
NUDT15 (nudix hydrolase 15) (eg, drug metabolism)
gene analysis, common variant(s) (eg, *2, *3, *4, *5, *6)

CPT-4

Plan Review Requirement
Prior Authorization Required

Reviewed For
Genetic Testing

Medical Records Request
Submit online review with Carelon at
www.providerportal.com. For Prior Authorization:
History and Physical, results of previous diagnostics
procedure report.

81307

PALB2 (partner and localizer of BRCA2) (EG, breast and
pancreatic cancer) gene analysis; full gene sequence

CPT-4

Prior Authorization Required

Genetic Testing

Submit online review with Carelon at
www.providerportal.com. For Prior Authorization:
History and Physical, results of previous diagnostics
procedure report. WA PLAN MEMBERS ONLY: No
prior authorization required for requests related to
stage 3 or 4 cancer; or remittent, recurrent, relapsed,
or metastatic cancers. Post-service review may be
required through Carelon.

81308

PALB2 (partner and localizer of BRCA2) (EG, breast and
pancreatic cancer) gene analysis; known familial variant

CPT-4

Prior Authorization Required

Genetic Testing

Submit online review with Carelon at
www.providerportal.com. For Prior Authorization:
History and Physical, results of previous diagnostics
procedure report.

81309

PIK3CA (phosphatidylinositol-4, 5-biphosphate 3-kinase,
catalytic subunit alpha) (eg, colorectal and breast cancer)
gene analysis, targeted sequence analysis (eg, exons 7,
9, 20)

CPT-4

Prior Authorization Required

Genetic Testing

Submit online review with Carelon at
www.providerportal.com. For Prior Authorization:
History and Physical, results of previous diagnostics
procedure report. WA PLAN MEMBERS ONLY: No
prior authorization required for requests related to
stage 3 or 4 cancer; or remittent, recurrent, relapsed,
or metastatic cancers. Post-service review may be
required through Carelon.

81310

NPM1 (nucleophosmin) (eg, acute myeloid leukemia)
gene analysis, exon 12 variants

CPT-4

Prior Authorization Required

Genetic Testing

Submit online review with Carelon at
www.providerportal.com. For Prior Authorization:
History and Physical, results of previous diagnostics
procedure report. WA PLAN MEMBERS ONLY: No
prior authorization required for requests related to
stage 3 or 4 cancer; or remittent, recurrent, relapsed,
or metastatic cancers. Post-service review may be
required through Carelon.

81311

NRAS (neuroblastoma RAS viral [v-ras] oncogene
homolog) (eg, colorectal carcinoma), gene analysis,
variants in exon 2 (eg, codons 12 and 13) and exon 3
(eg, codon 61)

CPT-4

Prior Authorization Required

Genetic Testing

Submit online review with Carelon at
www.providerportal.com. For Prior Authorization:
History and Physical, results of previous diagnostics
procedure report. WA PLAN MEMBERS ONLY: No
prior authorization required for requests related to
stage 3 or 4 cancer; or remittent, recurrent, relapsed,
or metastatic cancers. Post-service review may be
required through Carelon.
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Description Plan Review Requirement Reviewed For Medical Records Request

81312 PABPN1 (poly[A] binding protein nuclear 1) (eg, CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
oculopharyngeal muscular dystrophy) gene analysis, www.providerportal.com. For Prior Authorization:
evaluation to detect abnormal (eg, expanded) alleles History and Physical, results of previous diagnostics

procedure report.

81313 PCA3/KLK3 (prostate cancer antigen 3 [non-protein CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
coding]/kallikrein-related peptidase 3 [prostate specific www.providerportal.com. For Prior Authorization:
antigen]) ratio (eg, prostate cancer) History and Physical, results of previous diagnostics

procedure report. WA PLAN MEMBERS ONLY: No
prior authorization required for requests related to
stage 3 or 4 cancer; or remittent, recurrent, relapsed,
or metastatic cancers. Post-service review may be
required through Carelon.

81314 PDGFRA (platelet-derived growth factor receptor, alpha |CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
polypeptide) (eg, gastrointestinal stromal tumor [GIST]), www.providerportal.com. For Prior Authorization:
gene analysis, targeted sequence analysis (eg, exons 12, History and Physical, results of previous diagnostics
18) procedure report. WA PLAN MEMBERS ONLY: No

prior authorization required for requests related to
stage 3 or 4 cancer; or remittent, recurrent, relapsed,
or metastatic cancers. Post-service review may be
required through Carelon.

81315 PML/RARalpha, (1(15;17)), (promyelocytic CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
leukemia/retinoic acid receptor alpha) (eg, promyelocytic www.providerportal.com. For Prior Authorization:
leukemia) translocation analysis; common breakpoints History and Physical, results of previous diagnostics
(eg, intron 3 and intron 6), qualitative or quantitative procedure report. WA PLAN MEMBERS ONLY: No

prior authorization required for requests related to
stage 3 or 4 cancer; or remittent, recurrent, relapsed,
or metastatic cancers. Post-service review may be
required through Carelon.

81316 PML/RARalpha, (1(15;17)), (promyelocytic CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
leukemia/retinoic acid receptor alpha) (eg, promyelocytic www.providerportal.com. For Prior Authorization:
leukemia) translocation analysis; single breakpoint (eg, History and Physical, results of previous diagnostics
intron 3, intron 6 or exon 6), qualitative or quantitative procedure report. WA PLAN MEMBERS ONLY: No

prior authorization required for requests related to
stage 3 or 4 cancer; or remittent, recurrent, relapsed,
or metastatic cancers. Post-service review may be
required through Carelon.

81317 PMS2 (postmeiotic segregation increased 2 [S. CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at

cerevisiae]) (eg, hereditary non-polyposis colorectal
cancer, Lynch syndrome) gene analysis; full sequence
analysis

www.providerportal.com. For Prior Authorization:
History and Physical, results of previous diagnostics
procedure report.
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81318 PMS2 (postmeiotic segregation increased 2 [S. CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
cerevisiae]) (eg, hereditary non-polyposis colorectal www.providerportal.com. For Prior Authorization:
cancer, Lynch syndrome) gene analysis; known familial History and Physical, results of previous diagnostics
variants procedure report.

81319 PMS2 (postmeiotic segregation increased 2 [S. CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
cerevisiae]) (eg, hereditary non-polyposis colorectal www.providerportal.com. For Prior Authorization:
cancer, Lynch syndrome) gene analysis; History and Physical, results of previous diagnostics
duplication/deletion variants procedure report.

81320 PLCG2 (phospholipase C gamma 2) (eg, chronic CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
lymphocytic leukemia) gene analysis, common variants www.providerportal.com. For Prior Authorization:
(eg, R665W, S707F, L845F) History and Physical, results of previous diagnostics

procedure report. WA PLAN MEMBERS ONLY: No
prior authorization required for requests related to
stage 3 or 4 cancer; or remittent, recurrent, relapsed,
or metastatic cancers. Post-service review may be
required through Carelon.

81321 PTEN (phosphatase and tensin homolog) (eg, Cowden |CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
syndrome, PTEN hamartoma tumor syndrome) gene www.providerportal.com. For Prior Authorization:
analysis; full sequence analysis History and Physical, results of previous diagnostics

procedure report. WA PLAN MEMBERS ONLY: No
prior authorization required for requests related to
stage 3 or 4 cancer; or remittent, recurrent, relapsed,
or metastatic cancers. Post-service review may be
required through Carelon.

81322 PTEN (phosphatase and tensin homolog) (eg, Cowden |CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
syndrome, PTEN hamartoma tumor syndrome) gene www.providerportal.com. For Prior Authorization:
analysis; known familial variant History and Physical, results of previous diagnostics
procedure report.
81323 PTEN (phosphatase and tensin homolog) (eg, Cowden |CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
syndrome, PTEN hamartoma tumor syndrome) gene www.providerportal.com. For Prior Authorization:
analysis; duplication/deletion variant History and Physical, results of previous diagnostics

procedure report. WA PLAN MEMBERS ONLY: No
prior authorization required for requests related to
stage 3 or 4 cancer; or remittent, recurrent, relapsed,
or metastatic cancers. Post-service review may be
required through Carelon.

81324 PMP22 (peripheral myelin protein 22) (eg, Charcot-Marie-|CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
Tooth, hereditary neuropathy with liability to pressure www.providerportal.com. For Prior Authorization:
palsies) gene analysis; duplication/deletion analysis History and Physical, results of previous diagnostics

procedure report.
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Description Plan Review Requirement Reviewed For Medical Records Request
81325 PMP22 (peripheral myelin protein 22) (eg, Charcot-Marie-|CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
Tooth, hereditary neuropathy with liability to pressure www.providerportal.com. For Prior Authorization:
palsies) gene analysis; full sequence analysis History and Physical, results of previous diagnostics
procedure report.
81326 PMP22 (peripheral myelin protein 22) (eg, Charcot-Marie-|CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
Tooth, hereditary neuropathy with liability to pressure www.providerportal.com. For Prior Authorization:
palsies) gene analysis; known familial variant History and Physical, results of previous diagnostics
procedure report.
81327 SEPT9 (Septin9) (eg, colorectal cancer) promoter CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
methylation analysis www.providerportal.com. For Prior Authorization:
History and Physical, results of previous diagnostics
procedure report. WA PLAN MEMBERS ONLY: No
prior authorization required for requests related to
stage 3 or 4 cancer; or remittent, recurrent, relapsed,
or metastatic cancers. Post-service review may be
required through Carelon.
81328 SLCO1B1 (solute carrier organic anion transporter family,|CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
member 1B1) (eg, adverse drug reaction), gene analysis, www.providerportal.com. For Prior Authorization:
common variant(s) (eg, *5) History and Physical, results of previous diagnostics
procedure report.
81330 SMPD1(sphingomyelin phosphodiesterase 1, acid CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
lysosomal) (eg, Niemann-Pick disease, Type A) gene www.providerportal.com. For Prior Authorization:
analysis, common variants (eg, R496L, L302P, fsP330) History and Physical, results of previous diagnostics
procedure report.
81331 SNRPN/UBES3A (small nuclear ribonucleoprotein CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
polypeptide N and ubiquitin protein ligase E3A) (eg, www.providerportal.com. For Prior Authorization:
Prader-Willi syndrome and/or Angelman syndrome), History and Physical, results of previous diagnostics
methylation analysis procedure report.
81332 SERPINA1 (serpin peptidase inhibitor, clade A, alpha-1 |CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
antiproteinase, antitrypsin, member 1) (eg, alpha-1- www.providerportal.com. For Prior Authorization:
antitrypsin deficiency), gene analysis, common variants History and Physical, results of previous diagnostics
(eg, *S and *2) procedure report.
81333 TGFBI (transforming growth factor beta-induced) (eg, CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
corneal dystrophy) gene analysis, common variants (eg, www.providerportal.com. For Prior Authorization:
R124H, R124C, R124L, R555W, R555Q) History and Physical, results of previous diagnostics
procedure report.
81334 RUNX1 (runt related transcription factor 1) (eg, acute CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
myeloid leukemia, familial platelet disorder with www.providerportal.com. For Prior Authorization:
associated myeloid malignancy), gene analysis, targeted History and Physical, results of previous diagnostics
seqguence analysis (eg, exons 3-8) procedure report.
81335 TPMT (thiopurine S-methyltransferase) (eg, drug CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at

metabolism), gene analysis, common variants (eg, *2, *3)

www.providerportal.com. For Prior Authorization:
History and Physical, results of previous diagnostics
procedure report.
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Description

Plan Review Requirement

Reviewed For

Medical Records Request

81336 SMNA1 (survival of motor neuron 1, telomeric) (eg, spinal [CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at

muscular atrophy) gene analysis; full gene sequence www.providerportal.com. For Prior Authorization:
History and Physical, results of previous diagnostics
procedure report.

81337 SMN1 (survival of motor neuron 1, telomeric) (eg, spinal |CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
muscular atrophy) gene analysis; known familial www.providerportal.com. For Prior Authorization:
sequence variant(s) History and Physical, results of previous diagnostics

procedure report.

81338 MPL (MPL proto-oncogene, thrombopoietin receptor) (eg,|CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
myeloproliferative disorder) gene analysis; common www.providerportal.com. For Prior Authorization:
variants (eg, W515A, W515K, W515L, W515R) History and Physical, results of previous diagnostics

procedure report. WA PLAN MEMBERS ONLY: No
prior authorization required for requests related to
stage 3 or 4 cancer; or remittent, recurrent, relapsed,
or metastatic cancers. Post-service review may be
required through Carelon.

81339 MPL (MPL proto-oncogene, thrombopoietin receptor) (eg,|CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
myeloproliferative disorder) gene analysis; sequence www.providerportal.com. For Prior Authorization:
analysis, exon 10 History and Physical, results of previous diagnostics

procedure report. WA PLAN MEMBERS ONLY: No
prior authorization required for requests related to
stage 3 or 4 cancer; or remittent, recurrent, relapsed,
or metastatic cancers. Post-service review may be
required through Carelon.

81340 TRB@ (T cell antigen receptor, beta) (eg, leukemia and [CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
lymphoma), gene rearrangement analysis to detect www.providerportal.com. For Prior Authorization:
abnormal clonal population(s); using amplification History and Physical, results of previous diagnostics
methodology (eg, polymerase chain reaction) procedure report. WA PLAN MEMBERS ONLY: No

prior authorization required for requests related to
stage 3 or 4 cancer; or remittent, recurrent, relapsed,
or metastatic cancers. Post-service review may be
required through Carelon.

81341 TRB@ (T cell antigen receptor, beta) (eg, leukemia and |CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at

lymphoma), gene rearrangement analysis to detect
abnormal clonal population(s); using direct probe
methodology (eg, Southern blot)

www.providerportal.com. For Prior Authorization:
History and Physical, results of previous diagnostics
procedure report. WA PLAN MEMBERS ONLY: No
prior authorization required for requests related to
stage 3 or 4 cancer; or remittent, recurrent, relapsed,
or metastatic cancers. Post-service review may be
required through Carelon.
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81342 TRG@ (T cell antigen receptor, gamma) (eg, leukemia |CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
and lymphoma), gene rearrangement analysis, www.providerportal.com. For Prior Authorization:
evaluation to detect abnormal clonal population(s) History and Physical, results of previous diagnostics
procedure report. WA PLAN MEMBERS ONLY: No
prior authorization required for requests related to
stage 3 or 4 cancer; or remittent, recurrent, relapsed,
or metastatic cancers. Post-service review may be
required through Carelon.
81343 PPP2R2B (protein phosphatase 2 regulatory subunit CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
Bbeta) (eg, spinocerebellar ataxia) gene analysis, www.providerportal.com. For Prior Authorization:
evaluation to detect abnormal (eg, expanded) alleles History and Physical, results of previous diagnostics
procedure report.
81344 TBP (TATA box binding protein) (eg, spinocerebellar CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
ataxia) gene analysis, evaluation to detect abnormal (eg, www.providerportal.com. For Prior Authorization:
expanded) alleles History and Physical, results of previous diagnostics
procedure report.
81345 TERT (telomerase reverse transcriptase) (eg, thyroid CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
carcinoma, glioblastoma multiforme) gene analysis, www.providerportal.com. For Prior Authorization:
targeted sequence analysis (eg, promoter region) History and Physical, results of previous diagnostics
procedure report. WA PLAN MEMBERS ONLY: No
prior authorization required for requests related to
stage 3 or 4 cancer; or remittent, recurrent, relapsed,
or metastatic cancers. Post-service review may be
required through Carelon.
81346 TYMS (thymidylate synthetase) (eg, 5-fluorouracil/5-FU  [CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
drug metabolism), gene analysis, common variant(s) (eg, www.providerportal.com. For Prior Authorization:
tandem repeat variant) History and Physical, results of previous diagnostics
procedure report.
81347 SF3B1 (splicing factor [3b] subunit B1) (eg, CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at

myelodysplastic syndrome/acute myeloid leukemia) gene
analysis, common variants (eg, A672T, E622D, L833F,
R625C, R625L)

www.providerportal.com. For Prior Authorization:
History and Physical, results of previous diagnostics
procedure report. WA PLAN MEMBERS ONLY: No
prior authorization required for requests related to
stage 3 or 4 cancer; or remittent, recurrent, relapsed,
or metastatic cancers. Post-service review may be
required through Carelon.
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81348 SRSF2 (serine and arginine-rich splicing factor 2) (eg, CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
myelodysplastic syndrome, acute myeloid leukemia) www.providerportal.com. For Prior Authorization:
gene analysis, common variants (eg, P95H, P95L) History and Physical, results of previous diagnostics

procedure report. WA PLAN MEMBERS ONLY: No
prior authorization required for requests related to
stage 3 or 4 cancer; or remittent, recurrent, relapsed,
or metastatic cancers. Post-service review may be
required through Carelon.

81349 Cytogenomic (genome-wide) analysis for constitutional |CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
chromosomal abnormalities; interrogation of genomic www.providerportal.com. For Prior Authorization:
regions for copy number and loss-of-heterozygosity History and Physical, results of previous diagnostics
variants, low-pass sequencing analysis procedure report.

81350 UGT1A1 (UDP glucuronosyltransferase 1 family, CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
polypeptide A1) (eg, drug metabolism, hereditary www.providerportal.com. For Prior Authorization:
unconjugated hyperbilirubinemia [gilbert syndrome]) gene History and Physical, results of previous diagnostics
analysis, common variants (eg, *28, *36, *37) procedure report.

81351 TP53 (tumor protein 53) (eg, Li-Fraumeni syndrome) CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
gene analysis; full gene sequence www.providerportal.com. For Prior Authorization:

History and Physical, results of previous diagnostics
procedure report. WA PLAN MEMBERS ONLY: No
prior authorization required for requests related to
stage 3 or 4 cancer; or remittent, recurrent, relapsed,
or metastatic cancers. Post-service review may be
required through Carelon.

81352 TP53 (tumor protein 53) (eg, Li-Fraumeni syndrome) CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
gene analysis; targeted sequence analysis (eg, 4 www.providerportal.com. For Prior Authorization:
oncology) History and Physical, results of previous diagnostics

procedure report. WA PLAN MEMBERS ONLY: No
prior authorization required for requests related to
stage 3 or 4 cancer; or remittent, recurrent, relapsed,
or metastatic cancers. Post-service review may be
required through Carelon.

81353 TP53 (tumor protein 53) (eg, Li-Fraumeni syndrome) CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at

gene analysis; known familial variant www.providerportal.com. For Prior Authorization:
History and Physical, results of previous diagnostics
procedure report. WA PLAN MEMBERS ONLY: No
prior authorization required for requests related to
stage 3 or 4 cancer; or remittent, recurrent, relapsed,
or metastatic cancers. Post-service review may be
required through Carelon.

Page 106 of 357 03/01/2024

These criteria do not imply or guarantee approval. Please check with your plan to ensure coverage. Preauthorization requirements are only valid for the month published.
They may have changed from previous months and may change in future months.



Please note that any planned inpatient stay always requires prior authorization (PA) except maternity-related services.

Items with PA require review and approval before the service is performed.

Code List

To check the status of a code against a member's plan, use the Prior Authorization Tool, then submit the review and check the status of the review online. This list is not exhaustive. The presence of codes on this list does
not necessarily indicate coverage under the member benefits contract. Member contracts differ in their benefits. Always use the Prior Authorization Tool, consult the member benefit booklet, or contact a customer service
representative to determine coverage for a specific medical service or supply.

Description

Plan Review Requirement

Reviewed For

Medical Records Request

81355 VKORC1 (vitamin K epoxide reductase complex, subunit |CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
1) (e.g., warfarin metabolism), gene analysis, common www.providerportal.com. For Prior Authorization:
variants (e.g., -1639/3673)* History and Physical, results of previous diagnostics

procedure report.

81357 U2AF1 (U2 small nuclear RNA auxiliary factor 1) (eg, CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
myelodysplastic syndrome, acute myeloid leukemia) www.providerportal.com. For Prior Authorization:
gene analysis, common variants (eg, S34F, S34Y, History and Physical, results of previous diagnostics
Q157R, Q157P) procedure report. WA PLAN MEMBERS ONLY: No

prior authorization required for requests related to
stage 3 or 4 cancer; or remittent, recurrent, relapsed,
or metastatic cancers. Post-service review may be
required through Carelon.

81360 ZRSR2 (zinc finger CCCH-type, RNA binding motifand [CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
serine/arginine-rich 2) (eg, myelodysplastic syndrome, www.providerportal.com. For Prior Authorization:
acute myeloid leukemia) gene analysis, common History and Physical, results of previous diagnostics
variant(s) (eg, E65fs, E122fs, R448fs) procedure report. WA PLAN MEMBERS ONLY: No

prior authorization required for requests related to
stage 3 or 4 cancer; or remittent, recurrent, relapsed,
or metastatic cancers. Post-service review may be
required through Carelon.

81361 HBB (hemoglobin, subunit beta) (eg, sickle cell anemia, |CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
beta thalassemia, hemoglobinopathy); common www.providerportal.com. For Prior Authorization:
variant(s) (eg, HbS, HbC, HbE) History and Physical, results of previous diagnostics

procedure report.

81362 HBB (hemoglobin, subunit beta) (eg, sickle cell anemia, |CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
beta thalassemia, hemoglobinopathy); known familial www.providerportal.com. For Prior Authorization:
variant(s) History and Physical, results of previous diagnostics

procedure report.

81363 HBB (hemoglobin, subunit beta) (eg, sickle cell anemia, |CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
beta thalassemia, hemoglobinopathy); www.providerportal.com. For Prior Authorization:
duplication/deletion variant(s) History and Physical, results of previous diagnostics

procedure report.

81364 HBB (hemoglobin, subunit beta) (eg, sickle cell anemia, |CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
beta thalassemia, hemoglobinopathy); full gene www.providerportal.com. For Prior Authorization:
sequence History and Physical, results of previous diagnostics

procedure report.

81400 Molecular pathology procedure, Level 1(eg, identification |CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at

of single germline variant [eg, SNP] by techniques such
as restriction enzyme digestion or melt curve analysis)

www.providerportal.com. For Prior Authorization:
History and Physical, results of previous diagnostics
procedure report.
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81401 Molecular pathology procedure, Level 2 (eg, 2-10 SNPs, |CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
1 methylated variant, or 1 somatic variant [typically using www.providerportal.com. For Prior Authorization:
nonsequencing target variant analysis], or detection of a History and Physical, results of previous diagnostics
dynamic mutation disorder/triplet repeat procedure report.
81402 Molecular pathology procedure, Level 3 (eg, >10 SNPs, 2{CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
10 methylated variants, or 2-10 somatic variants [typically www.providerportal.com. For Prior Authorization:
using non-sequencing target variant analysis], History and Physical, results of previous diagnostics
immunoglobulin and T-cell receptor gene procedure report. WA PLAN MEMBERS ONLY: No
rearrangements, duplication/deletion variants of 1 exon, prior authorization required for requests related to
loss of heterozygosity [LOH], uniparental disomy [UPD]) stage 3 or 4 cancer; or remittent, recurrent, relapsed,
or metastatic cancers. Post-service review may be
required through Carelon.
81403 Molecular pathology procedure, Level 4 (eg, analysis of |CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
single exon by DNA sequence analysis, analysis of >10 www.providerportal.com. For Prior Authorization:
amplicons using multiplex PCR in 2 or more independent History and Physical, results of previous diagnostics
reactions, mutation scanning or duplication/deletion procedure report. WA PLAN MEMBERS ONLY: No
variants of 2-5 exons) prior authorization required for requests related to
stage 3 or 4 cancer; or remittent, recurrent, relapsed,
or metastatic cancers. Post-service review may be
required through Carelon.
81404 Molecular pathology procedure, Level 5 (eg, analysis of 2{CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
5 exons by DNA sequence analysis, mutation scanning www.providerportal.com. For Prior Authorization:
or duplication/deletion variants of 6-10 exons, or History and Physical, results of previous diagnostics
characterization of a dynamic mutation disorder/triplet procedure report. WA PLAN MEMBERS ONLY: No
repeat by Southern blot analysis prior authorization required for requests related to
stage 3 or 4 cancer; or remittent, recurrent, relapsed,
or metastatic cancers. Post-service review may be
required through Carelon.
81405 Molecular pathology procedure, Level 6 (eg, analysis of 6{CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
10 exons by DNA sequence analysis, mutation scanning www.providerportal.com. For Prior Authorization:
or duplication/deletion variants of 11-25 exons) History and Physical, results of previous diagnostics
procedure report.
81406 Molecular pathology procedure, Level 7 (eg, analysis of |CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
11-25 exons by DNA sequence analysis, mutation www.providerportal.com. For Prior Authorization:
scanning or duplication/deletion variants of 26-50 exons, History and Physical, results of previous diagnostics
cytogenomic array analysis for neoplasia) procedure report.
81407 Molecular pathology procedure, Level 8 (eg, analysis of |CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at

26-50 exons by DNA sequence analysis, mutation
scanning or duplication/deletion variants of >50 exons,
sequence analysis of multiple genes on one platform)

www.providerportal.com. For Prior Authorization:
History and Physical, results of previous diagnostics
procedure report.
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81408 Molecular pathology procedure, Level 9 (eg, analysis of |CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
>50 exons in a single gene by DNA sequence analysis) www.providerportal.com. For Prior Authorization:
History and Physical, results of previous diagnostics
procedure report. WA PLAN MEMBERS ONLY: No
prior authorization required for requests related to
stage 3 or 4 cancer; or remittent, recurrent, relapsed,
or metastatic cancers. Post-service review may be
required through Carelon.
81410 Aortic dysfunction or dilation (eg, Marfan syndrome, CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
Loeys Dietz syndrome, Ehler Danlos syndrome type 1V, www.providerportal.com. For Prior Authorization:
arterial tortuosity syndrome); genomic sequence analysis History and Physical, results of previous diagnostics
panel, must include sequencing of at least 9 genes, procedure report.
including FBN1, TGFBR1, TGFBR2, COL3A1, MYH11,
ACTA2, SLC2A10, SMAD3, and MYLK
81411 Aortic dysfunction or dilation (eg, Marfan syndrome, CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
Loeys Dietz syndrome, Ehler Danlos syndrome type 1V, www.providerportal.com. For Prior Authorization:
arterial tortuosity syndrome); duplication/deletion analysis History and Physical, results of previous diagnostics
panel, must include analyses for TGFBR1, TGFBR2, procedure report.
MYH11, and COL3A1
81412 Ashkenazi Jewish associated disorders (eg, Bloom CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
syndrome, Canavan disease, cystic fibrosis, familial www.providerportal.com. For Prior Authorization:
dysautonomia, Fanconi anemia group C, Gaucher History and Physical, results of previous diagnostics
disease, Tay-Sachs disease), genomic sequence procedure report.
analysis panel, must include sequencing of at least 9
genes, including ASPA, BLM, CFTR, FANCC, GBA,
HEXA, IKBKAP, MCOLN1, and SMPD1
81413 Cardiac ion channelopathies (eg, Brugada syndrome, CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
long QT syndrome, short QT syndrome, www.providerportal.com. For Prior Authorization:
catecholaminergic polymorphic ventricular tachycardia); History and Physical, results of previous diagnostics
genomic sequence analysis panel, must include procedure report.
sequencing of at least 10 genes, including ANK2,
CASQ2, CAV3, KCNE1, KCNE2, KCNH2, KCNJ2,
KCNQ1, RYR2, and SCN5A
81414 Cardiac ion channelopathies (eg, Brugada syndrome, CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
long QT syndrome, short QT syndrome, www.providerportal.com. For Prior Authorization:
catecholaminergic polymorphic ventricular tachycardia); History and Physical, results of previous diagnostics
duplication/deletion gene analysis panel, must include procedure report.
analysis of at least 2 genes, including KCNH2 and
KCNQ1
81415 Exome (eg, unexplained constitutional or heritable CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at

disorder or syndrome); sequence analysis

www.providerportal.com. For Prior Authorization:
History and Physical, results of previous diagnostics
procedure report.
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81416 Exome (eg, unexplained constitutional or heritable CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
disorder or syndrome); sequence analysis, each www.providerportal.com. For Prior Authorization:
comparator exome (eg, parents, siblings) (List separately History and Physical, results of previous diagnostics
in addition to code for primary procedure) procedure report.

81417 Exome (eg, unexplained constitutional or heritable CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
disorder or syndrome); re-evaluation of previously www.providerportal.com. For Prior Authorization:
obtained exome sequence (eg, updated knowledge or History and Physical, results of previous diagnostics
unrelated condition/syndrome) procedure report.

81418 Drug metabolism (eg, pharmacogenomics) genomic CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
sequence analysis panel, must include testing of at least www.providerportal.com. For Prior Authorization:
6 genes, including CYP2C19, CYP2D6, and CYP2D6 History and Physical, results of previous diagnostics
duplication/deletion analysis procedure report.

81419 Epilepsy genomic sequence analysis panel, must include |CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
analyses for ALDH7A1, CACNA1A, CDKL5, CHD2, www.providerportal.com. For Prior Authorization:
GABRG2, GRIN2A, KCNQ2, MECP2, PCDH19, POLG, History and Physical, results of previous diagnostics
PRRT2, SCN1A, SCN1B, SCN2A, SCN8A, SLC2A1, procedure report.
SLC9A6, STXBP1, SYNGAP1, TCF4, TPP1, TSC1,
TSC2, and ZEB2

81422 Fetal chromosomal microdeletion(s) genomic sequence |CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
analysis (eg, DiGeorge syndrome, Cri-du-chat www.providerportal.com. For Prior Authorization:
syndrome), circulating cell-free fetal DNA in maternal History and Physical, results of previous diagnostics
blood procedure report.

81425 Genome (eg, unexplained constitutional or heritable CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
disorder or syndrome); sequence analysis www.providerportal.com. For Prior Authorization:

History and Physical, results of previous diagnostics
procedure report.

81426 Genome (eg, unexplained constitutional or heritable CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
disorder or syndrome); sequence analysis, each www.providerportal.com. For Prior Authorization:
comparator genome (eg, parents, siblings) (List History and Physical, results of previous diagnostics
separately in addition to code for primary procedure) procedure report.

81427 Genome (eg, unexplained constitutional or heritable CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
disorder or syndrome); re-evaluation of previously www.providerportal.com. For Prior Authorization:
obtained genome sequence (eg, updated knowledge or History and Physical, results of previous diagnostics
unrelated condition/syndrome) procedure report.

81430 Hearing loss (eg, nonsyndromic hearing loss, Usher CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at

syndrome, Pendred syndrome); genomic sequence
analysis panel, must include sequencing of at least 60
genes, including CDH23, CLRN1, GJB2, GPR98,
MTRNR1, MYO7A, MYO15A, PCDH15, OTOF,
SLC26A4, TMC1, TMPRSS3, USH1C, USH1G, USH2A,
and WFS1

www.providerportal.com. For Prior Authorization:
History and Physical, results of previous diagnostics
procedure report.
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81431 Hearing loss (eg, nonsyndromic hearing loss, Usher CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
syndrome, Pendred syndrome); duplication/deletion www.providerportal.com. For Prior Authorization:
analysis panel, must include copy number analyses for History and Physical, results of previous diagnostics
STRC and DFNB1 deletions in GJB2 and GJB6 genes procedure report.
81432 Hereditary breast cancer-related disorders (eg, hereditary|CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
breast cancer, hereditary ovarian cancer, hereditary www.providerportal.com. For Prior Authorization:
endometrial cancer); genomic sequence analysis panel, History and Physical, results of previous diagnostics
must include sequencing of at least 14 genes, including procedure report. WA PLAN MEMBERS ONLY: No
ATM, BRCA1, BRCA2, BRIP1, CDH1, MLH1, MSH2, prior authorization required for requests related to
MSH6, NBN, PALB2, PTEN, RAD51C, STK11, and TP53 stage 3 or 4 cancer; or remittent, recurrent, relapsed,
or metastatic cancers. Post-service review may be
required through Carelon.
81433 Hereditary breast cancer-related disorders (eg, hereditary|CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
breast cancer, hereditary ovarian cancer, hereditary www.providerportal.com. For Prior Authorization:
endometrial cancer); duplication/deletion analysis panel, History and Physical, results of previous diagnostics
must include analyses for BRCA1, BRCA2, MLH1, procedure report. WA PLAN MEMBERS ONLY: No
MSH2, and STK11 prior authorization required for requests related to
stage 3 or 4 cancer; or remittent, recurrent, relapsed,
or metastatic cancers. Post-service review may be
required through Carelon.
81434 Hereditary retinal disorders (eg, retinitis pigmentosa, CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
Leber congenital amaurosis, cone-rod dystrophy), www.providerportal.com. For Prior Authorization:
genomic sequence analysis panel, must include History and Physical, results of previous diagnostics
sequencing of at least 15 genes, including ABCA4, procedure report.
CNGA1, CRB1, EYS, PDE6A, PDE6B, PRPF31, PRPH2,
RDH12, RHO, RP1, RP2, RPE65, RPGR, and USH2A
81435 Hereditary colon cancer syndromes (eg, Lynch CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at

syndrome, familial adenomatosis polyposis); genomic
sequence analysis panel, must include analysis of at
least 7 genes, including APC, CHEK2, MLH1, MSH2,
MSH6, MUTYH, and PMS2

www.providerportal.com. For Prior Authorization:
History and Physical, results of previous diagnostics
procedure report. WA PLAN MEMBERS ONLY: No
prior authorization required for requests related to
stage 3 or 4 cancer; or remittent, recurrent, relapsed,
or metastatic cancers. Post-service review may be
required through Carelon.
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81436 Hereditary colon cancer syndromes (eg, Lynch CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
syndrome, familial adenomatosis polyposis); www.providerportal.com. For Prior Authorization:
duplication/deletion gene analysis panel, must include History and Physical, results of previous diagnostics
analysis of at least 8 genes, including APC, MLH1, procedure report. WA PLAN MEMBERS ONLY: No
MSH2, MSH6, PMS2, EPCAM, CHEK2, and MUTYH prior authorization required for requests related to

stage 3 or 4 cancer; or remittent, recurrent, relapsed,
or metastatic cancers. Post-service review may be
required through Carelon.

81437 Hereditary neuroendocrine tumor disorders (eg, CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
medullary thyroid carcinoma, parathyroid carcinoma, www.providerportal.com. For Prior Authorization:
malignant pheochromocytoma or paraganglioma); History and Physical, results of previous diagnostics
genomic sequence analysis panel, must include procedure report. WA PLAN MEMBERS ONLY: No
sequencing of at least 6 genes, including MAX, SDHB, prior authorization required for requests related to
SDHC, SDHD, TMEM127, and VHL stage 3 or 4 cancer; or remittent, recurrent, relapsed,

or metastatic cancers. Post-service review may be
required through Carelon.

81438 Hereditary neuroendocrine tumor disorders (eg, CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
medullary thyroid carcinoma, parathyroid carcinoma, www.providerportal.com. For Prior Authorization:
malignant pheochromocytoma or paraganglioma); History and Physical, results of previous diagnostics
duplication/deletion analysis panel, must include procedure report. WA PLAN MEMBERS ONLY: No
analyses for SDHB, SDHC, SDHD, and VHL prior authorization required for requests related to

stage 3 or 4 cancer; or remittent, recurrent, relapsed,
or metastatic cancers. Post-service review may be
required through Carelon.

81439 Inherited cardiomyopathy (eg, hypertrophic CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
cardiomyopathy, dilated cardiomyopathy, arrhythmogenic www.providerportal.com. For Prior Authorization:
right ventricular cardiomyopathy) genomic sequence History and Physical, results of previous diagnostics
analysis panel, must include sequencing of at least 5 procedure report.
genes, including DSG2, MYBPC3, MYH7, PKP2, and
TTN

81440 Nuclear encoded mitochondrial genes (eg, neurologic or |CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
myopathic phenotypes), genomic sequence panel, must www.providerportal.com. For Prior Authorization:
include analysis of at least 100 genes, including BCS1L, History and Physical, results of previous diagnostics
C10o0rf2, COQ2, COX10, DGUOK, MPV17, OPA1, procedure report.

PDSS2, POLG, POLG2, RRM2B, SCO1, SCO2,
SLC25A4, SUCLA2, SUCLG1, TAZ, TK2, and TYMP
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81441 Inherited bone marrow failure syndromes (IBMFS) (eg, |CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
Fanconi anemia, dyskeratosis congenita, Diamond- www.providerportal.com. For Prior Authorization:
Blackfan anemia, Shwachman-Diamond syndrome, History and Physical, results of previous diagnostics
GATA2 deficiency syndrome, congenital procedure report.

amegakaryocytic thrombocytopenia) sequence analysis
panel, must include sequencing of at least 30 genes,
including BRCAZ2..

81442 Noonan spectrum disorders (eg, Noonan syndrome, CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
cardio-facio-cutaneous syndrome, Costello syndrome, www.providerportal.com. For Prior Authorization:
LEOPARD syndrome, Noonan-like syndrome), genomic History and Physical, results of previous diagnostics
sequence analysis panel, must include sequencing of at procedure report.

least 12 genes, including BRAF, CBL, HRAS, KRAS,
MAP2K1, MAP2K2, NRAS, PTPN11, RAF1, RIT1,
SHOC?2, and SOS1

81443 Genetic testing for severe inherited conditions (eg, cystic [CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
fibrosis, Ashkenazi Jewish-associated disorders [eg, www.providerportal.com. For Prior Authorization:
Bloom syndrome, Canavan disease, Fanconi anemia History and Physical, results of previous diagnostics
type C, mucolipidosis type VI, Gaucher disease, Tay- procedure report.

Sachs disease], beta hemoglobinopathies,
phenylketonuria, galactosemia), genomic sequence
analysis panel, must include sequencing of at least 15
genes (eg, ACADM, ARSA, ASPA, ATP7B, BCKDHA,
BCKDHB, BLM, CFTR, DHCR7, FANCC, G6PC, GAA,
GALT, GBA, GBE1, HBB, HEXA, IKBKAP, MCOLN1,

PAH)

81445 Targeted genomic sequence analysis panel, solid organ [CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
neoplasm, 5-50 genes (eg, ALK, BRAF, CDKN2A, EGFR, www.providerportal.com. For Prior Authorization:
ERBB2, KIT, KRAS, MET, NRAS, PDGFRA, PDGFRB, History and Physical, results of previous diagnostics
PGR, PIK3CA, PTEN, RET), interrogation for sequence procedure report. WA PLAN MEMBERS ONLY: No
variants and copy number variants or rearrangements, if prior authorization required for requests related to
performed; DNA analysis or combined DNA and RNA stage 3 or 4 cancer; or remittent, recurrent, relapsed,
analysis or metastatic cancers. Post-service review may be

required through Carelon.

81448 Hereditary peripheral neuropathies (eg, Charcot-Marie- |CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
Tooth, spastic paraplegia), genomic sequence analysis www.providerportal.com. For Prior Authorization:
panel, must include sequencing of at least 5 peripheral History and Physical, results of previous diagnostics
neuropathy-related genes (eg, BSCL2, GJB1, MFN2, procedure report.

MPZ, REEP1, SPAST, SPG11, SPTLC1)
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81449 Targeted genomic sequence analysis panel, solid organ |CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
neoplasm, 5-50 genes (eg, ALK, BRAF, CDKN2A, EGFR, www.providerportal.com. For Prior Authorization:
ERBB2, KIT, KRAS, MET, NRAS, PDGFRA, PDGFRB, History and Physical, results of previous diagnostics
PGR, PIK3CA, PTEN, RET), interrogation for sequence procedure report. WA PLAN MEMBERS ONLY: No
variants and copy number variants or rearrangements, if prior authorization required for requests related to
performed; RNA analysis stage 3 or 4 cancer; or remittent, recurrent, relapsed,
or metastatic cancers. Post-service review may be
required through Carelon.
81450 Targeted genomic sequence analysis panel, CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
hematolymphoid neoplasm or disorder, 5-50 genes (eg, www.providerportal.com. For Prior Authorization:
BRAF, CEBPA, DNMT3A, EZH2, FLT3, IDH1, IDH2, History and Physical, results of previous diagnostics
JAK2, KIT, KRAS, MLL, NOTCH1, NPM1, NRAS), procedure report. WA PLAN MEMBERS ONLY: No
interrogation for sequence variants, and copy number prior authorization required for requests related to
variants or rearrangements, or isoform expression or stage 3 or 4 cancer; or remittent, recurrent, relapsed,
mRNA expression levels, if performed; DNA analysis or or metastatic cancers. Post-service review may be
combined DNA and RNA analysis required through Carelon.
81451 Targeted genomic sequence analysis panel, CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
hematolymphoid neoplasm or disorder, 5-50 genes (eg, www.providerportal.com. For Prior Authorization:
BRAF, CEBPA, DNMT3A, EZH2, FLT3, IDH1, IDH2, History and Physical, results of previous diagnostics
JAKZ, KIT, KRAS, MLL, NOTCH1, NPM1, NRAS), procedure report. WA PLAN MEMBERS ONLY: No
interrogation for sequence variants, and copy number prior authorization required for requests related to
variants or rearrangements, or isoform expression or stage 3 or 4 cancer; or remittent, recurrent, relapsed,
mRNA expression levels, if performed; RNA analysis or metastatic cancers. Post-service review may be
required through Carelon.
81455 Targeted genomic sequence analysis panel, solid organ [CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at

or hematolymphoid neoplasm or disorder, 51 or greater
genes (eg, ALK, BRAF, CDKN2A, CEBPA, DNMT3A,
EGFR, ERBB2, EZH2, FLT3, IDH1, IDH2, JAK2, KIT,
KRAS, MET, MLL, NOTCH1, NPM1, NRAS, PDGFRA,
PDGFRB, PGR, PIK3CA, PTEN, RET), interrogation for
sequence variants and copy number variants or
rearrangements, or isoform expression or mRNA
expression levels, if performed; DNA analysis or
combined DNA and RNA analysis

www.providerportal.com. For Prior Authorization:
History and Physical, results of previous diagnostics
procedure report. WA PLAN MEMBERS ONLY: No
prior authorization required for requests related to
stage 3 or 4 cancer; or remittent, recurrent, relapsed,
or metastatic cancers. Post-service review may be
required through Carelon.
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81456 Targeted genomic sequence analysis panel, solid organ |CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
or hematolymphoid neoplasm or disorder, 51 or greater www.providerportal.com. For Prior Authorization:
genes (eg, ALK, BRAF, CDKN2A, CEBPA, DNMT3A, History and Physical, results of previous diagnostics
EGFR, ERBB2, EZH2, FLT3, IDH1, IDH2, JAK2, KIT, procedure report. WA PLAN MEMBERS ONLY: No
KRAS, MET, MLL, NOTCH1, NPM1, NRAS, PDGFRA, prior authorization required for requests related to
PDGFRB, PGR, PIK3CA, PTEN, RET), interrogation for stage 3 or 4 cancer; or remittent, recurrent, relapsed,
sequence variants and copy number variants or or metastatic cancers. Post-service review may be
rearrangements, or isoform expression or mRNA required through Carelon.
expression levels, if performed; RNA analysis

81460 Whole mitochondrial genome (eg, Leigh syndrome, CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
mitochondrial encephalomyopathy, lactic acidosis, and www.providerportal.com. For Prior Authorization:
stroke-like episodes [MELAS], myoclonic epilepsy with History and Physical, results of previous diagnostics
ragged-red fibers [MERFF], neuropathy, ataxia, and procedure report.
retinitis pigmentosa [NARP], Leber hereditary optic
neuropathy [LHON]), genomic sequence, must include
sequence analysis of entire mitochondrial genome with
heteroplasmy detection

81465 Whole mitochondrial genome large deletion analysis CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
panel (eg, Kearns-Sayre syndrome, chronic progressive www.providerportal.com. For Prior Authorization:
external ophthalmoplegia), including heteroplasmy History and Physical, results of previous diagnostics
detection, if performed procedure report.

81470 X-linked intellectual disability (XLID) (eg, syndromic and |CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
non-syndromic XLID); genomic sequence analysis panel, www.providerportal.com. For Prior Authorization:
must include sequencing of at least 60 genes, including History and Physical, results of previous diagnostics
ARX, ATRX, CDKL5, FGD1, FMR1, HUWE1, IL1RAPL, procedure report.
KDMS5C, L1CAM, MECP2, MED12, MID1, OCRL,
RPS6KA3, and SLC16A2

81471 X-linked intellectual disability (XLID) (eg, syndromic and [CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
non-syndromic XLID); duplication/deletion gene analysis, www.providerportal.com. For Prior Authorization:
must include analysis of at least 60 genes, including History and Physical, results of previous diagnostics
ARX, ATRX, CDKL5, FGD1, FMR1, HUWE1, IL1RAPL, procedure report.
KDM5C, L1CAM, MECP2, MED12, MID1, OCRL,
RPS6KA3, and SLC16A2

81479 Unlisted molecular pathology procedure CPT-4 Medical necessity review will be Genetic Testing Review required at claims submission; submit

performed upon claims submission description of procedure with supporting
with supporting documentation documentation (including operative report if surgical)
only for the date of service performed.
81490 Autoimmune (rheumatoid arthritis), analysis of 12 CPT-4 Possible Denial; Medical Records |Investigative Documentation optional

biomarkers using immunoassays, utilizing serum,
prognostic algorithm reported as a disease activity score

Optional

Page 115 of 357

03/01/2024

These criteria do not imply or guarantee approval. Please check with your plan to ensure coverage. Preauthorization requirements are only valid for the month published.
They may have changed from previous months and may change in future months.



Please note that any planned inpatient stay always requires prior authorization (PA) except maternity-related services.

Items with PA require review and approval before the service is performed.

Code List

To check the status of a code against a member's plan, use the Prior Authorization Tool, then submit the review and check the status of the review online. This list is not exhaustive. The presence of codes on this list does
not necessarily indicate coverage under the member benefits contract. Member contracts differ in their benefits. Always use the Prior Authorization Tool, consult the member benefit booklet, or contact a customer service
representative to determine coverage for a specific medical service or supply.

Description Plan Review Requirement Reviewed For Medical Records Request
81493 Coronary artery disease, mRNA, gene expression CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
profiling by real-time RT-PCR of 23 genes, utilizing whole www.providerportal.com. For Prior Authorization:
peripheral blood, algorithm reported as a risk score History and Physical, results of previous diagnostics
procedure report.
81500 Oncology (ovarian), biochemical assays of two proteins |CPT-4 Possible Denial; Medical Records |Investigative Documentation optional
(CA-125 and HE4), utilizing serum, with menopausal Optional
status, algorithm reported as a risk score
81503 Oncology (ovarian), biochemical assays of five proteins |CPT-4 Possible Denial; Medical Records  |Investigative Documentation optional
(CA-125, apolipoprotein A1, beta-2 microglobulin, Optional
transferrin and pre-albumin), utilizing serum, algorithm
reported as a risk score
81504 Oncology (tissue of origin), microarray gene expression |CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
profiling of > 2000 genes, utilizing formalin-fixed paraffin- www.providerportal.com. For Prior Authorization:
embedded tissue, algorithm reported as tissue similarity History and Physical, results of previous diagnostics
scores procedure report. WA PLAN MEMBERS ONLY: No
prior authorization required for requests related to
stage 3 or 4 cancer; or remittent, recurrent, relapsed,
or metastatic cancers. Post-service review may be
required through Carelon.
81518 Oncology (breast), mRNA, gene expression profiling by |CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
real-time RT-PCR of 11 genes (7 content and 4 www.providerportal.com. For Prior Authorization:
housekeeping), utilizing formalin-fixed paraffin-embedded History and Physical, results of previous diagnostics
tissue, algorithms reported as percentage risk for procedure report. WA PLAN MEMBERS ONLY: No
metastatic recurrence and likelihood of benefit from prior authorization required for requests related to
extended endocrine therapy stage 3 or 4 cancer; or remittent, recurrent, relapsed,
or metastatic cancers. Post-service review may be
required through Carelon.
81519 Oncology (breast), mMRNA, gene expression profiling by |CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
real-time RT-PCR of 21 genes, utilizing formalin-fixed www.providerportal.com. For Prior Authorization:
paraffin embedded tissue, algorithm reported as History and Physical, results of previous diagnostics
recurrence score procedure report. WA PLAN MEMBERS ONLY: No
prior authorization required for requests related to
stage 3 or 4 cancer; or remittent, recurrent, relapsed,
or metastatic cancers. Post-service review may be
required through Carelon.
81520 Oncology (breast), mRNA gene expression profiling by [CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at

hybrid capture of 58 genes (50 content and 8
housekeeping), utilizing formalin-fixed paraffin-embedded
tissue, algorithm reported as a recurrence risk score

www.providerportal.com. For Prior Authorization:
History and Physical, results of previous diagnostics
procedure report.
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81521 Oncology (breast), mRNA, microarray gene expression [CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
profiling of 70 content genes and 465 housekeeping www.providerportal.com. For Prior Authorization:
genes, utilizing fresh frozen or formalin-fixed paraffin- History and Physical, results of previous diagnostics
embedded tissue, algorithm reported as index related to procedure report. WA PLAN MEMBERS ONLY: No
risk of distant metastasis prior authorization required for requests related to
stage 3 or 4 cancer; or remittent, recurrent, relapsed,
or metastatic cancers. Post-service review may be
required through Carelon.
81522 Oncology (breast), MRNA, gene expression profiling by |CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
RT-PCR OF 12 genes (8 content and 4 housekeeping), www.providerportal.com. For Prior Authorization:
utilizing formalin-fixed paraffin-embedded tissue, History and Physical, results of previous diagnostics
algorithm reported as recurrence risk score procedure report. WA PLAN MEMBERS ONLY: No
prior authorization required for requests related to
stage 3 or 4 cancer; or remittent, recurrent, relapsed,
or metastatic cancers. Post-service review may be
required through Carelon.
81523 Oncology (breast), mRNA, next-generation sequencing |[CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
gene expression profiling of 70 content genes and 31 www.providerportal.com. For Prior Authorization:
housekeeping genes, utilizing formalin-fixed paraffin- History and Physical, results of previous diagnostics
embedded tissue, algorithm reported as index related to procedure report. WA PLAN MEMBERS ONLY: No
risk to distant metastasis prior authorization required for requests related to
stage 3 or 4 cancer; or remittent, recurrent, relapsed,
or metastatic cancers. Post-service review may be
required through Carelon.
81525 Oncology (colon), mRNA, gene expression profiling by  |CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
real-time RT-PCR of 12 genes (7 content and 5 www.providerportal.com. For Prior Authorization:
housekeeping), utilizing formalin-fixed paraffin-embedded History and Physical, results of previous diagnostics
tissue, algorithm reported as a recurrence score procedure report. WA PLAN MEMBERS ONLY: No
prior authorization required for requests related to
stage 3 or 4 cancer; or remittent, recurrent, relapsed,
or metastatic cancers. Post-service review may be
required through Carelon.
81529 Oncology (cutaneous melanoma), mRNA, gene CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at

expression profiling by real-time RT-PCR of 31 genes (28
content and 3 housekeeping), utilizing formalin-fixed
paraffin-embedded tissue, algorithm reported as
recurrence risk, including likelihood of sentinel lymph
node metastasis

www.providerportal.com. For Prior Authorization:
History and Physical, results of previous diagnostics
procedure report. WA PLAN MEMBERS ONLY: No
prior authorization required for requests related to
stage 3 or 4 cancer; or remittent, recurrent, relapsed,
or metastatic cancers. Post-service review may be
required through Carelon.
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81538 Oncology (lung), mass spectrometric 8-protein signature, [CPT-4 Possible Denial; Medical Records [Investigative Documentation optional
including amyloid A, utilizing serum, prognostic and Optional
predictive algorithm reported as good versus poor overall
survival
81539 Oncology (high-grade prostate cancer), biochemical CPT-4 Possible Denial; Medical Records |Investigative Documentation optional
assay of four proteins (Total PSA, Free PSA, Intact PSA, Optional
and human kallikrein-2 [hK2]), utilizing plasma or serum,
prognostic algorithm reported as a probability score
81540 Oncology (tumor of unknown origin), mRNA, gene CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
expression profiling by real-time RT-PCR of 92 genes (87 www.providerportal.com. For Prior Authorization:
content and 5 housekeeping) to classify tumor into main History and Physical, results of previous diagnostics
cancer type and subtype, utilizing formalin-fixed paraffin- procedure report. WA PLAN MEMBERS ONLY: No
embedded tissue, algorithm reported as a probability of a prior authorization required for requests related to
predicted main cancer type and subtype stage 3 or 4 cancer; or remittent, recurrent, relapsed,
or metastatic cancers. Post-service review may be
required through Carelon.
81541 Oncology (prostate), mRNA gene expression profiling by [CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
real-time RT-PCR of 46 genes (31 content and 15 www.providerportal.com. For Prior Authorization:
housekeeping), utilizing formalin-fixed paraffin-embedded History and Physical, results of previous diagnostics
tissue, algorithm reported as a disease-specific mortality procedure report. WA PLAN MEMBERS ONLY: No
risk score prior authorization required for requests related to
stage 3 or 4 cancer; or remittent, recurrent, relapsed,
or metastatic cancers. Post-service review may be
required through Carelon.
81542 Oncology (prostate), mRNA, microarray gene expression |CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
profiling of 22 content genes, utilizing formalin-fixed www.providerportal.com. For Prior Authorization:
paraffin-embedded tissue, algorithm reported as History and Physical, results of previous diagnostics
metastasis risk score procedure report. WA PLAN MEMBERS ONLY: No
prior authorization required for requests related to
stage 3 or 4 cancer; or remittent, recurrent, relapsed,
or metastatic cancers. Post-service review may be
required through Carelon.
81546 Oncology (thyroid), mRNA, gene expression analysis of [CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at

10,196 genes, utilizing fine needle aspirate, algorithm
reported as a categorical result (eg, benign or
suspicious)

www.providerportal.com. For Prior Authorization:
History and Physical, results of previous diagnostics
procedure report. WA PLAN MEMBERS ONLY: No
prior authorization required for requests related to
stage 3 or 4 cancer; or remittent, recurrent, relapsed,
or metastatic cancers. Post-service review may be
required through Carelon.
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81551 Oncology (prostate), promoter methylation profiling by CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
real-time PCR of 3 genes (GSTP1, APC, RASSF1), www.providerportal.com. For Prior Authorization:
utilizing formalin-fixed paraffin-embedded tissue, History and Physical, results of previous diagnostics
algorithm reported as a likelihood of prostate cancer procedure report. WA PLAN MEMBERS ONLY: No
detection on repeat biopsy prior authorization required for requests related to
stage 3 or 4 cancer; or remittent, recurrent, relapsed,
or metastatic cancers. Post-service review may be
required through Carelon.
81552 Oncology (uveal melanoma), MRNA, gene expression CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
profiling by real-time RT-PCR of 15 genes (12 content www.providerportal.com. For Prior Authorization:
and 3 housekeeping), utilizing fine needle aspirate or History and Physical, results of previous diagnostics
formalin-fixed paraffin-embedded tissue, algorithm procedure report. WA PLAN MEMBERS ONLY: No
reported as risk of metastasis prior authorization required for requests related to
stage 3 or 4 cancer; or remittent, recurrent, relapsed,
or metastatic cancers. Post-service review may be
required through Carelon.
81554 Pulmonary disease (idiopathic pulmonary fibrosis [IPF]), |CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
mRNA, gene expression analysis of 190 genes, utilizing www.providerportal.com. For Prior Authorization:
transbronchial biopsies, diagnostic algorithm reported as History and Physical, results of previous diagnostics
categorical result (eg, positive or negative for high procedure report.
probability of usual interstitial pneumonia [UIP])
81595 Cardiology (heart transplant), mRNA, gene expression CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
profiling by real-time quantitative PCR of 20 genes (11 www.providerportal.com. For Prior Authorization:
content and 9 housekeeping), utilizing subfraction of History and Physical, results of previous diagnostics
peripheral blood, algorithm reported as a rejection risk procedure report.
score
81596 Infectious disease, chronic hepatitis C virus (HCV) CPT-4 Prior Authorization Required Medical Necessity Submit History and Physical, documentation of
infection, six biochemical assays (ALT, A2- medical necessity
macroglobulin, apolipoprotein A-1, total bilirubin, GGT,
and haptoglobin) utilizing serum, prognostic algorithm
reported as scores for fibrosis and necroinflammatory
activity in liver
81599 Unlisted multianalyte assay with algorithmic analysis CPT-4 Medical necessity review will be Genetic Testing Review required at claims submission; submit
performed upon claims submission description of procedure with supporting
with supporting documentation documentation (including operative report if surgical)
only for the date of service performed.
82306 Vitamin D; 25 hydroxy, includes fraction(s), if performed [CPT-4 Retrospective Review Medical Necessity Reviewed retrospectively only. Submit history and
physical, documentation of medical necessity.
82652 Vitamin D; 1, 25 dihydroxy, includes fraction(s), if CPT-4 Retrospective Review Medical Necessity Reviewed retrospectively only. Submit history and
performed physical, documentation of medical necessity.
83698 Lipoprotein-associated phospholipase A2 (Lp-PLA2) CPT-4 Medical Necessity Review Required |Medical Necessity Submit History and Physical, documentation of

medical necessity
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84999 Unlisted chemistry procedure CPT-4 Medical necessity review will be Medical necessity Review required at claims submission; submit
performed upon claims submission description of procedure with supporting
with supporting documentation documentation (including operative report if surgical)
only for the date of service performed.
85999 Unlisted hematology and coagulation procedure CPT-4 Medical necessity review will be Medical necessity Review required at claims submission; submit
performed upon claims submission description of procedure with supporting
with supporting documentation documentation (including operative report if surgical)
only for the date of service performed.

86328 Immunoassay for infectious agent antibody(ies), CPT-4 Retrospective Review Medical Necessity Reviewed retrospectively only. Submit history and
qualitative or semiquantitative, single step method (eg, physical, documentation of medical necessity.
reagent strip); severe acute respiratory syndrome
coronavirus 2 (SARS-CoV-2) (Coronavirus disease
[COVID-19])

86413 Severe acute respiratory syndrome coronavirus 2 (SARS-|{CPT-4 Retrospective Review Medical Necessity Reviewed retrospectively only. Submit history and
CoV-2) (Coronavirus disease [COVID-19]) antibody, physical, documentation of medical necessity.
quantitative

86486 Unlisted antigen, skin test, each CPT-4 Medical necessity review will be Medical necessity Review required at claims submission; submit

performed upon claims submission description of procedure with supporting
with supporting documentation documentation (including operative report if surgical)
only for the date of service performed.

86769 Antibody; severe acute respiratory syndrome coronavirus |CPT-4 Retrospective Review Medical Necessity Reviewed retrospectively only. Submit history and
2 (SARS-CoV-2) (Coronavirus disease [COVID-19]) physical, documentation of medical necessity.

86849 Unlisted immunology procedure CPT-4 Medical necessity review will be Medical necessity Review required at claims submission; submit

performed upon claims submission description of procedure with supporting
with supporting documentation documentation (including operative report if surgical)
only for the date of service performed.

86910 Blood typing, for paternity testing, per individual; ABO, CPT-4 Non-covered Service Benefit Exception Submit records only when member's contract
Rh and MN indicates coverage.

86911 Blood typing, for paternity testing, per individual; each CPT-4 Non-covered Service Benefit Exception Submit records only when member's contract
additional antigen system indicates coverage.

86999 Unlisted transfusion medicine procedure CPT-4 Medical necessity review will be Medical necessity Review required at claims submission; submit

performed upon claims submission description of procedure with supporting
with supporting documentation documentation (including operative report if surgical)
only for the date of service performed.

87899 Infectious agent antigen detection by immunoassay with |CPT-4 Medical necessity review will be Medical necessity Review required at claims submission; submit
direct optical observation; not otherwise specified performed upon claims submission description of procedure with supporting

with supporting documentation documentation (including operative report if surgical)
only for the date of service performed.

87999 Unlisted microbiology procedure CPT-4 Medical necessity review will be Medical necessity Review required at claims submission; submit

performed upon claims submission description of procedure with supporting
with supporting documentation documentation (including operative report if surgical)
only for the date of service performed.

88000 Necropsy (autopsy), gross examination only; without CPT-4 Non-covered Service Benefit Exception Submit records only when member's contract
CNS indicates coverage.
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88005 Necropsy (autopsy), gross examination only; with brain |CPT-4 Non-covered Service Benefit Exception Submit records only when member's contract
indicates coverage.
88007 Necropsy (autopsy), gross examination only; with brain  |CPT-4 Non-covered Service Benefit Exception Submit records only when member's contract
and spinal cord indicates coverage.
88012 Necropsy (autopsy), gross examination only; infant with |CPT-4 Non-covered Service Benefit Exception Submit records only when member's contract
brain indicates coverage.
88014 Necropsy (autopsy), gross examination only; stillborn or |CPT-4 Non-covered Service Benefit Exception Submit records only when member's contract
newborn with brain indicates coverage.
88016 Necropsy (autopsy), gross examination only; macerated |CPT-4 Non-covered Service Benefit Exception Submit records only when member's contract
stillborn indicates coverage.
88020 Necropsy (autopsy), gross and microscopic; without CNS |CPT-4 Non-covered Service Benefit Exception Submit records only when member's contract
indicates coverage.
88025 Necropsy (autopsy), gross and microscopic; with brain CPT-4 Non-covered Service Benefit Exception Submit records only when member's contract
indicates coverage.
88027 Necropsy (autopsy), gross and microscopic; infant with  |CPT-4 Non-covered Service Benefit Exception Submit records only when member's contract
brain indicates coverage.
88028 Necropsy (autopsy), gross and microscopic; infant with  |CPT-4 Non-covered Service Benefit Exception Submit records only when member's contract
brain indicates coverage.
88029 Necropsy (autopsy), gross and microscopic; stillborn or |CPT-4 Non-covered Service Benefit Exception Submit records only when member's contract
newborn with brain indicates coverage.
88036 Necropsy (autopsy), limited, gross and/or microscopic; |CPT-4 Non-covered Service Benefit Exception Submit records only when member's contract
regional indicates coverage.
88037 Necropsy (autopsy), limited, gross and/or microscopic; |CPT-4 Non-covered Service Benefit Exception Submit records only when member's contract
single organ indicates coverage.
88040 Necropsy (autopsy); forensic examination CPT-4 Non-covered Service Benefit Exception Submit records only when member's contract
indicates coverage.
88045 Necropsy (autopsy); coroner's call CPT-4 Non-covered Service Benefit Exception Submit records only when member's contract
indicates coverage.
88099 Unlisted necropsy (autopsy) procedure CPT-4 Medical necessity review will be Benefit Exception Review required at claims submission; submit
performed upon claims submission description of procedure with supporting
with supporting documentation documentation (including operative report if surgical)
only for the date of service performed.
88104 Cytopathology, fluids, washings or brushings, except CPT-4 Possible Denial; Medical Records  |Investigative Submit History and Physical, documentation of
cervical or vaginal; smears with interpretation Optional medical necessity, operative report as it relates to the
requested service.Reviewed only when 88104,
88305, 88312 & 88361 are billed together with
Barrett's Esophagus diagnosis.
88199 Unlisted cytopathology procedure CPT-4 Medical necessity review will be Medical necessity Review required at claims submission; submit
performed upon claims submission description of procedure with supporting
with supporting documentation documentation (including operative report if surgical)
only for the date of service performed.
88299 Unlisted cytogenetic study CPT-4 Medical necessity review will be Medical necessity Review required at claims submission; submit

performed upon claims submission
with supporting documentation

description of procedure with supporting
documentation (including operative report if surgical)
only for the date of service performed.
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88305 Level IV - Surgical pathology, gross and microscopic CPT-4 Possible Denial; Medical Records [Investigative Submit History and Physical, documentation of
examination Abortion - spontaneous/missed Artery, Optional medical necessity, operative report as it relates to the
biopsy Bone marrow, biopsy Bone exostosis requested service.Reviewed only when 88104,
Brain/meninges, other than for tumor resection Breast, 88305, 88312 & 88361 are billed together with
biopsy, not requiring microscopic evaluation of surgical Barrett's Esophagus diagnosis.
margins Breast, reduction mammoplasty Bronchus,
biopsy Cell block, any source Cervix, biopsy Colon,
biopsy Duodenum, biopsy Endocervix, curettings/biopsy
Endometrium, curettings/biopsy Esophagus, biopsy
Extremity, amputation, etc.

88312 Special stain including interpretation and report; Group | |CPT-4 Possible Denial; Medical Records  |Investigative Submit History and Physical, documentation of
for microorganisms (eg, acid fast, methenamine silver) Optional medical necessity, operative report as it relates to the

requested service.Reviewed only when 88104,
88305, 88312 & 88361 are billed together with
Barrett’'s Esophagus diagnosis.

88361 Morphometric analysis, tumor immunohistochemistry (eg, |CPT-4 Possible Denial; Medical Records |Investigative Submit History and Physical, documentation of
Her-2/neu, estrogen receptor/progesterone receptor), Optional medical necessity, operative report as it relates to the
quantitative or semiquantitative, per specimen, each requested service.Reviewed only when 88104,
single antibody stain procedure; using computer-assisted 88305, 88312 & 88361 are billed together with
technology Barrett’'s Esophagus diagnosis.

88399 Unlisted surgical pathology procedure CPT-4 Medical necessity review will be Medical necessity Review required at claims submission; submit

performed upon claims submission description of procedure with supporting
with supporting documentation documentation (including operative report if surgical)
only for the date of service performed.

88749 Unlisted in vivo lab service CPT-4 Medical necessity review will be Medical necessity Review required at claims submission; submit

performed upon claims submission description of procedure with supporting
with supporting documentation documentation (including operative report if surgical)
only for the date of service performed.

89240 Unlisted miscellaneous pathology test CPT-4 Medical necessity review will be Medical necessity Review required at claims submission; submit

performed upon claims submission description of procedure with supporting
with supporting documentation documentation (including operative report if surgical)
only for the date of service performed.

89398 Unlisted reproductive medicine laboratory procedure CPT-4 Medical necessity review will be Medical necessity Review required at claims submission; submit

performed upon claims submission description of procedure with supporting
with supporting documentation documentation (including operative report if surgical)
only for the date of service performed.

90283 Immune globulin (IglV), human, for intravenous use CPT-4 Prior Authorization Required Medical necessity including | This drug requires review for site of service

site of service administration in addition to review for prior
authorization/medical necessity. Submit history and
physical and recent lab work.

90284 Immune globulin (SCIg), human, for use in subcutaneous |CPT-4 Prior Authorization Required Medical necessity including | This drug requires review for site of service

infusions, 100 mg, each

site of service

administration in addition to review for prior
authorization/medical necessity. Submit history and
physical and recent lab work.
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90375 Rabies immune globulin (Rlg), human, for intramuscular |CPT-4 Retrospective Review Medical Necessity Submit History and Physical, documentation of
and/or subcutaneous use medical necessity, operative report as it relates to the

requested service.

90376 Rabies immune globulin, heat-treated (RIg-HT), human, |CPT-4 Retrospective Review Medical Necessity Submit History and Physical, documentation of
for intramuscular and/or subcutaneous use medical necessity, operative report as it relates to the

requested service.

90377 Rabies immune globulin, heat- and solvent/detergent- CPT-4 Retrospective Review Medical Necessity Submit History and Physical, documentation of
treated (RIg-HT S/D), human, for intramuscular and/or medical necessity, operative report as it relates to the
subcutaneous use requested service.

90378 Respiratory syncytial virus, monoclonal antibody, CPT-4 Prior Authorization Required Medical Necessity Age or gestational age, history of respiratory
recombinant, for intramuscular use, 50 mg, each problems, current medical treatment, if any risk

factors

90399 Unlisted immune globulin CPT-4 Medical necessity review will be Medical necessity Review required at claims submission; submit

performed upon claims submission description of procedure with supporting
with supporting documentation documentation (including operative report if surgical)
only for the date of service performed.

90749 Unlisted vaccine/toxoid CPT-4 Medical necessity review will be Medical necessity Review required at claims submission; submit

performed upon claims submission description of procedure with supporting
with supporting documentation documentation (including operative report if surgical)
only for the date of service performed.

90867 Therapeutic repetitive transcranial magnetic stimulation |[CPT-4 Prior Authorization Required Medical Necessity History and physical, chart notes from ordering
treatment; planning physician, treatment plan and results.

90868 Therapeutic repetitive transcranial magnetic stimulation |CPT-4 Prior Authorization Required Medical Necessity History and physical, chart notes from ordering
treatment; delivery and management, per session physician, treatment plan and results.

90869 Therapeutic repetitive transcranial magnetic stimulation |CPT-4 Prior Authorization Required Medical Necessity Submit history and physical, documentation of
(TMS) treatment; subsequent motor threshold re- medical necessity and procedure report.
determination with delivery and management

90870 Electroconvulsive therapy (includes necessary CPT-4 Prior Authorization Required Medical Necessity Submit history and physical, documentation of
monitoring) medical necessity and procedure report.

90882 Environmental intervention for medical management CPT-4 Non-covered Service Benefit Exception Submit records only when member's contract
purposes on a psychiatric patient's behalf with agencies, indicates coverage.
employers, or institutions

90889 Preparation of report of patient's psychiatric status, CPT4 Non-covered Service Benefit Exception Submit records only when member's contract
history, treatment, or progress (other than for legal or indicates coverage.
consultative purposes) for other individuals, agencies, or
insurance carriers

90899 Unlisted psychiatric service or procedure CPT-4 Medical necessity review will be Medical necessity Review required at claims submission; submit

performed upon claims submission description of procedure with supporting
with supporting documentation documentation (including operative report if surgical)
only for the date of service performed.

90901 Biofeedback training by any modality CPT-4 Retrospective Review Medical Necessity Submit History and Physical, documentation of

medical necessity, operative report as it relates to the
requested service.
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90912 Biofeedback training, perineal muscles, anorectal or CPT-4 Retrospective Review Medical Necessity Submit History and Physical, documentation of
urethral sphincter, including EMG and/or manometry, medical necessity, operative report as it relates to the
when performed; initial 15 minutes of one-on-one requested service.
physician or other qualified health care professional
contact with the patient

90913 Biofeedback training, perineal muscles, anorectal or CPT-4 Retrospective Review Medical Necessity Submit History and Physical, documentation of
urethral sphincter, including EMG and/or manometry, medical necessity, operative report as it relates to the
when performed; each additional 15 minutes of one-on- requested service.
one physician or other qualified health care professional
contact with the patient (List separately in addition to
code for primary procedure)

90999 Unlisted dialysis procedure, inpatient or outpatient CPT-4 Medical necessity review will be Medical necessity Review required at claims submission; submit

performed upon claims submission description of procedure with supporting
with supporting documentation documentation (including operative report if surgical)
only for the date of service performed.

91110 Gastrointestinal tract imaging, intraluminal (eg, capsule [CPT-4 Prior Authorization Required Medical Necessity Submit History and Physical, documentation of
endoscopy), esophagus through ileum, with interpretation medical necessity, operative report as it relates to the
and report requested service.

91111 Gastrointestinal tract imaging, intraluminal (eg, capsule [CPT-4 Prior Authorization Required Medical Necessity Submit History and Physical, documentation of
endoscopy), esophagus with interpretation and report medical necessity, operative report as it relates to the

requested service.

91112 Gastrointestinal transit and pressure measurement, CPT-4 Prior Authorization Required Medical Necessity Submit History and Physical, documentation of
stomach through colon, wireless capsule, with medical necessity, operative report as it relates to the
interpretation and report requested service.

91113 Gastrointestinal tract imaging, intraluminal (eg, capsule |[CPT-4 Prior Authorization Required Medical Necessity Submit History and Physical, documentation of
endoscopy), colon, with interpretation and report medical necessity, operative report as it relates to the

requested service.

91200 Liver elastography, mechanically induced shear wave CPT-4 Prior Authorization Required Medical Necessity Submit History and Physical, documentation of
(e.g., vibration), without imaging, with interpretation and medical necessity, operative report as it relates to the
report requested service.

91299 Unlisted diagnostic gastroenterology procedure CPT-4 Medical necessity review will be Medical necessity Review required at claims submission; submit

performed upon claims submission description of procedure with supporting
with supporting documentation documentation (including operative report if surgical)
only for the date of service performed.

92132 Scanning computerized ophthalmic diagnostic imaging, [CPT-4 Retrospective Review Medical Necessity Submit History and Physical, documentation of
anterior segment, with interpretation and report, unilateral medical necessity, operative report as it relates to the
or bilateral requested service.

92250 Fundus photography with interpretation and report CPT-4 Retrospective Review Medical Necessity Reviewed retrospectively only. Submit history and

physical, documentation of medical necessity.

92499 Unlisted eye procedure CPT-4 Medical necessity review will be Medical necessity Review required at claims submission; submit

performed upon claims submission description of procedure with supporting
with supporting documentation documentation (including operative report if surgical)
only for the date of service performed.

92562 Loudness balance test, alternate binaural or monaural CPT-4 Non-covered Service Benefit Exception Submit records only when member's contract

indicates coverage.
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92596 Ear protector attenuation measurements CPT-4 Non-covered Service Benefit Exception Submit records only when member's contract

indicates coverage.

92640 Diagnostic analysis with programming of auditory CPT-4 Prior Authorization Required Medical Necessity History and physical, office notes from ordering
brainstem implant, per hour physician for visits related to the billed service and

results of testing performed.

92700 Unlisted otorhinolaryngological service or procedure CPT-4 Medical necessity review will be Medical necessity Review required at claims submission; submit

performed upon claims submission description of procedure with supporting
with supporting documentation documentation (including operative report if surgical)
only for the date of service performed.

93228 External mobile cardiovascular telemetry with CPT-4 Prior Authorization Required Investigative Submit History and Physical, documentation of
electrocardiographic recording, concurrent computerized medical necessity, operative report as it relates to the
real time data analysis and greater than 24 hours of requested service.
accessible ECG data storage (retrievable with query) with
ECG triggered and patient selected events transmitted to
a remote attended surveillance center for up to 30 days;
review and interpretation with report by a physician or
other qualified health care professional

93229 External mobile cardiovascular telemetry with CPT-4 Prior Authorization Required Investigative Submit History and Physical, documentation of
electrocardiographic recording, concurrent computerized medical necessity, operative report as it relates to the
real time data analysis and greater than 24 hours of requested service.
accessible ECG data storage (retrievable with query) with
ECG triggered and patient selected events transmitted to
a remote attended surveillance center for up to 30 days;
technical support for connection and patient instructions
for use, attended surveillance, analysis and transmission
of daily and emergent data reports

93264 Remote monitoring of a wireless pulmonary artery CPT-4 Possible Denial; Medical Records  |Investigative Documentation optional
pressure sensor for up to 30 days, including at least Optional
weekly downloads of pulmonary artery pressure
recordings, interpretation(s), trend analysis, and report

93292 Interrogation device evaluation (in person) with physician |CPT-4 Medical Necessity Review Required |Medical Necessity Recent History and Physical, plan of care, and
analysis, review and report, includes connection, documentation of medical necessity
recording and disconnection per patient encounter;
wearable defibrillator system

93303 Transthoracic echocardiography for congenital cardiac CPT-4 Prior Authorization Required Advanced Imaging Submit online review with Carelon at
anomalies; complete www.providerportal.com. For Prior Authorization:

History and Physical, results of previous diagnostics
procedure report.

93304 Transthoracic echocardiography for congenital cardiac  |CPT-4 Prior Authorization Required Advanced Imaging Submit online review with Carelon at

anomalies; follow-up or limited study

www.providerportal.com. For Prior Authorization:
History and Physical, results of previous diagnostics
procedure report.
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93306 Echocardiography, transthoracic, real-time with image CPT-4 Prior Authorization Required Advanced Imaging Submit online review with Carelon at
documentation (2D), includes M-mode recording, when www.providerportal.com. For Prior Authorization:
performed, complete, with spectral Doppler History and Physical, results of previous diagnostics
echocardiography, and with color flow Doppler procedure report.
echocardiography
93307 Echocardiography, transthoracic, real-time with image CPT-4 Prior Authorization Required Advanced Imaging Submit online review with Carelon at
documentation (2D), includes M-mode recording, when www.providerportal.com. For Prior Authorization:
performed, complete, without spectral or color Doppler History and Physical, results of previous diagnostics
echocardiography procedure report.
93308 Echocardiography, transthoracic, real-time with image CPT-4 Prior Authorization Required Advanced Imaging Submit online review with Carelon at
documentation (2D), includes M-mode recording, when www.providerportal.com. For Prior Authorization:
performed, follow-up or limited study History and Physical, results of previous diagnostics
procedure report.
93312 Echocardiography, transesophageal, real-time with image|CPT-4 Prior Authorization Required Advanced Imaging Submit online review with Carelon at
documentation (2D) (with or without M-mode recording); www.providerportal.com. For Prior Authorization:
including probe placement, image acquisition, History and Physical, results of previous diagnostics
interpretation and report procedure report.
93313 Echocardiography, transesophageal, real-time with image|CPT-4 Prior Authorization Required Advanced Imaging Submit online review with Carelon at
documentation (2D) (with or without M-mode recording); www.providerportal.com. For Prior Authorization:
placement of transesophageal probe only History and Physical, results of previous diagnostics
procedure report.
93314 Echocardiography, transesophageal, real-time with image|CPT-4 Prior Authorization Required Advanced Imaging Submit online review with Carelon at
documentation (2D) (with or without M-mode recording); www.providerportal.com. For Prior Authorization:
image acquisition, interpretation and report only History and Physical, results of previous diagnostics
procedure report.
93315 Transesophageal echocardiography for congenital CPT-4 Prior Authorization Required Advanced Imaging Submit online review with Carelon at
cardiac anomalies; including probe placement, image www.providerportal.com. For Prior Authorization:
acquisition, interpretation and report History and Physical, results of previous diagnostics
procedure report.
93316 Transesophageal echocardiography for congenital CPT-4 Prior Authorization Required Advanced Imaging Submit online review with Carelon at
cardiac anomalies; placement of transesophageal probe www.providerportal.com. For Prior Authorization:
only History and Physical, results of previous diagnostics
procedure report.
93317 Transesophageal echocardiography for congenital CPT-4 Prior Authorization Required Advanced Imaging Submit online review with Carelon at
cardiac anomalies; image acquisition, interpretation and www.providerportal.com. For Prior Authorization:
report only History and Physical, results of previous diagnostics
procedure report.
93350 Echocardiography, transthoracic, real-time with image CPT-4 Prior Authorization Required Advanced Imaging Submit online review with Carelon at

documentation (2D), includes M-mode recording, when
performed, during rest and cardiovascular stress test
using treadmill, bicycle exercise and/or pharmacologically
induced stress, with interpretation and report;

www.providerportal.com. For Prior Authorization:
History and Physical, results of previous diagnostics
procedure report.
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93351 Echocardiography, transthoracic, real-time with image CPT-4 Prior Authorization Required Advanced Imaging Submit online review with Carelon at
documentation (2D), includes M-mode recording, when www.providerportal.com. For Prior Authorization:
performed, during rest and cardiovascular stress test History and Physical, results of previous diagnostics
using treadmill, bicycle exercise and/or pharmacologically procedure report.
induced stress, with interpretation and report

93454 Catheter placement in coronary artery(s) for coronary CPT-4 Prior Authorization Required Medical necessity including |Submit Site of Service, History and Physical,
angiography, including intraprocedural injection(s) for site of service documentation of medical necessity, operative report.
coronary angiography, imaging supervision and
interpretation;

93455 Catheter placement in coronary artery(s) for coronary CPT-4 Prior Authorization Required Medical necessity including |Submit Site of Service, History and Physical,
angiography, including intraprocedural injection(s) for site of service documentation of medical necessity, operative report.
coronary angiography, imaging supervision and
interpretation

93456 Catheter placement in coronary artery(s) for coronary CPT-4 Prior Authorization Required Medical necessity including |Submit Site of Service, History and Physical,
angiography, including intraprocedural injection(s) for site of service documentation of medical necessity, operative report
coronary angiography, imaging supervision and
interpretation; with right heart catheterization

93457 Catheter placement in coronary artery(s) for coronary CPT-4 Prior Authorization Required Medical necessity including |Submit Site of Service, History and Physical,
angiography, including intraprocedural injection(s) for site of service documentation of medical necessity, operative report
coronary angiography, imaging supervision and
interpretation; with catheter placement(s) in bypass
graft(s) (internal mammary, free arterial, venous grafts)
including intraprocedural injection(s) for bypass graft
angiography and right heart catheterization

93458 Catheter placement in coronary artery(s) for coronary CPT-4 Prior Authorization Required Medical necessity including |Submit Site of Service, History and Physical,
angiography, including intraprocedural injection(s) for site of service documentation of medical necessity, operative report.
coronary angiography, imaging supervision and
interpretation; with left heart catheterization

93459 Catheter placement in coronary artery(s) for coronary CPT-4 Prior Authorization Required Medical necessity including |Submit Site of Service, History and Physical,
angiography, including intraprocedural injection(s) for site of service documentation of medical necessity, operative report.
coronary angiography, imaging supervision and
interpretation; with left heart catheterization

93460 Catheter placement in coronary artery(s) for coronary CPT-4 Prior Authorization Required Medical necessity including |Submit Site of Service, History and Physical,
angiography, including intraprocedural injection(s) for site of service documentation of medical necessity, operative report.
coronary angiography, imaging supervision and
interpretation; with right and left heart catheterization

93461 Catheter placement in coronary artery(s) for coronary CPT-4 Prior Authorization Required Medical necessity including |Submit Site of Service, History and Physical,
angiography, including intraprocedural injection(s) for site of service documentation of medical necessity, operative report.
coronary angiography, imaging supervision and
interpretation; with right and left heart catheterization

93580 Percutaneous transcatheter closure of congenital CPT-4 Prior Authorization Required Medical Necessity History and Physical, procedure report including

interatrial communication (ie, fonton fenestration, atrial
septal defect) with implant

name of transcatheter device used
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Description Plan Review Requirement Reviewed For Medical Records Request

93668 Peripheral arterial disease (PAD) rehabilitation, per CPT-4 Retrospective Review Medical Necessity Submit History and Physical, documentation of
session medical necessity, operative report as it relates to the

requested service.
93701 Bioimpedance thoracic electrical CPT-4 Possible Denial; Medical Records  |Investigative Documentation optional
Optional

93745 Initial set-up and programming by a physician of CPT-4 Medical Necessity Review Required [Medical Necessity Recent History and Physical, plan of care, and

wearable cardioverter-defibrillator includes initial documentation of medical necessity

programming of system, establishing baseline electronic
ECG, transmission of data to data repository

93792 Patient/caregiver training for initiation of home CPT-4 Retrospective Review Medical Necessity Submit History and Physical, documentation of
international normalized ratio (INR) monitoring under the medical necessity, operative report as it relates to the
direction of a physician or other qualified health care requested service.

professional, face-to-face, including use and care of the
INR monitor, obtaining blood sample, instructions for
reporting home INR test results, and documentation of
patient's/caregiver's ability to perform testing and report

results

93793 Anticoagulant management for a patient taking warfarin, |CPT-4 Retrospective Review Medical Necessity Submit History and Physical, documentation of
must include review and interpretation of a new home, medical necessity, operative report as it relates to the
office, or lab international normalized ratio (INR) test requested service.

result, patient instructions, dosage adjustment (as
needed), and scheduling of additional test(s), when

performed
93799 Unlisted cardiovascular service or procedure CPT-4 Medical necessity review will be Medical necessity Review required at claims submission; submit
performed upon claims submission description of procedure with supporting
with supporting documentation documentation (including operative report if surgical)
only for the date of service performed.

93895 Quantitative carotid intima media thickness and carotid |[CPT-4 Possible Denial; Medical Records  |Investigative Documentation optional
atheroma evaluation, bilateral Optional

93998 Unlisted noninvasive vascular diagnostic study CPT-4 Medical necessity review will be Medical necessity Review required at claims submission; submit

performed upon claims submission description of procedure with supporting
with supporting documentation documentation (including operative report if surgical)
only for the date of service performed.

94774 Pediatric home apnea monitoring event recording CPT-4 Retrospective Review Medical Necessity Submit History and Physical, documentation of
including respiratory rate, pattern and heart rate per 30- medical necessity, operative report as it relates to the
day period of time; includes monitor attachment, requested service.
download of data, review, interpretation, and preparation
of a report by a physician or other qualified health care
professional

94775 Pediatric home apnea monitoring event recording CPT-4 Retrospective Review Medical Necessity Submit History and Physical, documentation of
including respiratory rate, pattern and heart rate per 30- medical necessity, operative report as it relates to the
day period of time; monitor attachment only (includes requested service.
hook-up, initiation of recording and disconnection)
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Description Plan Review Requirement Reviewed For Medical Records Request
94776 Pediatric home apnea monitoring event recording CPT-4 Retrospective Review Medical Necessity Submit History and Physical, documentation of
including respiratory rate, pattern and heart rate per 30- medical necessity, operative report as it relates to the
day period of time; monitoring, download of information, requested service.
receipt of transmission(s) and analyses by computer only
94777 Pediatric home apnea monitoring event recording CPT-4 Retrospective Review Medical Necessity Submit History and Physical, documentation of
including respiratory rate, pattern and heart rate per 30- medical necessity, operative report as it relates to the
day period of time; review, interpretation and preparation requested service.
of report only by a physician or other qualified health care
professional
94799 Unlisted pulmonary service or procedure CPT-4 Medical necessity review will be Medical necessity Review required at claims submission; submit
performed upon claims submission description of procedure with supporting
with supporting documentation documentation (including operative report if surgical)
only for the date of service performed.
95199 Unlisted allergy/clinical immunologic service or procedure |CPT-4 Medical necessity review will be Medical necessity Review required at claims submission; submit
performed upon claims submission description of procedure with supporting
with supporting documentation documentation (including operative report if surgical)
only for the date of service performed.
95782 Polysomnography; younger than 6 years, sleep staging |CPT-4 Prior Authorization Required Sleep Study Submit online review with Carelon at
with 4 or more additional parameters of sleep, attended www.providerportal.com. For Prior Authorization:
by a technologist History and Physical, results of previous diagnostics
procedure report.
95783 Polysomnography; younger than 6 years, sleep staging |CPT-4 Prior Authorization Required Sleep Study Submit online review with Carelon at
with 4 or more additional parameters of sleep, with www.providerportal.com. For Prior Authorization:
initiation of continuous positive airway pressure therapy History and Physical, results of previous diagnostics
or bi-level ventilation, attended by a technologist procedure report.
95803 Actigraphy testing, recording, analysis, interpretation, and|{CPT-4 Possible Denial; Medical Records  |Investigative Documentation optional
report (minimum of 72 hours to 14 consecutive days of Optional
recording)
95805 Multiple sleep latency or maintenance of wakefulness CPT4 Prior Authorization Required Sleep Study Submit online review with Carelon at
testing, recording, analysis and interpretation of www.providerportal.com. For Prior Authorization:
physiological measurements of sleep during multiple History and Physical, results of previous diagnostics
trials to assess sleepiness procedure report.
95807 Sleep study, simultaneous recording of ventilation, CPT-4 Prior Authorization Required Sleep Study Submit online review with Carelon at
respiratory effort, ECG or heart rate, and oxygen www.providerportal.com. For Prior Authorization:
saturation, attended by a technologist History and Physical, results of previous diagnostics
procedure report.
95808 Polysomnography; sleep staging with 1-3 additional CPT-4 Prior Authorization Required Sleep Study Submit online review with Carelon at

parameters of sleep, attended by a technologist

www.providerportal.com. For Prior Authorization:
History and Physical, results of previous diagnostics
procedure report.
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Description Plan Review Requirement Reviewed For Medical Records Request

95810 Polysomnography; sleep staging with 4 or more CPT-4 Prior Authorization Required Sleep Study Submit online review with Carelon at
additional parameters of sleep, attended by a www.providerportal.com. For Prior Authorization:
technologist History and Physical, results of previous diagnostics

procedure report.

95811 Polysomnography; sleep staging with 4 or more CPT-4 Prior Authorization Required Sleep Study Submit online review with Carelon at
additional parameters of sleep, with initiation of www.providerportal.com. For Prior Authorization:
continuous positive airway pressure therapy or bilevel History and Physical, results of previous diagnostics
ventilation, attended by a technologist procedure report.

95930 Visual evoked potential (VEP) checkerboard or flash CPT-4 Retrospective Review Medical Necessity Submit History and Physical, documentation of
testing, central nervous system except glaucoma, with medical necessity, operative report as it relates to the
interpretation and report requested service.

95940 Continuous intraoperative neurophysiology monitoring in |CPT-4 Medical Necessity Review Required |Medical Necessity Submit history and physical, documentation of
the operating room, one on one monitoring requiring medical necessity and procedure report.

personal attendance, each 15 minutes (List separately in
addition to code for primary procedure)

95941 Continuous intraoperative neurophysiology monitoring, |CPT-4 Medical Necessity Review Required |Medical Necessity Submit history and physical, documentation of
from outside the operating room (remote or nearby) or for medical necessity and procedure report.
monitoring of more than one case while in the operating
room, per hour (List separately in addition to code for
primary procedure)

95999 Unlisted neurological or neuromuscular diagnostic CPT-4 Medical necessity review will be Medical necessity Review required at claims submission; submit
procedure performed upon claims submission description of procedure with supporting
with supporting documentation documentation (including operative report if surgical)
only for the date of service performed.
96000 Comprehensive computer-based motion analysis by CPT-4 Possible Denial; Medical Records |Investigative Documentation optional
video-taping and 3-d kinematics Optional
96001 Comprehensive computer-based motion analysis by CPT-4 Possible Denial; Medical Records  |Investigative Documentation optional
video-taping and 3D kinematics; with dynamic plantar Optional
pressure measurements during walking
96002 Dynamic surface electromyography, during walking or CPT-4 Possible Denial; Medical Records  |Investigative Documentation optional
other functional activities, 1-12 muscles Optional
96003 Dynamic fine wire electromyography during walking or CPT-4 Possible Denial; Medical Records |Investigative Documentation optional
other functional activities 1 muscle Optional
96004 Review and interpretation by physician or other qualified |CPT-4 Possible Denial; Medical Records |Investigative Documentation optional
health care professional of comprehensive computer- Optional

based motion analysis, dynamic plantar pressure
measurements, dynamic surface electromyography
during walking or other functional activities, and dynamic
fine wire electromyography, with written report

96161 Administration of caregiver-focused health risk CPT-4 Non-covered Service Benefit Exception Submit records only when member's contract
assessment instrument (eg, depression inventory) for the indicates coverage.
benefit of the patient, with scoring and documentation,
per standardized instrument
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Description Plan Review Requirement Reviewed For Medical Records Request
96379 Unlisted therapeutic, prophylactic, or diagnostic CPT-4 Medical necessity review will be Medical necessity Review required at claims submission; submit
intravenous or intra-arterial injection or infusion performed upon claims submission description of procedure with supporting
with supporting documentation documentation (including operative report if surgical)
only for the date of service performed.
96446 Chemotherapy administration into the peritoneal cavity |CPT-4 Prior Authorization Required Medical Necessity Recent History and Physical, plan of care, and
via indwelling port or catheter documentation of medical necessity
96547 Intraoperative hyperthermic intraperitoneal chemotherapy |CPT-4 Prior Authorization Required Medical Necessity Submit History and Physical, documentation of
(HIPEC) procedure, including separate incision(s) and medical necessity, operative report as it relates to the
closure, when performed; first 60 minutes requested service.
96549 Unlisted chemotherapy procedure CPT-4 Medical necessity review will be Medical necessity Review required at claims submission; submit
performed upon claims submission description of procedure with supporting
with supporting documentation documentation (including operative report if surgical)
only for the date of service performed.
96999 Unlisted special dermatological service or procedure CPT-4 Medical necessity review will be Medical necessity Review required at claims submission; submit
performed upon claims submission description of procedure with supporting
with supporting documentation documentation (including operative report if surgical)
only for the date of service performed.
97010 Application of a modality to 1 or more areas; hot or cold [CPT-4 Retrospective Review Medical Necessity For Alaska plans: After the initial visit, submit history
packs and physical with documentation of medical necessity
as it relates to the requested service. For Washington
plans: After the first 6 treatment visits in an episode
of care, submit history and physical with
documentation of medical necessity as it relates to
the requested service.
97012 Application of a modality to 1 or more areas; traction, CPT-4 Retrospective Review Medical Necessity For Alaska plans: After the initial visit, submit history
mechanical and physical with documentation of medical necessity
as it relates to the requested service. For Washington
plans: After the first 6 treatment visits in an episode
of care, submit history and physical with
documentation of medical necessity as it relates to
the requested service.
97014 Application of a modality to 1 or more areas; electrical CPT-4 Retrospective Review Medical Necessity For Alaska plans: After the initial visit, submit history

stimulation (unattended)

and physical with documentation of medical necessity
as it relates to the requested service. For Washington
plans: After the first 6 treatment visits in an episode
of care, submit history and physical with
documentation of medical necessity as it relates to
the requested service.
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Description Plan Review Requirement Reviewed For Medical Records Request
97016 Application of a modality to 1 or more areas; CPT-4 Retrospective Review Medical Necessity For Alaska plans: After the initial visit, submit history
vasopneumatic devices and physical with documentation of medical necessity

as it relates to the requested service. For Washington
plans: After the first 6 treatment visits in an episode
of care, submit history and physical with
documentation of medical necessity as it relates to
the requested service.

97018 Application of a modality to 1 or more areas; paraffin bath|CPT-4 Retrospective Review Medical Necessity For Alaska plans: After the initial visit, submit history
and physical with documentation of medical necessity
as it relates to the requested service. For Washington
plans: After the first 6 treatment visits in an episode
of care, submit history and physical with
documentation of medical necessity as it relates to
the requested service.

97022 Application of a modality to 1 or more areas; whirlpool CPT-4 Retrospective Review Medical Necessity For Alaska plans: After the initial visit, submit history
and physical with documentation of medical necessity
as it relates to the requested service. For Washington
plans: After the first 6 treatment visits in an episode
of care, submit history and physical with
documentation of medical necessity as it relates to
the requested service.

97024 Application of a modality to 1 or more areas; diathermy [CPT-4 Retrospective Review Medical Necessity For Alaska plans: After the initial visit, submit history
(eg, microwave) and physical with documentation of medical necessity
as it relates to the requested service. For Washington
plans: After the first 6 treatment visits in an episode
of care, submit history and physical with
documentation of medical necessity as it relates to
the requested service.

97026 Application of a modality to 1 or more areas; infrared CPT-4 Retrospective Review Medical Necessity For Alaska plans: After the initial visit, submit history
and physical with documentation of medical necessity
as it relates to the requested service. For Washington
plans: After the first 6 treatment visits in an episode
of care, submit history and physical with
documentation of medical necessity as it relates to
the requested service.
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97028 Application of a modality to 1 or more areas; ultraviolet |[CPT-4 Retrospective Review Medical Necessity For Alaska plans: After the initial visit, submit history
and physical with documentation of medical necessity
as it relates to the requested service. For Washington
plans: After the first 6 treatment visits in an episode
of care, submit history and physical with
documentation of medical necessity as it relates to
the requested service.

97032 Application of a modality to 1 or more areas; electrical CPT-4 Retrospective Review Medical Necessity For Alaska plans: After the initial visit, submit history
stimulation (manual), each 15 minutes and physical with documentation of medical necessity
as it relates to the requested service. For Washington
plans: After the first 6 treatment visits in an episode
of care, submit history and physical with
documentation of medical necessity as it relates to
the requested service.

97033 Application of a modality to 1 or more areas; CPT-4 Retrospective Review Medical Necessity For Alaska plans: After the initial visit, submit history
iontophoresis, each 15 minutes and physical with documentation of medical necessity
as it relates to the requested service. For Washington
plans: After the first 6 treatment visits in an episode
of care, submit history and physical with
documentation of medical necessity as it relates to
the requested service.

97034 Application of a modality to 1 or more areas; contrast CPT4 Retrospective Review Medical Necessity For Alaska plans: After the initial visit, submit history
baths, each 15 minutes and physical with documentation of medical necessity
as it relates to the requested service. For Washington
plans: After the first 6 treatment visits in an episode
of care, submit history and physical with
documentation of medical necessity as it relates to
the requested service.

97035 Application of a modality to 1 or more areas; ultrasound, [CPT-4 Retrospective Review Medical Necessity For Alaska plans: After the initial visit, submit history
each 15 minutes and physical with documentation of medical necessity
as it relates to the requested service. For Washington
plans: After the first 6 treatment visits in an episode
of care, submit history and physical with
documentation of medical necessity as it relates to
the requested service.
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Reviewed For

97036

Description
Application of a modality to 1 or more areas; Hubbard
tank, each 15 minutes

CPT-4

Plan Review Requirement
Retrospective Review

Medical Necessity

Medical Records Request
For Alaska plans: After the initial visit, submit history
and physical with documentation of medical necessity
as it relates to the requested service. For Washington
plans: After the first 6 treatment visits in an episode
of care, submit history and physical with
documentation of medical necessity as it relates to
the requested service.

97039

Unlisted modality (specify type and time if constant
attendance)

CPT-4

Medical necessity review will be
performed upon claims submission
with supporting documentation

Medical Necessity

Review required at claims submission; submit
description of procedure with supporting
documentation (including operative report if surgical)
only for the date of service performed.

97110

Therapeutic procedure, 1 or more areas, each 15
minutes; therapeutic exercises to develop strength and
endurance, range of motion and flexibility

CPT-4

Retrospective Review

Medical Necessity

For Alaska plans: After the initial visit, submit history
and physical with documentation of medical necessity
as it relates to the requested service. For Washington
plans: After the first 6 treatment visits in an episode
of care, submit history and physical with
documentation of medical necessity as it relates to
the requested service.

97112

Therapeutic procedure, 1 or more areas, each 15
minutes; neuromuscular reeducation of movement,
balance, coordination, kinesthetic sense, posture, and/or
proprioception for sitting and/or standing activities

CPT-4

Retrospective Review

Medical Necessity

For Alaska plans: After the initial visit, submit history
and physical with documentation of medical necessity
as it relates to the requested service. For Washington
plans: After the first 6 treatment visits in an episode
of care, submit history and physical with
documentation of medical necessity as it relates to
the requested service.

97113

Therapeutic procedure, 1 or more areas, each 15
minutes; aquatic therapy with therapeutic exercises

CPT-4

Retrospective Review

Medical Necessity

For Alaska plans: After the initial visit, submit history
and physical with documentation of medical necessity
as it relates to the requested service. For Washington
plans: After the first 6 treatment visits in an episode
of care, submit history and physical with
documentation of medical necessity as it relates to
the requested service.

97116

Therapeutic procedure, 1 or more areas, each 15
minutes; gait training (includes stair climbing)

CPT-4

Retrospective Review

Medical Necessity

For Alaska plans: After the initial visit, submit history
and physical with documentation of medical necessity
as it relates to the requested service. For Washington
plans: After the first 6 treatment visits in an episode
of care, submit history and physical with
documentation of medical necessity as it relates to
the requested service.
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Description

Plan Review Requirement

Reviewed For

Medical Records Request

97124 Therapeutic procedure, 1 or more areas, each 15 CPT-4 Retrospective Review Medical Necessity For Alaska plans: After the initial visit, submit history
minutes; massage, including effleurage, petrissage and physical with documentation of medical necessity
and/or tapotement (stroking, compression, percussion) as it relates to the requested service. For Washington

plans: After the first 6 treatment visits in an episode
of care, submit history and physical with
documentation of medical necessity as it relates to
the requested service.

97139 Unlisted therapeutic procedure (specify) CPT-4 Medical necessity review will be Medical Necessity Review required at claims submission; submit

performed upon claims submission description of procedure with supporting
with supporting documentation documentation (including operative report if surgical)
only for the date of service performed.

97140 Manual therapy techniques (eg, mobilization/ CPT-4 Retrospective Review Medical Necessity For Alaska plans: After the initial visit, submit history
manipulation, manual lymphatic drainage, manual and physical with documentation of medical necessity
traction), 1 or more regions, each 15 minutes as it relates to the requested service. For Washington

plans: After the first 6 treatment visits in an episode
of care, submit history and physical with
documentation of medical necessity as it relates to
the requested service.

97150 Therapeutic procedure(s), group (2 or more individuals) [CPT-4 Retrospective Review Medical Necessity For Alaska plans: After the initial visit, submit history
and physical with documentation of medical necessity
as it relates to the requested service. For Washington
plans: After the first 6 treatment visits in an episode
of care, submit history and physical with
documentation of medical necessity as it relates to
the requested service.

97151 Behavior identification assessment, administered by a CPT-4 Prior Authorization Required Medical necessity Submit History and Physical, documentation of
physician or other qualified health care professional, medical necessity, operative report as it relates to the
each 15 minutes of the physician's or other qualified requested service.
health care professional's time face-to-face with patient
and/or guardian(s)/caregiver(s) administering
assessments and discussing findings and
recommendations, and non-face-to-face analyzing past
data, scoring/interpreting the assessment, and preparing
the report/treatment plan

97153 Adaptive behavior treatment by protocol, administered by [CPT-4 Prior Authorization Required Medical necessity Submit History and Physical, documentation of

technician under the direction of a physician or other
qualified health care professional, face-to-face with one
patient, each 15 minutes

medical necessity, operative report as it relates to the
requested service.
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Description Plan Review Requirement Reviewed For Medical Records Request

97154 Group adaptive behavior treatment by protocol, CPT-4 Prior Authorization Required Medical necessity Submit History and Physical, documentation of
administered by technician under the direction of a medical necessity, operative report as it relates to the
physician or other qualified health care professional, face- requested service.
to-face with two or more patients, each 15 minutes

97155 Adaptive behavior treatment with protocol modification, [CPT-4 Prior Authorization Required Medical necessity Submit History and Physical, documentation of
administered by physician or other qualified health care medical necessity, operative report as it relates to the
professional, which may include simultaneous direction of requested service.
technician, face-to-face with one patient, each 15
minutes

97156 Family adaptive behavior treatment guidance, CPT-4 Prior Authorization Required Medical necessity Submit History and Physical, documentation of
administered by physician or other qualified health care medical necessity, operative report as it relates to the
professional (with or without the patient present), face-to- requested service.
face with guardian(s)/caregiver(s), each 15 minutes

97158 Group adaptive behavior treatment with protocol CPT-4 Prior Authorization Required Medical necessity Submit History and Physical, documentation of
modification, administered by physician or other qualified medical necessity, operative report as it relates to the
health care professional, face-to-face with multiple requested service.
patients, each 15 minutes

97164 Re-evaluation of physical therapy established plan of CPT-4 Retrospective Review Medical Necessity For Alaska plans: After the initial visit, submit history
care. Typically, 20 minutes are spent face-to-face with and physical with documentation of medical necessity
the patient and/or family. as it relates to the requested service. For Washington

plans: After the first 6 treatment visits in an episode
of care, submit history and physical with
documentation of medical necessity as it relates to
the requested service.

97168 Re-evaluation of occupational therapy established plan of |CPT-4 Retrospective Review Medical Necessity For Alaska plans: After the initial visit, submit history
care. Typically, 30 minutes are spent face-to-face with and physical with documentation of medical necessity
the patient and/or family. as it relates to the requested service. For Washington

plans: After the first 6 treatment visits in an episode
of care, submit history and physical with
documentation of medical necessity as it relates to
the requested service.

97169 Athletic training evaluation, low complexity CPT-4 Non-covered Service Benefit Exception Submit records only when member's contract

indicates coverage.

97170 Athletic training evaluation, moderate complexity CPT-4 Non-covered Service Benefit Exception Submit records only when member's contract

indicates coverage.

97171 Athletic training evaluation, high complexity CPT-4 Non-covered Service Benefit Exception Submit records only when member's contract

indicates coverage.

97172 Re-evaluation of athletic training CPT-4 Non-covered Service Benefit Exception Submit records only when member's contract

indicates coverage.
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Description

Plan Review Requirement

Reviewed For

Medical Records Request

97530 Therapeutic activities, direct (one-on-one) patient contact |CPT-4 Retrospective Review Medical Necessity For Alaska plans: After the initial visit, submit history
(use of dynamic activities to improve functional and physical with documentation of medical necessity
performance), each 15 minutes as it relates to the requested service. For Washington

plans: After the first 6 treatment visits in an episode
of care, submit history and physical with
documentation of medical necessity as it relates to
the requested service.

97533 Sensory integrative techniques to enhance sensory CPT-4 Retrospective Review Medical Necessity For Alaska plans: After the initial visit, submit history
processing and promote adaptive responses to and physical with documentation of medical necessity
environmental demands, direct (one-on-one) patient as it relates to the requested service. For Washington
contact by the provider, each 15 minutes plans: After the first 6 treatment visits in an episode

of care, submit history and physical with
documentation of medical necessity as it relates to
the requested service.

97535 Self-care/home management training (eg, activities of CPT-4 Retrospective Review Medical Necessity For Alaska plans: After the initial visit, submit history
daily living (ADL) and compensatory training, meal and physical with documentation of medical necessity
preparation, safety procedures, and instructions in use of as it relates to the requested service. For Washington
assistive technology devices/adaptive equipment) direct plans: After the first 6 treatment visits in an episode
one-on-one contact, each 15 minutes of care, submit history and physical with

documentation of medical necessity as it relates to
the requested service.

97537 Community/work reintegration training, direct one-on-one |CPT-4 Non-covered Service Benefit Exception Submit records only when member's contract
contact, each 15 minutes indicates coverage.

97542 Wheelchair management (eg, assessment, fitting, CPT-4 Retrospective Review Medical Necessity For Alaska plans: After the initial visit, submit history
training), each 15 minutes and physical with documentation of medical necessity

as it relates to the requested service. For Washington
plans: After the first 6 treatment visits in an episode
of care, submit history and physical with
documentation of medical necessity as it relates to
the requested service.

97545 Work hardening/conditioning; initial 2 hours CPT-4 Non-covered Service Benefit Exception Submit records only when member's contract

indicates coverage.

97546 Work hardening/conditioning; each additional hour (List |CPT-4 Non-covered Service Benefit Exception Submit records only when member's contract

separately in addition to code for primary procedure

indicates coverage.
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Please note that any planned inpatient stay always requires prior authorization (PA) except maternity-related services.

Items with PA require review and approval before the service is performed.

Code List

To check the status of a code against a member's plan, use the Prior Authorization Tool, then submit the review and check the status of the review online. This list is not exhaustive. The presence of codes on this list does
not necessarily indicate coverage under the member benefits contract. Member contracts differ in their benefits. Always use the Prior Authorization Tool, consult the member benefit booklet, or contact a customer service
representative to determine coverage for a specific medical service or supply.

Description Plan Review Requirement Reviewed For Medical Records Request

97750 Physical performance test or measurement (eg, CPT-4 Retrospective Review Medical Necessity For Alaska plans: After the initial visit, submit history
musculoskeletal, functional capacity), with written report, and physical with documentation of medical necessity
each 15 minutes as it relates to the requested service. For Washington

plans: After the first 6 treatment visits in an episode
of care, submit history and physical with
documentation of medical necessity as it relates to
the requested service.

97755 Assistive technology assessment (eg, to restore, CPT-4 Retrospective Review Medical Necessity For Alaska plans: After the initial visit, submit history
augment or compensate for existing function, optimize and physical with documentation of medical necessity
functional tasks and/or maximize environmental as it relates to the requested service. For Washington
accessibility), direct one-on-one contact by provider, with plans: After the first 6 treatment visits in an episode
written report, each 15 minutes of care, submit history and physical with

documentation of medical necessity as it relates to
the requested service.

97760 Orthotic(s) management and training (including CPT-4 Medical necessity review will be Medical Necessity For Alaska plans: After the initial visit, submit history
assessment and fitting when not otherwise reported), performed upon claims submission and physical with documentation of medical necessity
upper extremity(s), lower extremity(s) and/or trunk, each with supporting documentation as it relates to the requested service. For Washington
15 minutes plans: After the first 6 treatment visits in an episode

of care, submit history and physical with
documentation of medical necessity as it relates to
the requested service.

97761 Prosthetic training, upper and/or lower extremity(s), each |CPT-4 Retrospective Review Medical Necessity For Alaska plans: After the initial visit, submit history
15 minutes and physical with documentation of medical necessity

as it relates to the requested service. For Washington
plans: After the first 6 treatment visits in an episode
of care, submit history and physical with
documentation of medical necessity as it relates to
the requested service.

97763 Orthotic(s)/prosthetic(s) management and/or training, CPT-4 Retrospective Review Medical Necessity For Alaska plans: After the initial visit, submit history
upper extremity(ies), lower extremity(ies), and/or trunk, and physical with documentation of medical necessity
subsequent orthotic(s)/prosthetic(s) encounter, each 15 as it relates to the requested service. For Washington
minutes plans: After the first 6 treatment visits in an episode

of care, submit history and physical with
documentation of medical necessity as it relates to
the requested service.

97799 Unlisted physical medicine/rehabilitation service or CPT-4 Medical necessity review will be Medical Necessity Review required at claims submission; submit

procedure

performed upon claims submission
with supporting documentation

description of procedure with supporting
documentation (including operative report if surgical)
only for the date of service performed.
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Please note that any planned inpatient stay always requires prior authorization (PA) except maternity-related services.

Items with PA require review and approval before the service is performed.

Code List

To check the status of a code against a member's plan, use the Prior Authorization Tool, then submit the review and check the status of the review online. This list is not exhaustive. The presence of codes on this list does
not necessarily indicate coverage under the member benefits contract. Member contracts differ in their benefits. Always use the Prior Authorization Tool, consult the member benefit booklet, or contact a customer service
representative to determine coverage for a specific medical service or supply.

Description Plan Review Requirement Reviewed For Medical Records Request
99026 Hospital mandated on call service; in-hospital, each hour |CPT-4 Non-covered Service Benefit Exception Submit records only when member's contract
indicates coverage.
99027 Hospital mandated on call service; out-of-hospital, each |CPT-4 Non-covered Service Benefit Exception Submit records only when member's contract
hour indicates coverage.
99056 Service(s) typically provided in the office, provided out of |[CPT-4 Non-covered Service Benefit Exception Submit records only when member's contract
the office at request of patient, in addition to basic indicates coverage.
service
99070 Supplies and materials (except spectacles), provided by |[CPT-4 Prior Authorization Required Medical necessity Submit History and Physical, documentation of
the physician or other qualified health care professional medical necessity, operative report as it relates to the
over and above those usually included with the office visit requested service.
or other services rendered (list drugs, trays, supplies, or
materials provided)
99075 Medical testimony CPT-4 Non-covered Service Benefit Exception Submit records only when member's contract
indicates coverage.
99080 Special reports such as insurance forms, more than the |CPT-4 Non-covered Service Benefit Exception Submit records only when member's contract
information conveyed in the usual medical indicates coverage.
communications or standard reporting form
99183 Physician attendance and supervision of hyperbaric CPT-4 Prior Authorization Required Medical Necessity History and Physical with medical necessity,
oxygen therapy, per session treatment plan, treatments tried and failed and
procedure report
99199 Unlisted special service or report CPT-4 Medical necessity review will be Medical necessity Review required at claims submission; submit
performed upon claims submission description of procedure with supporting
with supporting documentation documentation (including operative report if surgical)
only for the date of service performed.
99429 Unlisted preventive medicine svc CPT-4 Medical necessity review will be Medical necessity Review required at claims submission; submit
performed upon claims submission description of procedure with supporting
with supporting documentation documentation (including operative report if surgical)
only for the date of service performed.
99450 Basic life and/or disability examination that includes: CPT-4 Non-covered Service Benefit Exception Submit records only when member's contract
Measurement of height, weight, and blood pressure; indicates coverage.
Completion of a medical history following a life insurance
pro forma; Collection of blood sample and/or urinalysis
complying with "chain of custody" protocols; and
Completion of necessary documentation/certificates.
99455 Work related or medical disability examination by the CPT-4 Non-covered Service Benefit Exception Submit records only when member's contract

treating physician that includes: Completion of a medical
history commensurate with the patient's condition;
Performance of an examination commensurate with the
patient's condition; Formulation of a diagnosis,
assessment of capabilities and stability, and calculation
of impairment; Development of future medical treatment
plan; and Completion of necessary
documentation/certificates and report.

indicates coverage.
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Please note that any planned inpatient stay always requires prior authorization (PA) except maternity-related services.

Items with PA require review and approval before the service is performed.

Code List

To check the status of a code against a member's plan, use the Prior Authorization Tool, then submit the review and check the status of the review online. This list is not exhaustive. The presence of codes on this list does
not necessarily indicate coverage under the member benefits contract. Member contracts differ in their benefits. Always use the Prior Authorization Tool, consult the member benefit booklet, or contact a customer service
representative to determine coverage for a specific medical service or supply.

Description

Plan Review Requirement

Reviewed For

Medical Records Request

99456 Work related or medical disability examination by other [CPT-4 Non-covered Service Benefit Exception Submit records only when member's contract
than the treating physician that includes: Completion of a indicates coverage.
medical history commensurate with the patient's
condition; Performance of an examination commensurate
with the patient's condition; Formulation of a diagnosis,
assessment of capabilities and stability, and calculation
of impairment; Development of future medical treatment
plan; and Completion of necessary
documentation/certificates and report.
99499 Unlisted evaluation & management service CPT-4 Medical necessity review will be Medical necessity Review required at claims submission; submit
performed upon claims submission description of procedure with supporting
with supporting documentation documentation (including operative report if surgical)
only for the date of service performed.
99600 Unlisted home visit service or procedure CPT-4 Medical necessity review will be Medical necessity Review required at claims submission; submit
performed upon claims submission description of procedure with supporting
with supporting documentation documentation (including operative report if surgical)
only for the date of service performed.
0001U Red blood cell antigen typing, DNA, human erythrocyte |CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
antigen gene analysis of 35 antigens from 11 blood www.providerportal.com. For Prior Authorization:
groups, utilizing whole blood, common RBC alleles History and Physical, results of previous diagnostics
reported procedure report.
0o02u Oncology (colorectal), quantitative assessment of three |CPT-4 Possible Denial; Medical Records |Investigative Documentation optional
urine metabolites (ascorbic acid, succinic acid and Optional
carnitine) by liquid chromatography with tandem mass
spectrometry (LC-MS/MS) using multiple reaction
monitoring acquisition, algorithm reported as likelihood of
adenomatous polyps
0003U Oncology (ovarian) biochemical assays of five proteins |CPT-4 Possible Denial; Medical Records  |Investigative Documentation optional
(apolipoprotein A-1, CA 125 II, follicle stimulating Optional
hormone, human epididymis protein 4, transferrin),
utilizing serum, algorithm reported as a likelihood score
0004M |Scoliosis, DNA analysis of 53 single nucleotide CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at

polymorphisms (SNPs), using saliva, prognostic
algorithm reported as a risk score

www.providerportal.com. For Prior Authorization:
History and Physical, results of previous diagnostics

procedure report.
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Please note that any planned inpatient stay always requires prior authorization (PA) except maternity-related services.

Items with PA require review and approval before the service is performed.

Code List

To check the status of a code against a member's plan, use the Prior Authorization Tool, then submit the review and check the status of the review online. This list is not exhaustive. The presence of codes on this list does
not necessarily indicate coverage under the member benefits contract. Member contracts differ in their benefits. Always use the Prior Authorization Tool, consult the member benefit booklet, or contact a customer service
representative to determine coverage for a specific medical service or supply.

Description

Plan Review Requirement

Reviewed For

Medical Records Request

0005U Oncology (prostate) gene expression profile by real-time |CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
RT-PCR of 3 genes (ERG, PCA3, and SPDEF), urine, www.providerportal.com. For Prior Authorization:
algorithm reported as risk score History and Physical, results of previous diagnostics
procedure report. WA PLAN MEMBERS ONLY: No
prior authorization required for requests related to
stage 3 or 4 cancer; or remittent, recurrent, relapsed,
or metastatic cancers. Post-service review may be
required through Carelon.
0006M  |Oncology (hepatic), mMRNA expression levels of 161 CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
genes, utilizing fresh hepatocellular carcinoma tumor www.providerportal.com. For Prior Authorization:
tissue, with alpha-fetoprotein level, algorithm reported as History and Physical, results of previous diagnostics
a risk classifier procedure report. WA PLAN MEMBERS ONLY: No
prior authorization required for requests related to
stage 3 or 4 cancer; or remittent, recurrent, relapsed,
or metastatic cancers. Post-service review may be
required through Carelon.
0007M  |Oncology (gastrointestinal neuroendocrine tumors), real- [CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
time PCR expression analysis of 51 genes, utilizing www.providerportal.com. For Prior Authorization:
whole peripheral blood, algorithm reported as a History and Physical, results of previous diagnostics
nomogram of tumor disease index procedure report. WA PLAN MEMBERS ONLY: No
prior authorization required for requests related to
stage 3 or 4 cancer; or remittent, recurrent, relapsed,
or metastatic cancers. Post-service review may be
required through Carelon.
0011M  |Oncology, prostate cancer, mMRNA expression assay of [CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
12 genes (10 content and 2 housekeeping), RT-PCR test www.providerportal.com. For Prior Authorization:
utilizing blood plasma and/or urine, algorithms to predict History and Physical, results of previous diagnostics
high-grade prostate cancer risk procedure report. WA PLAN MEMBERS ONLY: No
prior authorization required for requests related to
stage 3 or 4 cancer; or remittent, recurrent, relapsed,
or metastatic cancers. Post-service review may be
required through Carelon.
0012M  |Oncology (urothelial), mRNA, gene expression profiling |CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at

by real-time quantitative PCR of five genes (MDK,
HOXA13, CDC2 [CDK1], IGFBP5, and XCR2), utilizing
urine, algorithm reported as a risk score for having
urothelial carcinoma

www.providerportal.com. For Prior Authorization:
History and Physical, results of previous diagnostics
procedure report. WA PLAN MEMBERS ONLY: No
prior authorization required for requests related to
stage 3 or 4 cancer; or remittent, recurrent, relapsed,
or metastatic cancers. Post-service review may be
required through Carelon.
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Please note that any planned inpatient stay always requires prior authorization (PA) except maternity-related services.

Items with PA require review and approval before the service is performed.

Code List

To check the status of a code against a member's plan, use the Prior Authorization Tool, then submit the review and check the status of the review online. This list is not exhaustive. The presence of codes on this list does
not necessarily indicate coverage under the member benefits contract. Member contracts differ in their benefits. Always use the Prior Authorization Tool, consult the member benefit booklet, or contact a customer service
representative to determine coverage for a specific medical service or supply.

Description

Plan Review Requirement

Reviewed For

Medical Records Request

0013M  |Oncology (urothelial), mRNA, gene expression profiling Prior Authorization Required Genetic Testing Submit online review with Carelon at
by real-time quantitative PCR of five genes (MDK, www.providerportal.com. For Prior Authorization:
HOXA13, CDC2 [CDK1], IGFBP5, and CXCR2), utilizing History and Physical, results of previous diagnostics
urine, algorithm reported as a risk score for having procedure report. WA PLAN MEMBERS ONLY: No
recurrent urothelial carcinoma prior authorization required for requests related to
stage 3 or 4 cancer; or remittent, recurrent, relapsed,
or metastatic cancers. Post-service review may be
required through Carelon.
0015M  |Adrenal cortical tumor, biochemical assay of 25 steroid [CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
markers, utilizing 24-hour urine specimen and clinical www.providerportal.com. For Prior Authorization:
parameters, prognostic algorithm reported as a clinical History and Physical, results of previous diagnostics
risk and integrated clinical steroid risk for adrenal cortical procedure report.
carcinoma, adenoma or other adrenal malignancy
0016M  |Oncology (bladder), mRNA, microarray gene expression [CPT-4 Possible Denial; Medical Records |Investigative Documentation optional
profiling of 209 genes, utilizing formalin-fixed paraffin- Optional
embedded tissue, algorithm reported as molecular
subtype (luminal, luminal infiltrated, basal, basal claudin-
low, neuroendocrine-like)
0016U Oncology (hematolymphoid neoplasia), RNA, BCR/ABL1 |CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
major and minor breakpoint fusion transcripts, www.providerportal.com. For Prior Authorization:
quantitative PCR amplification, blood or bone marrow, History and Physical, results of previous diagnostics
report of fusion not detected or detected with quantitation procedure report. WA PLAN MEMBERS ONLY: No
prior authorization required for requests related to
stage 3 or 4 cancer; or remittent, recurrent, relapsed,
or metastatic cancers. Post-service review may be
required through Carelon.
0017M  |Oncology (diffuse large B-cell lymphoma [DLBCL]), CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at

mRNA, gene expression profiling by fluorescent probe
hybridization of 20 genes, formalin-fixed paraffin-
embedded tissue, algorithm reported as cell of origin

www.providerportal.com. For Prior Authorization:
History and Physical, results of previous diagnostics
procedure report. WA PLAN MEMBERS ONLY: No
prior authorization required for requests related to
stage 3 or 4 cancer; or remittent, recurrent, relapsed,
or metastatic cancers. Post-service review may be
required through Carelon.
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To check the status of a code against a member's plan, use the Prior Authorization Tool, then submit the review and check the status of the review online. This list is not exhaustive. The presence of codes on this list does
not necessarily indicate coverage under the member benefits contract. Member contracts differ in their benefits. Always use the Prior Authorization Tool, consult the member benefit booklet, or contact a customer service
representative to determine coverage for a specific medical service or supply.

Description

Plan Review Requirement
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Medical Records Request

0017U  |Oncology (hematolymphoid neoplasia), JAK2 mutation, |CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
DNA, PCR amplification of exons 12-14 and sequence www.providerportal.com. For Prior Authorization:
analysis, blood or bone marrow, report of JAK2 mutation History and Physical, results of previous diagnostics
not detected or detected procedure report. WA PLAN MEMBERS ONLY: No
prior authorization required for requests related to
stage 3 or 4 cancer; or remittent, recurrent, relapsed,
or metastatic cancers. Post-service review may be
required through Carelon.
0018U Oncology (Thyroid), microRNA profiling by RT-PCR of 10 |[CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
microRNA sequences, utilizing fine needle aspirate, www.providerportal.com. For Prior Authorization:
algorithm reported as a positive or negative result for History and Physical, results of previous diagnostics
moderate to high risk of malignancy procedure report. WA PLAN MEMBERS ONLY: No
prior authorization required for requests related to
stage 3 or 4 cancer; or remittent, recurrent, relapsed,
or metastatic cancers. Post-service review may be
required through Carelon.
0019M |Cardiovascular disease, plasma, analysis of protein CPT-4 Possible Denial; Medical Records |[Genetic Testing Documentation optional
biomarkers by aptamer-based microarray and algorithm Optional
reported as 4-year likelihood od coronary event in high-
risk populations
0019U Oncology, RNA, gene expression by whole transcriptome [CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
sequencing, formalin-fixed paraffin embedded tissue or www.providerportal.com. For Prior Authorization:
fresh frozen tissue, predictive algorithm reported as History and Physical, results of previous diagnostics
potential targets for therapeutic agents procedure report. WA PLAN MEMBERS ONLY: No
prior authorization required for requests related to
stage 3 or 4 cancer; or remittent, recurrent, relapsed,
or metastatic cancers. Post-service review may be
required through Carelon.
0021U Oncology (prostate), detection of 8 autoantibodies (ARF |CPT-4 Possible Denial; Medical Records  |Investigative Documentation optional
6, NKX3-1, 5-UTR-BMI1, CEP 164, 3’-UTR-Ropporin, Optional
Desmocollin, AURKAIP-1, CSNK2A2), multiplexed
immunoassay and flow cytometry serum, algorithm
reported as risk score
0022V Targeted genomic sequence analysis panel, non-small  |CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at

cell lung neoplasia, DNA and RNA analysis, 23 genes,
interrogation for sequence variants and rearrangements,
reported as presence or absence of variants and
associated therapy(ies) to consider

www.providerportal.com. For Prior Authorization:
History and Physical, results of previous diagnostics
procedure report.
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Please note that any planned inpatient stay always requires prior authorization (PA) except maternity-related services.

Items with PA require review and approval before the service is performed.

Code List
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not necessarily indicate coverage under the member benefits contract. Member contracts differ in their benefits. Always use the Prior Authorization Tool, consult the member benefit booklet, or contact a customer service
representative to determine coverage for a specific medical service or supply.

Description Plan Review Requirement Reviewed For Medical Records Request
0023U Oncology (acute myelogenous leukemia), DNA, CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
genotyping of internal tandem duplication, p.D835, www.providerportal.com. For Prior Authorization:
p.1836, using mononuclear cells, reported as detection or History and Physical, results of previous diagnostics
nondetection of FLT3 mutation and indication for or procedure report. WA PLAN MEMBERS ONLY: No
against the use of midostaurin prior authorization required for requests related to
stage 3 or 4 cancer; or remittent, recurrent, relapsed,
or metastatic cancers. Post-service review may be
required through Carelon.
0026U Oncology (thyroid), DNA and mRNA of 112 genes, next- |CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
generation sequencing, fine needle aspirate of thyroid www.providerportal.com. For Prior Authorization:
nodule, algorithmic analysis reported as a categorical History and Physical, results of previous diagnostics
result ("Positive, high probability of malignancy" or procedure report. WA PLAN MEMBERS ONLY: No
"Negative, low probability of malignancy") prior authorization required for requests related to
stage 3 or 4 cancer; or remittent, recurrent, relapsed,
or metastatic cancers. Post-service review may be
required through Carelon.
0027U JAK2 (Janus kinase 2) (eg, myeloproliferative disorder) [CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
gene analysis, targeted sequence analysis exons 12-15 www.providerportal.com. For Prior Authorization:
History and Physical, results of previous diagnostics
procedure report. WA PLAN MEMBERS ONLY: No
prior authorization required for requests related to
stage 3 or 4 cancer; or remittent, recurrent, relapsed,
or metastatic cancers. Post-service review may be
required through Carelon.
0029U Drug metabolism (adverse drug reactions and drug CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
response), targeted sequence analysis (ie, CYP1A2, www.providerportal.com. For Prior Authorization:
CYP2C19, CYP2C9, CYP2D6, CYP3A4, CYP3A5, History and Physical, results of previous diagnostics
CYP4F2, SLCO1B1, VKORC1 and rs12777823) procedure report.
0030U Drug metabolism (warfarin drug response), targeted CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
sequence analysis (ie, CYP2C9, CYP4F2, VKORC1, www.providerportal.com. For Prior Authorization:
rs12777823) History and Physical, results of previous diagnostics
procedure report.
0031U CYP1A2 (cytochrome P450 family 1, subfamily A, CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
member 2)(eg, drug metabolism) gene analysis, common www.providerportal.com. For Prior Authorization:
variants (ie, *1F, *1K, *6, *7) History and Physical, results of previous diagnostics
procedure report.
0032U COMT (catechol-O-methyltransferase)(drug metabolism) |CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at

gene analysis, ¢.472G>A (rs4680) variant

www.providerportal.com. For Prior Authorization:
History and Physical, results of previous diagnostics
procedure report.
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Items with PA require review and approval before the service is performed.

Code List
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0033U HTR2A (5-hydroxytryptamine receptor 2A), HTR2C (5- Prior Authorization Required Genetic Testing Submit online review with Carelon at
hydroxytryptamine receptor 2C) (eg, citalopram www.providerportal.com. For Prior Authorization:
metabolism) gene analysis, common variants (ie, HTR2A History and Physical, results of previous diagnostics
rs7997012 [c.614-2211T>C], HTR2C rs3813929 [c.- procedure report.
759C>T] and rs1414334 [c.551-3008C>G])
0034U TPMT (thiopurine S-methyltransferase), NUDT15 (nudix [CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
hydroxylase 15)(eg, thiopurine metabolism), gene www.providerportal.com. For Prior Authorization:
analysis, common variants (ie, TPMT *2, *3A, *3B, *3C, History and Physical, results of previous diagnostics
*4,*5, %6, *8, *12; NUDT15 *3, *4, *5) procedure report.
0036U Exome (ie, somatic mutations), paired formalin-fixed CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
paraffin-embedded tumor tissue and normal specimen, www.providerportal.com. For Prior Authorization:
sequence analyses History and Physical, results of previous diagnostics
procedure report. WA PLAN MEMBERS ONLY: No
prior authorization required for requests related to
stage 3 or 4 cancer; or remittent, recurrent, relapsed,
or metastatic cancers. Post-service review may be
required through Carelon.
0037U Targeted genomic sequence analysis, solid organ CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
neoplasm, DNA analysis of 324 genes, interrogation for www.providerportal.com. For Prior Authorization:
sequence variants, gene copy number amplifications, History and Physical, results of previous diagnostics
gene rearrangements, microsatellite instability and tumor procedure report. WA PLAN MEMBERS ONLY: No
mutational burden prior authorization required for requests related to
stage 3 or 4 cancer; or remittent, recurrent, relapsed,
or metastatic cancers. Post-service review may be
required through Carelon.
0038U  |Vitamin D, 25 hydroxy D2 and D3, by LC-MS/MS, serum |CPT-4 Retrospective Review Medical Necessity Reviewed retrospectively only. Submit history and
microsample, quantitative physical, documentation of medical necessity.
0040U BCR/ABL1 (1(9;22)) (eg, chronic myelogenous leukemia) |CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
translocation analysis, major breakpoint, quantitative www.providerportal.com. For Prior Authorization:
History and Physical, results of previous diagnostics
procedure report. WA PLAN MEMBERS ONLY: No
prior authorization required for requests related to
stage 3 or 4 cancer; or remittent, recurrent, relapsed,
or metastatic cancers. Post-service review may be
required through Carelon.
0042T Cerebral perfusion analysis using computed tomography |CPT-4 Prior Authorization Required Advanced Imaging Submit online review with Carelon at

with contrast administration, including post-processing of
parametric maps with determination of cerebral blood
flow, cerebral blood volume, and mean transit time

www.providerportal.com. For Prior Authorization:
History and Physical, results of previous diagnostics
procedure report.
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representative to determine coverage for a specific medical service or supply.

Description

Plan Review Requirement

Reviewed For

Medical Records Request

0045U Oncology (breast ductal carcinoma in situ), mMRNA, gene |CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
expression profiling by real-time RT-PCR of 12 genes (7 www.providerportal.com. For Prior Authorization:
content and 5 housekeeping) History and Physical, results of previous diagnostics
procedure report. WA PLAN MEMBERS ONLY: No
prior authorization required for requests related to
stage 3 or 4 cancer; or remittent, recurrent, relapsed,
or metastatic cancers. Post-service review may be
required through Carelon.
0046U FLT3 (fms-related tyrosine kinase 3) (eg, acute myeloid |CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
leukemia) internal tandem duplication (ITD) variants, www.providerportal.com. For Prior Authorization:
quantitative History and Physical, results of previous diagnostics
procedure report. WA PLAN MEMBERS ONLY: No
prior authorization required for requests related to
stage 3 or 4 cancer; or remittent, recurrent, relapsed,
or metastatic cancers. Post-service review may be
required through Carelon.
0047U Oncology (prostate), mRNA, gene expression profiling by [CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
real-time RT-PCR of 17 genes (12 content and 5 www.providerportal.com. For Prior Authorization:
housekeeping), utilizing formalin-fixed paraffin-embedded History and Physical, results of previous diagnostics
tissue, algorithm reported as a risk score procedure report. WA PLAN MEMBERS ONLY: No
prior authorization required for requests related to
stage 3 or 4 cancer; or remittent, recurrent, relapsed,
or metastatic cancers. Post-service review may be
required through Carelon.
0048U Oncology (solid organ neoplasia), DNA, targeted CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
sequencing of protein-coding exons of 468 cancer- www.providerportal.com. For Prior Authorization:
associated genes, including interrogation for somatic History and Physical, results of previous diagnostics
mutations and microsatellite instability, matched with procedure report. WA PLAN MEMBERS ONLY: No
normal specimens prior authorization required for requests related to
stage 3 or 4 cancer; or remittent, recurrent, relapsed,
or metastatic cancers. Post-service review may be
required through Carelon.
0049U NPM1 (nucleophosmin) (eg, acute myeloid leukemia) CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at

gene analysis, quantitative

www.providerportal.com. For Prior Authorization:
History and Physical, results of previous diagnostics
procedure report. WA PLAN MEMBERS ONLY: No
prior authorization required for requests related to
stage 3 or 4 cancer; or remittent, recurrent, relapsed,
or metastatic cancers. Post-service review may be
required through Carelon.
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Please note that any planned inpatient stay always requires prior authorization (PA) except maternity-related services.

Items with PA require review and approval before the service is performed.

Code List

To check the status of a code against a member's plan, use the Prior Authorization Tool, then submit the review and check the status of the review online. This list is not exhaustive. The presence of codes on this list does
not necessarily indicate coverage under the member benefits contract. Member contracts differ in their benefits. Always use the Prior Authorization Tool, consult the member benefit booklet, or contact a customer service
representative to determine coverage for a specific medical service or supply.

Description

Plan Review Requirement

Reviewed For

Medical Records Request

0050U Targeted genomic sequence analysis panel, acute CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
myelogenous leukemia, DNA analysis, 194 genes, www.providerportal.com. For Prior Authorization:
interrogation for sequence variants or rearrangements History and Physical, results of previous diagnostics
procedure report. WA PLAN MEMBERS ONLY: No
prior authorization required for requests related to
stage 3 or 4 cancer; or remittent, recurrent, relapsed,
or metastatic cancers. Post-service review may be
required through Carelon.
0055U Cardiology (heart transplant), cell-free DNA, PCR assay |CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
of 96 DNA target sequences (94 single nucleotide www.providerportal.com. For Prior Authorization:
polymorphism targets and two control targets), plasma History and Physical, results of previous diagnostics
procedure report.
0060U Twin zygosity, genomic targeted sequence analysis of CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
chromosome 2, using circulating cell-free DNA in www.providerportal.com. For Prior Authorization:
maternal blood History and Physical, results of previous diagnostics
procedure report. WA PLAN MEMBERS ONLY: No
prior authorization required for requests related to
stage 3 or 4 cancer; or remittent, recurrent, relapsed,
or metastatic cancers. Post-service review may be
required through Carelon.
0062U Autoimmune (systemic lupus erythematosus), IgG and CPT-4 Possible Denial; Medical Records |Investigative Documentation optional
IgM analysis of 80 biomarkers, utilizing serum, algorithm Optional
reported with a risk score
0069U Oncology (colorectal), microRNA, RT-PCR expression CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
profiling of miR-31-3p, formalin-fixed paraffin-embedded www.providerportal.com. For Prior Authorization:
tissue, algorithm reported as an expression score History and Physical, results of previous diagnostics
procedure report. WA PLAN MEMBERS ONLY: No
prior authorization required for requests related to
stage 3 or 4 cancer; or remittent, recurrent, relapsed,
or metastatic cancers. Post-service review may be
required through Carelon.
0070U CYP2D6 (cytochrome P450, family 2, subfamily D, CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
polypeptide 6) (eg, drug metabolism) gene analysis, www.providerportal.com. For Prior Authorization:
common and select rare variants (ie, *2, *3, *4, *4N, *5, History and Physical, results of previous diagnostics
*6, *7, *8, *9, *10, *11, *12, *13, *14A, *14B, *15, *17, procedure report.
*29, *35, *36, *41, *57, *61, *63, *68, *83, *xN)
0071T Focused ultrasound ablation of uterine leiomyomata, CPT-4 Possible Denial; Medical Records  |Investigative Documentation optional

including MR guidance; total leiomyomata, volume less
than 200 cc of tissue

Optional
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Please note that any planned inpatient stay always requires prior authorization (PA) except maternity-related services.

Items with PA require review and approval before the service is performed.

Code List

To check the status of a code against a member's plan, use the Prior Authorization Tool, then submit the review and check the status of the review online. This list is not exhaustive. The presence of codes on this list does
not necessarily indicate coverage under the member benefits contract. Member contracts differ in their benefits. Always use the Prior Authorization Tool, consult the member benefit booklet, or contact a customer service
representative to determine coverage for a specific medical service or supply.

Description

Plan Review Requirement

Reviewed For

Medical Records Request

0071U CYP2D6 (cytochrome P450, family 2, subfamily D, Prior Authorization Required Genetic Testing Submit online review with Carelon at
polypeptide 6) (eg, drug metabolism) gene analysis, full www.providerportal.com. For Prior Authorization:
gene sequence (List separately in addition to code for History and Physical, results of previous diagnostics
primary procedure) procedure report.

0072T Focused ultrasound ablation of uterine leiomyomata, CPT-4 Possible Denial; Medical Records |Investigative Documentation optional
including MR guidance; total leiomyomata volume greater Optional
or equal to 200 cc of tissue

0072U CYP2D6 (cytochrome P450, family 2, subfamily D, CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
polypeptide 6) (eg, drug metabolism) gene analysis, www.providerportal.com. For Prior Authorization:
targeted sequence analysis (ie, CYP2D6-2D7 hybrid History and Physical, results of previous diagnostics
gene) (List separately in addition to code for primary procedure report.
procedure)

0073U CYP2D6 (cytochrome P450, family 2, subfamily D, CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
polypeptide 6) (eg, drug metabolism) gene analysis, www.providerportal.com. For Prior Authorization:
targeted sequence analysis (ie, CYP2D7-2D6 hybrid History and Physical, results of previous diagnostics
gene) (List separately in addition to code for primary procedure report.
procedure)

0074U CYP2D6 (cytochrome P450, family 2, subfamily D, CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
polypeptide 6) (eg, drug metabolism) gene analysis, www.providerportal.com. For Prior Authorization:
targeted sequence analysis (ie, non-duplicated gene History and Physical, results of previous diagnostics
when duplication/multiplication is trans) (List separately in procedure report.
addition to code for primary procedure)

0075U CYP2D6 (cytochrome P450, family 2, subfamily D, CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
polypeptide 6) (eg, drug metabolism) gene analysis, www.providerportal.com. For Prior Authorization:
targeted sequence analysis (ie, 5’ gene History and Physical, results of previous diagnostics
duplication/multiplication) (List separately in addition to procedure report.
code for primary procedure)

0076U CYP2D6 (cytochrome P450, family 2, subfamily D, CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
polypeptide 6) (eg, drug metabolism) gene analysis, www.providerportal.com. For Prior Authorization:
targeted sequence analysis (ie, 3’ gene duplication/ History and Physical, results of previous diagnostics
multiplication) (List separately in addition to code for procedure report.
primary procedure)

0078U Pain management (opioid-use disorder) genotyping CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
panel, 16 common variants (ie, ABCB1, COMT, DAT1, www.providerportal.com. For Prior Authorization:
DBH, DOR, DRD1, DRD2, DRD4, GABA, GAL, HTR2A, History and Physical, results of previous diagnostics
HTTLPR, MTHFR, MUOR, OPRK1, OPRM1), buccal procedure report.
swab or other germline tissue sample, algorithm reported
as positive or negative risk of opioid-use disorder

0079U Comparative DNA analysis using multiple selected single-|CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at

nucleotide polymorphisms (SNPs), urine and buccal
DNA, for specimen identity verification

www.providerportal.com. For Prior Authorization:
History and Physical, results of previous diagnostics
procedure report.
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Please note that any planned inpatient stay always requires prior authorization (PA) except maternity-related services.
Items with PA require review and approval before the service is performed.

Code List

To check the status of a code against a member's plan, use the Prior Authorization Tool, then submit the review and check the status of the review online. This list is not exhaustive. The presence of codes on this list does
not necessarily indicate coverage under the member benefits contract. Member contracts differ in their benefits. Always use the Prior Authorization Tool, consult the member benefit booklet, or contact a customer service
representative to determine coverage for a specific medical service or supply.

Description Plan Review Requirement Reviewed For Medical Records Request
0080U Oncology (lung), mass spectrometric analysis of galectin-|CPT-4 Possible Denial; Medical Records [Investigative Documentation optional
3-binding protein and scavenger receptor cysteine-rich Optional
type 1 protein M130, with five clinical risk factors (age,
smoking status, nodule diameter, nodule-spiculation
status and nodule location), utilizing plasma, algorithm
reported as a categorical probability of malignancy
0087U Cardiology (heart transplant), mRNA gene expression CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
profiling by microarray of 1283 genes, transplant biopsy www.providerportal.com. For Prior Authorization:
tissue, allograft rejection and injury algorithm reported as History and Physical, results of previous diagnostics
a probability score procedure report.
0088U Transplantation medicine (kidney allograft rejection), CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
microarray gene expression profiling of 1494 genes, www.providerportal.com. For Prior Authorization:
utilizing transplant biopsy tissue, algorithm reported as a History and Physical, results of previous diagnostics
probability score for rejection procedure report.
0089U Oncology (melanoma), gene expression profiling by CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
RTgPCR, PRAME and LINC00518, superficial collection www.providerportal.com. For Prior Authorization:
using adhesive patch(es) History and Physical, results of previous diagnostics
procedure report. WA PLAN MEMBERS ONLY: No
prior authorization required for requests related to
stage 3 or 4 cancer; or remittent, recurrent, relapsed,
or metastatic cancers. Post-service review may be
required through Carelon.
0090U Oncology (cutaneous melanoma), mRNA gene CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
expression profiling by RT-PCR of 23 genes (14 content www.providerportal.com. For Prior Authorization:
and 9 housekeeping), utilizing formalin-fixed paraffin- History and Physical, results of previous diagnostics
embedded tissue, algorithm reported as a categorical procedure report. WA PLAN MEMBERS ONLY: No
result (ie, benign, indeterminate, malignant) prior authorization required for requests related to
stage 3 or 4 cancer; or remittent, recurrent, relapsed,
or metastatic cancers. Post-service review may be
required through Carelon.
0092U Oncology (lung), three protein biomarkers, immunoassay |CPT-4 Possible Denial; Medical Records  |Investigative Documentation optional
using magnetic nanosensor technology, plasma, Optional
algorithm reported as risk score for likelihood of
malignancy
0094U Genome (eg, unexplained constitutional or heritable CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
disorder or syndrome), rapid sequence analysis www.providerportal.com. For Prior Authorization:
History and Physical, results of previous diagnostics
procedure report.
0098T Revision including replacement of total disc arthroplasty |CPT-4 Prior Authorization Required Medical necessity including |Submit recent history and physical, plan of care, and

(artificial disc), anterior approach, each additional
interspace, cervical (List separately in addition to code
for primary procedure)

site of service

documentation of medical necessity including for site
of service.
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Please note that any planned inpatient stay always requires prior authorization (PA) except maternity-related services.

Items with PA require review and approval before the service is performed.

Code List

To check the status of a code against a member's plan, use the Prior Authorization Tool, then submit the review and check the status of the review online. This list is not exhaustive. The presence of codes on this list does
not necessarily indicate coverage under the member benefits contract. Member contracts differ in their benefits. Always use the Prior Authorization Tool, consult the member benefit booklet, or contact a customer service
representative to determine coverage for a specific medical service or supply.

Description Plan Review Requirement Reviewed For Medical Records Request
0100T Placement of a subconjunctival retinal prosthesis CPT-4 Possible Denial; Medical Records |Investigative Documentation optional
receiver and pulse generator, and implantation of intra- Optional
ocular retinal electrode array, with vitrectomy
0101T Extracorporeal shock wave involving musculoskeletal CPT-4 Possible Denial; Medical Records  |Investigative Documentation optional
system, not otherwise specified; high energy Optional
0101V Hereditary colon cancer disorders (eg, lynch syndrome, |CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
pten hamartoma syndrome, cowden syndrome, familial www.providerportal.com. For Prior Authorization:
adenomatosis polyposis); genomic sequence analysis History and Physical, results of previous diagnostics
panel utilizing a combination of ngs, sanger, mlpa and procedure report.
array cgh, with mrna analytics to resolve variants of
unknown significance when indicated [15 genes
(sequencing and deletion/duplication), epcam and grem1
(deletion/duplication only)
0102T Extracorporeal shock wave, high energy, performed by a |CPT-4 Possible Denial; Medical Records |Investigative Documentation optional
physician, requiring anesthesia other than local, involving Optional
lateral humeral epicondyle
0102V Hereditary breast cancer-related disorders (eg, hereditary|CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
breast cancer, hereditary ovarian cancer, hereditary www.providerportal.com. For Prior Authorization:
endometrial cancer); genomic sequence analysis panel History and Physical, results of previous diagnostics
utilizing a combination of ngs, sanger, mlpa and array procedure report.
cgh, with mrna analytics to resolve variants of unknown
significance when indicated [17 genes (sequencing and
deletion/duplication)
0103U Hereditary ovarian cancer (eg, hereditary ovarian cancer, |CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
hereditary endometrial cancer); genomic sequence www.providerportal.com. For Prior Authorization:
analysis panel utilizing a combination of ngs, sanger, History and Physical, results of previous diagnostics
mlpa and array cgh, with mrna analytics to resolve procedure report.
variants of unknown significance when indicated [24
genes (sequencing and deletion/duplication); epcam
(deletion/duplication only)
0111U Oncology (colon cancer), targeted KRAS (codons 12, 13, |[CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
and 61) and NRAS (codons 12, 13, and 61) gene www.providerportal.com. For Prior Authorization:
analysis utilizing formalin-fixed paraffin-embedded tissue History and Physical, results of previous diagnostics
procedure report. WA PLAN MEMBERS ONLY: No
prior authorization required for requests related to
stage 3 or 4 cancer; or remittent, recurrent, relapsed,
or metastatic cancers. Post-service review may be
required through Carelon.
0112V Infectious agent detection and identification, targeted CPT-4 Possible Denial; Medical Records  |Investigative Documentation optional

sequence analysis (16S and 18S rRNA genes) with drug-
resistance gene

Optional
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Please note that any planned inpatient stay always requires prior authorization (PA) except maternity-related services.

Items with PA require review and approval before the service is performed.

Code List

To check the status of a code against a member's plan, use the Prior Authorization Tool, then submit the review and check the status of the review online. This list is not exhaustive. The presence of codes on this list does
not necessarily indicate coverage under the member benefits contract. Member contracts differ in their benefits. Always use the Prior Authorization Tool, consult the member benefit booklet, or contact a customer service
representative to determine coverage for a specific medical service or supply.

Description Plan Review Requirement Reviewed For Medical Records Request
0113U Oncology (prostate), measurement of PCA3 and CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
TMPRSS2-ERG in urine and PSA in serum following www.providerportal.com. For Prior Authorization:
prostatic massage, by RNA amplification and History and Physical, results of previous diagnostics
fluorescence-based detection, algorithm reported as risk procedure report. WA PLAN MEMBERS ONLY: No
score prior authorization required for requests related to
stage 3 or 4 cancer; or remittent, recurrent, relapsed,
or metastatic cancers. Post-service review may be
required through Carelon.
0114U Gastroenterology (Barrett's esophagus), VIM and CCNA1|CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
methylation analysis, esophageal cells, algorithm www.providerportal.com. For Prior Authorization:
reported as likelihood for Barrett's esophagus History and Physical, results of previous diagnostics
procedure report. WA PLAN MEMBERS ONLY: No
prior authorization required for requests related to
stage 3 or 4 cancer; or remittent, recurrent, relapsed,
or metastatic cancers. Post-service review may be
required through Carelon.
0118U Transplantation medicine, quantification of donor-derived [CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
cell-free DNA using whole genome next-generation www.providerportal.com. For Prior Authorization:
sequencing, plasma, reported as percentage of donor- History and Physical, results of previous diagnostics
derived cell-free DNA in the total cell-free DNA procedure report.
0120U Oncology (B-cell ymphoma classification), mMRNA, gene |CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
expression profiling by fluorescent probe hybridization of www.providerportal.com. For Prior Authorization:
58 genes (45 content and 13 housekeeping genes), History and Physical, results of previous diagnostics
formalin-fixed paraffin-embedded tissue, algorithm procedure report. WA PLAN MEMBERS ONLY: No
reported as likelihood for primary mediastinal B-cell prior authorization required for requests related to
lymphoma (PMBCL) and diffuse large B-cell ymphoma stage 3 or 4 cancer; or remittent, recurrent, relapsed,
(DLBCL) with cell of origin subtyping in the latter or metastatic cancers. Post-service review may be
required through Carelon.
0122V Sickle cell disease, microfluidic flow adhesion (P- CPT-4 Prior Authorization Required Investigative Submit History and Physical, documentation of
Selectin), whole blood medical necessity, operative report as it relates to the
requested service.
0129U Hereditary breast cancer-related disorders (eg, hereditary|CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at

breast cancer, hereditary ovarian cancer, hereditary
endometrial cancer), genomic sequence analysis and
deletion/duplication analysis panel (ATM, BRCA1,
BRCA2, CDH1, CHEK2, PALB2, PTEN, and TP53)

www.providerportal.com. For Prior Authorization:
History and Physical, results of previous diagnostics
procedure report.
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Please note that any planned inpatient stay always requires prior authorization (PA) except maternity-related services.

Items with PA require review and approval before the service is performed.

Code List

To check the status of a code against a member's plan, use the Prior Authorization Tool, then submit the review and check the status of the review online. This list is not exhaustive. The presence of codes on this list does
not necessarily indicate coverage under the member benefits contract. Member contracts differ in their benefits. Always use the Prior Authorization Tool, consult the member benefit booklet, or contact a customer service
representative to determine coverage for a specific medical service or supply.

Description Plan Review Requirement Reviewed For Medical Records Request
0130U Hereditary colon cancer disorders (eg, Lynch syndrome, |CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
PTEN hamartoma syndrome, Cowden syndrome, familial www.providerportal.com. For Prior Authorization:
adenomatosis polyposis), targeted mRNA sequence History and Physical, results of previous diagnostics
analysis panel (APC, CDH1, CHEK2, MLH1, MSH2, procedure report.
MSH6, MUTYH, PMS2, PTEN, and TP53) (List
separately in addition to code for primary procedure)
0131U Hereditary breast cancer-related disorders (eg, hereditary|CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
breast cancer, hereditary ovarian cancer, hereditary www.providerportal.com. For Prior Authorization:
endometrial cancer), targeted mRNA sequence analysis History and Physical, results of previous diagnostics
panel (13 genes) (List separately in addition to code for procedure report.
primary procedure)
0132U Hereditary ovarian cancer-related disorders (eg, CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
hereditary breast cancer, hereditary ovarian cancer, www.providerportal.com. For Prior Authorization:
hereditary endometrial cancer), targeted mRNA History and Physical, results of previous diagnostics
sequence analysis panel (17 genes) (List separately in procedure report.
addition to code for primary procedure)
0133U Hereditary prostate cancer-related disorders, targeted CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
mRNA sequence analysis panel (11 genes) (List www.providerportal.com. For Prior Authorization:
separately in addition to code for primary procedure) History and Physical, results of previous diagnostics
procedure report.
0134U Hereditary pan cancer (eg, hereditary breast and ovarian |CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
cancer, hereditary endometrial cancer, hereditary www.providerportal.com. For Prior Authorization:
colorectal cancer), targeted mRNA sequence analysis History and Physical, results of previous diagnostics
panel (18 genes) (List separately in addition to code for procedure report.
primary procedure)
0135U Hereditary gynecological cancer (eg, hereditary breast |CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
and ovarian cancer, hereditary endometrial cancer, www.providerportal.com. For Prior Authorization:
hereditary colorectal cancer), targeted mRNA sequence History and Physical, results of previous diagnostics
analysis panel (12 genes) (List separately in addition to procedure report.
code for primary procedure)
0136U ATM (ataxia telangiectasia mutated) (eg, ataxia CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
telangiectasia) mRNA sequence analysis (List separately www.providerportal.com. For Prior Authorization:
in addition to code for primary procedure) History and Physical, results of previous diagnostics
procedure report.
0137U PALB2 (partner and localizer of BRCA2) (eg, breast and |CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
pancreatic cancer) mRNA sequence analysis (List www.providerportal.com. For Prior Authorization:
separately in addition to code for primary procedure) History and Physical, results of previous diagnostics
procedure report.
0138U BRCA1 (BRCA1, DNA repair associated), BRCA2 CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at

(BRCAZ2, DNA repair associated) (eg, hereditary breast
and ovarian cancer) mRNA sequence analysis (List
separately in addition to code for primary procedure)

www.providerportal.com. For Prior Authorization:
History and Physical, results of previous diagnostics
procedure report.

Page 152 of 357

03/01/2024

These criteria do not imply or guarantee approval. Please check with your plan to ensure coverage. Preauthorization requirements are only valid for the month published.

They may have changed from previous months and may change in future months.



Please note that any planned inpatient stay always requires prior authorization (PA) except maternity-related services.

Items with PA require review and approval before the service is performed.

Code List

To check the status of a code against a member's plan, use the Prior Authorization Tool, then submit the review and check the status of the review online. This list is not exhaustive. The presence of codes on this list does
not necessarily indicate coverage under the member benefits contract. Member contracts differ in their benefits. Always use the Prior Authorization Tool, consult the member benefit booklet, or contact a customer service
representative to determine coverage for a specific medical service or supply.

Description Plan Review Requirement Reviewed For Medical Records Request
0153U Oncology (breast), MRNA, gene expression profiling by [CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
next-generation sequencing of 101 genes, utilizing www.providerportal.com. For Prior Authorization:
formalin-fixed paraffin-embedded tissue, algorithm History and Physical, results of previous diagnostics
reported as a triple negative breast cancer clinical procedure report. WA PLAN MEMBERS ONLY: No
subtype(s) with information on immune cell involvement prior authorization required for requests related to
stage 3 or 4 cancer; or remittent, recurrent, relapsed,
or metastatic cancers. Post-service review may be
required through Carelon.
0154U Oncology (urothelial cancer) RNA, analysis by real-time rt{CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
pcr of the FGFR3 (fibroblast growth factor receptor 3) www.providerportal.com. For Prior Authorization:
gene analysis (IE, P.R248C [C.742C>T], P.S249C History and Physical, results of previous diagnostics
[C.746C>G], P.G370C [C.1108G>T], P.Y373C procedure report. WA PLAN MEMBERS ONLY: No
[C.1118A>G], FGFR3-TACC3V1, AND FGFR3- prior authorization required for requests related to
TACC3V3) utilizing formalin-fixed paraffin-embedded stage 3 or 4 cancer; or remittent, recurrent, relapsed,
(FFPE) urothelial cancer tumor tissue, reported as FGFR or metastatic cancers. Post-service review may be
gene alteration status required through Carelon.
0155U Oncology (breast cancer) DNA, PIK3CA CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
(PHOSPHATIDYLINOSITOL-4,5BISPHOSPHATE 3- www.providerportal.com. For Prior Authorization:
KINASE, catalytic SUBUNIT ALPHA) gene analysis (IE, History and Physical, results of previous diagnostics
0156U Copy number (EG, intellectual disability, dysmorphology), |CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
sequence analysis www.providerportal.com. For Prior Authorization:
History and Physical, results of previous diagnostics
0157U APC (APC regulator of WNT signaling pathway) (EG, CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
familial adenomatosis polyposis [FAP]) MRNA sequence www.providerportal.com. For Prior Authorization:
analysis (list separately in addition to code for primary History and Physical, results of previous diagnostics
0158U MLH1 (MUTL HOMOLOG 1) (EG, hereditary non- CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
polyposis colorectal cancer, lynch syndrome) mrna www.providerportal.com. For Prior Authorization:
sequence analysis (list separately in addition to code for History and Physical, results of previous diagnostics
primary procedure) procedure report.
0159U MSH2 (MUTS HOMOLOG 2) (EG, hereditary colon CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at

cancer, lynch syndrome) MRNA sequence analysis (list
separately in addition to code for primary procedure)

www.providerportal.com. For Prior Authorization:
History and Physical, results of previous diagnostics
procedure report. WA PLAN MEMBERS ONLY: No
prior authorization required for requests related to
stage 3 or 4 cancer; or remittent, recurrent, relapsed,
or metastatic cancers. Post-service review may be
required through Carelon.
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Please note that any planned inpatient stay always requires prior authorization (PA) except maternity-related services.

Items with PA require review and approval before the service is performed.

Code List

To check the status of a code against a member's plan, use the Prior Authorization Tool, then submit the review and check the status of the review online. This list is not exhaustive. The presence of codes on this list does
not necessarily indicate coverage under the member benefits contract. Member contracts differ in their benefits. Always use the Prior Authorization Tool, consult the member benefit booklet, or contact a customer service
representative to determine coverage for a specific medical service or supply.

Description Plan Review Requirement Reviewed For Medical Records Request
0160U MSH6 (MUTS HOMOLOG 6) (EG, hereditary colon CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
cancer, lynch syndrome) MRNA sequence analysis (list www.providerportal.com. For Prior Authorization:
separately in addition to code for primary procedure) History and Physical, results of previous diagnostics
procedure report. WA PLAN MEMBERS ONLY: No
prior authorization required for requests related to
stage 3 or 4 cancer; or remittent, recurrent, relapsed,
or metastatic cancers. Post-service review may be
required through Carelon.
0161U PMS2 (PMS1 HOMOLOG 2, mismatch repair system CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
component) (eg, hereditary nonpolyposis colorectal www.providerportal.com. For Prior Authorization:
cancer, lynch syndrome) MRNA sequence analysis (list History and Physical, results of previous diagnostics
separately in addition to code for primary procedure) procedure report. WA PLAN MEMBERS ONLY: No
prior authorization required for requests related to
stage 3 or 4 cancer; or remittent, recurrent, relapsed,
or metastatic cancers. Post-service review may be
required through Carelon.
0162U Hereditary colon cancer (lynch syndrome), targeted CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
MRNA sequence analysis panel (MLH1, MSH2, MSH6, www.providerportal.com. For Prior Authorization:
PMS2) (list separately in addition to code for primary History and Physical, results of previous diagnostics
procedure) procedure report. WA PLAN MEMBERS ONLY: No
prior authorization required for requests related to
stage 3 or 4 cancer; or remittent, recurrent, relapsed,
or metastatic cancers. Post-service review may be
required through Carelon.
0163T Total disc arthroplasty (artificial disc), anterior approach, [CPT-4 Prior Authorization Required Investigative Submit History and Physical, documentation of
including discectomy to prepare interspace (other than medical necessity, operative report as it relates to the
for decompression), lumbar, each additional interspace requested service.
(List separately in addition to code for primary procedure
0163U Oncology (colorectal) screening, biochemical enzyme- CPT-4 Possible Denial; Medical Records  |Investigative Documentation optional
linked immunosorbent assay (ELISA) of 3 plasma or Optional
serum proteins (teratocarcinoma derived growth factor-1
[TDGF-1, Cripto-1], carcinoembryonic antigen [CEA],
extracellular matrix protein [ECM]), with demographic
data (age, gender, CRC-screening compliance) using a
proprietary algorithm and reported as likelihood of CRC
or advanced adenomas
0164T Removal of total disc arthroplasty, anterior approach, CPT-4 Prior Authorization Required Investigative Submit History and Physical, documentation of

lumbar, each additional interspace (List separately in
addition to code for primary procedure

medical necessity, operative report as it relates to the
requested service.
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Please note that any planned inpatient stay always requires prior authorization (PA) except maternity-related services.

Items with PA require review and approval before the service is performed.

Code List

To check the status of a code against a member's plan, use the Prior Authorization Tool, then submit the review and check the status of the review online. This list is not exhaustive. The presence of codes on this list does
not necessarily indicate coverage under the member benefits contract. Member contracts differ in their benefits. Always use the Prior Authorization Tool, consult the member benefit booklet, or contact a customer service
representative to determine coverage for a specific medical service or supply.

Description Plan Review Requirement Reviewed For Medical Records Request
0165T Revision of total disc arthroplasty (artificial disc),, anterior |CPT-4 Prior Authorization Required Investigative Submit History and Physical, documentation of
approach, lumbar, each additional interspace medical necessity, operative report as it relates to the
requested service.
0169U NUDT15 (nudix hydrolase 15) and TPMT (thiopurine S- |CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
methyltransferase) (eg, drug metabolism) gene analysis, www.providerportal.com. For Prior Authorization:
common variants History and Physical, results of previous diagnostics
procedure report.
0170U Neurology (autism spectrum disorder [ASD]), RNA, next- |CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
generation sequencing, saliva, algorithmic analysis, and www.providerportal.com. For Prior Authorization:
results reported as predictive probability of ASD History and Physical, results of previous diagnostics
diagnosis procedure report.
0171U Targeted genomic sequence analysis panel, acute CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
myeloid leukemia, myelodysplastic syndrome, and www.providerportal.com. For Prior Authorization:
myeloproliferative neoplasms, DNA analysis, 23 genes, History and Physical, results of previous diagnostics
interrogation for sequence variants, rearrangements and procedure report. WA PLAN MEMBERS ONLY: No
minimal residual disease, reported as presence/absence prior authorization required for requests related to
stage 3 or 4 cancer; or remittent, recurrent, relapsed,
or metastatic cancers. Post-service review may be
required through Carelon.
0172V Oncology (solid tumor as indicated by the label), somatic [CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
mutation analysis of BRCA1 (BRCA1, DNA repair www.providerportal.com. For Prior Authorization:
associated), BRCA2 (BRCA2, DNA repair associated) History and Physical, results of previous diagnostics
and analysis of homologous recombination deficiency procedure report. WA PLAN MEMBERS ONLY: No
pathways, DNA, formalin-fixed paraffin-embedded tissue, prior authorization required for requests related to
algorithm quantifying tumor genomic instability score stage 3 or 4 cancer; or remittent, recurrent, relapsed,
or metastatic cancers. Post-service review may be
required through Carelon.
0173U Psychiatry (ie, depression, anxiety), genomic analysis CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
panel, includes variant analysis of 14 genes www.providerportal.com. For Prior Authorization:
History and Physical, results of previous diagnostics
procedure report.
0174U Oncology (solid tumor), mass spectrometric 30 protein CPT-4 Possible Denial; Medical Records |Investigative Documentation optional
targets, formalin-fixed paraffin-embedded tissue, Optional
prognostic and predictive algorithm reported as likely,
unlikely, or uncertain benefit of 39 chemotherapy and
targeted therapeutic oncology agents
0175U Psychiatry (eg, depression, anxiety), genomic analysis |CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
panel, variant analysis of 15 genes www.providerportal.com. For Prior Authorization:
History and Physical, results of previous diagnostics
procedure report.
0176U Cytolethal distending toxin B (CdtB) and vinculin 1gG CPT-4 Possible Denial; Medical Records  |Investigative Documentation optional

antibodies by immunoassay (ie, ELISA)

Optional
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Please note that any planned inpatient stay always requires prior authorization (PA) except maternity-related services.

Items with PA require review and approval before the service is performed.

Code List

To check the status of a code against a member's plan, use the Prior Authorization Tool, then submit the review and check the status of the review online. This list is not exhaustive. The presence of codes on this list does
not necessarily indicate coverage under the member benefits contract. Member contracts differ in their benefits. Always use the Prior Authorization Tool, consult the member benefit booklet, or contact a customer service
representative to determine coverage for a specific medical service or supply.

0177V

Description

Oncology (breast cancer), DNA, PIK3CA
(phosphatidylinositol-4,5-bisphosphate 3-kinase catalytic
subunit alpha) gene analysis of 11 gene variants utilizing
plasma, reported as PIK3CA gene mutation status

CPT-4

Plan Review Requirement
Medical Necessity Review Required

Reviewed For

Genetic Testing

Medical Records Request
Submit online review with Carelon at
www.providerportal.com. For Prior Authorization:
History and Physical, results of previous diagnostics
procedure report. WA PLAN MEMBERS ONLY: No
prior authorization required for requests related to
stage 3 or 4 cancer; or remittent, recurrent, relapsed,
or metastatic cancers. Post-service review may be
required through Carelon.

0179U Oncology (non-small cell lung cancer), cell-free DNA, CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
targeted sequence analysis of 23 genes (single www.providerportal.com. For Prior Authorization:
nucleotide variations, insertions and deletions, fusions History and Physical, results of previous diagnostics
without prior knowledge of partner/breakpoint, copy procedure report. WA PLAN MEMBERS ONLY: No
number variations), with report of significant mutation(s) prior authorization required for requests related to
stage 3 or 4 cancer; or remittent, recurrent, relapsed,
or metastatic cancers. Post-service review may be
required through Carelon.
0180U Red cell antigen (ABO blood group) genotyping (ABO), |CPT-4 Possible Denial; Medical Records |Investigative Documentation optional
gene analysis Sanger/chain termination/conventional Optional
sequencing, ABO (ABO, alpha 1-3-N-
acetylgalactosaminyltransferase and alpha 1-3-
galactosyltransferase) gene, including subtyping, 7 exons
0181U Red cell antigen (Colton blood group) genotyping (CO), |CPT-4 Possible Denial; Medical Records |Investigative Documentation optional
gene analysis, AQP1 (aquaporin 1 [Colton blood group]) Optional
exon 1
0182U Red cell antigen (Cromer blood group) genotyping CPT-4 Possible Denial; Medical Records  |Investigative Documentation optional
(CROM), gene analysis, CD55 (CD55 molecule [Cromer Optional
blood group]) exons 1-10
0183U Red cell antigen (Diego blood group) genotyping (Dl), CPT-4 Possible Denial; Medical Records |Investigative Documentation optional
gene analysis, SLC4A1 (solute carrier family 4 member 1 Optional
[Diego blood group]) exon 19
0184U Red cell antigen (Dombrock blood group) genotyping CPT-4 Possible Denial; Medical Records  |Investigative Documentation optional
(DO), gene analysis, ART4 (ADP-ribosyltransferase 4 Optional
[Dombrock blood group]) exon 2
0186U Red cell antigen (H blood group) genotyping (FUT2), CPT-4 Possible Denial; Medical Records  |Investigative Documentation optional
gene analysis, FUT2 (fucosyltransferase 2) exon 2 Optional
0187U Red cell antigen (Duffy blood group) genotyping (FY), CPT-4 Possible Denial; Medical Records  |Investigative Documentation optional
gene analysis, ACKR1 (atypical chemokine receptor 1 Optional
[Duffy blood group]) exons 1-2
0188U Red cell antigen (Gerbich blood group) genotyping (GE), |CPT-4 Possible Denial; Medical Records  |Investigative Documentation optional

gene analysis, GYPC (glycophorin C [Gerbich blood
group]) exons 1-4

Optional
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Please note that any planned inpatient stay always requires prior authorization (PA) except maternity-related services.

Items with PA require review and approval before the service is performed.

Code List

To check the status of a code against a member's plan, use the Prior Authorization Tool, then submit the review and check the status of the review online. This list is not exhaustive. The presence of codes on this list does
not necessarily indicate coverage under the member benefits contract. Member contracts differ in their benefits. Always use the Prior Authorization Tool, consult the member benefit booklet, or contact a customer service
representative to determine coverage for a specific medical service or supply.

Description Plan Review Requirement Reviewed For Medical Records Request

0189U Red cell antigen (MNS blood group) genotyping (GYPA), |CPT-4 Possible Denial; Medical Records  |Investigative Documentation optional
gene analysis, GYPA (glycophorin A [MNS blood group]) Optional
introns 1, 5, exon 2

0190U Red cell antigen (MNS blood group) genotyping (GYPB), |CPT-4 Possible Denial; Medical Records  |Investigative Documentation optional
gene analysis, GYPB (glycophorin B [MNS blood group]) Optional
introns 1, 5, pseudoexon 3

0191U Red cell antigen (Indian blood group) genotyping (IN), CPT-4 Possible Denial; Medical Records  |Investigative Documentation optional
gene analysis, CD44 (CD44 molecule [Indian blood Optional
group]) exons 2, 3, 6

0192U Red cell antigen (Kidd blood group) genotyping (JK), CPT-4 Possible Denial; Medical Records  |Investigative Documentation optional
gene analysis, SLC14A1 (solute carrier family 14 Optional
member 1 [Kidd blood group]) gene promoter, exon 9

0193U Red cell antigen (JR blood group) genotyping (JR), gene |CPT-4 Possible Denial; Medical Records  |Investigative Documentation optional
analysis, ABCG2 (ATP binding cassette subfamily G Optional
member 2 [Junior blood group]) exons 2-26

0194U Red cell antigen (Kell blood group) genotyping (KEL), CPT-4 Possible Denial; Medical Records  |Investigative Documentation optional
gene analysis, KEL (Kell metallo-endopeptidase [Kell Optional
blood group]) exon 8

0195U KLF1 (Kruppel-like factor 1), targeted sequencing (ie, CPT-4 Possible Denial; Medical Records |Investigative Documentation optional
exon 13) Optional

0196U Red cell antigen (Lutheran blood group) genotyping (LU), |CPT-4 Possible Denial; Medical Records  |Investigative Documentation optional
gene analysis, BCAM (basal cell adhesion molecule Optional
[Lutheran blood group]) exon 3

0197V Red cell antigen (Landsteiner-Wiener blood group) CPT-4 Possible Denial; Medical Records  |Investigative Documentation optional
genotyping (LW), gene analysis, ICAM4 (intercellular Optional
adhesion molecule 4 [Landsteiner-Wiener blood group])
exon 1

0198U Red cell antigen (RH blood group) genotyping (RHD and |CPT-4 Possible Denial; Medical Records  |Investigative Documentation optional
RHCE), gene analysis Sanger/chain Optional
termination/conventional sequencing, RHD (Rh blood
group D antigen) exons 1-10 and RHCE (Rh blood group
CcEe antigens) exon 5

0199U Red cell antigen (Scianna blood group) genotyping (SC), |CPT-4 Possible Denial; Medical Records  |Investigative Documentation optional
gene analysis, ERMAP (erythroblast membrane Optional
associated protein [Scianna blood group]) exons 4, 12

0200T Percutaneous sacral augmentation (sacroplasty), CPT-4 Prior Authorization Required Investigative Submit History and Physical, documentation of
unilateral injection(s), including the use of a balloon or medical necessity, operative report as it relates to the
mechanical device, when used, 1 or more needles requested service.

0200U Red cell antigen (Kx blood group) genotyping (XK), gene |CPT-4 Possible Denial; Medical Records |Investigative Documentation optional

analysis, XK (X-linked Kx blood group) exons 1-3

Optional
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Please note that any planned inpatient stay always requires prior authorization (PA) except maternity-related services.

Items with PA require review and approval before the service is performed.

Code List

To check the status of a code against a member's plan, use the Prior Authorization Tool, then submit the review and check the status of the review online. This list is not exhaustive. The presence of codes on this list does
not necessarily indicate coverage under the member benefits contract. Member contracts differ in their benefits. Always use the Prior Authorization Tool, consult the member benefit booklet, or contact a customer service
representative to determine coverage for a specific medical service or supply.

Description Plan Review Requirement Reviewed For Medical Records Request
0201T Percutaneous sacral augmentation (sacroplasty), CPT-4 Possible Denial; Medical Records [Investigative Documentation optional
bilateral injections, including the use of a balloon or Optional
mechanical device, when used, 2 or more needles
0201U Red cell antigen (Yt blood group) genotyping (YT), gene |CPT-4 Prior Authorization Required Investigative Submit History and Physical, documentation of
analysis, ACHE (acetylcholinesterase [Cartwright blood medical necessity, operative report as it relates to the
group]) exon 2 requested service.
0203U Autoimmune (inflammatory bowel disease), mRNA, gene [CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
expression profiling by quantitative RT-PCR, 17 genes www.providerportal.com. For Prior Authorization:
(15 target and 2 reference genes), whole blood, reported History and Physical, results of previous diagnostics
as a continuous risk score and classification of procedure report.
inflammatory bowel disease aggressiveness
0204U Oncology (thyroid), mRNA, gene expression analysis of |CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
593 genes (including BRAF, RAS, RET, PAX8, and www.providerportal.com. For Prior Authorization:
NTRK) for sequence variants and rearrangements, History and Physical, results of previous diagnostics
utilizing fine needle aspirate, reported as detected or not procedure report. WA PLAN MEMBERS ONLY: No
detected prior authorization required for requests related to
stage 3 or 4 cancer; or remittent, recurrent, relapsed,
or metastatic cancers. Post-service review may be
required through Carelon.
0205U Ophthalmology (age-related macular degeneration), CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
analysis of 3 gene variants (2 CFH gene, 1 ARMS2 www.providerportal.com. For Prior Authorization:
gene), using PCR and MALDI-TOF, buccal swab, History and Physical, results of previous diagnostics
reported as positive or negative for neovascular age- procedure report.
related macular-degeneration risk associated with zinc
supplements
0206U Neurology (Alzheimer disease); cell aggregation using CPT-4 Possible Denial; Medical Records |Investigative Documentation optional
morphometric imaging and protein kinase C-epsilon Optional
(PKCe) concentration in response to amylospheroid
treatment by ELISA, cultured skin fibroblasts, each
reported as positive or negative for Alzheimer disease
0207U Neurology (Alzheimer disease); quantitative imaging of |CPT-4 Possible Denial; Medical Records |Investigative Documentation optional
phosphorylated ERK1 and ERK2 in response to Optional
bradykinin treatment by in situ immunofluorescence,
using cultured skin fibroblasts, reported as a probability
index for Alzheimer disease (List separately in addition to
code for primary procedure)
0209U Cytogenomic constitutional (genome-wide) analysis, CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
interrogation of genomic regions for copy number, www.providerportal.com. For Prior Authorization:
structural changes and areas of homozygosity for History and Physical, results of previous diagnostics
chromosomal abnormalities procedure report.
0210U Syphilis test, non-treponemal antibody, immunoassay, CPT-4 Possible Denial; Medical Records |Investigative Documentation optional

quantitative (RPR)

Optional
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Please note that any planned inpatient stay always requires prior authorization (PA) except maternity-related services.
Items with PA require review and approval before the service is performed.

Code List

To check the status of a code against a member's plan, use the Prior Authorization Tool, then submit the review and check the status of the review online. This list is not exhaustive. The presence of codes on this list does
not necessarily indicate coverage under the member benefits contract. Member contracts differ in their benefits. Always use the Prior Authorization Tool, consult the member benefit booklet, or contact a customer service
representative to determine coverage for a specific medical service or supply.

Description Plan Review Requirement Reviewed For Medical Records Request

0211U Oncology (pan-tumor), DNA and RNA by next-generation [CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
sequencing, utilizing formalin-fixed paraffin-embedded www.providerportal.com. For Prior Authorization:
tissue, interpretative report for single nucleotide variants, History and Physical, results of previous diagnostics
copy number alterations, tumor mutational burden, and procedure report. WA PLAN MEMBERS ONLY: No
microsatellite instability, with therapy association prior authorization required for requests related to

stage 3 or 4 cancer; or remittent, recurrent, relapsed,
or metastatic cancers. Post-service review may be
required through Carelon.

0212U Oncology (pan-tumor), DNA and RNA by next-generation |[CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
sequencing, utilizing formalin-fixed paraffin-embedded www.providerportal.com. For Prior Authorization:
tissue, interpretative report for single nucleotide variants, History and Physical, results of previous diagnostics
copy humber alterations, tumor mutational burden, and procedure report. WA PLAN MEMBERS ONLY: No
microsatellite instability, with therapy association prior authorization required for requests related to

stage 3 or 4 cancer; or remittent, recurrent, relapsed,
or metastatic cancers. Post-service review may be
required through Carelon.

0213U Rare diseases (constitutional/heritable disorders), whole |CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
genome and mitochondrial DNA sequence analysis, www.providerportal.com. For Prior Authorization:
including small sequence changes, deletions, History and Physical, results of previous diagnostics
duplications, short tandem repeat gene expansions, and procedure report.

variants in non-uniquely mappable regions, blood or
saliva, identification and categorization of genetic
variants, each comparator genome (eg, parent, sibling)

0214U Rare diseases (constitutional/heritable disorders), whole |CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
exome and mitochondrial DNA sequence analysis, www.providerportal.com. For Prior Authorization:
including small sequence changes, deletions, History and Physical, results of previous diagnostics
duplications, short tandem repeat gene expansions, and procedure report.

variants in non-uniquely mappable regions, blood or
saliva, identification and categorization of genetic
variants, proband

0215U Rare diseases (constitutional/heritable disorders), whole |CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
exome and mitochondrial DNA sequence analysis, www.providerportal.com. For Prior Authorization:
including small sequence changes, deletions, History and Physical, results of previous diagnostics
duplications, short tandem repeat gene expansions, and procedure report.

variants in non-uniquely mappable regions, blood or
saliva, identification and categorization of genetic
variants, each comparator exome (eg, parent, sibling)
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Please note that any planned inpatient stay always requires prior authorization (PA) except maternity-related services.
Items with PA require review and approval before the service is performed.

Code List

To check the status of a code against a member's plan, use the Prior Authorization Tool, then submit the review and check the status of the review online. This list is not exhaustive. The presence of codes on this list does
not necessarily indicate coverage under the member benefits contract. Member contracts differ in their benefits. Always use the Prior Authorization Tool, consult the member benefit booklet, or contact a customer service
representative to determine coverage for a specific medical service or supply.

Description Plan Review Requirement Reviewed For Medical Records Request

0216U Neurology (inherited ataxias), genomic DNA sequence |CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
analysis of 12 common genes including small sequence www.providerportal.com. For Prior Authorization:
changes, deletions, duplications, short tandem repeat History and Physical, results of previous diagnostics
gene expansions, and variants in non-uniquely mappable procedure report.

regions, blood or saliva, identification and categorization
of genetic variants

0217U Neurology (inherited ataxias), genomic DNA sequence |CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
analysis of 51 genes including small sequence changes, www.providerportal.com. For Prior Authorization:
deletions, duplications, short tandem repeat gene History and Physical, results of previous diagnostics
expansions, and variants in non-uniquely mappable procedure report.

regions, blood or saliva, identification and categorization
of genetic variants

0218U Neurology (muscular dystrophy), DMD gene sequence |CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
analysis, including small sequence changes, deletions, www.providerportal.com. For Prior Authorization:
duplications, and variants in non-uniquely mappable History and Physical, results of previous diagnostics
regions, blood or saliva, identification and procedure report.
characterization of genetic variants

0219T Placement of a posterior intrafacet implant(s), unilateral |CPT-4 Possible Denial; Medical Records |Investigative Documentation optional
or bilateral, including imaging and placement of bone Optional

graft(s) or synthetic device(s), single level; cervical

0219U Infectious agent (human immunodeficiency virus), CPT-4 Possible Denial; Medical Records |Investigative Documentation optional
targeted viral next-generation sequence analysis (ie, Optional
protease [PR], reverse transcriptase [RT], integrase
[INT]), algorithm reported as prediction of antiviral drug
susceptibility

0220T Placement of a posterior intrafacet implant(s), unilateral |CPT-4 Possible Denial; Medical Records  |Investigative Documentation optional
or bilateral, including imaging and placement of bone Optional
graft(s) or synthetic device(s), single level; thoracic

0220U Oncology (breast cancer), image analysis with artificial |CPT-4 Possible Denial; Medical Records  |Investigative Documentation optional
intelligence assessment of 12 histologic and Optional
immunohistochemical features, reported as a recurrence
score

0221T Placement of a posterior intrafacet implant(s), unilateral |CPT-4 Possible Denial; Medical Records  |Investigative Documentation optional
or bilateral, including imaging and placement of bone Optional

graft(s) or synthetic device(s), single level; lumbar

0221U Red cell antigen (ABO blood group) genotyping (ABO), |CPT-4 Possible Denial; Medical Records  |Investigative Documentation optional
gene analysis, next-generation sequencing, ABO (ABO, Optional
alpha 1-3-N-acetylgalactosaminyltransferase and alpha 1-
3-galactosyltransferase) gene
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Please note that any planned inpatient stay always requires prior authorization (PA) except maternity-related services.
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Code List
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not necessarily indicate coverage under the member benefits contract. Member contracts differ in their benefits. Always use the Prior Authorization Tool, consult the member benefit booklet, or contact a customer service
representative to determine coverage for a specific medical service or supply.

Description Plan Review Requirement Reviewed For Medical Records Request
0222T Placement of a posterior intrafacet implant(s), unilateral |CPT-4 Possible Denial; Medical Records |Investigative Documentation optional
or bilateral, including imaging and placement of bone Optional
graft(s) or synthetic device(s), single level; each
additional vertebral segment (List separately in addition
to code for primary procedure)
0224U Antibody, severe acute respiratory syndrome CPT-4 Retrospective Review Medical Necessity Reviewed retrospectively only. Submit history and
Coronavirus 2 (SARS-COV-2) (Coronavirus disease physical, documentation of medical necessity.
[COVID-19], includes titer(s), when performed
0228U Oncology (prostate), multianalyte molecular profile by CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
photometric detection of macromolecules adsorbed on www.providerportal.com. For Prior Authorization:
nanosponge array slides with machine learning, utilizing History and Physical, results of previous diagnostics
first morning voided urine, algorithm reported as procedure report. WA PLAN MEMBERS ONLY: No
likelihood of prostate cancer prior authorization required for requests related to
stage 3 or 4 cancer; or remittent, recurrent, relapsed,
or metastatic cancers. Post-service review may be
required through Carelon.
0229U BCAT1 (Branched chain amino acid transaminase 1) or |CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
IKZF1 (IKAROS family zinc finger 1) (eg, colorectal www.providerportal.com. For Prior Authorization:
cancer) promoter methylation analysis History and Physical, results of previous diagnostics
procedure report. WA PLAN MEMBERS ONLY: No
prior authorization required for requests related to
stage 3 or 4 cancer; or remittent, recurrent, relapsed,
or metastatic cancers. Post-service review may be
required through Carelon.
0230U AR (androgen receptor) (eg, spinal and bulbar muscular |[CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
atrophy, Kennedy disease, X chromosome inactivation), www.providerportal.com. For Prior Authorization:
full sequence analysis, including small sequence History and Physical, results of previous diagnostics
changes in exonic and intronic regions, deletions, procedure report.
duplications, short tandem repeat (STR) expansions,
mobile element insertions, and variants in non-uniquely
mappable regions
0231U CACNA1A (calcium voltage-gated channel subunit alpha [CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
1A) (eg, spinocerebellar ataxia), full gene analysis, www.providerportal.com. For Prior Authorization:
including small sequence changes in exonic and intronic History and Physical, results of previous diagnostics
regions, deletions, duplications, short tandem repeat procedure report.
(STR) gene expansions, mobile element insertions, and
variants in non-uniquely mappable regions
0232T Injection(s), platelet rich plasma, any tissue, including CPT-4 Possible Denial; Medical Records  |Investigative Documentation optional

image guidance, harvesting and preparation when
performed

Optional
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To check the status of a code against a member's plan, use the Prior Authorization Tool, then submit the review and check the status of the review online. This list is not exhaustive. The presence of codes on this list does
not necessarily indicate coverage under the member benefits contract. Member contracts differ in their benefits. Always use the Prior Authorization Tool, consult the member benefit booklet, or contact a customer service
representative to determine coverage for a specific medical service or supply.

Description Plan Review Requirement Reviewed For Medical Records Request

0232V CSTB (cystatin B) (eg, progressive myoclonic epilepsy [CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
type 1A, Unverricht-Lundborg disease), full gene www.providerportal.com. For Prior Authorization:
analysis, including small sequence changes in exonic History and Physical, results of previous diagnostics
and intronic regions, deletions, duplications, short procedure report.
tandem repeat (STR) expansions, mobile element
insertions, and variants in non-uniquely mappable
regions

0233U FXN (frataxin) (eg, Friedreich ataxia), gene analysis, CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
including small sequence changes in exonic and intronic www.providerportal.com. For Prior Authorization:
regions, deletions, duplications, short tandem repeat History and Physical, results of previous diagnostics
(STR) expansions, mobile element insertions, and procedure report.
variants in non-uniquely mappable regions

0234U MECP2 (methyl CpG binding protein 2) (eg, Rett CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
syndrome), full gene analysis, including small sequence www.providerportal.com. For Prior Authorization:
changes in exonic and intronic regions, deletions, History and Physical, results of previous diagnostics
duplications, mobile element insertions, and variants in procedure report.
non-uniguely mappable regions

0235U PTEN (phosphatase and tensin homolog) (eg, Cowden |CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
syndrome, PTEN hamartoma tumor syndrome), full gene www.providerportal.com. For Prior Authorization:
analysis, including small sequence changes in exonic History and Physical, results of previous diagnostics
and intronic regions, deletions, duplications, mobile procedure report. WA PLAN MEMBERS ONLY: No
element insertions, and variants in non-uniquely prior authorization required for requests related to
mappable regions stage 3 or 4 cancer; or remittent, recurrent, relapsed,

or metastatic cancers. Post-service review may be
required through Carelon.

0236U SMNA1 (survival of motor neuron 1, telomeric) and SMN2 [CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
(survival of motor neuron 2, centromeric) (eg, spinal www.providerportal.com. For Prior Authorization:
muscular atrophy) full gene analysis, including small History and Physical, results of previous diagnostics
sequence changes in exonic and intronic regions, procedure report.
duplications and deletions, and mobile element insertions

0237U Cardiac ion channelopathies (eg, Brugada syndrome, CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at

long QT syndrome, short QT syndrome,
catecholaminergic polymorphic ventricular tachycardia),
genomic sequence analysis panel including ANK2,
CASQ2, CAV3, KCNE1, KCNE2, KCNH2, KCNJ2,
KCNQ1, RYR2, and SCN5A, including small sequence
changes in exonic and intronic regions, deletions,
duplications, mobile element insertions, and variants in
non-uniquely mappable regions

www.providerportal.com. For Prior Authorization:
History and Physical, results of previous diagnostics
procedure report.
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Please note that any planned inpatient stay always requires prior authorization (PA) except maternity-related services.

Items with PA require review and approval before the service is performed.

Code List

To check the status of a code against a member's plan, use the Prior Authorization Tool, then submit the review and check the status of the review online. This list is not exhaustive. The presence of codes on this list does
not necessarily indicate coverage under the member benefits contract. Member contracts differ in their benefits. Always use the Prior Authorization Tool, consult the member benefit booklet, or contact a customer service
representative to determine coverage for a specific medical service or supply.

Description

Plan Review Requirement

Reviewed For

Medical Records Request

0238U  |Oncology (Lynch syndrome), genomic DNA sequence CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
analysis of MLH1, MSH2, MSH6, PMS2, and EPCAM, www.providerportal.com. For Prior Authorization:
including small sequence changes in exonic and intronic History and Physical, results of previous diagnostics
regions, deletions, duplications, mobile element procedure report. WA PLAN MEMBERS ONLY: No
insertions, and variants in non-uniquely mappable prior authorization required for requests related to
regions stage 3 or 4 cancer; or remittent, recurrent, relapsed,
or metastatic cancers. Post-service review may be
required through Carelon.
0239U Targeted genomic sequence analysis panel, solid organ [CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
neoplasm, cell-free DNA, analysis of 311 or more genes, www.providerportal.com. For Prior Authorization:
interrogation for sequence variants, including History and Physical, results of previous diagnostics
substitutions, insertions, deletions, select procedure report. WA PLAN MEMBERS ONLY: No
rearrangements, and copy number variations prior authorization required for requests related to
stage 3 or 4 cancer; or remittent, recurrent, relapsed,
or metastatic cancers. Post-service review may be
required through Carelon.
0242U Targeted genomic seq analysis panel, solid organ CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
neoplasm, cell-free circulating DNA analysis of 55-74 www.providerportal.com. For Prior Authorization:
genes, inerrogation for seq variants, gene copy number History and Physical, results of previous diagnostics
amplifications procedure report. WA PLAN MEMBERS ONLY: No
prior authorization required for requests related to
stage 3 or 4 cancer; or remittent, recurrent, relapsed,
or metastatic cancers. Post-service review may be
required through Carelon.
0243U Obstetrics (preeclampsia), biochemical assay of CPT-4 Possible Denial; Medical Records  |Investigative Documentation optional
placental-growth factor, time-resolved fluorescence Optional
immunoassay, maternal serum, predictive algorithm
reported as a risk score for preeclampsia
0244U Oncology DNA, comprehensive genomic profiling, 257 CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at

genes, interrogation for single-nucleotide variants,
insertions/deletions, copy number alterations, gene
rearrangements

www.providerportal.com. For Prior Authorization:
History and Physical, results of previous diagnostics
procedure report. WA PLAN MEMBERS ONLY: No
prior authorization required for requests related to
stage 3 or 4 cancer; or remittent, recurrent, relapsed,
or metastatic cancers. Post-service review may be
required through Carelon.
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Please note that any planned inpatient stay always requires prior authorization (PA) except maternity-related services.

Items with PA require review and approval before the service is performed.

Code List

To check the status of a code against a member's plan, use the Prior Authorization Tool, then submit the review and check the status of the review online. This list is not exhaustive. The presence of codes on this list does
not necessarily indicate coverage under the member benefits contract. Member contracts differ in their benefits. Always use the Prior Authorization Tool, consult the member benefit booklet, or contact a customer service
representative to determine coverage for a specific medical service or supply.

Description Plan Review Requirement Reviewed For Medical Records Request
0245U Oncology (thyroid) mutation analysis of 10 genes & 37  [CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
rna fusions & expression of 4 mrna markers using next- www.providerportal.com. For Prior Authorization:
generation sequencing, fine needle aspirate, report incl History and Physical, results of previous diagnostics
associated procedure report. WA PLAN MEMBERS ONLY: No
prior authorization required for requests related to
stage 3 or 4 cancer; or remittent, recurrent, relapsed,
or metastatic cancers. Post-service review may be
required through Carelon.
0247U Obstetrics (preterm birth), insulin-like growth factor- CPT-4 Possible Denial; Medical Records  |Investigative Documentation optional
binding protein 4 (IBP4), sex hormone-binding globulin Optional
(SHBG), quantitative measurement by LC-MS/MS,
utilizing maternal serum, combined with clinical data,
reported as predictive-risk stratification for spontaneous
preterm birth
0250U Oncology (solid organ neoplasm), targeted genomic CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
sequence DNA analysis of 505 genes, interrogation for www.providerportal.com. For Prior Authorization:
somatic alterations (SNVs [single nucleotide variant], History and Physical, results of previous diagnostics
small insertions and deletions, one amplification, and four procedure report. WA PLAN MEMBERS ONLY: No
translocations), microsatellite instability and tumor- prior authorization required for requests related to
mutation burden stage 3 or 4 cancer; or remittent, recurrent, relapsed,
or metastatic cancers. Post-service review may be
required through Carelon.
0252U Fetal aneuploidy short tandem-repeat comparative CPT4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
analysis, fetal DNA from products of conception, reported www.providerportal.com. For Prior Authorization:
as normal (euploidy), monosomy, trisomy, or partial History and Physical, results of previous diagnostics
deletion/duplications, mosaicism, and segmental procedure report.
aneuploidy
0253U Reproductive medicine (endometrial receptivity analysis), |CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
RNA gene expression profile, 238 genes by next- www.providerportal.com. For Prior Authorization:
generation sequencing, endometrial tissue, predictive History and Physical, results of previous diagnostics
algorithm reported as endometrial window of implantation procedure report.
(eg, pre-receptive, receptive, post-receptive)
0254U Reproductive medicine (preimplantation genetic CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at

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

www.providerportal.com. For Prior Authorization:
History and Physical, results of previous diagnostics
procedure report.
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Please note that any planned inpatient stay always requires prior authorization (PA) except maternity-related services.
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not necessarily indicate coverage under the member benefits contract. Member contracts differ in their benefits. Always use the Prior Authorization Tool, consult the member benefit booklet, or contact a customer service
representative to determine coverage for a specific medical service or supply.

Description Plan Review Requirement Reviewed For Medical Records Request

0258U Autoimmune (psoriasis), mMRNA, next-generation CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
sequencing, gene expression profiling of 50-100 genes, www.providerportal.com. For Prior Authorization:
skin-surface collection using adhesive patch, algorithm History and Physical, results of previous diagnostics
reported as likelihood of response to psoriasis biologics procedure report.

0260U Rare diseases (constitutional/heritable disorders), CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
identification of copy number variations, inversions, www.providerportal.com. For Prior Authorization:
insertions, translocations, and other structural variants by History and Physical, results of previous diagnostics
optical genome mapping procedure report.

0262U Oncology (solid tumor), gene expression profiling by real- |CPT-4 Prior Authorization Required Genetic Testing Submit online review with Carelon at
time RT-PCR of 7 gene pathways (ER, AR, PI3K, MAPK, www.providerportal.com. For Prior Authorization:
HH, TGFB, Notch), formalin-fixed paraffin-embedded History and Physical, results of previous diagnostics
(FFPE), algorithm reported as gene pathway activity procedure report. WA PLAN MEMBERS ONLY: No
score prior authorization required for requests related to

stage 3 or 4 cancer; or remittent, recurrent, relapsed,
or metastatic cancers. Post-service review may be
required through Carelon.

0263T Intramuscular autologous bone marrow cell therapy, with |CPT-4 Possible Denial; Medical Records |Investigative Documentation optional
preparation of harvested cells, multiple injections, one Optional
leg, including ultrasound guidance, if performed;
complete procedure including unilateral or bilateral bone
marrow harvest

0264T Intramuscular autologous bone marrow cell therapy, with |CPT-4 Possible Denial; Medical Records |Investigative Documentation optional
preparation of harvested cells, multiple injections, one Optional
leg, including ultrasound guidance, if performed;
complete procedure excluding bone marrow harvest

0264U Rare diseases (constitutional/heritable disorders), CPT-4 Prior Authorization Required Ge